Clinical Practice Guidelines for the Metabolic and
Nonsurgical Support of the Bariatric Surgery Patient-2014
Update
1.Introduction
Obesity continues to be a major public health problem in Belgium, with an estimated prevalence of
well above 15% in adults, as defined by a body mass index (BMI) ≥ 30 kg/m2 1. A recent WHO report
(http://www.euro.who.int/en/nutrition-country-profiles) puts the proportion of men and women
that are obese in Belgium at 23.3% and 21.0%, respectively. Obesity has been associated with an
increased hazard ratio for all-cause mortality 2, as well as significant medical and psychological comorbidities. Thus obesity can be viewed as a disease state for which medical intervention is required.
Nonsurgical management can effectively induce 5%-10% weight loss and improve health in severely
obese individuals resulting in cardiovascular benefit 3. Bariatric surgery procedures are indicated for
patients with clinically severe obesity and provide significant benefit both in terms of overall survival
and co-morbidities 4-7. The ability of bariatric surgery to reduce expenditures sufficiently to achieve
cost savings remains hotly debated 8,9 and more studies are needed in this regard. However, it is clear
that as the prevalence of obesity shows no signs of decline and promising pharmacological
treatments for obesity have thus far failed to overcome the regulatory hurdles, the number of
bariatric operations for the surgical treatment of obesity will continue to rise. This requires a
comprehensive approach to clearly establish how patients should be selected for bariatric surgery,
but also how they should be followed-up to avoid complications, weight regain and nutritional
deficiencies. It’s clear that bariatric is not a stand-alone treatment and that patients should seize the
opportunity to drastically change their lifestyle to avoid weight regain and complications, such as
nutritional deficiencies and dumping 10,11.

2.Aims of the Clinical Practice Guidelines for the Metabolic and Nonsurgical Support of the
Bariatric Patient
The main aim of this guidance is to establish a clear pre- and postoperative treatment paradigm for
patients undergoing bariatric surgery. The aim is threefold:
1. Establish that bariatric surgery is not a stand-alone treatment and should be offered in conjunction
with nutritional, life style and medical follow-up.
2. The previous aim would in our view be enforced by modifying the reimbursement rules as to cover
not only the surgery as it is now, but also the pre- and the post-operative management to encourage
patients to adhere to lifestyle modifications necessary to avoid complications, weight regain and
nutritional deficiencies.

3. Establish a better rationale for determining who is eligible for bariatric surgery. It has become clear
that metabolic improvement is more significant and long lasting when patients are treated early-on
in the development of the disease 4,12,13. Therefore, it would be more sensible to treat patients with
obesity at risk of cardiovascular disease and/or type 2 diabetes early in in the disease onset.
Metabolic syndrome is a well-known precursor of both and should therefore be integrated in the
eligibility criteria for bariatric surgery 14.
3.Eligibility for Bariatric Surgery
Grade A: Patients with a BMI ≥ 40 kg/m2
Grade A: Patients with a BMI ≥ 35 kg/m2 and metabolic syndrome (defined by the presence of at
least three out of five symptoms or risk factors (i.e., central obesity, high blood pressure, low HDL
cholesterol levels, elevated triglyceride levels, glucose intolerance) and/or type 2 diabetes and/or
OSAS.
Grade C: Evidence is currently weak to offer bariatric surgery to patients with a BMI 30-34.9 kg/m2
with diabetes or metabolic syndrome (limited by the number of subject studies and lack of long-term
data demonstrating net benefit.
Grade D: there is insufficient evidence for recommending bariatric surgery for glycemic control alone,
lipid control alone, independent of BMI criteria
Thus we propose to reimburse all patients fulfilling the criteria for which there is grade A evidence.

4.Type of bariatric surgery
At this time, there is still insufficient evidence to generalize in favor of one bariatric surgical
procedure (Grade D). In general, laparoscopic bariatric procedures are preferred over open
procedures (Grade B).

5.Management preoperatively (minimal number of visits)
All patients should undergo pre-operative evaluation for obesity-related co-morbidities and causes of
obesity (Grade A), according to last recommendations (Table 5).

Preoperative checklist thus requires a full work-up by an endocrinologist, registered dietitian (2 visits)
and a psychologist, with in addition pregnancy counseling (in females) and smoking cessation
counselling (smokers).
Thus we propose to reimburse dietitian (2 visits), psychologist, smoking cessation counseling,
endocrinologist and gynecologist in addition to bariatric surgery to reinforce the awareness that
bariatric surgery is best positioned into an overhaul of lifestyle changes. In addition, we propose to
reimburse an obesity coordinator/200 operated patients (1 FTE/200 patients). When several visits
are necessary it should be possible to have additional reimbursement on a case by case basis.

6.Medical clearance
A formal meeting between all involved health care workers should be encouraged.
Thus we propose to reimburse the multidisciplinary meeting between all involved health care
workers to reinforce a multidisciplinary approach.

7.Optimal follow up of bariatric surgery (minimal number of visits)

Time
Consult Surgeon
Consult Dietitian
Consult Endocrinologist
Consult Psychologist
Consult Gynecologist (F)

2w
x

4w
x
x

3mo
x
x

6mo
x
x

12mo

18mo

24mo

x
x
x
x

x
x

x
x
x

It is clear that adequate follow up is needed, but still centers are not required to provide the
necessary follow-up nor is it reimbursed by the reimbursement agencies.
Thus we propose to reimburse 2 years of follow-up together with bariatric surgery to reinforce the
need for lifestyle changes. If more visits or necessary because issues (e.g. adaptation issues) occur

8.Rehabilitation needs post-bariatric surgery
The need for rehabilitation is well recognized in the obese population and greatly helped by
surgically induced weight loss 15. In addition, there is increasing evidence that physical activity can
enhance weight loss and other outcomes after bariatric surgery 16.
Thus, we propose to reimburse a consultation with the physical therapist to evaluate the need for
rehabilitation path postoperatively.

Currently not reimbursed costs for which reimbursement is requested in the future (minimal
number of visits)
Not reimbursed at this time
Consult Dietitian
Consult Psychologist
Smoking Cessation
Physiotherapist
Multidisciplinary Deliberation
Totaal
Obesity Coordinator

INTAKE
43.28 EUR
45.00 EUR
45.00 EUR
43.28 EUR
79.65 EUR
256.21 EUR

FOLLOW-UP
151.48 EUR
90.00 EUR

241.48 EUR
346,00 EUR

The total cost will thus become 843.69 € but the package will clearly reinforce the need for a lifestyle
overhaul. Cost of consultations to endocrinologist/surgeon/gynecologist (F) will be reimbursed
according to the existing rules. If more sessions are deemed necessary, this should remain possible
on a case by case basis
Conclusions
This proposition is intended to increase the long-term success of bariatric surgery in Belgium, by
selecting patients who are going to benefit the most of this surgery and manage them properly
before and after the surgery to decrease complications, weigh regain and nutritional deficiencies.
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