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  Clinical Practice Guideline  

Morbid obesity has emerged as a concern in 
Thailand with an increasing number of patients over 
the years. Recent data of Thailand, prevalence of 
class I obesity and class II obesity are increasing 
from 18.2% and 3.1% in 1991 to 26% and 9% in 
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Background: The prevalence of obesity is increasing in Thailand. The Thai Society for Metabolic and Bariatric Surgery just 
developed the first Thailand guideline for Bariatric surgery as a gold standard treatment of morbid obesity.

Objective: To enhance the quality of care in obesity treatment through metabolic and bariatric surgery

Methods: The present study would provide suggestions for management that were derived from available knowledge, peer-
reviewed of scientific literature, and expert opinion. The guideline was developed by performing a review of currently available 
literatures regarding obesity, obesity treatments, and metabolic surgery from all references published worldwide.

Results: The intent of issuing such a guideline is to provide definite criteria for surgery, pre-operative care, and post-operative 
care, including practical points in each step.

Conclusion: This is the first practice guideline on bariatric surgery for the treatment of obese patient in Thailand. The guideline 
would be revised in the future should additional evidence become available and future research is needed to gather more 
evidence and study clinical outcomes for the development of future practice guidelines.
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2009, respectively(1,2). Patients with morbid obesity 
do not only have physical and psycho-social problems 
but also increase risk for developing many medical 
problems. Obesity requires significant resources in the 
health sector for treatment. About 0.13% of the Thai 
Gross Domestic Products (GDP) was estimated as a 
total cost of obesity related health expense in 2012(3,4).

Bariatric surgery is the most successful long-
term weight loss therapy. In addition, it can improve 
many comorbid diseases(4,5). The team approach 
for peri-operative and post-operative care is a key 
success factor, especially in aspect of nutritional and 
metabolic managements, which needs the expertise 
of care providers. While many clinical practice 
guidelines (CPG) have been reported, there are 
many variations(6-10). To standardize bariatric surgery 
protocols in Thailand, an updated CPG aimed to 
provide new knowledge and maintain relevance at 
the point of care under the updated evidence based on 
literature along with the accompanying consensus and 
checklist, to assist physicians in the way to improve 
standard of care for bariatric surgery.

Methods
The Boards of Thai Society for Metabolic 

and Bariatric Surgery (TSMBS) have approved 
the establishment of the first TSMBS Guideline 
for Clinical Practice for the selection criteria, pre-
operative, post-operative, and nutritional management 
of bariatric surgery patients.

The following clinical guideline was developed 
following a review of the evidence on the search 
for existing guidelines from guideline institutes, 
systematic reviews were searched in the Cochrane 
Library and scientific publications using electronic 
databases PubMed, EBSCO, and Embase (2007 to 
2018). The literatures were selected by the committee 
members and their data were summarized in a 
conclusion, in which references to the key literatures 
were provided.

The present committee developed the practice 
guideline by dividing in three sections and assigned 
two members to create the primary draft of each 
section of the document. Each section was then 
reviewed and revised by the member of each group. 
All recommendations were reviewed by the full 
committee and finalized using a consensus process. 
In considering available treatment modalities, the 
committee focused on laparoscopic Roux-en-Y 
gastric bypass (LRYGB) and laparoscopic sleeve 
gastrectomy (LSG), which are currently available as 
the standard treatments for morbid obesity patients 

in Thailand.

Results
The criteria used for considering the bariatric 
surgery for the treatment to reduce weight of obese 
patients(6,11-14)

1. The bariatric surgery should be considered 
as a treatment for those obese patients with a body 
mass index (BMI) of 32.5 kg/m² or more, who have 
co-morbidities that fail to achieve adequate control 
by full effort of any other methods; or a BMI of 37.5 
kg/m² or more without co-morbidities.

2. The bariatric surgery should be considered 
as an option to treat diabetes type 2 or metabolic 
syndrome patients whose diseases cannot be 
controlled by lifestyle alternations and the standard 
treatment, and have a BMI of 30.0 kg/m² or more.

3. The bariatric surgery should be considered 
as an option for treating diabetes type 2 or metabolic 
syndrome patients whose diseases cannot be 
controlled by lifestyle alternations and the standard 
treatment, have a BMI of between 27.5 and 30.00 kg/
m², need to be taken care strictly under the doctors’ 
supervisions, needs to get consent from the patients, 
and needs to receive the approval from the institute 
ethics committee.

4. The bariatric surgeries that are recommended 
as standard treatment include the malabsorption 
procedure, such as LRYGB, and the restrictive 
procedure, such as LSG.

5. The patients receiving the bariatric surgery 
should be between 18- and 65-years-old. Patients 
with ages out of this range should be evaluated by a 
multidisciplinary team of doctors.

6. The doctor who performs the bariatric surgery 
needs to be specifically trained. The doctor needs to 
have the proper credential, could provide a quality 
bariatric surgical service in accordance with both the 
required level of skill and experience, and have the 
capability to integrate within the health care service.

7. Patients being treated for obesity and metabolic 
syndrome by bariatric surgery should be operated by 
skillful doctors and taken care by a multidisciplinary 
approach team, which include an endocrinologist, a 
dietitian, and others as needed.

8. Patient who meets the mentioned criteria, must 
show their intentions as follows:

 8.1 Reduce their weight by 5 to 10% by the 
surgery date(s).

 8.2 Appear to at least 80% of all appointments 
prior to the surgery.

 8.3 Gain knowledge and understanding 
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about the surgery procedures and how to take care of 
themselves after the surgery thoroughly.

Preparations of a patient pre and post-surgery(15-50)

A doctor evaluates and prepares a patient 
according to criteria as follows: 

A. The preparations of a patient for pre-
surgery(15-33)

When a doctor plan a surgery for the obese 
patient, he must first recommend to the patient that 
they reduce of their body weight by 5 to 10% within 
1 to 2 weeks to be able to do the surgery more easily 
as most obese patients have a fatty liver condition 
and their liver sizes are larger than normal, which 
will obscure the area that needs to be undergone the 
surgery. Therefore, the fast weight reduction within 1 
to 2 weeks will help decrease the size of the liver to 
not obscure the area. This will help surgeons operate 
with less complications. Moreover, the weight loss 
will help improve the post-operative breathing and 
reduces respiratory complications.

The recommendations for the pre-operative 
weight reduction are as following(15-18):

1. Eat less than 800 kilocalories of liquid food 
that has around 60 to 80 grams of high protein and 
drink at least 1.8 liters water per day (formula No.1).

2. Patients with a BMI of more than 50 need to 
follow the formula No.1 for about two weeks before 
the surgery.

3. Patients with a BMI of less than 50 need to 
follow the formula No.1 for about one weeks before 
the surgery.

4. Patients with diabetes need to take anti-
hyperglycemic drugs or the insulin injections. They 
need to consult with an endocrinologist to adjust the 
levels of drugs during the diet controls and they must 
check the sugar levels from their fingertips constantly 
as there might be low blood sugar condition.

Prepare patients before surgery on the lists as 
shown in Table 1(18-33).

B. The preparations of a patient for post-
surgery(31-50)

Patients need to understand the diet phases as 
follows:

1. Phase 1: Crystal liquid food
2. Phase 2: Thick liquid food
3. Phase 3: Soft food
4. Phase 4: Normal food
After surgery, on the first day, the doctor should 

put the patient on a crystal liquid food (Phase 1). If 

the patient can eat more, the doctor can change the 
diet to thick liquid food (Phase 2) on the second day 
after surgery.

After leaving the hospital, the patient can adjust 
the food condition to soft food (Phase 3) for the first 
two to four weeks after surgery. Moreover, the patients 
need to consume about 60 grams per day of protein.

One month after surgery, the patient can adjust 
their food intake to normal food, in small amount in 
each meal totaling around 1,000 kilocalories per day.

Prepare the patients after surgery by checking the 
lists as shown in Table 2.

The criteria used as consideration to redo a surgery 
as a revision or conversion surgery in the case of 
patients that could not reduce their weight to meet 
the criteria or if their weights increased(51-58)

1. A patient had the bariatric surgery done at least 
two years ago.

2. The weight was decreased less than 50% of 
the excessive weight.

3. The weight is still over 30% for the ideal 
weight.

4. A repeated surgery for any other reasons, 
should be considered by a multidisciplinary team.

Discussion
Adult patients with BMI greater than or equal to 

40 or BMI greater than or equal to 35 with obesity-
related comorbid conditions meet the basic criteria 
for surgery according to the recommended AHA/
ACC/TOS guidelines. However, Asian populations 
have been shown to have elevated risk of type 2 
diabetes, hypertension, and hyperlipidemia at a 
relatively low level of BMI. Therefore, the BMI cutoff 
points for bariatric surgery should be lower for Asian 
populations than the European populations.

There is a need to have regular follow-ups of a 
patient post-surgery to evaluate the success of the 
procedure. Adequate weight loss should be more than 
or equal to 50% of their excessive weights in the first 
year after surgery. However, the aim, target weight, 
or worthiness of the procedure may be subject to 
discussion between patient and care provider before 
the operation.

The present guideline is not intended to provide 
rigid rules nor to be used as a legal standard of care. 
Ultimately, there are various appropriate treatment 
modalities that should be adjusted for each patient, 
situation, and surgeon’s experience. The surgeon 
should select and discuss with the patient the best 
treatment from the different feasible options.
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Table 1. The lists of preparation the patients before surgery

1. Perform diagnostic tests for patients

1.1 Other sign and symptoms of co-morbid diseases

1.2 Causes of obesity

1.3 Weight and BMI 

1.4 Other weight control treatment histories 

1.5 Set up joint agreements (commitment)

1.6 Exclusions related to surgical risk

2. Check the laboratory values

2.1 Fasting blood sugar level

2.2 Kidney function

2.3 Liver function

2.4 Blood lipid level examination

2.5 Urine examination

2.6 INR examination or the work of prothrombin

2.7 Blood group examination

2.8 Checking the integrity of red blood cells (CBC)

3. Nutrition screening and special consideration in patients undergoing surgery to reduce the absorption of nutrients according to the symptoms and 
risks of illness

3.1 Iron examination

3.2 Vitamin B12 examination

3.3 Folic examination

3.4 May consider the levels of folate, homocysteine, and methylmalonic acid

3.5 Vitamin D 25(OH) examination

3.6 Vitamin A and E (optional)

4. Evaluation of the heart and lung systems by screening for sleep apnea such as

4.1 Electrocardiogram (ECG)

4.2 Chest radiography (CXR)

4.3 Echocardiogram if there are clinical indications or sign of pulmonary hypertension

4.4 Assessments of venous thrombosis if there are clinical indications

5. Gastrointestinal assessments 

5.1 Screening of Helicobacter pylori infection in high risk areas

5.2 Assessment of gallbladder by ultrasound and endoscopy of the stomach if there are clinical indications

6. Endocrine assessments

6.1 Checking the HbA1C level, if a patient is diagnosed with diabetes

6.2 Thyroid stimulating hormone examination; if there is a symptom or risk of thyroid disease

6.3 Sex hormone examination (total/bioavailable testosterone, DHEAS, Δ4-androstenedione) if suspected of polycystic ovary syndrome (PCOS)

6.4 Cushing’s syndrome screening if there is any clinical doubt

7. Nutrition assessments by a dietitian

8. Mental and social behaviors assessments

9. Necessary medical documents for bariatric surgery

10. Letters of acknowledgment and consent

11. Provide information about expense and other related costs

12. Proceed on losing weight continuously before a surgery

13. Control a proper blood sugar level

14. Provide advices related to pregnancy

15. Provide advices related to smoking cessation

16. A cancer screening examination by a specialist doctor
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Table 2. The lists of preparation the patients after surgery

Lists to be checked Details Surgery methods

LSG LRYGB

First period of post-surgery

1 If there is high chance of having ischemic heart disease, check a patient’s electro-
cardiogram at least 24 hours.

 

2 The patterns of the diet phases adjust under the controls of nutritionists.  

3 Providing knowledge of food consumption by nutritionists.  

4 Providing multivitamin and extra nutrients (the minimum number of tablets that 
should be provided).

2 tablets 2 tablets

5 Calcium citrate; 1,200 to 1,500 mg per day.  

6 Vitamin D at least 3,000 units per day to increase the level until over 30 ng/ml.  

7 May consider to give vitamin B12 to maintain the normal level.  

8 Maintain the level of water in a body; normally sip water over 1.5 litres a day.  

9 Check and follow-up the blood sugar level, the diabetes conditions or advice 
symptoms of low blood sugar level.

 

10 Suction secretion, check lungs conditions, and prevent venous thrombosis conditions.  

11 If a patient has abnormal heath conditions, should be aware of pulmonary embolism 
(PE) and leakage of anastomosis (IL).

PE PE/IL

12 If suspecting of rhabdomyolysis conditions, check enzyme CPK.  

Follow-up lists

1 A duration of a follow-up appointment in the first period, the period turning into a 
stable body weight and after a stable body weight. 

• Surgeons (week, month, year) 1,1,1 1,1,1

• Dietitian or nutritionists (month) 1,3,6,9,12 1,3,6,9,12

2 Follow-up the progress of the weight loss and the complications in each appointment.  

3 Check to find the antibodies of non-striated muscles (SMA-21), red blood cells or 
platelets in each follow-up (may consider monitoring Iron level before and after 
surgery).

 

4 Avoid using non-steroidal anti-inflammatory drugs (NSAIDs).  

5 Adjust the treatment after sugary to suit each patient.  

6 Consider to prevent gout disease and gallstones.  

7 Consider to adjust antihypertensive drug in each appointment.  

8 Evaluate the lipid levels every 6 to 12 months according to risk and treatment.  

9 Follow-up regularly in a recommended exercise.  

10 Evaluate the necessity in doing “Friends help friends” group therapy.  

11 Check bone density (DXA) at the 2nd year after surgery  

12 Check 24 hours calcium in urine at the 6th month after the surgery then follow-up 
yearly.

 

13 Check vitamin B12 level every year or every 3 to 6 months if there is an extra 
pre-scription to provide (may consider to check the homocystine level and 
methylmalonic acid level).

 

14 Check folic, iron, vitamin D 25(OH), parathyroid hormone (iPTH) levels (may 
consider to check the folate level)

× 

15 Check vitamin A level (for the beginning and then every 6 to 12 months) × May consider 
as an option

16 Evaluate copper ions, zinc ions, and selenium ions that can be found specifically. × 

17 Evaluate vitamin B1 level that can be found specifically.  

18 Consider the recontouring surgery when it needed  

LSG=laparoscopic sleeve gastrectomy; LRYGB=laparoscopic Roux-en-Y gastric bypass; DXA=dual-energy X-ray absorptiometry; =perform; 
×=don’t have to perform
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Conclusion
The prevalence of obesity is increasing in 

Thailand. TSMBS aim to improve the management 
of obesity through continuing education and the 
development of the clinical treatment guidelines. In 
the present first practice guideline, the criteria for 
patient selection is established. Furthermore, the 
guideline provides details about standard of care, 
divided in pre-, peri-, and post-operative phases. The 
present committee emphasized the importance of 
comprehensive approaches to behavioral adjustment, 
diet, and physical activity together with the surgical 
procedure using a coordinated multidisciplinary 
treatment team. These guidelines are not mandated, 
and should be interpreted with clinical judgment. 
Future research is needed to gather more evidence 
and study clinical outcomes for the development of 
future practice guidelines.

What is already known on this topic?
Bariatric surgery is the gold standard procedure 

for morbid obesity treatment and proven to effectively 
decreasing co-morbidity. Many CPG from the 
American Society for Metabolic and Bariatric 
Surgery, European or International Federation for 
the Surgery of Obesity and Metabolic Disorders’ 
guidelines have been reported but there are many 
variations. Moreover, there is lack of updated 
treatment guideline in Thailand.

What this study adds?
This practice guideline standardizes the bariatric 

surgery protocols in Thailand, It acknowledged 
definite criteria for patient selection and provide 
particular details about standard of care divided in 
pre, peri, and post-operative phase. This guideline also 
emphasized the importance of behavioral adjustment, 
nutrition management, and physical activity under 
coordinated multidisciplinary treatment teams. The 
recommendations were developed following a review 
of the evidence on a search performed for existing 
guidelines and available data.

What are the implications for public health 
practice?

This guideline may help in procedure selection, 
as well as create a standard and improve the good 
clinical practice in the management of obese patients 
in Thailand.
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