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knowledge is based on small short-term studies of question-

able quality [7], and published (positive) research findings may

be misleading due to publication bias and lack of independent
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Bariatric surgery has dramatic effects on type 2 diabetes

(T2DM) [1,2] and it has been argued that we do not need more

evidence for those with BMI � 30 kg/m2 and with inadequately

controlled T2DM [3]. To require more evidence would be the

same as to demand RCTs for the effect of parachutes on death

and major trauma [4].

But does ‘‘diabetes surgery’’ merit a ‘‘parachute approach’’?

The question is pertinent as the effect of bariatric surgery on

T2DM has been shown through a series of studies and meta-

analyses [5,6]. It seems unethical to conduct and wait for

results from long term RCTs when the success is dramatic and

the operation is strikingly safe [3]. Performing high quality

RCTs are time consuming, resource demanding, and difficult

to fund. Awaiting more evidence will deprive many vulnerable

patients from treatment that many studies show to be highly

beneficial. Furthermore, it will be difficult to obtain equipoise

as surgeons and patients seem to be convinced that surgery is

the best approach.
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On the other hand some consider that our overall

testing [8]. Long term studies are non-randomized and do not

contain data specifically on diabetes care [9].

It is well known that new methods are introduced into

clinical practice before high quality evidence is available [10],

and there are double standards for evidence: ‘‘If surgery were a

pill, it would be monitored much more carefully’’ [11]. Hence,

there is a danger of putting a futile or even detrimental

treatment into clinical practice that cannot be verified by

randomized studies later because that would be considered to

be unethical.

Furthermore, skeptics and critics claim that the ‘‘surgery

bandwagon’’ [12] is a part of the ‘‘weight loss industry’’

established against a socially constructed ‘‘obesity epidemic’’

[12]. It is forcefully argued that ‘‘[t]here is currently little or no

scientific or ethical justification for offering bariatric surgery to

patients with a BMI of <35 kg/m2 outside the context of a

controlled clinical trial’’ [11].

So, should we cut or should we study? Is surgery for

diabetes as parachutes are for sky divers? Obviously not. There

are significant differences.

First, for the very obese (e.g., BMI � 40 kg/m2) it can be

argued that no parachute approach is needed. Although more

high quality evidence is required, many accept the effective-

ness of bariatric surgery on T2DM for this group. Besides, few

relevant alternatives exist. The hard question appears for

BMI < 35.

Second, the functions of parachutes are well known,

whereas the mechanisms behind the various forms of

bariatric surgery are still to be verified. There is a difference

between modus operandi of air and human beings. Hence, the

belief in the effect of parachutes is better founded than
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the belief in bariatric surgery. In treatments with unknown

mechanisms, we need empirical evidence of higher

quality.

Third, the parachute approach presumes what still has to

be shown, i.e., that surgery is effective. This is a petitio principia

(begging the question), which is but one of many quite

prevalent fallacies in the arguments for new technologies in

health care [13].

Hence, ‘‘diabetes surgery’’ does not warrant a ‘‘parachute

approach’’. We need well-designed long-term controlled

trials comparing bariatric surgery with non-surgical inter-

ventions [2,14]. Long term studies exist [9], but they are non-

randomized and do not specifically assess diabetes out-

comes. Despite accumulated knowledge, no general agree-

ment as to the optimal surgical procedure has been reached,

and analysis of results of surgical alternatives is hindered by

a lack of comprehensive data collection, poor long-term

patient follow-up, and lack of standardization of the

procedures and of reporting of results [11]. Therefore, well

controlled studies should be performed for the various

surgical procedures in use [11]. The recent statement on

bariatric surgery in the treatment of diabetes Type 2

from the International Diabetes Federation underlines this

[15].

Such studies may be difficult to conduct. They may be

costly and hard to fund, it may be challenging to obtain

equipoise and real consent, and it will require collaboration

among professionals and institutions that may not be used to

teaming up. However, we do have moral obligations to existing

patients in terms of long-term follow up, and to future patients

to provide solid evidence.

The debate on bariatric surgery is about more than finding

the most appropriate procedures for a threatening disease. It is

about social norms involving issues of life-style, self-control,

self-esteem, prejudice, fatism, and discrimination. Profes-

sional terms such as ‘‘diabetes surgery’’, ‘‘metabolic surgery’’,

and ‘‘diabetes cure’’ are far from value-neutral. Cutting in

otherwise well-functioning organs in order to regulate

metabolism and discipline people’s behavior merits high

quality evidence.
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