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For immediate release:

ﬂ MA June 18, 2013
AMERICAN MEDICAI
ASSOCIATION

Obesity as a Disease

Today, the AMA adopted policy that recognizes obesity as a
disease requiring a range of medical interventions to advance
obesity treatment and prevention.

“Recognizing obesity as a disease will help change the way the
medical community tackles this complex Issue that affects
approximately one in three Americans,” said AMA board member
Patrice Harris, M.D. "The AMA Is committed to improving health
outcomes and Is working to reduce the incidence of cardiovascular
disease and type 2 diabetes, which are often linked to obesity.”
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1. Definition






What causes obesity?

2. Differential

1. Genetics (extremely rare)

leptin gene

leptin receptor gene

POMC gene

melanocortin 4 receptor gene

2. Endocrine disorders (rare)

Hypothyroidism
Cushing syndrome
GH deficiency

3. Idiopathic (common)



Alstrom syndrome
Hypogonadism
Retinal degeneration
Deafness

Diabetes mellitus

2. Differential

Fig, 26.3. 3 Carpenter syndome vithlambdodal craniosynosioss, low-setears, shortneck, obesity, down-siantng palpebrd fissures
a0si epicanthal folds.  Carpenter syndrome, with brachydactyly of the phalanges and partial soft tissue syndactyly. ¢ Carpenter
syndrome, with polysyndactyly of the feet.

Carpenter syndrome
Mental retadation
Polydactily, syndactily
Cranial synostosis

Laurence-Moon-Bardet-
Biedl syndrome

Retinal degenaration
Syndactyly
Hypogonadism

Mental retardation



Down syndrome

2. Differential

Turner syndrome

Frohlich syndrome
Disorder of hypothalamic
regulation

hypogonadism



Prader-Willi syndrome

Chromosome 15, uniparental dysomy
Complex hypothalamic disregulation: instable body
temperature, tantrums, apnoe, hypogonadism, overeating

Newborn:

Low birth weight
Low muscle tone — Growth hormone treatment

Failure to thrive from 6 mo increases
Cryptorchidism muscle tone and muscle/fat

2. DifferentialSmall hands and feet ratio



HYPOTHYROIDISM

Rare causes: endocrine disorders cogiarb

- Extreme Fatigue

Apathy Thick Tongue -

. I " Letharg Slow Speech
Hypothyroidism:
(Coarse & Scaly) ———
. . & Hai
small weight gain ’

Constipation Menstrual Disturbances

Late Clinical Manifestations
Subnormal Temp
Bradycardia

growth retardation
cold intolerance, fatigue, jaundice, constipatio

Cushing syndrome (cortisol overproduction):
sudden, significant weight gain
growth retardation
hypertension, diabetes, hypokalemia, etc

Growth hormone deficiency:
growth retardation
minimal weight gain,
decreased muscle/fat ratio
2. Differential

Children of the same age



Common: idiopathic obesity

3. ldiopathic
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How frequent?
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* Worldwide 1,5 billion overweight adults
* Younger than 5 five years: 42 million, 35
million In developing countries

/7B World Health
5%~ Organization

3.1Epidemiology



Figure 1. Obesity among adults, 2012 or nearest year
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Figure 2.4.1 Children aged 5-17 years who are overweight (including obese), latest available estimates
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Source: International Association for the Study of Obesity (2011).
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Worldwide trends in childhood obesity
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Figure 1: Estimates of percentage of childhood population overweight, including obese (with use of
International Obesity Taskforce cutoffs) in a selection of countries

Based on data from Wang and Lobstein,” International Association for the Study of Obesity,” and Matsushita
and colleagues.”

_ _ Lancet 2011; 378: 804-14
3.1Epidemiology



Figure 3. Trends in child obesity, age 3-17
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Childhood obesity trends in Hungary

2001

Prevalence of overweight and obesily in schoolchildren

Girls

aged 10-16 years, as defined by body mass index, 2001-2

Lithuania B BMI = 25.0-29.9
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2012

Children aged 5-17 years who are overweight (including obese), latest available estimates
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Do obese children become
obese adults? — most likely

- 26-41% of overweight preschoolers

- 42-63% of overweight school children
become obese adults

== Obese kids have a double chance to grow
up to be obese adults than normal kids

o350 Preventive Medicine M |
T : Violume 22, Issue 2, March 1993, Pages 167-177 i
3.1Epidemiology



COMPLICATIONS OF CHILDHOOD OBESITY

Psychosocial

Poor selfesteem #

Depression
Eating disorders

Neurological
Pseudotumor cerebri

Pulmonary
Sleep apnoea
Asthma
Exercise intolerance

Cardiovascular
Dyslipidaemia
Hypertension

i : | / Coagulopathy
Gastrmnteg;”?[’lmes ' : Chronic inflammation
Steatohepatitis , Endothelial dysfunction

/
Renal (
Glomerulosclerosis

Endocrine
« o Type 2 diabetes
N 7\ Precocious puberty
Polycystic ovary syndrome (girls)
Hypogonadism (boys)

Musculoskeletal
Slipped capital femoral epiphysis
Blount’'s disease
Forearm fracture
Flat feet

2.6 million death/yea

4. Complications



‘ADIPOSOPATHY'

e Excess adipose tBssue
e Adipose inflammation
e Impawed adkpose anglogenesis
e Adipocytokines: J adiponectin, leptin resistance,
T resistin
| |
m———— o TTNFo PO, L6 RS o spaoes
o Trree fatty a0ds
l Systemic HTN T Orculating blood volume
s +Stroke volume
Drnibpsdaermsa Puimonary HTN \‘mem
¢ $ l 2. Abnormal cardiac remodelling
1. Abnormal vascular remodeliing
a TiVMass
R R St T e
. b7 LA size
Leternel o dertors T
Ve reptage
D e = Om
Heart failure
AMI

4. Complications




n=902 (8 years period, every
100 o — . 2nd year)
age average 12.5 years

girls
n=492
BMI average +4.4 SDS

boys
n=410
Hypertonia BMI average +4.1 SDS

4. Complications



Size (and time) matter:

Continuous overweight since childhoogdg

increases the risk of complications in
adulthood

Associations between patterns of overweight in childhood, adolescence and adulthood and eardiovascular outcomes
in three British birth cohorts, from logistic regression analyses.

Adult BMI Mean Hypertension OR (95% Type 2 diabetes OR (g5%

CHD OR (95% CI
(SD) cI) CI) (95% CI)

Overweight pattern Weight status-

Childhood Adolescence Adulthood

Never overweight 0 0 0 8,587 24.4 (2.79) 1 1 1

Childhood only 1 0 0 374 25.3(2.53) 0.87 (0.54 to 1.40) 0.99 (0.35 to 2.80) ;J'::][U"EU o0
Adolescence only 0 1 0 397  26.5 (2.38) 0.97 (0.61 t0 1.55) 0.88 (0.31 to 2.50) 1.673 (0.37 to 7.19)
Adulthood only 0 0 1 1,144 33.73 (4.64) 2,28 (1.76 to 2.95) 5.47 (3.30to 8.82) 7.813(1.08 to 7.42)
Childhood+adolescence 1 1 0 161 26.4 (2.20) oL 0.46 10 2,21) 1.24 (0.20 t0 5.25) i:[rifju.ﬁu 1o
Childhood+adulthood 1 0 1 130  134.0 (4.78) 2.91 (1.58 t0 5.49) 4.70 (1.89 to 11.67) 1.10 (0.14 to 8.48)
Adolescence+adulthood © 1 1 388 35.0 (4.61) 3.01 (2.114to 4.29) 12.09) ju?j;jﬁ to
Persistent overweight- 1 1 1 266  136.4 (4.82) 2.56/(1.40 10 4.68) 12.60,(6.61 fo 23.98) :ﬁ;m

Park MH, Sovio U, Viner “Hardy RJ, Kinra S. Overweight in childhood,
adolescence and adulthood and cardiovascular risk in later life: pooled analysis

4 Complications of three british birth cohorts. PLoS One. 2013 Jul 24;8(7):e70684.



TABLE 2. Far maks measurad In 1563-1575, relative risks of death {cause-specific and overall morality ) with 35% confidance
Intervals, adjusted for age and birth year, by body mass index in adalescance, Norway
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10% welight loss:

*-10 Hgmm BP
*Fasting glucose -50% In T2DM
-10% cholesterol

-20% all cause mortality

*-30% diabetes related mortality
*-40% obesity related mortality

4. Complications
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Obesity Rate

Child Obesity Statistics & Teenage Obesity Statistics by Age
and Gender
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Figure 1. Bliss point graph. Relationship between salt (sodium chloride) concentration,
saltiness intensity, and optimal level of liking demonstrated on the bliss point model.



d @r nach
CRSTA Mmabou o
T
W“f’e o V 8 e
/-— \1d\we|| ) W '

House

+ same brain areas are activated
« similar sensitization, compulsion and relapse pattern/,
« food environment helps addictive-type
behaviour(ads, availability, larger serving sizes)

+ animals: cross-sensitization between sucrose and
amphetamine









What’s the cause of “idiopathic”
obesity?

Energy disbalance: larger energy Intake
than expenditure

"Obesitogenic environment”. obesity Is a
normal response of healthy people to an
unhealthy environment Lancet 2011; 378: 804-14



Therapy of obesity In
childhood:

*Lifestyle modification:
°Increase physical activity
*Decrease calorie intake

*Medications
*Bariatric surgery

5. Therapy



What to do?

Environmental/populati
on change:

Individual:
Correction of energy balance

BUT: children depend on
their families and
community!

5. Therapy

I

""\4
NY(&"

GLOBAL STRATEGY

ON DIET, PHYSICAL
ACTIVITY AND HEALTH

In May 2004, the 57th World Health Assembly (WHA) endorsed the World
Health Organization (WHO) Global Strategy on Diet, Physical Activity
and Health. The Strategy was developed through a wide-ranging series of
consultations with all concerned stakeholders in response to a request from
Member States at World Health Assembly 2002 (Resolution WHA55.23).



A

Who?

Where?

How frequent?
Which diet?

What type of activity”







A BALANCED - minimum 1000 kcal/day!

DIET IS - daily -500 kcal / weekly -0,5 kg
CHOCOLATE - cca. 60-20-20%

\ .

IN BOTH HA|\“-\" D 'l'\""

VAR o By
%

Red Light Foods = Foods To Avoid
Yellow Light Foods = Sometimes Foods

Green Light Foods = Go Foods



Welight loss pllis

Eg. Orlistat, caffeine

g'/
i

5. Therapy



Bariatric surgery

Extreme obesity (BMI>35 kg/m2) + serious
complication
Not routine!

Gold standard: Roux-en-Y
bypass

5. Therapy



Complications: screen and treat!

*Hypercholesterolemia

. statins >10 years
*T2DM, IGT
. metformin >10
years

*Hypertension
. ACEI, ARB
*Androgen excess

5. Therapy



Bottomline

Genetic and endocrine obesity Is rare, other
symptoms!

e |ldiopathic obesity is very frequent and increasing

Work-up: rule out underlying disel
dafepdigddiansdification: Weight-loss
programs: family and frequent
VISItS

*Childhood obesity Is strongly
assoclated with childhood poverty










