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What 60s happening 1In

A No money!
A Some authorities have stopped bariatric surgery

A Others follow the NICE guidelines (BMI>35 or
40)

A Others operate only on patients with BMI>50
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North West London

A We operate on patients with BMI>35 and:

A Sleep apnoea/hypopnoea

4 Uncontrolled hypertension/stable CVD
» Type 2 Diabetes Mellitus

A Infertility



Case 1

A 43 year old lady

A BMI 45

A No cardiovascular/respiratory disease
A No evidence of Type 2 Diabetes

A 2 children, peri menopausal

A University lecturer

A Plays tennis twice a week

A On Thyroxine 100mcg od



Case 2

A 43 year old lady
A BMI 45
A No cardiovascular/respiratory disease

A Impaired fasting glycaemia
» Fasting glucose 6.8 mmol/l (122.4 mg/dl)
A Fasting Insulin 20 mu/I

A 2 children, regular periods
A University lecturer

A Plays tennis twice a week
A On Thyroxine 100mcg od



Case 3

A 43 year old lady

BMI 45

No cardiovascular/respiratory disease

No evidence of Type 2 Diabetes

2 children, regular periods

University lecturer-just quit

Mobilises with crutches, severe knee OA

Needs 3" party assistance for daily life

nNMy quality of |1 fe 1s
On Thyroxine 100mcg od and painkillers
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Case 4

A 43 year old lady

A BMI 45

A Home oxygen-cor pulmonale

A Exercise tolerance 10 meters

A Type 2 Diabetes with microvascular complications
A 2 children, regular periods

A Unemployed

A House bound

A Polypharmacy



Case 5

A 55 year old gentleman

A BMI 60

A Sleep apnoea on CPAP

A 2 cardiac stents, BP 149/96

A Type 2 Diabetes for 5 years
A HbAlc 10.6% (92.3 mmol/mol)
» Total cholesterol/HDL ratio 9.2

A University lecturer
A Walks twice a week

A On 4 agents for T2DM, Antiplatelets, statin, 4
antihypertensives, Thyroxine 100mcg od



Historical Classifications - Sharma AM , Int J Obes 2009

Table 1 Historical classification terms used for obes

tive terms
Stout
Corpulent
hMonstrous
Marmimaoth
Crotesque

Hyperobese

Massively obese
Extreme
Superobesity

ayere

hypertrophic)
morphic, endomorphic)
gment (android, gynoid, central, peripheral)
Depot (visceral, subcutaneous, ectopic)

Exogenous vs endogenous

Internal vs external

Regulatory vs metabolic

Age of onset (infantile, childhood onset, adult onset)
Alimentary vs constitutional

Dietary

c syndromes
Hypothalamic and central nervous system lesions
Endocrine (hy ' 1, hyperi '
Drug (medication) induced
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‘When an obese individual attains the gargantuan level
of the fat man or fat woman in the circus and maintains
this degree of massive obesity for many years, we believe
the adjective morbid should be added to emphasize the
serious health implications and severe, life-shortening
hazards of such grotesque accumulations of fat. The
social, economic, psychologic, and psychiatric aspects of
massive obesity also have enormous importance for the
individual who fits into this unfortunate category.’

‘...any person whose weight has reached a level two to
three or more times his ideal weight and who has
maintained this level of obesity for five years or more
despite efforts by himself, family, friends, and physicians
to bring about effective and sustained reduction of
weight to medically acceptable standards.’




Recent Classifications

A Before 1985: Metropolitan Life Insurance
Company height-weight tables

A 1985: NIH Consensus Conference
recommended the use of BMI

A 1997: WHO adopts BMI

A Waist Circumference and Waist-to-Hip ratio also
recommended



WHO classification

Table 3 WHO classification of weight status

Weight status Body mass index (BMI), kg/m’

Underweight <18.5
Normal range 18.5-24.9
Overweight =25
Preobese® 25.0-29.9
Obese class | 30.0-34.9
Obese class I 35.0-39.9
Obese class Il =40




OBESITY AND MORTALITY RISK
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Reprinted from Gray. Med Clin North Am. 1989;73(1):1-13, based on statistical information from Lew et al.
J Chron Dis. 1979;32:563-576.



Limitations

A Lack of sensitivity and specificity

A No Iincorporation of comorbidities

A No measure of functionality, QoL, risk

A Poor correlation with overall health



Weight Management vs Obese Morbidity
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Morbidity and weight loss sensitivity or resistance
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Benefits of a good classification system

A Stratification of patients
A Treatment decision making
A Application of guidelines

A Audit/Research
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REVIEW

A proposed clinical staging system for obesity

AM Sharma' and RF Kushner?

Division of Endocrinology, Department of Medicine, University of Alberta, Edmonton, Alberta, Canada and *Division of
General Internal Medicine, Department of Medicine, Northwestern University Feinberg School of Medicine, Chicago, IL, USA

Current classifications of obesity based on body mass index, waist circumference and other anthropometric measures, although
useful for population studies, have important limitations when applied to individuals in clinical practice. Thus, these measures do
not provide information on presence or extent of comorbidities or functional limitations that would guide decision making in
individuals. In this paper we review historical and current classification systems for obesity and propose a new simple clinical and
functional staging system that allows clinicians to describe the morbidity and functional limitations associated with excess
weight. It is anticipated that this system, when used together with the present anthropometric classification, will provide a
simple framework to aid decision making in clinical practice.

International Journal of Obesity advance online publication, 3 February 2009; doi:10.1038/ijo.2009.2

Keywords: body mass index; obesity staging; obesity diagnosis; obesity treatment




Edmonton Obesity Staging System (EOSS)

Stage 2
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Sharma AM & Kushner RF, Int J Obes 2009



Edmonton score

Box 1: The Edmonton obesity staging system

0 No apparent risk factors (e.g., blood pressure, serum lipid and fasting
glucose levels within normal range), physical symptoms, psychopathology,
functional limitations and/or impairment of well-being related to obesity

Presence of obesity-related subclinical risk factors (e.g., borderline
hypertension, impaired fasting glucose levels, elevated levels of liver
enzymes), mild physical symptoms (e.g. dyspnea on moderate exertion,
occasional aches and pains, fatigue), mild psychopathology, mild
functional limitations and/or mild impairment of well-being

Presence of established obesity-related chronic disease (e.qg.,
hypertension, type 2 diabetes, sleep apnea, osteoarthritis), moderate
limitations in activities of daily living and/or well-being

Established end-organ damage such as myocardial infarction, heart
failure, stroke, significant psychopathology, significant functional
limitations and/or impairment of well-being

Severe (potentially end-stage) disabilities from obesity-related chronic
diseases, severe disabling psychopathology, severe functional limitations
and/or severe impairment of well-being

Sharma et al, IJO 2009




RESEARCH

Using the Edmonton obesity staging system to predict
mortality in a population-representative cohort of people
with overweight and obesity

Ral 5. Padwal M5c MD, Nicholas M. Pajewskl PhD, David B. Allison PhD, Arya M. Sharma MD PhD
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EOSS Predicts Mortality in NHANES Il

NHANES Il (1988-1994) NHANES Il (1988-1994)
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Padwal R, Sharma AM et al. CMAJ 2011



EOSS Predicts Mortality at Every Level of BMI

NHANES Il (1988-1994): Class lll Obese NHANES Il (1988-1994): Class Il Obese
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EOSS Distribution Across BMI Categories
N -

Overweight

23 million

W EOSS Stage O
W EOSS Stage 1
M EOSS Stage 2
M EOSS Stage 3

10 million

50 million

6 million

Padwal R, Sharma AM et al. CMAJ 2011



EOSS Case 1

24 year-old physically active female,
BMI of 32 Kg/m?
no demonstrable risk factors, no functional
limitations, or mental health issues

Class |, Stage 0 Obesity

- Focus on prevention of further weight gain

- Health benefits of more aggressive obesity
treatment likely marginal

Sharma AM & Kushner RF, Int J Obes 2009



EOSS Case 2

32 year-old male
BMI of 36 Kg/m?
hypertension, sleep apnea, depression

Class 2, Stage 2 Obesity

- Clear benefits of obesity treatment

Sharma AM & Kushner RF, Int J Obes 2009



EOSS Case 3

63 year-old male
BMI of 54 Kg/m?
disabling osteoarthritis (wheel chair)
severe hypoventilation, fioromyalgia, generalized
anxiety disorder

Class 3, Stage 4 Obesity

- Aggressive obesity treatment unless deemed
palliative

Sharma AM & Kushner RF, Int J Obes 2009






