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SIGNS THAT OBESITY IS NOT CONSIDERED A DISEASE

6

MBS/Pharmacotherapy underutilized

Inadequate use of prevention
X
treatment strategies

Widespread Bias and Stigma

Problems with insurance
coverage

OBESITY

AS A MODIFIABLE (LIFESTYLE-
RELATED) RISK FACTOR

UNHEALTHY; LACK OF
EXERCISE

PHYSICAL UNHEALTHY
INACTIVITY ALCOHL




Current Definition: Obesity as a health risk

“A condition of excess adiposity ... that
poses a risk to health

D 4

Physical phenotype




Obesity is a spectrum

— RISK BMI 39 Disease at the present
BMI 37 Symptoms:
Symptoms: - Fatigue
- None - Significant dyspnea on minimal
exertion % ¥

Medical Assessment:

- Normal Heart, Lung, Kidney
function

- No Diabetes

- Slightly elevated cholesterol

\

-  Lower limbs edema

Medical Assessment:
- Reduced heart function
- Restrictive pulmonary defect

Occupation and Social Life: - Severe sleep apnea (on CPAP)

Teacher - No Diabetes .' ACK

Mother to 3 children
Enjoys running Occupation & Social Life:

Currently unemployed
Regrets not being able to play
football with his son anymore




A RISK
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Patient’s perspective

Risk Reduction
(Prophylactic Care)

Risk 4l_|7

“Let me think about it, | don’t feel ready...”

“Want to try diet one more time”

“Surgery is risky.......




Policymaker and Payor’s perspective

Risk Reduction
(Prophylactic Care)

Risk

“Medication is expensive”
“Surgery is costly” ... “People don’t take it”

“Return of investment”....

“Surgery is dangerous...(costs of complications)”

“Have other priorities right now...”

“We will cover/commission more procedures next year...”

Mandatory pre-operative weight management.... multi-disciplinary preop assessment...”elective surgery”...




BMI Buckets # Clinical Diagnosis.

Limitations of the current definition of obesity

Obesity is currently defined solely by an
individual's body mass index (BMI)

The criteria for populations
of European descent* are:

BMI¢gm) Under185 185t0249  25t029.9  30andover

*Criteria for other ethnic groups are different

Body size

Although BMI s useful for identifying individuals
at increased risk of health consequences...

It is not a direct measure of fat

It does not establish the distribution
of fat around the body

It cannot determine when excess
body fat is a health problem

+

FIOrgan/Tissue Dysfunction
Functional Limitation



What Defines a Disease?

A disease is a harmful change in the
body that causes signs, symptoms,

or limits daily life.
Jr=

(Based on Merriam-Webster Dictionary)

@® Key Point:
Disease = Negative impact
on health happening now




“Anatomy” of a disease

Etiology

Cause of disease
e.g.

Genetic
Infectious
Environmental
(often) Unknown

Pathophysiology

Specific disease mechanisms Typical signs & symptoms

e.g. (albeit not necessarily unique)
Auto-immune - Expression of organ dysfunction
Inflammatory - Characteristic cluster

Degenerative - Directly linked to pathophysiology
Endocrine/Metabolic - Typical evolution in time (e.g. end- organ
Cancer complications)

- Signs & symptoms at the present



Diabetes

Etiology

Causes of disease
e.g.

Infectious>?
Environmental?
Genetics
Unknown

CVD, cardiovascular disease; Ml, myocardial infarction.

Pathophysiology

Specific disease mechanisms
Auto-immune

Insulin resistance

Impaired beta-cell function
etc.

Manifestations
(lliness)

* Fatigue

* Polyuria

* Polydipsia
* Polyphagia

*  Weight loss/gain

>> Retinopathy/blindness
>> Kidney disease
>> CVD/MI, etc.



The (crucial) missing piece in the current framing of obesity

Traditional framing of obesity

Additional aetiologies
or pathophysiology Obesity-related diseases
(eg, diabetes and cancer)

Aetiology Pathophysiology

(eg, genetic, (eg, mechanical, .~ Obesity as
. . . ' ' . : .
environmental, endocrine, metabolic, ; ; - ‘.. anillness?

or unknown) or inflammatory)
Compromised Clinical

i organ function(?) manifestations

Commission on Clinical Obesity




Confirmation of excess adiposity

At least two measurements of
body size, regardless of BMI

No

v

At least one measurement of
body size and BMI

| Yes

v

Obesity
(excessfat mass)

v

Assessment for dinical obesity
Obesity-related organ dyfundion,
limitationsof daily activities,
or both

Yes

v

Predinical obesity

Qiinical obesity

Criteria for Diagnosis of Clinical Obesity in Adults and in Children

& Adolescents

CNS

Vision loss, recurrent headaches, or both
(due to raised intracranial pressure)
Respiratory system

Hypoventilation, breathlessness,
wheezing, or any combination of these
(dve to reduced lung compliance,
diaphragmatic compliance, or both)

Metabolism

The cluster of hyperglycaemia, high
triglycerides levels, and low HDL
cholesterol

Liver

Metabolic dysfunction-associated
steatotic liver disease with fibrosis
Renal

Microalbuminuria with reduced eGFR
Reproductive

Anovulation, oligomenorrhea and
polycystic ovary syndrome,

male hypogonadism

Limitations of daily activities
Substantial, age-adjusted

Upper airways

Apnoea or hypopnoea during sleep (due

to increased upper airways resistance)

Cardiovascular system

« Heart failure with reduced ejection
fraction (due to reduced left
ventricular systolic function)

« Chronic fatigue and lower limb
oedema (due to impaired dyastolic
function—heart failure with preserved
ejection fraction)

« Chronic or recurrent atrial fibrillation

« Pulmaonary artery hypertension

CNS
Vision loss, recurrent headaches, or both
(due to raised intracranial pressure)

Upper airways
Apnoea or hypopnoea during sleep (due
to increased upper airways resistance)

Respiratory system Cardiovascular system
Hypoventilation, breathlessness, Raised arterial blood pressure

wheezing, or any combination of these Urinary system
(due to reduced lung compliane, Recurrent or chronic urinary
diaphragmatic compliance, or both) incontinence
Metabolism Musculoskeletal system
The dluster of hyperglycaemia or glucose + Recurrent or chronic, severe knee pain,

+ Recurrent deep-vei I , with high triglycerid ortripping or falling (due to pes planus
o %T:&":z::zom e levels, high LDL cholesterol, or leg malalignment)

Aty e P or low HDL cholesterol + Acute pain, recurrent or chronic pain,
R«::,'Zm or chronic urinary Liver limitations of mobility, tripping or
incontinence Elevated liver function tests dueto fallng, orany combinafion of "‘e_* (dve
Musculoskeletal system metabolic dysfunction-associated toslipped femoral capital epiphysis)

Chronic, severe knee or hip pain
(associated with joint stiffness and
reduced range of motion)
Lymphatic system

Lower limbs lymphedema (causing

steatotic liver disease

Renal
Microalbuminuria

Limitations of daily activities
Substantial, age-adjusted limitations of
mobility, daily living, other basic
activities of living, or both

NO OTHER DISEASE IS NEEDED TO
DIAGNOSE CLINICAL OBESITY



Clinical obesity
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Preclinical obesity

SCOPES OF CARE

Aims for remission of clinical
Therapeutlc Intent — manifestations of obesity

Risk Reduction Preventative/Prophylactic Intent

Low risk: screening and monitoring
overtime

High risk: may require therapeutic
intervention




The concept of
Pre-Clinical
Obesity is well
understood in
Medicine.

These conditions carry a risk identified through
screening and treated to prevent progression to
severe disease.

Strategies and intensity of care are are different

HIV infection M) A|DS

Colonic polyps— Colon cancer

Pre-diabetes mmmmmmmm) T2D
MGUS mEmmEm) Myeloma



THE LANCET Log in

E Search for... Q

ARTICLES . Online first, March 03, 2025

Open Access

Global, regional, and national
prevalence of adult overweight and
obesity, 1990-2021, with forecasts to
2050: a forecasting study for the Global

60% of adults predicted to
have overweight or obesity
by 2050

Obesity as currently
. * Payers, policy mak
defined apers, plcy makers

* Public health professionals

We need a triaging system!

BMI clusters




Who shou
receive
treatment
first?




PRE CLINICAL DIAGNOSIS OF
OBESITY CLINICAL OBESITY

RISK o SIGNS AND SYMPTOMS
EVALUATION —
@ j__

(\ 7

RISK-BASED PREVENTION
AND TIMELY ACTION




0
Traditional BMI-based eligibility is no longer sufficient. ;'J}
No other diseases needed for MBS eligibility v

Organ dysfunction linked to excess adiposity (e.g., heart failure, fatty
liver disease, respiratory issues).

Functional limitations in daily activities (mobility restrictions,
chronic joint pain).

Severe quality-of-life impairment due to obesity

Early intervention is recommended to prevent irreversible damage.



Lancet Commission Report:

What changes for MBS practice?

Measure and report
remission of clinical

obesity — based on signs
and symptoms



Definition and diagnostic criteria of clinical obesity *®
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Check for
updates
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