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Summary Among the strategies suggested to face obesity epidemics there is also a
mere reduction of only 100-200 kcal day, i.e. less mouthfuls of food and a little more
walking every day. Are these proposals ‘‘simple and feasible” or, vice versa,
**simplicistic and unrealistic”’ solutions? A possible source of such confusion comes
firstly from dietary guidelines: the “food pyramid” may easily lead to misinterpre-
tation as low-fat foods enriched in simple sugars produce similar metabolic
abnormalities as saturated fat rich foods. Replacement of fruit derived fructose
with other fructose-enriched beverages is not adequately considered.

In total, 45-60min of moderately intense physical activity, instead of “‘few
steps”, daily appears a more realistic evaluation of the role of physical activity in
energy balance but is still an unrealistic intervention strategy in many obese
individuals requiring a long preliminary rehabilitation period.

Another complaint is the current poor distinction between ‘preventive,
population oriented” and ‘‘therapeutic, clinical” intervention strategies possibly
due to the long duration of the latent “preclinical’’ phase of the disease and the
scarcity of safe and effective drugs. Obesity may be considered a ““culture-bound”
disease and as such it requires a proper cultural, political and educational strategies.
The number of obesity clinics worldwide is too limited; educational interventions in
the crucial period of the developmental age are lacky. The social science content of
medical school curricula, and teaching healthy behaviours, needs to be improved.

In conclusion, a deeper reflection from Medical Societies on the relationship
between the negative aspects of the “transition diet” and ‘‘globalization process”
may help to produce really ““simple’” and more successful strategies against obesity
epidemics and its complications.
© 2004 Elsevier Ltd. All rights reserved.
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Among the strategies suggested to face this
epidemic there is also a mere reduction of the
Energy Balance by “only” 100-200kcal (less)
day:"” this solution requiring only less mouthful
of food and a little more walking every day’ or
consuming ‘‘half-portions” of the meals as sug-
gested by the Italian Ministry of Health, a physician
himself! Can we consider these proposals, now
popular in the medical literature, *‘simple and
feasible” or, vice versa, ‘‘simplicistic and unrealis-
tic” solutions for a difficult uncontrolled major
health hazard?

A possible source of such confusion may even
come from Dietary Guidelines or Recommenda-
tions, delivered by Scientific Societies. First of all
Dietary Guidelines for the general population
should now be reconsidered.?°

The so called “food pyramid” can easily lead to
misinterpretations: for instance, the fact that low-
fat foods, enriched in simple sugars, produce
metabolic abnormalities similar to saturated fat
rich foods is poorly stressed.’®'® On the other
hand, the food industry, in particular the soft drink
industry, tends to claim that calories from any
refined sugar or other carbohydrates are equivalent
and the replacement of fruit-derived fructose with
other fructose enriched beverages should not be a
major concern.'®'> Actually, the increased obesity
epidemic paralles the increasing consumption of
sugared beverages, as well as the urbanization
processes and income changes. %2

Other recommendations to reconsider might be
those for diabetic patients suggesting that: *... the
food for people with diabetes should not appreci-
ably differ from that recommended for the entire
family ...”.% But what about the increasing habit of
eating out both at work and for leisure time? What
about the costs (both in terms of time and money)
of preparing ““dietetic” meals for the whole family?

For these reasons national governments should
espouse WHO’s Global Strategy on Diet, Physical
Activity and Health?® aiming at reducing the fat,
sugar and salt content of foods (and at increasing
physical exercise); in parallel should reconsider the
indiscriminate support to food industries??** simi-
larly for the policies adopted for the tobacco
industry. This is socially most important especially
if we consider that the main targets of the soft
drink industry are children.

Nevertheless a contrasting position to the “few
steps” proposal aimed to increase physical exercise
to reduce the risk of obesity comes from the first
Stock conference held in Bangkok in 2002: *“There
is compelling evidence that prevention of weight
regain in formerly obese individuals (i.e. a
significant proportion of the adult population)

requires 60-90 min of moderately intense activity,
and approximately 45-60min/day to prevent the
transition to overweight (from normal weight) or
from overweight to obesity (an even larger propor-
tion of the population!).... For children even more
activity time is recommended...”.?®

The latter considerations from the Bangkok
conference, confirmed by other studies?® appear
to be a more realistic evaluation of the role of
physical exercise in energy balance regulation but
also an unrealistic intervention strategy at least for
some obese individuals! Aside from the danger due
to the concomitant cardiovascular risk (just to
name one) many obese individuals are unable to
perform such a physical activity without a pre-
liminary, long rehabilitation phase: more than 4% of
the US adult population has a BMI over 40kg/m?!*
For these patients, as for many others, the above-
mentioned recommendations appear rather unfea-
sible. Furthermore, it is also necessary to take into
account the genetic interindividual variability of
the metabolic and energetic response to physical
exercise.?”?8

The presence of poor-responders to physical
exercise in a quite large proportion of the popula-
tion requires other strategies, not yet available or
considered.

Another major complaint while affording the
obesity epidemic is the current poor distinction
between ‘preventive, population oriented” and
““therapeutic, clinical’” interventions or strategies,
obviously both necessary in the presence of an
epidemic emergency. In the case of obesity the long
duration of the latent “preclinical” phase of the
disease?® and, in particular, the scarcity of safe and
effective drugs favours the confusion between
preventive and therapeutic strategies!

“Obesity is a disease! As such it needs drugs!”
(from a conversation with a general practitioner).

Obesity is a complex disease consequence of
“ancient” and ‘‘recent” biological problems of
humans.

“Ancient” problems, among others, consist in
the ancestral alternating exposure to the periods of
feast and famine to which humans have had to
adapt through either a relatively efficient (thrifty)
genotype and/or a poor satiety control to
favour food intake in conditions of food abundance
(often gained after a strenuous physical
exercise!).30:3!

““Recent’” problems are all before our eyes:
plenty of low-cost tasty foods, rich in fat and/or
sugar, a decreased consumption of vegetables and
starch that grant gastric fullnes, scarcity/absence
of physical activity, continuous direct and indirect
stimuli to eat.
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At this stage what mechanisms of action should
an antiobesity drug have? Can we consider safe a
drug that increases thermogenesis to counteract a
biological system built over a million-year-long
evolution to spare energy both in the process of
storing (after an occasional ““good’” and abundant
meal) and searching nutrients (with the prolonged,
even intense, physical activity to get the food to
feed a group, albeit small, and not a single
individual)? How can we stop hunger and/or
improve satiety without interfering with the reg-
ulation of other basic human behaviours and
functions?

It appears therefore difficult to have effective
and safe antiobesity drugs, at least in our opinion,
as was the case with hypertension 25-30 years
ago—a disease without drugs as obesity is today.
That we should have drugs to counteract the
obesity epidemic within the next two decades is,
unfortunately, still not sufficiently supported so far
by experimental or clinical studies.

Finally the number of obesity clinics worldwide
appears too limited to afford the clinical aspects of
such an epidemic. Quite remarkable is, for in-
stance, the number of diabetic clinics active in any
given territory (i.e. clinical centres for 6-7% of the
adult population with diabetes) compared to the
number of obesity clinics operating in the same
area, considering that about 4% of the adult
population is expected to have a BMI>40.0kg/m?
and about one-third of all adults has a BMI over
30kg/m?!

Peters et al.," at large, support the idea that
nowadays obesity could be considered as a ‘‘cul-
ture” (or poor-culture) bound disease. This seems
to be the case, at least in the Western World,
where there is an inverse correlation between
educations and ‘‘healthy” weight. On the other
hand and paradoxically, at any given time, and
frequently conditioned by TV or tabloid advice,
many people are ‘“‘on a diet” and many others
“exercise” to lose weight.

Now we approach the final question: how to
manage the obesity epidemic? It is obviously
impossible to ““go back in time” but it is possible
to modify many of the current habits that, based on
apparent cultural and social aims of ‘‘safety and
well-being,” are only negatively conditioning
humans.

In this regard it is time for proper cultural and
political strategies. If an adolescent (or an adult)
remains for 4-6 h daily in front of a TV or a video
game (taking that time away from outdoor activ-
ities), his cognitive functions and culture will be (at
least partially) conditioned. Can such an adolescent
(or an adult) be open minded towards positive but

slightly demanding educational proposals? Conse-
quently excessive TV viewing and sedentarism at
least in the developmental ages, can have long-
lasting adverse effects on health.3?

The suggestion of scientific societies to take a
few more steps each day and a glass of mineral
water instead of a soft drink clearly appears a
“simplicistic” and not “simple” answer. It corre-
sponds to a way of making proposals and offers in
favour of an apparently easy choice for what is
actually a very difficult task: this is indeed typical
of consumerist/globalized societies. A clear exam-
ple of this phenomenon is an episode that occurred
to a nutritionist in charge of monitoring the dietetic
composition of school meals in Rome: she was
accused by the students’ mothers of connivances
with school catering services because she had
authorized “small (actually regular) size” meals!

If we consider the crucial period of the develop-
mental age, and the related educational interven-
tions, sound political suggestions might be to avoid,
when possible, school buses in favour of ‘““pro-
tected” walking and bike paths leading to school,
increase sport facilities and teaching and remove
hypercaloric snack food and soft drinks dispensers
from schools.®*3* Of course these policies would
need adequate family support to be carried out.
Another suggestion could be to add to school
curricula ‘‘health teaching and evaluation” to
monitor and improve families’ and children’s
healthy life styles, with particular attention to
food habits and regular physical exercise. These
educational initiatives could well be twined with
ecological programmes aimed to the protection of
the territory, to increase the interest and sensitiv-
ity of both families and children/adolescents.
These are just some of a wide range of proposals,
which should be in agreement with local cultures
and habits, but any strategy adopted should be
carried on for a sufficiently long period of time to
have any effect. Also urgent is the need to improve
the physician—patient interaction and human rela-
tionship possibly by increasing the behavioural and
social science content of medical school curricula
and teaching healthy behaviours, with particular
reference to nutrition and physical exercise.?®

In conclusion the obesity epidemic is an uncon-
trolled phenomenon that we suspect will remain as
such for several other years. The absence of
specific drugs further complicates all attempts to
separate simple but effective preventive interven-
tions from clinical strategies with consequent
confusion over the ways, progression and timing
of actions.

The existing dietary recommendations or guide-
lines do not seem to adequately account for the
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current life habits and may be easily manipulated
by some food industries. The cost of a healthy diet,
not only for the single patient but for the whole
family, is not sufficiently considered.

The whole field of education, and information, is

still lacking. This might also be a consequence of
the cultural level of the proposals made and the
real awareness of the problem from medical,
scientific and political institutions.

A deeper cultural reflection from medical socie-

ties on the relationship between the negative
aspects of the so called *‘transition diet”’and the
*“globalization process’ could be useful to produce
really “simple” and more successful proposals for
preventive and therapeutic strategies in the fight
against obesity and its complications.
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