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Obesity continues to be an expanding problem worldwide, with ample solutions.  At the same time, eating disorders continue to wreak havoc on modern families.  Like obesity, eating disorders represent an equal opportunity disease, now affecting individuals from all walks of life, rich to poor, of various cultural and socioeconomic groups.  Patterns of eating are learned from first our parents, then from our extended families, from peers, and from society, with the media acting as a “Super Peer”.  Toddlers who are consistently fed more than their energy needs soon learn to choose more than they need, setting the stage for obesity starting at a fairly young age.  Prevention of both obesity and eating disorders is highly dependent on family dynamics; this is where the ounce of prevention needed is definitely better than the pounds of cure needed to be gained or lost, depending on where in the spectrum an individual lies.  Treatment of these conditions is HARD!!!  


Eating disorders and obesity both are grounded in both Nature and Nurture, with 80% of obesity accounted for by genetic factors.  The genetic basis of eating disorders continues to be clarified, from twin studies, to family studies, with the gene for eating disorders not so far from the gene for depression or the gene for obsessive compulsive disorder.  Eating disorders can be specifically seen as a maladaptive coping strategy, and when it takes the shape of binge eating disorder, obesity can result.  So, genetics loads the gun, and the environment aims and fires.  We are working to target the 20% or so that we can control.

Obesity occurs when energy intake exceeds energy expenditure, with body mass index defined as weight in kilograms divided by height in meters squared.  A BMI of 20-23 is ideal, with less than 18.5 associated with restrictive eating disorders, and over 30 in an adolescent or adult defined as obese.  In growing children, BMI of 120% or more of ideal body weight, or greater than the 95%, is defined as obese.  Unfortunately, many of us are seeing kids with BMIs in the 40s and 50s, heading towards bariatric surgery when all else has failed.



We even have new growth charts available on line to track obesity.


Primary obesity is rare, occurring in less than 1% of all cases, or 1-2 per 1000.  This includes genetic syndromes such as Prader-Willi, where those affected may literally eat their parents out of house and home, with locks on the fridge and other standard measures failing.  Other genetic syndromes include Laurence-Mood-Bardet-Biedle and Turner syndrome.  If the kid is short, mentally handicapped, with gonadic dysfunction, and somatic abnormalities, think genetic syndrome.  Other causes of obesity include the hypothalamic or endocrine causes, such as hypothyroidism or Cushing syndrome.  Many parents would LOVE to find that their child’s thyroid is affected- unfortunately, this is rare.


In the United States, 10% of children ages 2-5 years are obese, with 15% of children ages 6-19 years overweight.  In Cleveland, 30% of children ages 6-15 years are overweight, and we are the 12th fattest city in the country.  From the 1980s to the 1990s, we have seen a 54% increase in obese less than 13 year olds, with a 39% increase in teens, and a 64% increase in the morbidly obese.  


From the Youth Risk Behavior Survey data from 2003, 36.1% of girls and 23.5% of boys considered themselves overweight, with 59.3% of girls and 29.1% of boys trying to lose weight.  18.3% of girls and 8.5% of boys reported trying to fast for more than 24 hrs, and 11.3% of girls and 7.1% of boys had tried diet pills.  Further, 8.4% of girls and 3.6% of boys had tried laxatives to control their weight.

What’s more, only 18.4% had eaten at least 5 servings of fruits and veggies daily, with only 16.7% drinking at least 3 glasses of milk per day.  Two thirds (62.6%) had exercised enough to break a sweat for at least 20 minutes on at least 3 out of 7 days prior to the survey (which was down 2% from the 2001 data).  


Atherosclerosis, or hardening of the arteries, is one of the complications of obesity and has its roots in childhood.


When a child is obese, his or her peers keep a greater distance, with negative labels associated with being overweight found in youngsters of 6 to 7 years.  Adults demonstrate prejudicial attitudes to obese children, and the negative stereotypes persist throughout the lifespan, evident when the obese person applies for jobs, tries to get into college, seeks a mate, and so forth).  This barrage of negative stereotyping results in lower self esteem, especially in teenagers.


Cultural factors associated with childhood obesity include easy access to “junk food” and fast food, bombardment of advertising of non healthy options, media’s mass marketing of unhealthy foods, a focus on passive learning that leads to a sedentary lifestyle, limited requirements for physical activity in our local schools, at home, and in the community, and limited school-based physical education in general.  Those kids who do participate in sports do so competitively, leaving out the recreational athlete who may be too out of shape to make a team.


The consequences of obesity are well known, including hypertension (2.9 fold higher in the obese), diabetes, coronary artery disease, hypercholesterolemia, other hyperlipidemias, mechanical stress on joints including slipped capital femoral epiphysis, Blount’s disease (tibia vara), pseudotumor cerebri, hepatic steatosis, cholelithiasis, and social stigma.


The consequences of eating disorders are equally well known, including sudden cardiac death, delayed gastrointestinal motility, constipation, bloating, osteopenia/osteoporosis, stress fractures, loss of hair shine/thickness, loss of skin or muscle tone, other endocrine abnormalities such as euthyroid sick syndrome, renal problems, electrolyte abnormalities, dehydration, and fertility problems while still with disordered eating.  


The risk of adult obesity is 14% if you are an obese infant, 25% if you are obese as a toddler/preschooler, 41% if you are obese at age 7, 75% if you are obese at age 12 years, and 90% if you are obese as an adolescent.  

In the first few years of life, we have low adiposity, or fat cells, which then begins to increase between ages 4 to 6 years.  Adipose rebound describes this phenomenon; the younger and heavier the child is at adipose rebound, the more likely he or she is to become an overweight adult.  As Arriza stated in Pediatric Annals in 2004, “…the adipose cells accumulated during this period will forever call out to be fed.”


Protective factors for obesity include breastfeeding, nonobese parents, an active lifestyle, and no TV or computer in the bedroom.  Protective factors for eating disorders include non-eating disordered parents, an active lifestyle without “achievement by proxy”, or overly involved parents, and attention on WHICH media the child/teen seeks out and is exposed to.  


With obesity and eating disorders, interventions won’t work until the child AND FAMILY are ready to change.  With obesity, doing the intervention too soon may actually do harm if the child is not ready, by creating a sense that “nothing will work ever”.  With the very young child, the main factor needed is the parents’ willingness to modify diet/exercise to ensure success; this holds true for both eating disorders and obesity.  Motivational interviewing, or help shaping health choices just in how you ask a question and frame responses, can help with both.  Family therapy may be necessary to promote lasting change.

The role of media remains complicated, both reflecting and shaping society.  In the United States, obesity is particularly prevalent in the indigent, African American community.  Primetime TV shows oriented to black audiences have been shown to have significantly more food commercials, mainly with high calorie, low nutrient foods.  Moreover, African American characters were more often overweight, reflecting and reinforcing the message that it is okay to be overweight in minority populations (from Tirodkar, Am J Public Health 2003 and Fitgibbon & Stolley, Pediatric Annals 2003).  


Recent focus on Pro-Ana and Pro-Mia websites has highlighted the pathology evident there, where participants falsely claim, “It’s a lifestyle, not a disease.”  A recent study found that pro-ana website viewing was associated with decreased self esteem, decreased sense of self-efficacy with respect to appearance, and lower perceived attractiveness.  This study also found increased perception of being overweight and more negative affect associated with site viewing.  Teens with eating disorders who viewed these sites were 3x more likely to be hospitalized than nonviewers with eating disorders.  These sites encourage ongoing denial of a problem, which is a hallmark of the disease, and provide obstacles for partnership with the therapy team in working towards health.  


In fact, the Academy for Eating Disorders (AED) is in the process of creating a press release this week on this topic, suggesting that these websites should carry a warning, such as this:


“Warning: anorexia nervosa when severe is a potentially life threatening deadly illness.  The site you are about to enter is providing material that may be detrimental to your health.”

The downside is that such warnings may make teens visit the sites more, as forbidden fruit…

The fashion industry has recently made some unprecedented moves, including the major fashion show in Spain where weight limits were imposed on its models.  The gap between ideal weight as portrayed in the fashion industry and reality is big business, and our wish is that the days of negative role models such as Kate Moss and others who gloried in an anorexic frame, throwing in a bit of substance use to the mix, are soon to be passé.  To this end, the WHO has established guidelines for healthy height to weight ratios, supported by the AED and other organizations worldwide.  The AED seeks to highlight the importance of this issue and connect it with the recent IMPACT Act as well as the Worldwide Charter. The Worldwide Charter was developed through collaborations between the Academy for Eating Disorders (AED) and patient/care organizations from around the world. The document identifies the rights of people with eating disorders and calls upon those responsible for policy and practice to impact how the world views and treats eating disorders through greater awareness, education and prevention and research. 
The IMPACT Act recently brought forward in the United States aims to implement the goals of the Worldwide Charter at a national level. The Act focuses on training, education, prevention and raising public awareness of obesity and eating disorders. The bill’s key provisions address potential funding sources for community education, such as state block grants, and grants for the training of health care professionals to identify, treat and prevent obesity or eating disorders. 
Together, the Worldwide Charter on Action for Eating Disorders and the IMPACT Act can have an impact on increasing awareness of the seriousness of eating disorders and obesity and improving their treatment and prevention. 
In closing, let us focus on prevention of eating disorders and obesity worldwide, with partnerships with colleagues such as ___ in the Food Industry, who will now speak to the potential for media to do the right thing.
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