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Abstract

The study was conducted on adolescent studentsin 4 schools of Misr
El-Kadema educational directorate. It passed through three stages; the 1st
was case finding survey (1551 students). The 2nd stage was case control
study (151 excess weight cases & 151 normal weight controls). Third
stage was intervention study where cases were randomized into 2 groups,
an intervention group assigned to weight reduction program (WRP) with
monthly follow up and a non intervention group assessed initially and at
the end of 6 months. Overall prevalence of obesity was 11.6%, that for
overweight was 18.6%. Cases had significant higher mean weight, waist,
BMI, fat %, BMR, duration of TV watching and using computer than
controls. They had significant higher monthly percapitaincome and
consumed significant more fat and fast foods than controls. About three
fourths of the intervention group had successful weight reduction while
non of the nonintervention group had successful weight reduction by the
end of 6 months,

(Key words:. excess weight, obesity, overweight, adol escents, case finding

survey, case control, risk factors, intervention, weight reduction program,
barriers to change )
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Overweight and Obesity are the oldest metabaditticbance since
Stone Age, it was found in Egyptian mummies andeeseulpture
(Blumenrantz, 1999). The prevalence of the two conditions have been
steadily increasing. WHO's latest projections indicate that globally in
2005, approximately 1.6 billion adults (age 15+)y&veverweight; and
that at least 400 million adults were obese. By @pproximately 2.3
billion adults will be overweight and more than #@0lion will be obese.
At least 20 million children under the age of 5Sngeare overweight
globally in 2005WHO, 2006).

Obesity has reached an epidemic proportion in séeeuntries
worldwide (Hebebrand, 2000). Flegal & Troiano, 2000 estimated that
26% of the population of the United States (U.&)a@bese and that 61%
are overweight. The health care budget in U.Sbat$190 billion and
6.7% of this budget is obesity related, which caesllt a cost of $ 12.7
billion (Lovern & Gardner, 2002). Obesity arises as the outcome of an
adverse environment working on a susceptible gg@eoiyd it can only
occur when energy intake remains higher than enexggnditure for an
extended period of tim@Treuth et al., 2000). The most important causes
are:

Positive ener gy balance: The fundamental aetiology of the obese state is
excessive caloric ingestion relative to caloricengiture(Blundell &
Cooling, 2000). The main components of energy expenditure and the
approximate proportions in sedentary people arallmastabolic rate
(=65%), thermogenesis’10%) and physical activity=@5%) (Kopelman

& Stock, 1998). Positive energy balance is the result of:

a- Dietary factors. Since World War-ll, there has been a marked ghift
the macronutrient composition of the diet favoriagat the expense of
carbohydrate, while the proportion of energy detifrem protein has
remained essentially unchang@ientice & Jebb, 1995). There has been
a change in the type of fat consumed, with a deereasaturated fatty
acids and increase in polyunsaturated fatty aétdsluset al., 2001).

The under-reporting of food intake especially amohgse subjects
hinders studies of the links between dietary habit$ obesityHarrison
et al., 2000).
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