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Summary & Conclusions

Summary & Conclusions

For more than a decade, the relationship and comorbidity of
obesity among chronic hemodialysis patients has been an area of

active clinical research.

Although several studies have shown that obesity is one of
causes of renal impairment and other medical problems such
as diabetes mellitus, hypertension, ischemic heart disease, obesity
in hemodialysis patients improve quality of life what is called

reverse epidemiology.

Obesity i1s measured by body mass index and waist hip
ratio, some studies consider waist hip ratio (central obesity) good

indicator for cardiovascular risk factor.

The aim of this work was to study the prevalence of obesity
among hemodialysis patients and to find relation between obesity

and some clinical variables.

In this study obesity was independently associated with
increased risks for chronic renal failure, obesity was found in

57.4% of total patients included in this study.

The most common causes for renal failure were
hypertension (104 patients from 202 patients 51.5%), diabetes
mellitus (24 patients from 202 patients 11.5%).
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Introduction

Introduction

Obesity, characterized by the accumulation of excess body
fat, is currently present in one-fifth or more of the adult population
in most Western societies (Seidell JC et al., 2005).

Despite the fact that increased body fat can have important
implications for health and well being, the presence of increased
body fat alone does not necessarily imply or reliably predict ill
health (Pischon T et al., 2008 ).

Thus, the current anthropometric classification systems,
based on simple clinical measures, such as height, weight or waist
circumference (WC), do not accurately reflect the presence or
severity of obesity-related health risks, co morbidities or reduced
quality of life. Although the term ‘morbid’ is often added as a
qualifier to describe severe obesity in cases where the health
consequences of excess weight are evident, no clear definition or
consistent use of this term exists. The current systems used to
classify obesity therefore have limited application for clinicians

and researchers.
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Classification of obesity

*Historical approaches to classify obesity.

Past systems have used anatomical terms to characterize
different phenotypes of the condition, both at a cellular level
(hyperplasic vs. hypertrophic types) and based on the gross
distribution of body fat depots.The observation by Vague in 1949
(Vague J et al ., 1991) that individuals who have an android
(upper body) vs. a gynoid (lower body) distribution of body fat
have an elevated risk of various metabolic disorders has been
confirmed by multiple studies and serves as the basis for sub
classifying patients by measurement of WC or waist-to-hip ratio
(Janssen I et al ., 2004).

Etiological classifications of obesity reflect eclectic
attempts to identify the numerous origins and pathways for the
development of the obesity (ies) and various obesity syndromes.
This approach was also adopted by the ICD 10th Edition for
classification of obesity (World Health Organization. 2008).
Although some of these recognized etiologies, such as endocrine-
or drug-induced weight gain, have therapeutic implications, others
such as ‘simple’ obesity, provide no meaningful reflection of

etiology or guide to management.
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Historical classification for obesity:

* Anatomical characteristics of adipose tissue and fat
distribution:

An anatomical classification of obesity can be based on the
number of adipocytes on the regional distribution of body fat, or
on the characteristics of localized fat deposits. (Bray GA et al.,
1978)

A-Size and number of fat cells

1- Hypertrophic obesity.

Enlarged fat cells are the pathologic sign of obesity
Enlarged fat cells tend to correlate with an android or truncal fat
distribution , and are often associated with metabolic disorders
such as glucose intolerance, dyslipidemia, hypertension, and

coronary artery disease. (Bray GA et al., 2007).

2- Hypercellular obesity.

An increase in the number of fat cells usually occurs when
obesity develops in childhood. Whether it begins in early or
middle childhood, this type of obesity tends to be severe.
Increased numbers of fat cells may also occur in adult life. (Bray

GA et al., 2007).

(3)
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B-Fat distribution:

1-Upper body obesity  with excess subcutaneous truncal
abdominal fat. (android)

2- Lower body obesity with excess gluteo femoral fat (gynacoid )
(Pouliot MC et al., 1994)

Etiologic Classification
A -Neuroendocrine Obesity

1-Hypothalamic obesity
2- Cushing’s syndrome
3-Hypothyroidism
4-Growth hormone deficiency
5-Polycystic ovary syndrome
6- hyperinsulinism
(Bray GAet al., 2004)
B-Iatrogenic causes.
Several drugs can cause weight gain, including a variety of
psychoactive agents and hormones for example Tricyclic
antidepressant, Monoamine oxidase inhibitors, Selective

serotonin reuptake inhibitors. (4llison DB et al., 1999)

C- Sedentary Lifestyle.
A sedentary lifestyle lowers energy expenditure and
promotes weight gain in both animals and humans ( O’Dea K et

al., 1993)

(4)
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D- Genetic and Congenital Disorders.

Fore example Prader-Willi syndrome results from an
abnormality on chromosome 15 q 11.2 that is usually transmitted
paternally. This chromosomal defect produces a “floppy”’baby
who usually has trouble feeding. Overweight in these children
begins at about 2 years and is associated with overeating,
hypogonadism, and mental retardation (Gunay et al., 1997).

E- Dietary obesity.

The amount of energy intake relative to energy expenditure
is the central reason for the development of obesity. Voluntary
overeating (repeated ingestion of energy exceeding daily energy
needs) can increase body weight in normal-weight men and
women. (Levitsky DA et al., 2005)

F-Psychological and Social Factors.

Obesity is more prevalent in lower socioeconomic groups
Black males are less obese than white males, whereas black
women shown high prevalence of obesity at all ages than white
women

There is recognition that that there may be a complex
relationship between psychological adjustment and obesity

(Partonen T et al., 1998)
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* Anthropometric classification of obesity:

Ideally, quantitative measurement of body fat would be the
most direct determinant of obesity. However, there are no current
methods that are precise, practical, economical and reliable for
general use (Jebb SA et al., 1993). Instead, for simplicity, past
and present definitions of obesity are based on anthropometric
approaches that utilize simple clinical measures such as weight
and height to quantify and define obesity. In 1997, the World
Health Organization (WHO) endorsed BMI as the most useful
measure of obesity and provided a classification of overweight in
adults (World Health Organization.1998).Since then, the WHO
BMI cut points for underweight, healthy weight, overweight and
obese (classes I-III) have been internationally adopted by clinical
guidelines and for population surveys. (Lau DCW et al., 2007)
The additional anthropometric measurements of WC or waist-to-
hip ratio have been recommended because abdominal fat has been
shown to provide an independent risk estimate beyond BMI alone.
(Klein S et al., 2007), current guidelines recommend the
measurement and recording of both BMI and WC(Third report of
the national cholesterol education program (NCEP)2002) albeit
with different cut points for different ethnic groups.(Razak F et
al., 2007)
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Table 1 WHO classification of weight

Weight status Body mass index (BMI), kg;'mz
Underweight < 18.5

Mormal range 18.5-249
Overweight =25

Precbese® 25.0-29.9

Obese class | 30.0-349

Obese class Il 35.0-39.9

Obese class 11 =40

(World Health Organization.1998)

Proposed functional and disease-related staging for obesity.

Although the current anthropometric classifications
continue to serve their function as surrogate measures for the
magnitude of body fat and its distribution and to assess progress in
management, complementing these parameters with a simple
disease-related and functional staging system would provide
additional clinical information to guide and evaluate treatment.
The rationale for a clinical staging system is also based on the
notion that patients with current health problems related to obesity
should be treated more aggressively , a staging system must aid in
the equitable identification of patients, who would most likely
benefit from aggressive weight management. The proposed
staging system would be based on simple clinical assessments that
include medical history, clinical and functional assessments as
well as simple routine diagnostic investigations that are easily and

widely available. Rather than simply categorizing patients based
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