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Abstract 

 
Learning Objectives: 
 
At the end of this presentation, participants should be able to: 
 
1. Recognize the increasing prevalence and health impact of obesity  
2. Apply the upcoming evidence-based clinical practice guidelines to the management and prevention 

of obesity in patients with or at risk for cardiovascular disease  
3. To understand the role of fat-derived adipokines in the pathogenesis of obesity-linked insulin 

resistance and atherosclerosis 
4. To understand the clinical implications of obesity in the management of global cardiovascular risks  
 
Obesity, especially abdominal obesity, is a prevalent public health hazard associated with increased 
cardiometabolic risks – cardiovascular disease and type 2 diabetes.  Abdominal obesity appears to be 
better correlated with such comorbidities as type 2 diabetes, dyslipidemia and hypertension, than body 
mass index (BMI)1.  Adipose cell-derived cytokines and free fatty acids appear to be the cellular and 
molecular links between obesity, insulin resistance and type 2 diabetes 2. A modest 5-10% of body 
weight loss can lead to significant improvement in blood glucose, lipid and blood pressure values, and 
cardiovascular risk factors 1-3.  Importantly, a 5 to 7 % weight loss through lifestyle modification can 
delay the onset of type 2 diabetes in people with impaired glucose tolerance 4. 
 
Lifestyle modification remains the cornerstone therapy for obesity. The optimal rate of weight loss 
through healthy eating and regular physical activity, is 1 to 2 kg per month 1. While lifestyle therapy 
can be effective in inducing modest weight loss over the short-term, it requires intensive ongoing 
counseling and support to bring about permanent healthy changes. 
 
Pharmacological therapy is an acceptable adjunct when lifestyle modification fails to achieve the 
desired weight loss.  Both orlistat and sibutramine are modestly effective antiobesity drugs approved for 
long-term therapy5. With the availability of more effective and safe antiobesity agents, 
pharmacotherapy should be considered more often as an integral part of the long-term therapy for 
weight loss and weight maintenance. One such agent, rimonabant, a cannabinoid receptor-1 antagonist, 
shows promise in improving cardiometabolic risks by targeting the overstimulated endocannabinoid 
system in overweight and obese people.  Clinical trials with rimonabant significantly reduced 
abdominal obesity, lowered glucose, increased HDL cholesterol and decreased triglyceride, as well as 
increased adiponectin levels6, 7.  
 
The Canadian evidence-based clinical practice guidelines, developed by Obesity Canada, provide 
practical aids and standards of care to primary care physicians in the management and prevention of 
obesity in adults and children 8. Among the key recommendations are: the use of waist circumference, 
in addition to BMI, to assess health risks in all adults and adolescents; appropriate laboratory 
investigations; assessment of barriers and readiness to change lifestyle behaviours; a client-focused 
multidisciplinary team approach to the management of obesity; including lifestyle modification, 
adjunctive pharmacotherapy and where appropriate, bariatric surgery 9.  The evidence-based CPGs also 
include population strategies toward the prevention of obesity in children and adults by addressing 
societal changes in the obesogenic environment we live in.   
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The MRC/BHF Heart Protection Study

Heart Protection Study Collaborative Group, 2002

19.8% of statin-
treated patients had 
a major CV event 
by 5 years 

INTERHEART Study:
Abdominal Obesity & Acute MI

Proportion of MI in the total population attributable to a specific risk factor
PAR: population attributable risk From Yusuf S et al, 2004
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Adipokines and Cardiometabolic Risk

Abdominal Adiposity and Increased
Cardiometabolic Risk

Adapted from Lau DCW, Can J Cardiol 22(suppl B):85-90B, 2006
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• We recommend measuring BMI in all
adults, and in children and adolescents
(aged 2 years and older) [Grade A, Level
3]

• We recommend waist circumference
measurement in all adults to assess
obesity-related health risks [Grade A,
Level 3]

CPG Recommendations on
Classification of Obesity

Lau et al, Can Med Assoc J 2007;176 (8 suppl):S1-S13

Body Weight Classification by
Body Mass Index (BMI)

Canadian guidelines for body weight classification in adults.  Ottawa: Health Canada; 2003

Classification BMI (kg/m2) Risk of co-morbidities
WC <102/88  >102/88 cm *

Healthy wt 18.5-24.9 Normal
Overweight 25.0-29.9 Increased High
Obese Class I 30.0-34.9 High Very high
  Class II 35.0-39.9     Very High
  Class III   ≥ 40.0     Extremely High

Weight (kg)
Height (m2)BMI =

* WC (waist circumference) cut-offs: >102 cm men and > 88 cm in women

Waist Circumference Cut-points

        Men         WC  Women

> 94 cm (37 in) > 80 cm (31.5 in)
> 90 cm (35 in) > 80 cm (31.5 in)
> 85 cm (33 in) > 90 cm (35 in)

 Central obesity

– European, Mid-east
– S. Asians, Chinese
– Japanese

Cut PointsRisk Factors

Adapted from Lau et al, Can Med Assoc J 2007;176 (8 suppl):S1-S13

For East Mediterranean, Middle East (Arab) and sub-Saharan
African, use European cut-points
For South and Central American, use South Asian cut-points

Conduct clinical and Lab
investigations to assess comorbidities
BP, HR, fasting glucose & lipid profile

Devise goals and lifestyle modification
program for weight loss & ↓ risk factor

5-10% of body weight loss or
0.5-1 kg (1-2 lb)/ week over 6 monthsSatisfactory progress

or goal achieved

Health team to advise lifestyle
modification program

Overweight or Obese Adult
Measure BMI

Measure WC (if BMI < 35 kg/m2)

Pharmacotherapy

BMI ≥ 27 + risk factors
or BMI ≥ 30

Adjunct to lifestyle modification
Consider if patient has not lost
0.5 kg or 1lb/wk by 6 months

after lifestyle changes

Wt maintenance & prevent wt regain
Nutritional therapy
Physical Activity

Cognitive-behavior therapy
Address other risk factors

Periodic monitoring of body weight, BMI
and WC every 1-2 years

Bariatric surgery

BMI ≥ 35 + RF or BMI ≥ 40

Consider if other weight loss
attempts have failed.
Requires lifelong medical
monitoring

No

Yes

No

Treat comorbidities and/or health risks

Assess and screen for depression,
 eating and mood disorders

Assess barriers to weight loss and
readiness to change behaviours

Regular monitoring
Assist with weight maintenance
Reinforce lifestyle modification

Lifestyle modification program

Nutrition: 500-1000 kcal/day reduction
Physical Activity:
Medical evaluation before starting activity.
Initially 30 min of moderate activity 3-5
times/wk, eventually ≥ 60 min on most
days. Add endurance exercise training
Cognitive-Behaviour therapy
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Key Messages
• Obesity is a societal and public health issue!
• Obesity predisposes to the development of related

metabolic abnormalities leading to increased
cardiometabolic risks

• Devise realistic goals, and a modest 5-10% weight loss
through lifestyle intervention and pharmacotherapy can
prevent diabetes and may lower CVD

• Obesity is a chronic disease and requires a long-term
solution, which includes lifestyle intervention and when
indicated pharmacotherapy and bariatric surgery

• Prevention of obesity requires changes in built
environment and workplace that favour healthy living and
activity

• The CPGs are a call to action to bring together all
stakeholders to address the necessary action to reduce
the prevalence of obesity and obesity-related illnesses


