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Seventy percent of Malaysian adults suffer from non-communicable diseases
(NCDs) like diabetes, hypertension, heart diseases, arthritis, depression and
cancer, and these NCDs account for 51 percent of deaths in the country (Ministry
of Health [MoH], 2007). Bray (2004) claims that obesity is an important etiologic

factor in these NCDs.

he global burden of overweight
and obesity is estimated at
more than 1.1 billion (James,
Chunming & Inoue, 2002). A World
Health Organisation [WHO] (1997)
report showed that the increasing
prevalence of obesity is associated
with impaired psychosocial
health, type 2 diabetes mellitus
(T2DM), cardiovascular disease,
osteoarthritis, sleep apnoea, breast
and uterine cancer. Another study
conducted by Low et al. (2006)
demonstrates that obesity is a
stronger predictor of mortality and
morbidity, and it is one of the most
important risk factors contributing
A to the overall disease worldwide
(Haslam, 2005).

This paper will look at this global
scenario and its possible effects on
population health. It is appropriate
that this paper tries to explore and
review the conceptual and clinical
assessment issues related to
obesity, and critically examine the
role of primary healthcare providers,

particularly at community levels,
and its implications on their clinical
practice. The paper will address
the benefits of employing the

transtheoretical model [TM] (Seals,
2007) by healthcare providers in
the management of overweight and
obesity in adults.

Assessing Stage of Change in Overweight and Obesity Clients
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Figure 1: Transtheoretical Model (TM) (Seals, 2007).
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The significance of the
problems arising from obesity are
clear if we review some of the
alarming  epidemiologic  figures
and reports from outcome studies
done in various parts of the world.
Epidemiologic trends show that
approximately 300,000 premature
deaths per year in the United
States are attributed to obesity
(Office of the Surgeon GCeneral,
2006). Obesity has been shown
to decrease life expectancy by
7 years at the age of 40 in USA
(Haslam, 2005). In Malaysia, the
national Health and Morbidity
Survey (1996) reported that in
adult populations aged between
26 and 64, 14% were obese,
with males 15.1% overweight and
2.9% obese, and females 17.9
% overweight and 5.7% obese.
However, the same survey carried
out 10 years later, in 2006, found a
dramatic rise to 20% (MoH, 2007).
It was also reported that there was
little difference between rural and
urban populations.

National Institutes of Health
[NIH] (2002) notes that obesity
and overweight are associated with
the development of numerous
adverse health outcomes, including
complications in pregnancy,
menstrual irregularities, hirsutism,
stress  incontinence,  increased
surgical risk, gallbladder disease,
respiratory problems and non-
alcoholic  steatohepatitis. Moran
(2002) also substantiates that
obesity and overweight are
additionally ~ associated  with
infertility and reproductive hormone
abnormality in women.

Furthermore, overweight and
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obese persons may suffer from
negative psychosocial outcomes,
for instance, anxiety, depression,
decreased  self-esteem,  social
stigmatisation and discrimination
(Blackwell, 2002; NIH, 2002).

The obesity epidemic has in
fact increased direct and indirect
healthcare costs for employees,
government agencies, and
consumers (Kottke et al., 2003). The
co-morbidities of obesity produce
financial costs to the health economy
of many developed countries. Similar
demands in Malaysia will impose a
huge burden on the human and
economic resources and are liable
to disrupt priorities in the healthcare
and other sectors (Ismail, 2002).

Concepts and Definitions
Obesity is a complex, multi-factorial
condition characterised by excess
body fat. Generally, men with
>25% body fat and women with
> 35% body fat are considered
obese (Malaysian Clinical Practice
Guideline [MCPG], 2004). Berry
(2004) views that obesity is
caused by an interaction between
predisposing genetic and metabolic
factors coupled with a changing
environment.

Basically, obesity can be
categorised into two types, ie.
generalised obesity and central
obesity. Generalised obesity denotes
increased weight in relation to an
individual height. Central obesity
refers to excess adipose tissue
residing primarily in the upper
body within the abdominal region,
whereas lower body obesity or
gynecoid obesity, refers to excess
adipose tissue that resides mainly in

the buttocks and thighs. In medical
and health assessment, the yardstick
for measuring generalised obesity
is basic mass index (BMI), and for
central obesity, the use of waist
circumference (WC) as essential
parameter (Appel et al., 2004).
There are several methods
for the precise measurement of
amount and localisation of fat
and lean mass, including skinfold
thickness, underwater weighing,
dual energy x-ray absorptiometry,
magnetic resonance imaging and
infrared  spectroscopy  (WHO,
1997). However, few important
clinical measurement tools remain
the cornerstone in determining the
overweight and obesity threshold.
It is still contentious as to which
method is more superior to others,
and it warrants further debate.
Although  BMI  does not
distinguish between lean and fat
mass, it is basically a useful clinical
tool that correlates reasonably well
with adiposity, describing the relative
weight for height, and is significantly
correlated with total body fat content
(Blackwell, 2002; Moran, 2002).
Blackwell (2002) suggested that
BMI should be used as the gold
standard in classifying body weight
and to monitor changes in body
weight. Basically, BMI is calculated as
weight (kg)/height (m2). According
to him, BMI of 25 to 29.9 kg/m2
is considered overweight, whereas
obesity is a BMI equal to or greater
than 30 kg/m2. However, WHO
(1998) classification has stated cut-
off points of overweight and obesity
as 25 and 30 kg/m2 respectively.
It has become increasingly clear
that there is a high prevalence of



Type 2 Diabetes Mellitus (T2DM)
and cardiovascular risk factors in
parts of Asia below those cut-off
points (Malaysian Clinical Practice
Cuidelines [MCPG], 2004). For
instance, evidence from Singapore
shows that the risk of co-morbidities
begin to rise at lower BMI values,
and many Asian populations have
a higher body fat percent at similar
BMI compared with European
populations (Deurenberg, 2000,
2001). Hence, in a recent WHO
Consultation Report (2004), no
attempt was made to redefine
BMI cut-off points for the Asian
population. In the Malaysian context,
based on current evidence in adults,
overweight is defined as BMI = 23
kg/m2 and obesity as BMI >27.5
kg/m2 (MCPG, 2004).

WC is a simpler, reliable measure
and correlates well with abdominal
fat content irrespective of the BMI
(MCPG, 2004). Dobbelsteyn (2001)
reinforced that WC may be a more
accurate determinant of health risk.

WHO (1998)'s recommendation
suggests that the WC of 94 cm
and 80 c¢m is associated with an
increased risk in men and women
respectively. However, it has
become increasingly clear that there
is a high prevalence of T2DM and
cardiovascular risk factors in parts
of Asia below those cut-off points.
Thus, based on current evidence,
the WC Of 2 90 ¢cm in men and
WC of =2 80 ¢cm for women are
associated with an increased risk of
co-morbidities (MCPG, 2004).

Waist-Hip ratio (WHR) is another
simple measurement tool that has
been usedepidemiologicallybutdoes
not provide additional information

compared to WC. The values that are
associated with increased abdominal
fatand increased risk of hypertension,
diabetes and ischaemic heart disease
are WHR > 0.9 for men, and WHR
> 0.8 for women (MCPG, 2004).
However, waist circumference is the
preferred measure of abdominal
obesity compared to WHR (WHO,
1997).

Contributing Factors

Many risk factors are identified that
contribute to the development of
obesity. The most important factor
leading to development of central
obesity is a lifestyle in which caloric
intake exceeds physical activity,
leading to both generalised and
central obesity (Marti et al.,, 2002).
Although heavy smokers may have
a normal BMI, they may also have
larger WC than do non-smokers,
placing them at additional risk for
metabolic syndrome (den Tonkelar
et al, 1990).

A positive family history for
either T2DM or cardiovascular
disease coupled with central obesity
significantly increases the risk of
developing metabolic syndrome
(Dwyer, 1998). Stress is another
contributing factor; it was believed
that stressed patients tend to lose
control of their eating patterns and
remain sedentary, thinking of their
problem emotionally (Wing, 1992).
Fewstudiesconducted (forinstances,
Appel et al., 2002; Benjamin-Garner
et al., 2002) have revealed the links
between environmental factors and
obesity. This particularly refers to
low socio-economic status (SES),
low educational backgrounds and
lack of insurance or poor access

to healthcare — risk factors for
developing central obesity and the
metabolic syndrome because these
groups of people tend to consume
a diet which is higher in fat and
calories, and exercise less than other
groups. Carter-Edwards et al. (2004)
point out that persons without
access to preventive healthcare
may not be aware of their risk for
the development of hypertension,
T2DM, or cardiovascular disease.

Roles of the Primary Care
Providers

Patients should be assessed on the
degree of obesity and distribution
of body fat, pattern of hair growth,
uneven skin coloration, nutritional
status, exercise history, and any signs
and symptoms of secondary cause
of obesity, such as hypothyroidism
and Cushing's syndrome (Appel et
al., 2004).

A comprehensive  medical
evaluation is indicated that includes
patient's eating habits, physical
habitual activities, family history of
obesity and obesity-related diseases,
and patient's self-image, mental
health, and eating disorder (MCPG,
2004). On top of that, assessment
and identification of underlying
etiologies of obesity, especially the
social and behavioural aspects, are of
utmost importance (MCPG, 2004).

Primary-care providers should
make their stand clear that both
BMI and WC measures should be
taken on all adult clients in their
initial assessment (MCPG, 2004).

The National Institutes of Health
[NIH] (1998) recommends a
multifaceted approach to treating
obesity,. NIH (1998) further
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stresses the importance of long-
term diet and changed eating
habits, long-term effective physical
activity  programmes, behaviour
modification, social support, smoking
cessation and reduction in alcohol
consumption, avoiding short-term
weight loss, avoidance of aggressive
surgical approaches, adaptation
of weight loss programme to
meet individual needs, plus long-
term observation, monitoring, and
encouraging of patients who have
successfully lost weight.

Treatment and management
includes reducing excess body
weight and instituting  other
measures to control accompanying
risk factors (National Heart, Lung
and Blood Institute, 2000).

The general goals of weight
loss are 1) at a minimum, prevent
further weight gain, 2) reduce body
weight, and 3) maintain a lower
body weight over the long term
(National Heart, Lung and Blood
Institute, 2000).

The general goals for obesity
therapy are to achieve weight loss,
maintain lower body weight, prevent
further weight gain and treat co-
morbidities or underlying causes
(MCPG, 2004).

Weight Loss, Diet and Exercise
Weight loss has advantages in
reducing cardiovascular risk factors
and  other  obesity-associated
diseases (Scottish Intercollegiate
Guidelines Network, 1996; WHO,
1997). Undeniably, a small
weight loss is sufficient to restore
reproductive health in infertile obese
women (Moran & Norman, 2002).
Goldstein (1992) reiterates that a
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weight loss of 10% can improve
metabolic variables.

All obese clients should be
encouraged to participate in a diet
and exercise programme that will
facilitate weight loss (MCPG, 2004).
Short-term energy restriction results
in rapid weight loss and improved
reproductive and metabolic health;
more than 90% of people who
lose weight eventually regain their
original weight (Flegal et al., 1998).
Therefore dietary treatment of obesity
aims for gradual weight loss (1-2
Ibs/week) through reduced caloric
consumption and increased physical
activity, with overall aim of energy
expenditure exceeding energy intake
(Moran & Norman, 2002).

Moran & Norman (2002)
suggest tailoring an intervention to a
person’s individual weight. Current
dietary and exercise patterns
increase the chance for sustained
weight loss. A low calorie diet, low-
fat diet, and very low calorie diet
(VLCD) is recommended to achieve
weight loss through a decrease in
calories consumed and increase in
energy expended (MCPG, 2004).
An energy deficit of 500-600kcal/
day is generally well tolerated
and sustainable over an extended
period of time (WHO, 1997).
However, National Heart, Lung and
Blood Institute (2000) suggest a
decrease of 300 to 1000kcal/day is
appropriate depending on individual
metabolic status.

Diets based on healthful eating
principles have a better long-term
outcomes, which is important
because weight loss maintenance
requires that changes in eating
habits be sustained for life (Moran

& Norman, 2002). The weight

maintenance  program  should
consist of dietary therapy, physical
activity, and behavioural therapy
(National Heart, Lung and Blood
Institute, 2000).

Diet therapy is the cornerstone of
any weight programme and should be
individually planned (National Heart,
Lung and Blood Institute, 2000).
Whereas physical activity contributes
weight loss by alterating energy
balance, changes body composition,
decreases risk of disease, and
improves quality of life (NIH, 1998).

Thirty minutes of  regular
moderate intensity physical activity,
preferably all days of the week, can
limit health risk diseases including
coronary heart disease and diabetes.
However, preventing weight regain
for formally obese individuals
requires 60-90 minutes per day
of moderately intensive activity or
lesser amounts of vigorous activity
(MCPG, 2004).

According to Clinical Practice
GuidelineWashington (2000), weight
loss is recommended to lower blood
pressure in overweight and obese
persons with high blood pressure,
elevated levels of total cholesterol,
LDL-cholesterol, and triglycerides, to
raise low levels of HDL-cholesterol in
overweight and obese persons with
dyslipidaemia, and elevated blood
glucose levels in overweight and
obese persons with T2DM. Skender
et al. (1996) recommends the
combination of reduced calorie diet
and increased physical activity since
it produces weight loss that may also
result in decreases in abdominal fat
and increases in cardio-respiratory
fitness.



Weight loss drugs may be used
as part of a comprehensive weight
loss programme, but should not be
used without concomitant lifestyle
modification. Weight loss surgery
is an option for carefully selected
patients with clinically severe
obesity when less invasive methaods
of weight loss have failed and the
patient is at high risk for obesity-
associated morbidity or mortality.

A greater frequency and duration
of contacts between the patient and
the practitioner should be utilised
whenever possible in order to lead
to more successful weight loss and
weight maintenance. Eventually, the
needs of special patient groups must
be addressed when considering
treatment options for overweight
and obesity.
Lifestyle and Behaviour
Changes
Cognitive behaviour therapy and
reduction of psychosocial stressors
can aid in both weight loss and
maintenance (Skender et al., 1996;
Wing, 1992). Attempting weight loss
in a group environment provides
psychological support (Galletly et
al, 1996).

Lifestyle modification programs
are non-invasive, less costly than
pharmacologic  treatments, and
frequently successful in achieving
reproductive improvements (Moran
& Norman, 2002). Frequency of
treatment and longer
weight loss maintenance are major
determinants of successful weight
control (MCPG, 2004).

Key also is to provide supportive
environments by education of
lifestyle  modification,  reviewing

contacts

food and activity, monitoring exercise
regimes, monitoring diet structure,
and use of portion-controlled foods.
If a long-term approach is taken, a
successful outcome is more likely
(MCPG, 2004).

Behaviour therapy is a useful
adjunct when incorporated into the
treatment for weight loss and weight
maintenance. The goal of behaviour
therapy is to alter the eating habits
of an obese patient. Weight loss
is more likely to be achieved
and maintained by behaviour
modification techniques that focus
on lifestyle and attitude (Wadden &
Stunkard, 1993).

Wadden & Stunkard (1993)
affirm the use of behaviour therapy
which includes counselling to enable
patients to evaluate and modify
eating practices, habits of physical
activity and emotional responses
to weight, and self-monitoring to
identify and avoid environmental
cues associated with unhealthful
eating and sedentary lifestyle.
They also advocate contingency
management, including the use of
rewards for positive lifestyle change;
stress management, and cognitive-
behavioural strategies to change a
patient's attitudes and beliefs about
unrealistic expectations and body
image. They believe that weight loss
support groups are useful to reduce
uncertainty about self-worth and to
sustain weight loss behaviour.

Strategies for change

Care for overweight and obese
clients requires a multifaceted
approach. The primary care
provider can help clients lose
weight by providing strategies

or reducing calorie intake,
mamtammg a healthy, balanced
diet, exercise more and develop
positive behavioural and attitudinal
changes. If care practitioners have
suggested a weight reduction
programme, this programme needs
to be individualised (AWHONN
Lifelines, 2004). Clients should be
periodically assessed for changes
in  behaviour, eating patterns
and achievement of long-term
goals. Success and maintenance
in this type of programme
requires a lifelong commitment
to behavioural and attitudinal
changes. The care practitioner
should be caring, committed, and
able to work and cooperate with
other multidisciplinary teams, as
well as willing to take the challenge
to counsel clients in difficult times
throughout the change process.

Seals (2007) in her recent
article recommended the use
of the transtheoretical model

(TM) (see Figure 1) for the initial
assessment of a client's readiness
to lose weight. As she argued,
we can have excellent protocols
and guidelines on the medical
component of weight management.
But the psychosocial aspects that are
imperative for successful weight loss
is neglected, and ultimately clients
are demoralised and lose track of
the weight reduction programme.
This model can be utilised by
primary care providers in assessing
the client's stage of readiness (see
Figure 2) and in determining which
technique or intervention would
be most appropriate and effective
in promoting dietary changes and
exercise.
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obese

Client is Overweight or

Reinforce healthy habits
Address any risk factors

NO
(precontemplation)

Client wants to lose weight
within the next six months

weight loss.

Encourage maintenace of

Assess reasons for not wanting

Discuss benefits of weight loss

Assess stage change

Measure ht, wt, and waist
circumference. Calculate BMI

current weight
Contemplation Maintenance
Preparation Action
ALL OVERWEIGHT AND ALL OVERWEIGHT AND ALL OVERWEIGHT AND OBESE CLIENTS: ALL OVERWEIGHT AND
OBESE CLIENTS: OBESE CLIENTS: - conduct H&P and risk assessment, order labs OBESE CLIENTS:
- conduct H&P - conduct H&P - review diet/activity/weight loss - assess progress and
- conduct risk assessment - conduct risk assessment modify treatment

- check FLP, FBS, CMP, EKG

- (if indicated) check UA,
microalbuminuria, thyroid
studies, HgbA1c, sex
hormones and cortisol

- reinforce benefits of
weight loss

- identify ways to overcome
barriers

- set future date (contract)
for change

- provide stage specific
handouts

- f/u in 2-4 weeks

- order appropriate labs

- give a Rx for exercise /
diet

- involve family / friends in

exercise / diet “contract”

provide stage specific

handouts

- educate about behavioral
strategies

- assist client to set realistic
and achievable goals reg.
diet and exercise

- GOAL of treatment: lose

10% of weight w/in 6
mos

- f/uin 2-4 weeks

- provide stage specific handouts

DIETARY THERAPY: (refer to dietitian if needed)

- decrease intake of dietary fat CHO, calories

EXERCISE:

- if indicated, perform stress testing for
cardiopulmonary disease prior to initiating exercise
program

- gradually increase to 45" to 60" of moderately intense
exercise most days of week

BEHAVIORAL:
- self-monitoring, goal-setting, stimulus control, etc
SOCIAL SUPPORT:

- community resources, formulate contracts, f/u phone
calls

BMI 27-29.9 & 2+ risk factors or BMI>=30:
- decrease calories by 300 to 500 kcal/day

- consider pharmacotherapy as an adjunct if client
hasn't lost 1 Ib/wk after 6 mos of TLC. Rx Sibutramine
(start at 10mg qd) or Orlistat 120mg TID before meals

BMI 35-39.9 & 2+ risk factors or BMI >=40:
- decrease calories by 500 to 1000kcal/day
- consider bariatric surgery if medical txn has failed

program pm

- monthly calls / postcards
for encouragement

- stage specific handouts

Figure 2. Protocol for managing overweight and obesity in adults (Seals, 2007).
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Seals  (2007)
practitioners to
interventions that meet the needs
of each client, matching the stage of
change. As the stages are dynamic,
practitioners should conduct an
ongoing evaluation to see what
stage the client is in and modify
previously unsuccessful intervention
to decrease the likelihood of relapse
and failure.

wants  care
implement

Implications for Primary Care
Providers’ role

It is essential for primary care
providers to remember that they
will be the frontliners and the first
to see clients at risk for and with
the metabolic syndrome. Hence,
early interventions related to diet
and lifestyles are needed to stop
complications and co-morbidities
from the epidemic of obesity.

BMI and WC should be taken
on all adult clients. Particular
attention should be given to clients
with central obesity because it has
greaterrisks than generalised obesity
(Appel et al, 2004). However,
primary care practitioners should
also utilise other measurement
parameters such as glycemic index,
lipid profile and blood pressure to
detect for components of metabolic
syndrome.

Even though it is not feasible to
measure either plasma or insulin
levels in primary- care facilities,
measurements of WC, BMI, blood
pressure and fasting glucose as
well as a lookout for presence
of acanthosis nigrican (AN) are
adequate for screening of metabolic
syndrome. AN is an important clinical
indicator of hyperinsulinemia or

Insulin resistance. If these measures
are taken into consideration, it is
envisaged that primary healthcare
providers will be able to formulate
an accurate client risk profile that
will guide the management of
obesity more effectively in their
clinical settings.
Challenges for primary care
providers

Lifestyle plays a substantial role in
the development of overweight and
obesity. As our society becomes
more and more sedentary, primary
care providers and public health
practitioners should fervently work
towards solutions to the epidemics
of lifestyle diseases that we are
facing in this new millennium.

Conclusion

Overweight and  obesity are
complex and chronic conditions
that need life-long management.
The management is difficult
and requires ongoing, long-term
multidisciplinary support. However,
it is important to stay focused on
long-term goals. Behaviour change
takes time and the entire family or
support network should be included
to improve outcomes. The primary
healthcare providers play key roles
in the prevention, promotion,
assessment and support to prevent
morbidity and mortality. Education
and reinforcement with family and
support group networks can assist in
maintaining lifestyle changes which
result in successful outcomes. The
change in patients can be made
possible through a translation of
evidence-based care standards into
practice.

Weight and diet management,
coupled with lifestyle and behaviour
modification, remain the mainstay
of obesity therapy. The role of
primary healthcare providers in
primary care facilities underlines
the importance of health education
towards achieving self-awareness
and empowerment of the
community at large. The concept
focus on preventive, promotional
and rehabilitative approaches with
the aim to educate the public about
the wellness paradigm seems
to take its root in the Malaysian
healthcare system, which is intensely
expanding its primary healthcare
services throughout 200 primary
care facilities in the nation (MoH,
2006).

We feel that every individual
should be responsible for their
own health. The issue of secondary
health risks from obesity can at least
be put on hold if these target groups
are made aware of the importance
of their own health. On the other
hand, primary care practitioners
must remain non-judgmental and
assess the client's readiness to
change at each visit to the care
setting.

Once the client has decided
to lose weight, realistic goals
should be instituted and agreed
upon. With the adequate support
system, appropriate interventions
for the client’'s stage of change,
a systematic multidisciplinary
team, and a constant monitoring
and motivation process, we
foresee that these overweight
and obese clients can have
excellent chances of successful
weight reduction. B
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