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Abstract

Obesity is a chronic, prevalent and disabling disorder. Unfortunately, conventional non-surgical treatment
programmes are often perceived as less efficient. This creates a vacuum-like situation to be filled by anything
that could offer some kind of hope to the afflicted. However, scientific data supporting popular diets are

generally scarce or even lacking.

Introduction

Each year the obesity field faces a lot of new
popular diets or other popular treatment strategies,
often with substantial commercial success and
corresponding media coverage. This is a situation
seldom faced in, for instance, the fields of hyperten-
sion or appendicitis. Why is this so?

Medical core facts

Obesity is a chronic and prevalent disorder asso-
ciated with an increased mortality and morbidity, as
well as a reduced health-related quality of life
(HRQL). The number of obese individuals is rapidly
increasing all over the world and there are basically
no age, social or ethnic groups that are not aftlicted
by the current epidemic. Obese people suffer
increased total mortality, as well as increased
mortality and morbidity from specific related dis-
orders such as cardiovascular disease, type 2
diabetes and cancer. Furthermore, obesity is dis-
abling from a psychosocial point of view and
patients with severe obesity report their HRQL to
be at least as low as patients with generalized
malignant melanoma (1).

Overweight and obesity are by definition the
consequences of a long-standing positive energy
balance, i.e. an energy intake that is greater than the
energy expenditure. Obesity is also a disorder with
both genetic and environmental components and
one could argue that “nature loads the gun, while
the environment pulls the trigger.”

Clinical core facts

Although there are exceptions, the clinical experi-
ence of obesity treatment is not very encouraging.
Long-term weight loss, which is important in a

Scandinavian Journal of Nutrition 2005; 49 (2): 81 -82

chronic condition, is difficult to achieve with
conventional, non-surgical treatment programmes.
The only approach capable of producing long-term
substantial weight loss seems to be bariatric surgery
(2, 3).

Whereas operated patients can maintain a greater
than 15% weight loss 10 years after bariatric
surgery, patients treated with a combined drug
and lifestyle approach lose in the order of 5-10%
after 2—4 years of active treatment (2, 4, 5). Data
beyond 4 years are not available from controlled
clinical drug trials. However, these smaller weight
losses achieved by non-surgical treatment strategies
definitely have beneficial effects on cardiovascular
risk factors, e.g. a reduced risk of developing type
2 diabetes in patients with impaired glucose toler-
ance (6).

Unfortunately, obese patients do not receive the
attention they deserve from the medical profession;
at least this was the case until a few years ago, but
since the launch of new antiobesity drugs there
seems to be increasing awareness and interest
among both doctors and politicians.

Scientific core facts

Obesity is a chronic disorder and it is thus frustrat-
ing that the vast majority of clinical trials are short
term (<2 years). Although conventional, non-
surgical treatment can result in a 5-10% weight
loss after 2—4 years of treatment, the high dropout
rate is a notorious dilemma (3). Furthermore,
almost all trials have so far had weight loss as the
primary endpoint, while there are very few clinical
trials with mortality or morbidity as hard endpoints.
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So what?

In conclusion, obesity is a prevalent, chronic and
disabling disorder where conventional treatment
programmes are not efficient. Such treatment is
also associated with a far too high dropout rate. On
top of this, the health-care system has not so far
paid enough attention to the obese, while the
scientific community has focused too much on
weight loss and too little on the hard endpoints
associated with obesity. In a way, this creates a
vacuum-like situation to be filled by anything that
could offer some kind of hope to the afflicted. In
this context popular diets become very popular.

It is important to keep in mind that popular or
alternative treatments should not a priori be con-
demned. Instead they should stand a fair, evidence-
based trial. The Swedish Council on Technology
Assessment in Health Care (Swedish abbreviation
SBU) has recently shown that the vast majority of
obesity treatment strategies that could be classified
as alternative medicine (e.g. chromium, aromather-
apy, ginger, hypnosis) do not fulfil evidence-based
medicine criteria. Consequently, firm conclusions
on efficacy and safety cannot be drawn (7).

For some popular diets (low-carbohydrate, high-
protein diets, e.g. the Atkins diet), however, there
are data showing weight loss and improved cardi-
ovascular risk factors in a short-term perspective
and to the same extent as with conventional low-fat
diets (8, 9). When it comes to diets focusing on
low glycaemic index (low-GI) foods there is really
no scientific evidence of a weight-reducing effect
in humans (10). The same holds true for the
palaeolithic diet. Although this dietary approach
is embedded in the much broader and interesting
framework of evolutionary medicine there are,
as yet, no data from prospective clinical trials
indicating weight loss or reduced cardiovascular
risk (11, 12).

What should be done?

Given the relative lack of efficient, long-term, non-
surgical obesity treatment programmes, is it really
so strange that obese individuals turn to popular or
alternative diets and treatments? No, it is not — and
they should not be blamed for it. Instead of
criticizing obese people, the focus should be on
clinical research and especially long-term trials,
including the investigation of new ideas from
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alternative medicine. Informing the public about
treatment programmes that are really efficient as
well as, when needed, fighting commercial and mass
media fraud and disinformation is another highly
important mission.
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