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Abstract

Recent surveys have shown that obesity rates are increasing in Indonesia, particularly in urban areas such as the
capital city of Jakarta. Cipto Mangunkusumo Hospital, a top referral hospital in Jakarta, established an Obesity Clinic
and developed clinical practice guidelines (CPG) for its management. The aim of the CPG was to provide the best
evidence-based recommendation for diagnosis, evaluation and multidisciplinary management of overweight and obesity

in the adult population. This article summarizes the guidelines.
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Introduction

The prevalence rates of overweight and obesity are
increasing rapidly in both developed and developing
countries.'? Previously, overweight and obesity were
considered primarily problems of developed countries.
However, due to lifestyle changes and urbanization, it is
now apparent that developing countries are also faced
with the same issues.'* Policymakers in developing
countries have not paid much attention to the problem of
excessive weight gain. Obesity contributes to a variety of
serious chronic diseases, and thus to a large health burden.
Indonesia is a large and populous country and is one of
the economically fast growing nations of Asia, and has
undergone rapid urbanization including a move of
traditional food systems towards a modern supply chain.!

Recent surveys have shown that obesity rates are also
increasing in Indonesia. Based on the National Basic
Health Research in 2007, the prevalence of overweight and
obesity, as determined by body mass index (BMI), were
8.8% and 10.3%, respectively. The cumulative prevalence
of overweight and obesity was higher in females than in
males (23.8% versus 13.9%). Obesity was observed to be
more prevalent in urban areas. Furthermore, central
obesity, as determined by waist circumference, was
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present in 18.8%, and was more commonly observed in
females (29% versus 7.7% in males) and in urban area
dwellers (23.6% versus 15.7% in rural areas).?

Similarly, the Indonesian Family and Life Survey (IFLS) of
the Rand Institute, conducted in 1993, 1997, 2000 and 2007,
showed that the mean BMI values among Indonesian
adults has notably increased Indonesian women had
higher BMIs than men, and the difference of BMIs
between genders increased from 1993 onward. Average
BMI levels were higher in urban compared to rural areas.
However, the rate of increase in BMI over time among
rural dwellers was higher compared to urban area
residents. Data from the IFLS represented 83% of
Indonesian population; a few remote areas were not
included in the survey.!

In 2006, we performed an epidemiologic study in Jakarta,
the capital city of Indonesia (unpublished data). The
survey included 1591 subjects aged 25 to 65 years, of
which 41% were male. The prevalence of obesity and
central obesity were 52% and 53%, respectively. In
addition, the prevalence of obesity increased with age in
both genders. There was a decreasing trend noted after the
age of 60.
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Table 1. The prevalence of obesity based on age group
and sex

25-<30 y 30-<40 y 40-<50 y 50-<60 y >60y
Male 31.6% 49.2% 67.3% 68.7% 66.7%
Female 18.4% 27.7% 29.8% 35.5% 38.5%

Summary of Methodology of Guideline Development

The guidelines were developed by a multidisciplinary
representative group. The Obesity Cluster Team reviewed
the Cipto Mangunkusumo guidelines for
comprehensiveness and accuracy of interpretation of
evidence supporting the recommendations. The guideline
development group was able to obtain valuable feedback
and suggestions to include additional evidence from the
literature and to consider alternative interpretation of
data. The participants contributed to and influenced the
form of the final guideline, making it a comprehensive
report from various geographical origins and medical
disciplines.

Summary of Recommendations

Clinical Evaluation of Overweight and Obese Patients

Overweight and obesity are known risk factors for
cardiovascular disease. They also contributes to the
development of other chronic diseases, including diabetes
and gallbladder disease. In this high risk population, early
detection and prompt management of obesity and related
risk factors are important in reducing the overall
likelihood for developing disease and attendant social
consequences.>12

Information from the clinical interview. Upon seeing an
overweight or obese patient, the physician needs to collect
basic information related to risk factors and possible target
organ complications. This includes investigating how and
why the patient became obese, how the patient copes with
it, and any previous efforts for weight reduction. The risk
factors for developing overweight and obesity are age,
history of weight gain, use of medications affecting weight
(contraceptive agents, glucocorticoids, antipsychotic
drugs), cessation of cigarette smoking, menopause,
pregnancy, patterns of food intake and level of physical
activity level. These are also affected by psychosocial
issues relating to the patient’s readiness for weight
reduction.’?

Clinical evaluation. During the initial consultation, the
nurse or physician should document vital signs and
anthropometric measurements, which body
weight, height, BMI, waist circumference, heart rate, blood
pressure and body temperature.!?

include

The BMI is calculated by using the body weight (kg)
divided by the square of the height (m). Recognizing the
observations that the risk for diabetes and hypertension
doubles with a BMI of 25 kg/m? a task force from the
Asia-Oceania group of the International Association for
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the Study of Obesity has proposed a different classification
for obesity in the Asia-Pacific population. Based on this
classification, obesity is defined as a BMI of 25 kg/m? or
higher; high-risk waist circumference is 90 cm or greater
for men, and 80 cm or greater for women.!314

Table 2. Classification of obesity as recommended by the
Asia-Pacific Task Force'
Risk of Co-morbidities
Waist Circumference

Classification BMI (kg/m*) <90cm (men) 290cm (men)
<80 (women) >80 (women)
Underweight <185 Low* Average
Normal 18.5-22.9 Average Increased
Overweight 223
At Risk 23.0-24.9 Increased Moderate
Obese | 25.0-29.9 Moderate Severe
Obese Il =30 Severe Very Severe

* but increased risk of other clinical problems

Laboratory tests. Laboratory tests are performed to
exclude other endocrine causes, screen for co-morbidities
(e.g. dyslipidemia, impaired glucose tolerance) and other
target organ complications, if they are indicated. The most
important comorbidity is the metabolic syndrome (MetS),
a complex of traits that enhance the risk of cardiovascular
disease. MetS includes a variety of conditions such as
obesity, hypertension, resistance,
dyslipidemia, and diabetes mellitus. Based on the National
Cholesterol Education Program Adult Treatment Panel III
(NCEP ATP III) criteria, metabolic syndrome is identified
if there are 3 or more of the mentioned conditions

central insulin

present.’> Other co-morbidities include family history of
early cardiovascular disease, cholecystitis/cholelithiasis,
obstructive sleep apnea and osteoarthritis.

Clinical plan. Once the workup for etiologic and
complicating factors is complete, the risk associated with
elevated BMI, fat distribution, weight gain, and level of
physical activity can be evaluated.>> An early disease-
oriented algorithm was published by Bray et al (Figure
1).2 The adapted version of National Heart, Lung and
Blood (NHLBI) algorithm for
overweight and obesity is presented in Figure 2.10

Institute treatment

In the primary care setting, there are 10 steps to treating

overweight and obesity:"
1. Measure height and weight.

Measure waist circumference.

Assess comorbidities.

Should your patient be treated?

Is the patient ready and motivated to lose

weight?

Which diet should you recommend?

Discuss a physical activity goal. Discuss a

physical activity program.

8. Review the Weekly Food and Activity Diary.

9. Give the patient copies of dietary information
and exercise prescription.

10. Enter the patient’s information and the goals you
have agreed on in the weight and goal record.

O W N

N

Vol. 26 No. 2 November 2011



Identification, Evaluation and Treatment of Overweight and Obesity in Adults

Dyah Purnamasari, et al

119

2 Any signs and i
Is patient Yes Is fat located Yes syrnptgc;ms o Yes Evaluate for Cushings
overweight or —_— Is patient hypertensive? > . Disease Syndrome
obesi? centrally? Cushing Y
- Disease
No
No l No
L Hypertensive
Has patient been gaining work-up
weight or unable to
maintain weight loss? l'
Treat
No by hypertension
Signs and Symptoms of Yes
Is patient concerned with Evaluate concern Hypothyroid
weight even at acceptable Yes i Evaluate and
levels? No Treat
Y Yes Skull x-ray and
No Does patient have headaches > ophthalmic_and
Give dietary or visual symptoms? neurologic
¥ luati
Evaluate and treat other and exercise bedsiio)
i No
symptoms advice
L Yes

Is glucose tolerance abnormal
or patient diabetic? (6)

Evaluate and
Treat

No

Are triglycerides high or HDL
cholesterol low?

Yes

Evaluate and
Treat

A4

No

Is patient hypo!
somnolent?

ventilating or

Yes
Evaluate and

i Treat

A

Is patient hirsute or
amenorrheic?

Yes
Evaluate and
Treat

No
Yes

Is patient in congestive failure?

Initiate treatment

An algorithm for evaluating when laboratory and clinical testing may be needed and for approaching treatment strategies

Figure 1. An algorithm for the appropriate indication for laboratory and clinical testing in the evaluation of the overweight
or obese patient. Adapted from: Bray GA. Classification and evaluation of the overweight patient. In: Bray GA, Bouchard
C, eds. Handbook of Obesity: Clinical Appications. 2nd ed. 2002. New York: Marcel Dekker, Inc.; 2002:20.

Weight Management Programs and Support for
Weight Loss Maintenance in Adults

In general, among Asians, weight loss therapy is
recommended for patients with a BMI of 25 kg/m? or
greater, and for patients with a BMI between 23 to 24.9
kg/m? or a high-risk waist circumference plus two or more
risk factors (comorbidities).

The goal of management is to decrease insulin resistance
and improve the patient’s metabolic profile. The initial
goal of weight loss is to reduce baseline weight by 10%
within 6 months, at a rate of approximately 0.5 to 1.0 kg (1
to 2 pounds) per week. After the initial goal is achieved, a
weight maintenance program should then be included.

Weight management programs should include lifestyle
modification and behavioral management.

Lifestyle Modification

Lifestyle modification consists of dietary intervention and
increased physical activity. Dietary interventions for

Vol. 26 No. 2 November 2011

weight loss should be calculated to reduce 500 to 1000 kcal
from the total daily caloric intake. In general, total daily
intake may be prescribed at 1000 to 1200 kcal/day for
women and 1200 to 1600 kcal/day for men. Programs
should be tailored to suit the dietary preferences of the
individual patient.

More weight reduction can be achieved by combining
dietary restriction and physical activity. Initially, moderate
levels of physical activity for 30 to 45 minutes per day,
with a frequency of 3 to 5 times per week, may be applied.
Overweight and obese individuals should be prescribed a
volume of physical activity to expend approximately 1800
to 2500 kcal/week. This corresponds to approximately 225
to 300 minutes in a week of moderate intensity physical
activity. This may be achieved through five sessions
lasting 45 to 60 minutes each per week, or lesser amounts
of vigorous physical activity.

The physical activity program should be tailored

according to the individual’s health or physical condition.
Moderate-intensity cardiovascular exercise for 20 to 60

www.asean-endocrinejournal.org
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minutes (or longer) at least 3 to 5 days per week is
recommended initially. Daily exercise, however, is
recommended for weight loss. Low-impact activities, such
as walking, swimming, water exercise, cycling, and step
aerobics are preferred. A strength-training program with 1
to 3 sets of exercises for the major muscle groups, for 10 to
15 repetitions, is recommended at least two days per
week. The patient should be advised to start slowly, then
gradually increase the frequency, duration and intensity of
the exercise. It is important to emphasize adequate fluid
intake before, during, and after exercise. The patient
should not overdo exercise.!*!8

Patient Encounter
Hx of BMI 2 23 kg/m?

BMI 230 or
Assess {(BMI 23-29.9 or

. : Yes
- " Risk [~ WC>80in (F) Clinician and
BMI measured in past 2 “ | Factors >90in (M)] and patient devise
years > 2 risk factors goals and
Y lm' treatment
strategy for
Measure weight, BMI 2 23 kg/m? Does weight Ii‘;s and
height, and waist or patient risk fictor control
circumference (WC) WC >80cm female want to
Calculate BMI WC >90 male lose
. bty |
I weight? Progress being
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surgery should be considered on an individual case basis
following assessment of risks and benefits in patients who
fulfill the following criteria: BMI 235 kg/m? presence of
one or more severe co-morbidities expected to improve
significantly with weight reduction (e.g. severe mobility
problems, arthritis, type 2 diabetes); and evidence of
completion of a structured weight management program
involving diet, physical activity, psychological and drug
interventions, not resulting in significant and sustained
improvement in co-morbidities.

Table 3. Management strategy in obesity treatment.
Adapted from: Institute for Clinical Systems Improvement.
Prevention and Management of Obesity (Mature
Adolescents and Adults). 5N ed. Bloomington, MN;
Institute for Clinical Systems Improvement; April 2011.

BMI (kg/m?) 23.0-24.9  25.0-29.9 230.0

Risk Low Moderate High
Nutrition X X
Physical Activity 0 0
Behavioral Management O O
Medications * O
Surgery X

*

Brief Reinforcement/ 2 Hx of BMI 2 23? made / goal
educate on weight Vyes achieved ?
management Advice to maintain Yes no
l welght'/ address Maintenance Asses reasons for
Periodic  ¢—{_Other risk factors counseling : failure to lose
weight, BMI, Dietary therapy weight
and WC check Behaviour Therapy
Physical Activity

Figure 2. Treatment algorithm of overweight and obesity.
The algorithm applies only to the assessment for
overweight and obesity and subsequent decisions based
on that assessment. It does not reflect the initial general
assessment for other cardiovascular risk factors that are
indicated. Adapted from: NHLBI Obesity Education
Initiative. The Practical Guide: Identification, Evaluation,
and Treatment of Overweight and Obesity in Adults.
National Insitutes of Health, National Heart, Lung, and
Blood Institute; October 2000. NIH Publication No. 00-
4084.

Behavioral modification

Behavioral modification includes goal setting, self
monitoring, stimulus control, cognitive restructuring and
prevention of relapse or weight regain.

Pharmacological treatment

Orlistat should be considered as an adjunct to lifestyle
modifications in the management of weight loss.
Pharmacologic therapy should be considered on an
individual case basis in patients with a BMI of 25 kg/m? or
greater with co-morbidities, or a BMI of 30 kg/m? or
greater, following careful assessment of risks and benefits.
Medications should never be used without concomitant
lifestyle modification.

Surgery

Bariatric surgery should be included as part of an overall
clinical pathway for adult weight management. Bariatric
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*may be considered if with concomitant obesity-related risk factors or
diseases are present and with failure of weight loss after lifestyle
modification

Conclusion

Since not all overweight and obese persons show signs
and symptoms of co-morbidities, screening and evaluation
is important. The goal of management is to decrease
insulin resistance and improve metabolic profile among
the obese. The combination of reduced caloric intake,
physical activity and behavioral therapy, remains the most
effective way of reducing and maintaining weight,
preventing obesity-related metabolic
improving cardiorespiratory fitness.

disorders and
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