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’_ PREVENZIONE DELL'OBESITA’

E PROVE DI EFFICACIA

Da dove si parte?

Quale prevenzione ?

Quali prove di efficacia in prevenzione ?
Quali riferimenti, quale outcome?

E il setting?

Cosa conosco e cosa hon conosco?

Quali raccomandazioni?

E le politiche nutrizionali .....?




OBESITA: un problema globale
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Obesita in Italia

Prevalence of Overweight and Obesity in Italy (2001-2008): Is There FONTE: ISTAT

a Rising Obesity Epidemic? 287 336 Soggetti
ROCCO MICCIOLO, MmD, VINCENZO DI FRANCESCO, MD, FRANCESCO FANTIN, MD, (M1372341 F 150102)
LUISA CANAL, ruD, TAMARA B. HARRIS, MD, OTTAVIO BOSELLO, MD, AND - .
MAURO ZAMBONI, MD Eta:22-99 anni

Ann Epidemisl 2010, 20:258-264.

Dati: peso e altezza autoriferiti
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; Sovrappeso: +10.5% (0.42%/anno)
H Obesita: +3.6% (0.144%/anno)
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OBESITA E RISCHIO DI MORTALITA

BMI < 20 and BMI > 25 e associato a un incremento
significativo del rischio di morbidit a disabilit a - mortalit a

Nella Regione europea OMS
sovrappeso e obesita sono
responsabili di circa:

m30% del casi di diabete di tipo 2
835% delle cardiopatie ischemiche
w55% dell’ipertensione negli adulti
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e causano ogni anno:

m Oltre 1 milione di morti

m12 milioni di anni vita trascorsi In
cattive condizioni di salute.

Easeline BMI{ka/ )

LB 24512 9110T 160288 138580 52071 2234
a5 34617 SEME  BSQI0 57023 mEg

All-cause mortality versus BMI for each sex in the range
15-50 kg/m?2.

Prospective Studies Collaboration; Lancet 2009



Obesita e riduzione
dell’'aspettativa di vita

Riduzione dell’aspettativa di vita media alla
nascita in uomini UK se continuano le attuali
tendenze per obesita e sovrappeso

Speranza di
vita prevista

---'--_---
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Speranza di vita prevista
52 e tendenze continuano

70~
2003 2009 2015 2021 2027 2033 2039 2045 2051

Fonte: Ministero della sanita (1 7). Anno
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PREVENZIONE DELL" OBESITA
E PROVE DI EFFICACIA




La prevenzione: a che livello ?
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Lavals of
prevention
measures

Targetad
pravention
idirected at those
with existing
weight problams)

Ctbesity Hepopt, WHO 2000,




La prevenzione: su quali fattori di rischio ?

Fattori coinvolti nella genesi dell’obesita
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Putative contributors to the secular increase in obesity:
exploring the roads less traveled
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La prevenzione: su quali fattori di rischio ?

Effetto su un

background di > OBESITA

predisposizione
genetica

grassa
, corporea 4

Introito Spesa
b energetico 4 » energetica 4




La prevenzione: su quali fattori di rischio ?

= | background di > OBESITA

attivita fisica predisposizione
00909090 genetica

massa

grassa | attivita della | attivita fisica
) Corporea 4 vita quotidiana legata ai
trasporti

N
Comportamenti
sedentari

| attivita fisica
lavorativa

Introito
b energetico 4

‘ Spesa
ﬁ . energetica

t delle dimensioni
delle porzioni

Alimenti ricchi in grassi,
ad alta densita energetica

Grande disponibilita
di cibi ad elevata
palatabilita

Alimenti a basso costo
facilmente disponibili




MODELLO SOCIALE DELL’OBESITA

Fattori Politiche Risorse Prevalenza Impatto
globali nazionali locali & obesita ial
& cultura cultura socialée
Trasporti &
pianificazione
urbanistica
Mercato & Strutture 3
industria ricreative e A-II:II-SIIVCI-AI-A
Agricoltura & SRR
nutrizione Organizzazione
. e politiche del Patologie
Educazione )
ictern lavoro croniche
. . - Organizzazione .
Moderrvzzaz.lone sanitario & politiche Mortalita
Urbam.zzaz1'one Sport & tempo scolastiche Conoscenze precoce
Globalizzazione libero Accesso alle . o : S
dei mercati Trasporti e strutture Att]tUd]n] Disabilita
Transizione ambiente - sanitarie Abilita Ridotta
economica Media Agricoltura/ . . qualita di
Cambiamenti Pubblicita & giardini Motivazione vita
della struttura Marketing pubtbhf:ll :
occupazionale e e Mercato focaie Aumento
Politica fiscale Alimenti .
. costi
Sicurezza trasformati/ sanitari
sociale/Welfar importati
e Cultura locale ASSUNZIONE
Criminalita & religione DIETETICA:
Religione , MiSl_‘rﬁ densita
'siemiche nutrizionale
Sicurezza




PREVENZIONE DELL'OBESITA’
E PROVE DI EFFICACIA

Quali prove di efficacia in prevenzione ?

Tlouali sifarimant, quala outeoms




INTERVENTO EFFICACE

INTERVENTO EFFICACE |

/ (.....3 parole.....)

MODIFICA
POSITIVAMENTE

L’OUTCOME




PREVENZIONE BASATA

SU PROVE DI EFFICACIA

La metodologia Evidence — Based pone dei problemi quando
applicata al settore della prevenzione, in particolare nel settore della
prevenzione nutrizionale

La maggior parte delle evidenze deriva da studi ecologici

L’efficacia teorica del setting sperimentale puo riprodursi nella
pratica?

Le prove di efficacia sono riferibili a popolazioni omogenee..... e
guando esportate in altre realta?




EURBDIE

EURODIET 2001

OBIETTIVI NUTRIZIONALI PER LA POPOLAZIONE EUROPEA

VARIABILE

Livello di Attivita Fisica (PAL) !
Indice di Massa Corporea (IMC)
Lipidi totali

Acidi grassi saturi

Acidi grassi trans

Acidi grassi polinsaturi omega-6

Acidi grassi polinsaturi omega-3
Acido linolenico

Acidi grassi a lunga catena
Carboidrati
Consumo di carboidrati semplici
Frutta e verdura
Folati da alimenti
Fibra alimentare

Sodio (espresso come cloruro di sodio)

Iodio
Bambini
Gravidanza
Ferro
Calcio
Vitamina D
Anziani

Allattamento

Acqua

PAL > 1.75
21-22 kg/m?2
< 30% dell’energia
< 10% dell’energia
< 2% dell’energia

4-8 % dell’energia

2g
200 mg

> 55% dell’energia
< 4 volte/die
> 400 mg
> 400 ug
>25 g
<6g

150 pg
50 ug
200 pg

15 mg
> 800 mg

10 pg
Circa 6 mesi

2L

OBIETTIVO EVIDENZA
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Il PAL esprime il
rapporto tra la spesa
energetica giornaliera e
il metabolismo basale.

Il valore del PAL =1.75
corrisponde a 60-80
minuti di camminata al
giorno, necessari per
evitare l'incremento
ponderale dovuto ad un
elevato consumo di
grassi; € comprensivo
anche dei 30 minuti al
giorno suggeriti per
prevenire patologie
cardiovascolari e
diabete



Table 5. Summary of strength of evidence on factors that might promote or protect against

weight gain and obesity.

Strength of Decreased nisk Increased risk
evidence
Convincing Fegular physical activity Sedentary lifestyle
High dietary intake of fiber High intake of energy-dense foods
Probable Home and school environments that Adverse socioeconomic conditions in
support healthy food choices for developed countries
children
Breastfeeding
Possible Low glycemic index foods Large portion sizes
High proportion of food prepared
outside the home (developed
countries)
Fagid restraint/periodic disinhibition
eating patterns
Insufficient Increased eating frequency Alcohol

Source: WHO (2003) [70].
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PREVENZIONE DELL'OBESITA’
E PROVE DI EFFICACIA

Jell reccanmancezZianie




Quali riferimenti?
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SHATH FRAMEWRE PROGRANME

La sfida dell’obesita
nella Regione europea dell'OMS e le

strategie di risposta

Prevertion of Obesity n Eurcpe - Consartium Ffor the prevenbion of obesity through effective
nutrition and physical actvity sdions — EURC-PREVOR

Tacklirg the social and ectnomic deberminants of nutridon and physical activity far the
prevention of cbesity across Europe

' EURO-PREVOE Summary Report

........... | GQUIDE TO § National Institute for

C 0 M M U N [TY r - b Health and Clinical Excellence

Issue date: December 2006

Obesity
H U P | guidance on the prevention,
identification, assessment and

management of overweight and obesity ‘
in adults and children




Criteri di valutazione
degli intervent

Tipo di studio

Indicatori di outcome

Rigore metodologico (presenza di gruppo di contradl, lunghezza
follow-up)




MODALITA’

ATTIVITA FISICA

DIETA

PSICOSOCIALI
FAMILIARI

STRATEGIE
COMPORTAMENTALI

EDUCAZIONE

AMBIENTE
INCENTIVI

Aderenza linee guida, programmi AF intensivi, utili zzo pedometro

Riduzione del contenuto di grassi (fino al 20%); au  mento del consumo di frutta,
verdura e cereali, riduzione dell’energia, aderenza  linee guida

Autostima, immagine corporea
Coinvolgimento della famiglie

Rinforzo motivazionale, gestione dello stress e del le ricadute, problem solving,
auto monitoraggio dell’alimentazione e dell’attivit a fisica; monitoraggio del peso
corporeo

Incontri informativi/educazionali su alimentazione e AF utilizzando materiali
informativi in vari formati (mail, SMS, cartellonis  tica)

Modifiche ambientali all'interno della comunita

Denaro, attrezzature per lo sport

OUTCOME

COMPOSIZIONE CORPOREA

FITNESS

FATTORI DI RISCHIO
PER PATOLOGIE CRONICHE

NUTRIZIONE
ATTIVITA FISICA

CONOSCENZE
CONSAPEVOLEZZA

IMC, distribuzione del grasso corporeo, prevalenza dell'obesita, riduzione del
peso, spessore delle pliche cutanee

Permanenti misure di forma fisica
Pressione arteriosa, valori ematici di lipidi, insu lina, glucosio

Abitudini alimentari, scelta dei cibi, assunzione e nergetica
Frequenza, durata, intensita e comportamenti sedenta i

Conoscenze su: fattori di rischio di patologie cron iche, fabbisogni nutrizionali,
attivita fisica necessari per uno stato di salute ot timale



Interventi per la prevenzione

dellfobesita negli adulti con esito
positivo

Alimentazione

Settori di

. Attivita fisica
Intervento

R

Lemmens 2008; Lombard 2009;




Tipo di Popolazione Principali risultati

Settore di

Autore ; studio bersaglio Modalita intervento rispetto al
intervento
Durata ) controllo
Howard et Alimentazione RCT Donne in post  » Dieta ipolipidica, aumento di frutta, ¢ WBMicao0.2
al, 2006 menopausa verdura e cereali
USA 7,5 (n. 48.835) » 18 sessioni al primo anno; 4 aessioni per
anni anno fino alla fine dell'intervento

» Sessioni di 8 — 15 partecipanti

Klem et Attivita fisica RCT Donne » Incontri sull'attivita fisica e I'alimentazione ¥ Non significativa la
al, 2000 Alimentazione 25-34 anni » Corsi per corrispondenza riduzione di BMI
USA 10 (n.64) » Strategie comportamentali per evitare R peso corporeo
settimane 'incremento ponderale ca 0.7 kg (ns)
(6 mesi » Distribuzione di materiale informativo
Follow-up)

Simpkin RCT Donne in post  » Programmi cognitivo comportamentali ¥ W BMIca0.91
Silverman  Attivita fisica menopausa per la modifica di diversi stili di vita E AN BMI nel gruppo
etal, 2003 Alimentazione 5 44-50 anni » Consigli sullalimentazione e sull'attivita controllo

USA anni (n. 535) fisica



S b Principali risultati

Settore di i . .
: studio bersaglio Modalita 4
intervento T (n.) rispetto al controllo
Levine et Attivita fisica RCT Donne » Incontri di gruppo su Alimentazione e [} W peso 0.1 kg nel
al, 2007 Alimentazione 25-44 anni attivita fisica (2 v/sett; 2/v mese) braccio intensivo
2 anni (n.284) » vs15 lezioni mail K peso 0.8 kg nel
(3 anni » Strategie comportamentali di braccioimail
Follow-up) supporto
E A\ peso nel gruppo
controllo

Rodearme Attivita fisica RCT Famiglie » Aumento del consumo di cereali i peso 0.54 kg
al et al, Alimentazione Media 41 anni  » Adesione per 2000 passi/die E A\ peso nel gruppo
2006 13 (n.105) » 3 incontri di gruppo controllo (ca 2.4 kg)

settimane




Obesity Prevention obesity reviews (2009) 10, 627-638

Systematic review of long-term lifestyle interventions
to prevent weight gain and morbidity in adults

T. Brown™, A. Avenell®, L. D. Edmunds?®, H. Moore't, V. Whittaker', L. Avery' and C. Summerbell't
for the PROGRESS* Team

The aim of this article is to determine the effectiveness of long-term lifestyle
interventions for the prevention of weight gain and morbidity in adults. Prevention
of weight gain is important in adults who are of normal weight, overweight and
obese, A systematic review of controlled trials of lifestyle interventions in adults
with a body mass index of less than 35 kg m~ with at least 2 vears of follow-up was

carried out, Eleven of 39 comparisons produced significant improvement in weight
between groups at 2 vears or longer with mean difference weight change ranging
from =0.5 to =11.5 kg. Effective interventions included a 600 kcal/dav deficit diet
deficit/low-fat diet (with and without meal replacements), low-calorie diet, Weight

Watchers diet, low-fat non-reducing diet, diet with behaviour therapy, diet with
exercise, diet with exercise and behaviour therapy. Adding meal replacements to a
low-fat diet (with and without exercise and behaviour therapy) produced signifi-

cant improvement in weight, Head-to-head interventions failed to show significant

effect on weight with the exception of a Mediterranean diet with behaviour therapy

compared with low-fat diet. Diet with exercise and/or behaviour therapy demon-
strated significant reduction in hypertension and improvement in risk of metabolic
syndrome and diabetes compared with no treatment control. Lifestyle interventions
demonstrated significant improvement in weight, reduction in hvpertension and

reduction in risk of tvpe 2 diabetes and the metabolic svndrome.




QUELLO CHE SEMBRA EMERGERE DALLA LETTERATURA

3 L’evidenza disponibile e basata su un numero limithistudi
12 Contrastanti evidenze circa gli effetti su sovrappesbesita
3 Scarse informazioni sugli outcome intermedi

=2 Negli studi con effetto positivo il decremento poradere compreso
tra 1 e 3.5 kg (aumento di peso nel gruppo cowtidll

2 Impossibile indicare la modalita piu efficace

&3 Gli interventi che utilizzano piu canali e modalita,cui e previsto
un contatto personale, potrebbero avere maggiacaeith

QUALCOSA SULLA METODOLOGIA

+ Disomogeneita dei modelli applicati, non sempre chiarae
definiti

+ Disomogeneita dei gruppi target

+ Variabilita del follow-up (da 13 settimane e a ciiicanni)

+ Non vengono effettuate modifiche sull’ambiente



PREVENZIONE DELL OBESITA’

E PROVE DI EFFICACIA

Dz dove si paria?
Elouzle orevenzio

_louali prove di efficacizl in pravenzione ?

E Il setting?

Fleoza conoseo o cosz

DOlJrrJJ accorandazioni?
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Il setting ha strutture definite, modalita di
comunicazione condivise, stabili nel tempo

Il razionale per un approccio di setting si basa
sull’influenza che la struttura organizzativa puo avere
Sul comportamenti.

L’ambiente comune offre la possibilita di raggiungere
gruppi omogenel di popolazione e di modificarne |l
profili di salute



L’'individuo non vive Iin un solo ambiente, bensi
trascorre il tempo in piu ambienti

Un approccio di setting e volto a creare un ambiente
positivo per la salute attraverso una molteplicita di
azioni e riorienta il modo di pensare la salute



SETTING

Ristorazione

Razpnale: Outcome
consumo di almeno 1
asto/die per bambini e . . . _— .
5 Iav%ratori @ diminuzione di densita energetica e

contenuto in grassi, aumento del
consumo di frutta e verdura
a scuola e sui luoghi di lavoro

O L’evidenza maggiore e disponibile negli
studi clinici sperimentali



SETTING:

luogo di lavoro

Razionale:
gruppo target adulti ed
individui a rischio,
sostenibile nel tempo @ rositivo per sovrappeso/obesita negli

Interventi multicomponenti

Outcome

. aumento del consumo di frutta e verdura,
(+ 0.2-0.8 porzioni/1000 kcal) e di stili di

vita attivi




SETTING:

Luogo di lavoro
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SETTING:

Luogo di lavoro

About the Interventions

. Informational and educational strategies aim to inc rease knowledge about a healthy diet
and physical activity. Examples include:
— Lectures -Educational software
— Written materials (provided in print or online)

Behavioral and social strategies target the thoughts (e.g. awareness, self-efficacy) and
social factors that effect behavior changes. Examples include:

— Individual or group behavioral counseling - Skill-building activities such as cue control

— Rewards or reinforcement - -Inclusion of co-workers or family members to build support systems

Policy and environmental approaches aim to make hea  Ithy choices easier and target the
entire workforce by changing physical or organizati onal structures. Examples of this

include:
— Improving access to healthy foods (e.g. changing cafeteria options, vending machine content)

— Providing more opportunities to be physically active (e.g. providing on-site facilities for exercise

Policy strategies may also change rules and procedu res for employees such as health
insurance benefits or costs or money for health clu b membership .

Worksite weight control strategies may occur separa tely or as part of a comprehensive
worksite wellness program that addresses several he alth issues (e.g., smoking
cessation, stress management, cholesterol reduction ).



SETTING:

Luogo di lavoro

Promod

Use pamphlets, fliers, posters and signage to “saturate™
the workplace with messages on physical activity
and healthful sating

FPhysical activity

Mark walking paths inside and outside buildings and
promote their usages

Create more inviting stairwells in buildings with
staircases

Facilitate the development of exerciseffitness groups

Offer a pedometer challengs program

Provide fitness equipment at workstations and
encourage their usage

Facilitate assess to and encourage use of exercise
equipment and bike racks

Provide discounts to local fitness facilities

Provide equipment (e.g., LifeClinic Health Station) for
measuring body weight and other indicators of health

Dietary

Label healthful food choices in vending machines and
cafeteria

Provide preferential pricing for healthful foods

Provide “healthy cupboard” space and snack stations
for healthful eating choices

Coordinate a local Farmers” Market on site

Provide scales to weigh foods and control portion sizes

Eequire healthful food choices at company-sponsored
meatings, events, and training programs

Encourage consumption of water by placing filtration
systems near vending machines

Promote area restaurants that offer healthful food

choices

Forty-seven studies qualified for the review and included three
gugco][ne measures : body mass index (BMI), weight, and percent
ody fat.

The most common intervention strategies included both
informational and behavioral  skills components (32 studies). Few
studies (4 studies) looked at policy and environmental changes in
the worksite .

No one focus , diet or physical activity, or combination of both
i':tppeared to be better than others  in terms of its effect on weight
0SS.

The range of cost-effectiveness  estimates from three studies (two
involving weight-loss competitions and one involving a physical
fltn_eshs program) varied from $1.44 to $4.16 per pound of loss in body
weight.




Rewview
Determinants of participation in worksite health promotionf]
programmes: a systematic review

Suzan JW Robroek, Frank | van Lenthe, Pepijn van Empelen and

Alex Burdort* international journal of Behaworal Mutrition and Physical Actviy 2009, &:26

Abstract
Background: The workplace has been identified as a promising setting for health promation, and many
worksite health promation programmes have been implemented in the past years. Research has mainly
focused on the effectiveness of these interventons. For implementation of interventions at a large scale
however, information about {determinants of) participation in these programmes is essentdal. This
systematic review investigates initial participation in worksite health promotion programmes, the
underlying determinants of participation, and programme characteristics influencing participation levels.

Methods: Studies on characteristics of participants and non-participants in worksite health promation
programmes aimed at physical actvity andior nutrition published from 1988 w 2007 were identified
through a structured search in PubMed and Web of Science. Studies were included if a primary preventive
worksite health promoton programme on PA andlor nutrition was described, and i quantitarive
information was present on determinants of participation.

Results: In total, 23 studies were included with |0 studies on educational or counselling programmes, &
fitness centre interventions, and 7 studies examining determinants of participation in multi-component
programmes. Participation levels varied from [0% to &4%, with a median of 33% (95% Cl 25—42%). In
general, female workers had a higher participation than men (OR = L67; 95% C| |.25-2.27]), but this

difference was not observed for interventions consisting of access to fitness centre programmes. For the

other demographic, health- and work-related characteristics no consistent effect on participarion was

found. Pooling of swudies showed a higher participarion level when an incentive was offered, when the

programme consisted of multiple components, or when the programme was aimed at multiple behaviours.

Conclusion: In this systematic review, participation levels in health promation interventions ar the

_workplace were typically below 50%. Few studies evaluared the influence of health, litestyle and work-

related factors on participation, which hampers the insight in the underlying determinants of initial
participal:i-:-n in worlsite healﬂﬁ prclrnl:n:ir.:-n Nmrmeless I:he present rw’ew does prmide s0me

Participation of employees IN work S|te health promotl on
programs can be improved




Comunita:

distribuzione di alimenti

Razionale: MODALITA’
aumento O Incentivi finanziari e non ai distributori di
dell'accessibilita allmen_tl, nell,e aree a ba_lssa d_enS|ta d_l
negozi, per I'offerta di alimenti salutari

. Possibilita di acquistare alimenti
direttamente nelle fattorie

Outcome
Negli studi cross-sectional aumento del
consumo di frutta e verdura e tendenza
ad un BMI inferiore; nessuna evidenza
er gli acquisti diretti dai produttori




Comunita:

Supermercato
Razionale: @llcome
luogo di ?CqU'StO del @ nella maggioranza dei casi aumento di
95% d_eIIa conoscenze e consapevolezza, senza modifiche
popolazione del comportamento

1 RCT riporta un aumento del consumo di 0.5

porzioni/1000 kcal di frutta e verdura utilizzando
\ una piattaforma informatica che fornisce
MODALITA'’ informazioni nutrizionali (Anderson, 2001)
>Segnali per
evidenziare alimenti . Alcuni studi cross-sectional indicano che la
salutari presenza di supermercati in aree periferiche
> Filmati aumenta il consumo di frutta e verdura ed e

associata ad un BMI inferiore

»>Messaggi audio
»Uso del computer
>Politiche sui prezzi

5= @




‘Comunita :

Mass media
Razionale:
accesibilita da una @ These results were based on a systematic review of
guota significativa della all available studies, conducted on behalf of the
popolazione Task Force by a team of specialists in systematic

review methods, and in research, practice and
policy related to obesity prevention and control.

Insufficient Evidence to determine the
effectiveness of mass media campaigns to reduce
screen time or change weight-related behaviors and
outcomes because there were no available studies.



Comunita

Messaggi per AF

Razionale: Outcome
iIncremento del

dispendio energetico @ Decremento ponderale e/o prevenzione

dell’incremento di peso ca 300 g
persona/anno

- I I I
_ | l I
@ Metro/stazione & _
.5_

. ;fa- # o ﬁ"b -5* x—"
Study

MODALITA’ \

>Incentivazioni e
segnaletica per
'uso delle scale

® Centri commerciali

stair users
n:i_n.r-_'uu:u_'u.p-.r_ncrnl-.||?:||=:|

Change in % units of

@ Aereoporti




Comunita :

Messaggi per AF

Razionale: @ Messaggi + 3.7%
Incremento del B Risparmia tempo, allena il tuo cuore
dispendio energetico B Mantieniti in salute, risparmia tempo, usa le
scale

B Allena il tuo cuore

B Fallo per la tua famiglia

B Limita I'uso dell’ascensore al personale e
alle persone disabili

@ Musica + 4.7%
@ Arti grafiche + 4.2%

o

o

@

o O




Interventions tailored to people’s needs,
targeted at the most sedentary or at those
most motivated to change, and delivered
either at the level of the individual or
household or through groups can increase

walking by up to 30-60 minutes a week on  The results suggest that the use of a

average. Ogilvie et al 2007 _ pedometer is associated with
@ Significant net incraasa . P . - 0
itudy validity  No @ Notsignifican . significant increases in physical
7w e + activity and significant decreases in
schafield ¥ Bl L -
herorm T 2  body mass index and blood pressure.
“oull 289 @ {
i ‘ Bravata et al 2007
iBrsE -] 267 @ §
Jalfas & 212 @ Figure 2. Increase in Physical Activity Amang Participants Randornly Assigried to Pedomater Interventions vs Control Participants
{apsliana ' 52 @
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"Ecologic model relating the built

environment to physical activity,

diet, and body weight

BMI

(body weight status)

) T

Individual factors Lifestyle/behavioral factors

Environmental factors

Genetics

Socioeconomic

. B B
characteristics E E
o H H
Other individual .

. A Food Physical | A
characteristics > V . . V
; consumption activity :

Social factors ) (energy (energy O |«
R intake) expenditure) || R
Family and peer S S

influences

Built environment
Economic influences
(cost and access)
Neighborhood safety

(perceived/objective)

Transportation
opportunities

Socioeconomic
characteristics




To review the influence of neighborhood
environmental factors on physical
activity and obesogenic nutrition




Various land use factors that can affect
travel behavior and population health

Factor

Density

Definition

People or jobs per hectare.

Regional accessibility

A sités location relative to the regional urban cented #ne number of jobs
and public services available within a given traugke

Centeredness

Degree to which commercial and other public agésitare located in
downtowns and other activity centers.

Land use mix

Degree to which residential, commercial and ingonal land uses are locatecd
close together.

Connectivity

Degree to which roads and paths are connectedllanddirect travel between
destinations.

Roadway design

Scale and design of streets, and how various usena@nagedlraffic calming
refers to street design features intended to rettaffec speeds and volumes.

Walking & cycling
conditions

Quality of walking and cycling transport conditiorgactive transport is a
general term for walking, cycling, and their vatgn

Transit accessibility

Degree to which destinations are accessible byitgualblic transit.

Parking management

Number of parking spaces per building unit or hext®arking management
includes pricing and regulations.

Site design

Specific characteristics of buildings and othercpkof interest.

Transportation demand
management

Various strategies and programs that encourage eificeent travel patterns in

conjunction with land use policy reforms.




MEDLINE SEARCH
-obesity-overweight
with environment-neightborhood-
community
- direct measure of body weight
- objective measure of the built environment

Most articles (84%) reported a statistically
significant positive association between some
aspect of the built environment and obesity.

Papas et al., Epidem Reviews 2007

Summary measures of the built environment used
in 20 published articles on the built environment and risk of
obesity

No. of

Measure of the built environment :
studies

Access to physical activity
Proximity (m) to play space/recreational facilities
Type of street of residence (cul-de-sac, highway)
Sidewalk availability
Connectivity
Net residential density
Land use mix
Neighborhood walkability scale*
No. of recreational facilities
Intersection density
Slope (change in elevation)

U 'S | I AC T TG, TR N, TS

Density and no. of roadways

Access to food outlets
Square miles per fast-food restaurant
Population per fast-food restaurant
Fast-food restaurant proximity
Average food pricing
No. of food stores/area measure

= ==

Distance to usual grocery store
Additional measures
Metropolitan sprawl indext
Daily no. of miles driven in a car
Daily amount of time spent in a car
Neighborhood safety (no. of serious crimes and 911 calls)

Amount of greenery

- a4 N = A

Amount of graffiti

* Scale included measures of residential density, land-use mix,
and street connectivity.

1 Indices included dimensions of residential density, land-use mix,
and street accessibility.




Obesity Prevention obesity reviews (2011) 12, e95—+<106

A systematic review of environmental factors
and obesogenic dietary intakes among adults:
are we getting closer to understanding
obesogenic environments?

K. Giskes', F. van Lenthe®, M. Avendano-Pabon® and J. Brug?

This study examined whether physical, social, cultural and economical environ-
mental factors are associated with obesogenic dietary behaviours and overweight/
obesity among adults. Literature searches of databases (i.e. PubMed, CSA
[llumina, Web of Science, PsychInfo) identified studies examining environmental
factors and the consumption of energv, fat, fibre, fruit, vegetables, sugar-
sweetened drinks, meal patterns and weight status. Twenty-eight studies were
in-scope, the majoritv (1 = 16) were conducted in the USA. Weight status was
consistently associated with the food environment; greater accessibility to super-
markets or less access to takeaway outlets were associated with a lower BMI or
prevalence of overweight/obesitv. However, obesogenic dietary behaviours did not
mirror these associations; mixed associations were found between the environ-

ment_and obesogenic dietarv_behaviours. LIVing I a socloeconomicallv-deprived
area was the onlv environmental factor consistentlv associated with a number of

obesogenic dietary behaviours, Associations between the environment and weight
status are more consistent than that seen between the environment and dietary
behaviours. The environment may plav an important role in the development of
overweight/obesity, however the dietarv mechanisms that contribute to this
remain unclear and the physical activity environment may also play an important
role in weight gain, overweight and obesity.




The HOPE project: a review of the policy implications

There is still little concrete evidence how the physical and social
environment are related to physical activity in the European
context. Findings from other continents may not hold for Europe.

@ Worldwide, the best evidence is found for the relation between land
mix use, proximity to and availability of facilities and walking, but
these associations are hardly explored in Europe.

@ [n Europe, there Iis some evidence linking proximity to facilities to
moderate and vigorous exercise.

@ Unhealthy food consumption is most prevalent among residents of
deprived living environments.

@ Yet, evidence that the distribution of takeaway outlets and
supermarkets is related to obesity is derived from US studies only.




QUELLO CHE SEMBRA EMERGERE DALLA LETTERATURA

2 Presenza di relazioni fra ambiente (soltanto parmalparametri) e
attivita fisica, non tutte rilevate in Europa

3 Contrastanti evidenze circa gli effetti dellambensu dieta,
sovrappeso e obesita

2 Impossibile quantificazione degli effetti del’amhbte sul bilancio
energetico

QUALCOSA SULLA METODOLOGIA

+ Studi trasversali con pochi studi longitudinal
+ Disomogeneita degli studi

+ Difficolta a definire le variabili caratterizzantambiente costruito e
I'ambiente obesogeno

+ Impossibilita a valutare nello stesso tempo molti divpotenziali
determinanti dell’eccesso ponderale (biologici e immiali)

+ Difficolta anche nel determinare il livello di atti& fisica



Comunita :

SN

U.S. Preventive Services Task Force recommendations
on behavioral counseling for physical activity and diet, and
screening for obesity among adults

Behavioral counseling to increase physical activity

«  The USPSTF concludes that the evidence IS insufficient to recommend for or against
behavioral counseling in primary care settings to promote physical activity. [| recommendation]

Behavioral counseling to promote a healthy diet

«  The USPSTF concludes that the evidence IS Insufficient to recommend for or against routine
behavioural counseling to promote a healthy diet in unselected patients in primary care settings. [l
recommendation]




‘Comunita :

Servizl sanitari

Razionale: Outcome
gruppi target bambini,
anziani, donne in @ aumento del consumo di 1.5 porzioni/die di
gravidanza frutta e verdura e di ca 6 g di fibra die,

riduzione del consumo di grassi del 23%

@ maggiore efficacia del counselling
motivazionale breve




OBESITA, SINDROME PLURIMETABOLICA E RISCHIO
CARDIOVASCOLARE:
CONSENSUS SULL'INQUADRAMENTO DIAGNOSTICO-TERAPEUTICO

\S I[N U

0

1
T LB RIZT 6 ER AN

Socleta
Itallana di
Pediatria

SIMG

A—=1in1l

Con il patrocinio di

RACCOMANDAZIONI PER LA PREVENZIONE,
LA DIAGNOSI E LA TERAPIADELL’ECCESSO DI

PESO E DELLE PATOLOGIE AD ESSO
ASSOCIATE

9.1. L'obesita e le sue complicanze possono essere prevenute e il Medico di
Medicina Generale dovrebbe intervenire almeno nella prevenzione mirata ai
soggetti a rischio.

10.1. 1. Data la diffusione epidemica dell’obesita in ltalia, il Medico di Medicina
Generale, nell’ambito della sua realta lavorativa quotidiana, dovrebbe inseri-
re una valutazione dell’eccesso di peso in tutti | pazienti che afferiscono al
suo ambulatorio, raccogliendo informazionl su:

- Storia del peso

- Patologie, presenti o pregresse, comunemente associate all’eccesso
f‘ll pf'Ql':l

- Abitudine al fumo

-  Consumo di alcol

- Assunzione di farmaci.

10. 2. | seguenti esami di laboratorio dovrebbero essere eseguiti dal Medico di

Medicina Generale:
- Glicemia a digiuno
- Profilo lipidico (colesterolo totale, HDL, trigliceridi).
10. 1. 3. Una volta diagnosticato |'eccesso di peso, il Medico di Medicina Generale

dowvrebbe valutare anche il rischio di patologie ad esso associate, mediante
misurazione di:

- Circonferenza della vita
- Pressione arteriosa e frequenza cardiaca

2 Rischio cardiovascolare globale.




I/ Medico di Medicina Generale

e la prevenzione dellobesita

Gli obiettivi dellintervento preventivo su base familiare sono:

Promuovere modifiche nelle abitudini relative all’acquisto, preparazione
e conservazione del cibo

Promuovere il consumo di alimenti a bassa densita calorica (vegetali)
Promuovere la niduzione del tempo trascorso davanti alla TV
Maotivare alla pratica di unattivita sportiva regolare

Maotivare ad uno stile di vita pio attivo

Maotivare a non mangiare guardando la TV o da soli

Promuovere la capacita di autocontrollo nelle situazioni stressanti.



YVol. 15: 1-21, Suppl. al No. 1-2, 2010

DOCUMENTO DI CONSENSUS

Obesita e Disturbi dell’ Alimentazione
IndicaZioni per i diverSi livelli di / \ * gestione duratura del

trattamento a.b.c.d.e
Obesity and Eating Disorders.

Indications for the different levels of care dell rete assistanziale
An Italian Expert Consensus Document \ / informazion

(H24 ¢ riabilitazione intensiva

mectabolica-nutrizionale-psicologica residenziale, Nutrizionale

semiresidenziale e ambulatoriale)

L.M. Donini!:2, M. Cuzzolaro!2, G. Spera!, M. Badiali!, N. Bas:
O. Bosello#, A. Brunanis, L. Busetto®, G. Cairella”, C. Cannell:
M.G. Carbonelli?, E. Castellanetaz, R. Castra!o, E. Clini! .12, F
L. Dalla Ragione!4, R. Dalle Grave!5, F. D’Andrea!s, V. del Bal
P. De Cristofaro!'7, E. Di Flaviano!8, S. Fassino!?, A.M. Ferro2c
E. Franzoniz!, M.G. Gentile22, A. Giustini23, F. Jacoangeli3, C. |
L. Lucchin24, F. Manara25, G. Marangi26, M. Marcelli2?, G. Marc

SIAN

|

MMG

|

SDNC

Riabilitazione

Metabolico | o
Nutrizionale

Psicologica

= screening/selezione dei soggetti obesi
= valutazione del rischio
= orientamento al cambiamento.

= calcolare IMC e misurare circonf vita

= raccogliere anamnesi ponderale, alimentare,
fisica

= evidenziare eventuali pat croniche associate
= valutare indicazione alla perdita di peso e
motivazione al trattamento

= scegliere la strategia terapeutica piu appropt
I'eventualita di un invio in Riab Metabolico
Nutrizionale Psicologica

* intervento nutrizionale
» rieducazione funzionale e ricondizionamento
* percorso psico-educazionale

* nursing riabilitativo

MMG

paziente
« collocamento del

paziente nel setting di
SIAN SDNC trattamento ideale

« “circolazione” efficace
del paziente all'interno

Riabilitazione
Metabolico

Psicologica

Distribuzions pescentuale

[ nomopesc
m zovappezs

o opesea

o obezia compiicats

J4 Riab intensiva
8 residenziale

DH, day service,
centro diurno

Ambulatorio specialistico in
rete interdisciplinare

/ \ Medicina preventiva
/f SIAN MMG \\ sulla popolazione

/ \ generale




PREVENZIONE DELL'OBESITA’
E PROVE DI EFFICACIA

Dz dove si paria?

_louali prove di efficacizl in pravenzione ?

Quali raccomandazioni?

Tl £ |2 golitiche nuiiz




Prevenzione dell’obesita e

prove di efficacia

Raccomandazione
SETTING

@ There is a growing consensus that effective
Intervention to address the obesity epidemic
requires a multi-strategic approach involving

\ all levels of society — both for the population
as a whole and for the individual

> Scuola
| di @ This relates to ensuring a balance in
»1uogo di Intervention strategies along the continuum
lavoro that stretches from individualized health care
(downstream investments) to the introduction
> comunit a of policy and legislation that affects whole
/ populations on a macro level (upstream

Investments)



¥Y HOPE
The HOPE project: a review of the policy implications

Elements for successful community interventions

iy = Clear definition of the aims and objectives.
S S = Psycho-sociological aspects must be taken into consideration with equal

importance, and have to be achievable and acceptable for the target population.

= The project leadership and staff have to be enthusiastic and dynamic; the
programme, should be underpinned by a strong theoretical background.

= Being aware of other current programmes and being in touch with national
policy is essential.

= A multisectorial approach must be pursued to ensure common priorities among
different agendas, such as health and education.

= Stakeholders need to be involved from the very conception of the project.
= Pilot evaluation should not be mandatory but performed as often as possible

of a main goal, such as increasing physical activity.

= Choosing a target group on which the effect is likely to be greatest may be a
better starting point than focusing initially only on the most vulnerable group.
Some pitfalls need to be avoided, such as stigma about obesity.

= A mixed programme combining prevention and a focused intervention on a

! subgroup of participants can enhance interest.

when money and time are available.
= The right target needs to be tackled: weight loss is likely to be the consequence

= Funding should likewise be adequately planned from the beginning. The use of
_ incentives should be considered in order to allow the inclusion and participation
L of the most vulnerable groups of stakeholders.

= Effective communication includes the use of media that can help recruitment
and retention, as well as social marketing to promote the expected advantages
for both users and community.



PREVENZIONE DELL 'OBESITA’
E PROVE DI EFFICACIA

Dz dove si paria?

_louali prove di efficacizl in pravenzione ?




Obesity prevention: a proposed framework for
translating evidence into action

B. Swinburn', T. GillI? and S. Kumanyika? obesity reviews (2005) 6, 23-33

The framework is defined by five key policy and programme i ssues that form the

basis of the framework. These are:

Dimostrare la necessita di prevenire I'obesita
|dentificare i fattori determinati e i punti di intervento
Definire un range di opportunita per gli interventi
Valutare gli interventi potenziali.

Selezionare un “paniere” di specifiche politicheprogrammi
ed interventi.

¢ VW DhHE

@ Issue 4 was identified as currently the most problematic b ecause of the
relative lack of efficacy and effectiveness studies.

O Compared with clinical decision-making where the evidence base is dominated
by randomized controlled trials with high internal validity, the evidence base for
obesity prevention needs many different types of evidence and often needs the
informed opinions of stakeholders to ensure external validity and contextual

relevance.




Obesity Policy Action framework and analysis
grids for a comprehensive policy approach
to reducing obesity

(5. Sacks, B. Swinburm and M. Lawrence obesity reviews (2009) 10, 76-26
Process Output Impact Outcome
Supportive
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Obesity Policy Action framework and analysis
grids for a comprehensive policy approach

to reducing obesity

&S, Sacks, B, Swinburm armnd M. Lawraence

obesity reviews (2009) 10, 76-86
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/ Socio-ecological

(upstream) approach

Palicy actions that shape the
ecanomic, social and physical
(built and natural) environments

/

T

\

Lifestyle
{ midstream) approach

Health services
(downstream) approach

Palicy actions that diractly
influenca bahaviour {reducing
energy intake and incraasing

physical activity)

Palicy actions that support health
sarvices and clinical intervantions

Policy actions
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Prevention of Obesity in Europe
Consortium for the prevention of
ohesity through effective nutrition
and physical activity

EURO-PREVOB

Maternal and infant
services ()

Comprehensive
school policies (7)

Individuals

Figure 1. EURO-PREVOB selected seven policy areas to reduce obesity




¥Y HOPE
The HOPE project: a review of the policy implications

Le evidenze per gli interventi

€ &€
Mt e il . y RN
. , di contrasto all’obesita
e . @ E difficile ottenere un’evidenza standard  per un’efficace prevenzione
@ Gli interventi nelle scuole, nei luoghi di lavoro e nelle comunita si sono

dimostrati moderatamente efficaci nella prevenzione dell'obesita.

@ Gli interventi di microscala hanno-effetti limitati a meno che non siano
supportati da interventi di macroscala - (ad esempio, sull’etichettatura, sul

controllo dei prezzi e sulla disponibilita degli alimenti).

TN @ Inuna varieta di ambienti esistono numerose opportunita efficaci per
s promuovere l'attivita fisica nelle pratiche quotidiane, soprattutto a livello locale e
di comunita. La promozione dell'attivita fisica richiede il coinv olgimento di
varl settori: € necessario ottenere il loro sostegno e passare da interventi
centrati sul singolo individuo ad interventi sulla popolazione.

@ Per sviluppare strategie efficaci di intervento sui determinanti del comportamento legati alla salute, occorre
anche considerare I'evidenza non tradizionale, tra cui le esperienze acquisite in altre aree della sanita

pubblica, i modelli sperimentali e le raccomandazioni dei comitati di esperti

@ Le strategie sui prezzi possono influenzare le scel te di acquisto, cio indica che l'intervento fiscale e un
componente plausibile delle politiche di contrasto all'obesita. La tassazione e le politiche sui prezzi hanno
contribuito a prevenire e controllare il consumo di tabacco e alcol, sebbene nel caso specifico degli alimenti e

degli ingredienti in essi contenuti, tali strategie possano risultare piu complesse.




EURDO-PREVOB

Prevention of Obesity in Europe
Cansortium for the prevention of

obesity through effective nutrition
and physical activity

Table 4. Fiscal policies and economic tools

Review of previous and existing

actions, initiatives, policies on
nutrition and physical activity

reduction m CVD.

Authors, vear and Title Type of review | Population Main areas Comments Recommendations
reference (academic/ covered covered, specific to SEGs
NGO/ {international, according to the
governmentall | national) conceptual
other) framework
Danish Academy of Economic nutrition | Technical report | DE and Evrope Economic tools If subsidies and taxes A model of exemption
Technical Sciences, policy tools: useful in are to be put into of VAT on “healthy™
1007 www atv die 2 the challenge to practice the effects and 30% increase on
combat obesity and should be subjected to | “unhealthy™ foods seems
poor autrition” further investigation to have stronger impact
on lower social classes.
Minsstry of Healthand | Natienal strategy to | Governmental Norway Economic tocls 12% drop 1n the price Ameng young people
Care Services, Norway | reduce social report of fruit and vegetables | living alone and couples
20071 inegualities in health. would cause an with children, total
merease in the total demand for frut and
demand of between 4 vegetables would be
and 15%. expected to rise by 11—
12 %.
Ministry of Healthand | National strategy to | Governmental Norway Economic tools Tax on non-alcoholic Aimed to help reduce
Care Services, Norway | reduce social report beverages with added | social gradientin
200717 inegualities in health. sugar and sweeteners, | cbesity
while bottled water and
Juice are exempt.
Mytton O et al. Could targeted food | Scientific paper | UK Economic tools A carefully targeted fat | Unwanted side effects,
I Epidemicl Community | faxes improve tax could produce such as a decrease in
Health health? modest but meaningful | fruit and vegetable
2007:61:689-694 % changes 1n food intakes, may occur with
conswmption and a taxation of unhealthy

food.




The concept of good practice

When is a programme successful?

t
y
1

Good practice in health promotion

ALY
\ L ‘ The WHO good practice evaluation tool
\ Ao n

1. Coinvolgimento della comunita

2. Disegno e pianificazione del programma
3. Valutazione

4. Implementazione e sostenibilita

5. Governance



Examples of community interventions - short briefings

\
\
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>
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Miniature golf comes to you

Promoting physical activity with an activity monitor in pre-diabetic adults
Equality in active living

Fit for Life Programme

The development of the IDEFICS Community intervention for obesity
prevention in young children

:uropean Network for Action on Ageing and Physical Activity (EUNAAPA)

Healthy children in healthy communities

Hungarian Aqua Promoting Programme in the Young (HAPPY) —
Communities on the move
Dutch Obesity Intervention in Teenagers (DOIT)

Obese children and adolescents involved in physical activity and diet
programme (ACORDA)

School dining halls and promotion of healthy nutrition in the Valencia region
The physical activity, sports and health plan

Restaurants promoting the Mediterranean diet (AMED)

Exercise Looks After You

European Health Stadia Programme

Sustrans Active Travel Consortium

Appetite for Life —

Austria
Austria
Denmark
Finland

Germany

Germany

Germany
Hungary
Netherlands
Netherlands

Portugal

Spain
Spain
Spain
Spain
United Kingdom
United Kingdom

United Kingdom
(Wales)



Q @ Sviluppo delle politiche di contrasto all’obesita

Jecm ... |@ Se siprendono in considerazione le politiche proposte nei diversi Paesi,
R o emerge la chiara coscienza di come sia necessario offrire un ampio
acit: portafoglio di opzioni che coinvolgano vari settori della societa, cosi

come differenti parti attive e parti interessate.

@ | Ministri della Salute devono prendere atto di come le dinamiche che
hanno portato all'epidemia di obesita coinvolgano settori differenti da quelli
di loro specifica competenza. Il Ministero della Salute deve quindi fornire
indicazioni e linee guida per garantire che tutte le parti attive e le partl
interessate contribuiscano al complessivo sforzo na zionale per
prevenire |'obesita attraverso una piu sana alimentazione e un aumento

| dell’attivita fisica.

~ | @ Ogni Ministero che s'interessi in vario modo dei fattori determinanti
dell'obesita deve interagire , a livello nazionale, regionale e locale, con

un‘ampia gamma di parti interessate private, pubbliche e no profit per
formulare proposte che siano poi trasferibili nella pratica.

@ Ogni Paese, deve adottare una specifica framework, sviluppata sulla base del contesto local e

Le iniziative a livello sovranazionale  sono fondamentali per rinforzare le politiche nazionali.

Le politiche di vari paesi mostrano problematiche quali: scarso supporto e coordinamento,
assenza di risorse dedicate, obiettivi non chiarame  nte quantificati e programmati, scarso
coinvolgimento delle partiinteressate, poca attenz ilone all’evidenza.
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Brief cwersiew of the strategy and why

it 5 rElEvant to abesity
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SuggEsled MeasLrement
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Resourcesthat Mmay b= Lis=ful to
communities that wantta |IT||:IE'|'I'IEI'I1:
the strategy

Exam ples of haw the strategy has
bean Implemented by ocal
comimuniies

Questions to guide data coliection Tar
e measure

Formeasures that require Geographic nformation
—| Systerm (G5 technology, necessary GIS functions
and lavers are provided

Foterdial scurcas of data for the measure | other
uzeful contacts to Taciiitate data collection ars
prowkded In Appendh ¢




