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REVIEW

Health consequences of obesity in the elderly: a review
of four unresolved questions

M Zamboni'*, G Mazzali', E Zoicol, TB Harrisz, JB Meigss, V Di Francesco’, F Fantin!, L Bissoli! and
O Bosello!

The changes in body composition may

influence the use of BMI in the elderly, as

aging may modify both

* numerator: higher amount of fat and loss of
LBM

e denominator: spinal deformities, thinning of
intervertebral discs, loss of vertebral body height
due to osteoporosis
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B CONTEMPO UPDATES CLINICIAN'S CORNER
LINKING EVIDENCE AND EXPERIENGE

Risk Factors for Obstructive Sleep Apnea ot w0 oo g
in Adults

Body composition changes that occur in the

elderly (high amount of fat located in the chest, neck
and abdomen together with a decrease of respiratory

muscle mass and strength) may justify the 2-3 fold
higher prevalence of OSAS in the elderly

Total body fat and central adiposity
are inversely associated with  lung function

Wannamethee SG et al: Am J Clin Nutr, 2005




5.40 Effects of Obesity and Fat Distribution
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Obesity and disability in the elderly

» body weight and especially body composition are
strong predictors of disability in the elderly: age
related loss of muscle mass and increased FM may
be responsible for disability.

* some studies based on estimates of FM and FFM
have reported that increased FM is more strongly
associated with IADL disability than low FFM

Visser M et al: Am J Clin Nutr, 1998; Sternfeld B et al: AmJ
Epidemiol, 2002; Zoico E et al: Int J Obes, 2004

OBESITY RESEARCH Vol. 12 No. 1 January 2004

Compared with normal-weight people, both
underweight and obese older adults reported
impaired quality of life , particularly worse
physical functioning and physical well-being

Studies have consistently demonstrated associations
between obesity and poorer health-related qualityo  f
life in the elderly

Arterburn DE et al: JAGS, 2004




“Survival effect”

There are different possible
explanations for this U-curve; one
could be that individuals who had
prone to the complications of obesity
may have already died, living behind
those who are more resistant to the
effects of obesity.

Elia et al: Obes Res 2001
Zamboni et al: Int J Obes Relat Metab Disord 2005

Obesity and Aging are two intersecting
and compounding megatrends

“Urgent preventive measures are required to lessen the burden of
disease and disability associated with excess weigh t and contain

future health care costs incurred by the aging popu lation”

JAMA Dec. 8, 2004 - Vol. 292, No. 22
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Cause e Prevalenza dell’Anoressia Senile

MIUR-COFIN 2005067913

ok

Q J

*HQHUDO 5HKDE"W12'W1F5<UVK PHR P HYHGILOYILY
FKDUDFWHULVIWLFVZRYGVKH @ 4
VDPSOH 0 ) 0 ) 0 )
6XEMHFWYV

$IHHDUW + + + + s
sEKRRBYLPDUN

HGXFDBMFRQGD U\

OHYHQ ,pexpwWH

0DUL) JOH

VWDWXVMGRZHG

I+
I+

&RPRUE ,QGHY

I+

SOLSHBRL asne | - | e . | = |
| 1@WwxIwW + + : . s s
$QRUHI[LD

Eating patterns SA | NES

Food Milk (< 1/day) 39.1 | 17,6

frequency Red meat (<4/week) 41.8 54

Poultry (< 5/week) 81.7 | 32.6

Fish (<3/week) 89.7 | 46.6

Eggs (<2/week) 905 | 46.7

Cereals (< 4/day) 95 0.6

Pulses (<2/week) 53.8 | 17.3

Fruit (< 2/day) 52.7 | 6.2

Vegetables (>2/day) 69.1 8.1
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VALUTAZIONE
dell'INTAKE
ALIMENTARE

Modificata da:
Club Francophone de
Gériatrie et Nutrition

Istituto Clinico Riabilitativo "Villa delle Querce”
UOC di Riabilitazione Metabolico Nutrizionale
Direttore Tecnico-Scientifico prof. L.M. Donini
Niente
Meno di
meta CONTROLLO ALIMENTAZIONE
pia f" Sig:
meta
(Tutto Reparto: .. AN NO ............ MEeSe .......ooune
giorno
Latte
Colazione Fette biscottate
ntegratore
integratore
Meta Mattina ‘
1°piatto
2°piatto
iContorno
Pranzo
Pane
Frutta
integratore
integratore
Meta Pomeriggio
1piatto
2°piatto
Cena iContorno
Pane
Frutta
integratore
Dopo cena
lintegratore

JaNus difetto
Eta® 75 aa
CB<22cm
Alb 3,5 mg/di
PCR > 20 mg/l
Colesterolotot 150 mg/dl
Comorbilita (IDS) 3-4
Lesioni da decubito (grado > 2)
Det cogn medio severo (SPMSQ)
Assistenza al pasto

Pasti completi < 2/die

Rischio se score > 5

16



Rischio se score > 5

JaNuS eccesso
IMC® 30 Kg/m?2

CV3 88/102 cm
PA3 130/85 mmHg

T2DM

Dislipidemia

Fam positiva per T2DM
DCA (SCOFF)
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MALNUTRIZIONE

grado
Bilancio 1
diEe
nutrienti
Comp 2
corporea
Funzione 3
corporea
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MALNUTRIZIONE

grado per difetto
Bilancio 1 Introito E e/o
diEe Proteico
nutrienti inferiore del 10%
al fabb. stimato
Comp 2 FFMI <18.7 U
corporea 14.9 D Kg/m?2
eloFMI<4.2U
6 D Kg/m?2
(maln energetica)
Funzione 3 Deplezione
corporea compartimento
proteico viscerale
e/o della
Immunocomp
(maln cal-proteica)
MALNUTRIZIONE
grado per difetto per eccesso
Bilancio 1 Introito E e/o Introito E
diEe Proteico superiore del
nutrienti inferiore del 10% 10% al
al fabb. stimato fabbisogno
stimato
Comp 2 FFMI <18.7 U FM > 25% U
corporea 14.9 D Kg/m?2 35% D
e/oFMI<4.2U oFMI> 7U
6 D Kg/m?2 10. 6 D Kg/m?
(maln energetica) (obesita)
Funzione 3 Deplezione Complicanze
corporea compartimento dismetaboliche
proteico viscerale elo
el/o della cardiovascolari
Immunocomp elo respiratorie
(maln cal-proteica) (ob complicata)
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MALNUTRIZIONE

grado per difetto per eccesso mista
Bilancio 1 Introito E e/o Introito E Introito E e/o
diEe Proteico superiore del proteico
nutrienti inferiore del 10% 10% al inferiore del 10% al
al fabb. stimato fabbisogno fabb. stimato, in un
stimato soggetto da tempo
obeso
Comp 2 FFMI <18.7 U FM > 25% U FFMI <18.7 U
corporea 14.9 D Kg/m?2 35% D 14.9 D Kg/m?
elo FMI<4.2 U oFMI> 7 U +FM>25% U
6 D Kg/m?2 10. 6 D Kg/m? 35% D
(0 FMI > 7 U,10. 6 D Kg/m ?)
(maln energetica) (obesita) (obesita sarcopenica)
Funzione 3 Deplezione Complicanze Sommatoria di
corporea compartimento dismetaboliche malnutrizione per
proteico viscerale elo difetto e per
e/o della cardiovascolari Eccesso
Immunocomp elo respiratorie
(maln mista
(maln cal-proteica) (ob complicata) complicata)

Conclusioni

* | pazienti anziani sono
vista nutrizionale

« fragili » dal punto di

* Questa fragilita nutrizionale ha un impatto
notevole su morbilita, mortalita, qualita di vita e
costi assistenziali

 La strategia nutrizionale

In questi casi deve

poter contare su un elevato livello assistenziale
e prevedere alcuni passaggi indispensabili

— valutazione del rischio di malnutrizione
— valutazione dello stato di nutrizione

— intervento nutrizionale
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