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Guidelines Spell Out Pediatric Obesity Treatment

BY MARY ELLEN SCHNEIDER

New York Bureau

ToRONTO — Diet and exercise remain
the first-line treatment for overweight and
obese children, according to guidelines
on the diagnosis, treatment, and preven-
tion of pediatric obesity developed by the
Endocrine Society.

Although selective patients may be can-
didates for pharmacotherapy or bariatric
surgery, lifestyle modification remains the
basic treatment modality, said Dr. Gilbert
P. August, chair of the expert panel that
developed the guidelines.

“Prevention of obesity should be the
prime directive,” said Dr. August, a pedi-
atric endocrinologist and professor emer-
itus of pediatrics at George Washington
University, Washington.

At press time, the pediatric obesity guide-
lines had been submitted for publication.
The guidelines include both recommenda-
tions and suggestions; suggestions are giv-
en in cases where the evidence is weaker.
Dr. August of-
fered a preview
of the guide-
lines at the an-
nual meeting of
the Endocrine
Society.

The preva-
lence of obesi-
ty, defined as
having a body
mass index
(BMI) over the
95th percentile
for age and sex,
is about 17%,
representing a fourfold increase among 6-
to 11-year-olds, a threefold increase among
12- to 19-year-olds, and nearly a threefold
increase among 2- to 5-year-olds, versus a
survey done from 1963 to 1970.

“It is important to look at childhood
obesity as a possible precursor of adult
obesity and institute corrective measures
as soon as possible,” Dr. August said.

The diagnostic recommendations include
using the normative percentiles for BMI de-
veloped by the Centers for Disease Control
and Prevention. The panel also recom-
mended against a routine endocrine evalu-
ation in obese or overweight children unless
the growth rate of the child is attenuated.

However, the panel is recommending a
referral to a geneticist when the obesity is
associated with neurodevelopmental ab-
normalities. The panel is also suggesting
that parents be informed about the possi-
bility of MC4R genetic testing if the child
has gained weight from early infancy and
is over the 97th percentile for weight at 3
years of age. But keep in mind that test re-
sults are positive in only 2%-4% of such
children and will not change the treat-
ment, Dr. August said.

Children whose BMIs are above the
85th percentile should be evaluated for co-
morbidities, according to the guidelines.
Screening tests and measurements should
include fasting plasma glucose, fasting
lipid profiles, blood pressure, and waist cir-
cumference.

In terms of treatment, the committee is

Children whose
BMIs are above
the 85th
percentile should
be evaluated for
comorbidities by
measuring fasting
plasma glucose
and fasting lipid
profiles.

recommending lifestyle modification as
the “cornerstone” for treatment of over-
weight and obesity in children.

The approach of diet and exercise has a
bad reputation, Dr. August acknowledged.
There are a number of obstacles to im-
plementing lifestyle approaches effectively,
including denial on the part of the family.

Pharmacotherapy can be added after
failure of a 6-month trial of diet and ex-
ercise in overweight and obese children,
the committee suggests. But when con-

sidering pharmacotherapy in the over-
weight child, the child should have signif-
icant comorbidities to justify the risk. In
addition, the family needs to understand
that the medications available have wan-
ing effectiveness after 6 months.

The expert panel also suggests the use
of bariatric surgery only after failure of a
6-month trial of lifestyle modification with
or without a trial of pharmacotherapy in
adolescents who have a BMI of over 40
and severe comorbidities. This treatment

also can be considered in adolescents with
a BMI over 50, Dr. August said.

But the panel adds a number of caveats.
For example, the family must undergo
psychological evaluation and the surgical
team must have adequate pediatric expe-
rience and have personnel available capa-
ble of handling the metabolic and psy-
chosocial needs of the entire family.

The committee members also suggest
that primary care physicians offer more ed-
ucation on obesity and healthy eating. m
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IMPORTANT SAFETY INFORMATION

TOPAMAX Tablets and TOPAMAX Sprinkle Capsules are indicated for adults for the
prophylaxis of migraine headache. The usefulness of TOPAMAX in the acute
treatment of migraine headache has not been studied.

TOPAMAX is contraindicated in patients with a history of hypersensitivity to any

TOPAMAX has been associated with serious adverse events, including:

Hyperchloremic, non-anion gap metabolic acidosis—lowering of bicarbonate levels in
the blood. Measurement of baseline and periodic serum bicarbonate is recommended.

Acute myopia and secondary angle-closure glaucoma—patients should be cautioned
to seek medical attention if they experience blurred vision or ocular pain.

Oligohidrosis and hyperthermia—decreased sweating and increased body
temperature, especially in hot weather. The majority of reports have been in children.

and fatigue.

Cognitive/psychiatric side effects including cognitive dysfunction, psychiatric/
behavioral disturbances including suicidal thoughts or behavior, and somnolence

Most common adverse events associated with TOPAMAX 100 mg vs placebo were:

paresthesia, 51% vs 6%; anorexia,* 15% vs 6%; fatigue, 15% vs 11%; nausea,
13% vs 8%; diarrhea, 11% vs 4%; weight decrease, 9% vs 1%; taste alteration,

8% vs 1%.

The possibility of decreased contraceptive efficacy and increased breakthrough
bleeding should be considered in patients taking combination oral contraceptive
products with TOPAMAX.

Patients should be instructed to maintain an adequate fluid intake in order to
minimize the risk of renal stone formation.

*Anorexia is defined as loss of appetite.






