ORIGINAL REPORTS: OBESITY

UNCOMPLICATED OBESITY IN AN AFRICAN AMERICAN POPUILATION SEEKING MEDICAL

Obijective: Obesity is highly prevalent and
adds greatly to the risk of cardiovascular and
metabolic diseases. However, a subset of the
obese has been identified who do not appear
to carry this risk. Some studies suggest that
anthropomorphic correlates of risk, such as
waist circumference, differ between African
Americans and Whites and features of uncom-
plicated obesity have not been well character-
ized in this population. The goal of our study
was to determine the prevalence and associ-
ated features of uncomplicated obesity, in-
cluding relationships to waist circumference
and the achievement of weight loss in primarily
African American patients.

Design: A retrospective chart review.

Setting: Outpatient medically supervised weight
loss program located at a teaching hospital in
Washington, DC.

Participants: Predominately adult African Ame-
rican females.

Results: Thirty-one percent of our population
had no documented metabolic or cardiovascular
disease. This group was on average younger, but
had similar waist circumference (44 #+ 13.8 vs 44
* 6.6 inches) and achieved similar mean weight
loss at 3 months (9.9 = 10.4 vs 10.3 = 12.4 |bs.)
as the group with comorbid conditions.

Conclusions: Waist circumference was not an
indicator of risk among African American
women and achieved weight loss did not
depend on pre-existing comorbidities. (Ethn
Dis. 2013;23[4]:441-444)

Key Words: Obesity, Weight Loss, African
American, Women, Cardiovascular Disease,
Metabolically Healthy Obese

From Howard University College of
Medicine, Department of Medicine (DT)
and Howard University College of Medicine
(MDB) and Howard University College of
Medicine, Department of Psychiatry (TAM).

Address correspondence to Denia
Tapscott, MD; 2041 Georgia Avenue,
NW; Suite 4100 B, Washington, DC
20060; 202-865-1286; 202-865-3063
(fax); dtapscott@howard.edu

WEIGHT LOSS

Denia Tapscott, MD; Monet D. Bernard, BA;

INTRODUCTION

Obesity affects 36% of the US
population' and adds greatly to the risk
of cardiovascular and metabolic diseases.
Non-Hispanic Black women have higher
rates of obesity than any other demo-
graphic group.” Effective treatments for
weight loss are resource intensive and
difficult to access, particularly for disad-
vantaged minority populations.

There is a subset of the obese
population, however, for whom obesity
does not appear to confer risk of
hypertension, diabetes and dyslipide-
mia. These individuals have been desig-
nated by some authors as the metabol-
ically healthy obese (MHO). Studies of
populations of predominantly European
descent have shown that the MHO have
lower visceral fat and a smaller waist
circumference (WC) than their obese
counterparts with metabolic dysregula-
tions.” This phenotype may help explain
the mechanism whereby some individu-
als are more resistant to the development
of metabolic abnormalities and conse-
quent cardiovascular problems associated
with obesity. However, there is accumu-
lating evidence that the clinical signifi-
cance of WC differs between ethnic
populations. Waist circumference is a
measure of body fat distribution and a
marker of visceral adiposity. Elevated
WC has been associated with increased
cardiovascular disease and subsequent
mortality in the general population.*
There has been evidence for variability
between ethnic groups as to the cut-off
points of WC that portend this risk. In
one epidemiological study using a sam-
ple of adult volunteers, the optimal WC
threshold for the clinical identification of
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cardiometabolic risk factors in African
American (AA) women was 9 cm higher
than the currently recommended thresh-
old (88cm) whereas for White women
the study derived threshold was 4 cm
higher.” In a study analyzing 1,409
premenopausal women, relationships
between WC and visceral adipose tissue
(VAT) differed between Blacks and
Whites. Whites had a greater increase
in VAT per unit increase in WC whereas
an increase in WC in Blacks did not
correlate with increasing visceral abdom-
inal fat.® However, Cherqaoui, et al
found 13.5 cm lower mean WC in their
MHO (28.5% of sample) than in their
non-MHO group among 126 obese AA
volunteers (114 female) studied at our
institution.” Therefore, the anthropo-
morphic profile of MHO Black popula-
tions remains unresolved.

Given the resource intensity of, and
commitments required for available
treatments, distinguishing populations
within the obese that are at greater or
reduced risk for cardiovascular disease
may have implications for how vigorous-
ly weight loss should be recommended to
individual patients. In that there may still
be health benefits as well as benefits to
social adaptation and self-image for

There is a subset of the obese
population, however, for
whom obesity does not appear
to confer risk of hypertension,
diabetes and dyslipidemia.
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weight loss among those with uncompli-
cated obesity, it would also be of value to
evaluate whether this group responds
similarly to weight loss as groups who
have an identifiable health consequence
of their obesity. We were unable to
identify studies in the literature that
evaluated relationships of existing med-
ical conditions and motivation toward or
achievement of weight loss. Our study
therefore sought to further evaluate the
prevalence, associated features including
WC, and response to weight loss inter-
vention of the uncomplicated obese state
in a predominantly AA population
seeking medical weight loss.

METHODS

We conducted a retrospective chart
review from a fee-for-service medical
weight-loss clinic at a historically Black
academic institution serving residents of
the Washington, DC Metropolitan area.
The program is part of a comprehensive
bariatric center which offers both med-
ical and surgical weight loss options.
Patients come to the program through
self referral or are referred by their
primary care physician. Clinical intake
at the initial visit included completing a
medical and nutritional history survey,
and undergoing a physical examination.
Motivations for weight loss were record-
ed by the patient and included improved
health and wellness, and prevention of
obesity related health complications.
Patients were placed on a daily 500-
calorie deficit diet that included 90-120
grams of daily protein and 100 grams of
carbohydrates (mainly through fruits and
vegetables with limitation of starches and
simple sugars). Patients were encouraged
to use protein meal replacement shakes
for breakfast. Vitamins, nutritional sup-
plements and prescription medications
for appetite control were also used in the
program. Patients were encouraged to
perform daily physical activity based on
their preferences. Food and activity
journals were reviewed at follow-up
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visits. The program was not limited in
duration and patients on average contin-
ued for 3 to 6 months. Visits were
scheduled weekly for 1 month at the
initiation of medications, and bimonthly
thereafter. Once patients were following
the diet and lifestyle as recommended by
the physician, visits were decreased to
monthly.

We reviewed 251 consecutive charts
on patients seen between 2009 and 2012.
Of these charts reviewed, 168 had both
BMI and WC measurements recorded
from the initial evaluation (Our practice
evolved from that of a private practice
setting into a more rigorous academic
setting, and collection of WC was not
available in the earlier charts and there-
fore these charts were excluded). These
weight and BMI measurements were
obtained and analyzed using the Amer-
ican weights and measures body compo-
sition scale or Tanita Body Composition
analyzer that utilizes bioelectric imped-
ance (Model TBF-310) that is widely
used in clinical settings and has good
convergence with other methods.”

A chart review tool was developed to
systematically extract data including age,
height, sex, ethnicity, education, employ-
ment, number of children, age of onset of
overweight, presence of overweight part-
ners, frequency of eating out and fast food
intake, alcohol and smoking habits,
medications, and medical diagnoses. Lab-
oratory and physical exam measures (eg,
blood pressure, height, weight, and WC
measured at the level of the umbilicus)
were also reviewed. Other characteristics
that were extracted from the charts
included dietary habits, activity level and
weight at 3 months after enrollment.

A trained research assistant under the
supervision of the first author collected
the data. Obesity was defined as
BMI=30kg/m?, which was obtained
from the initial body composition after
entering self-reported heights and mea-
sured weights. Cases were categorized as
complicated vs uncomplicated obesity; a
patient was categorized as uncomplicated

obesity if he/she had no documented
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diagnoses or medication treatment for
hypertension, diabetes, or hyperlipide-
mia, and no physical or laboratory
findings suggesting these diagnoses.

STATISTICS

Univariate comparisons were made
utilizing chi square or grouped #-tests as
appropriate using SPSS statistical soft-
ware (Version 19). After finding a
significant difference in age between
the two groups, we additionally calcu-
lated ANCOVAs with age as the

covariate for the main study outcomes.

RESULTS

We reviewed a total of 168 charts of
which 153 met obesity criteria. The majo-
rity of the obese patients were female
(96%, n=141) and self-reported to be AA
(86%, n=135). Eighty percent had at least
a college education with 82% reporting
professional or skilled employment.

Forty seven (30.7%) of the patients
were uncomplicated (had no comorbid
conditions). The patient demographics
and clinical characteristics for the two
study groups are shown in Table 1. The
uncomplicated obese patients were, on
average, younger than the group with
comorbid conditions (35 years * 10.6
vs 48 = 12, t=6.56, P < .01). There
were no significant differences between
the groups’ educational and occupation-
al status, and level of typical physical
activity. Mean values for BMI (38 *
5.8 kg/m* vs 40 = 7.6; NS) and WC
(44 = 13.8 inches vs 44 *= 6.6; NS)
were similar. There were also no
significant group differences when these
analyses were adjusted for age.

Weight loss between groups was also
similar with 31% of the uncomplicated
obese and 32% of those with comor-
bidities achieving a =5% reduction in
weight and similar average weight loss
between the two groups (9.9 * 10.4
pounds vs. 10.3 £ 12.4; NS).



UNCOMPLICATED OBESITY, AFRICAN AMERICANS - Tapscott et al

Table 1. Patient demographics and medical conditions
Without Comorbidity With Comorbidity
(n=47) (n=106)
Mean (SD) Mean (SD) Significance
Age, years 35 (10.6) 48 (12.0) t=—6.56, P=.00
BMI, kg/m2 38 (5.8) 40 (7.6) t=—1.35, P=.18
Waist circumference, inches 44 (13.8) 44 (6.6) t=—.142, P=.89
Sex, % (n) Fisher’s Exact, P=.35
Female 96 (45) 91 (96)
Male 4(2) (10)
Race/ethnicity, % (n) x*=.52, P=.77
Black 90 (42) 87 (93)
White 4(2) 9(9)
Other 6 (3) 4 (4)
Education, % (n) x*=7.06, P=.07
<High School 6 (3) 0 (0)
High School 15 (7) 19 (20)
College 43 (20) 39 (38)
Graduate School 36 (17) 42 (40)
Missing n=8
Employment, % (n) x*=16.67, P=.02
Unemployed 22 (9) 33)
Employed 78 (32) 95 (90)
Retired 0 (0) 2(2)
Missing n=6 n=11
Physical activity, % (n) x*=.57, P=.75
Sedentary 66 (31) 64 (66)
Moderate 26 (12) 23 (24)
Vigorous 8 (4) 13 (13)
Missing n=3
Medical conditions, % (n)
Hypertension - 70 (74)
Diabetes - 17 (18)
Hyperlipidemia - 51 (54)
3-month follow up
Achieved 5% weight loss, % (n) 31 (13) 32 (31) Fisher’sExact, P=1.00
Missing n=>5 n=10
Weight change at 3 months,
Ibs, mean (SD) —9.9 (10.4) —10.3 (12.4) t=.14, P=.89
Further analysis of the diabetic group DISCUSSION

(n=16) showed significantly less weight
loss at 3 months compared with non-
diabetics (n=119) (5.8 = 6.1 pounds vs
10.6 = 12.0, t=—2.6; P<.02). The %
of diabetics (16.7%) vs nondiabetics
(33.3%) achieving 5% weight loss at
the 3 month period was not statistically
significant. There was no difference in
weight loss between the hypertensive
patients (z=63) and those without
hypertension (#=72) (9.7 = 11.9
pounds vs 10.3 = 11.3; NS) nor was
there a difference in the % of those
achieving 5% weight loss at 3 months
(31.4% for hypertensive patients and
31.2% without hypertension).

Thirty-one percent of our obese popu-
lation had no documented comorbidities
and that is consistent with findings from
studies of other ethnic groups.” The
uncomplicated obese were younger than
the group with comorbid conditions but
did not differ in WC even when the
comparison was adjusted for age. This
finding may indicate that the younger
MHO have not had sufficient time to
develop cardiovascular risks. The litera-
ture, however, remains inconclusive about
the clinical significance of WC in AA.
Our study findings support the possibility
that the WC cut off point that portends
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CV risk in AA women may be different
from the risk threshold for women of
European descent. This possibility is
consistent with findings of AA women
who demonstrate larger amounts of
subcutaneous waist fat compared to the
harmful pro-inflammatory visceral
fac.'®!"! Continued research is needed to
define physiologic differences inherent to
the uncomplicated obese which could
explain this cardio-protective genotype.
Our other main finding suggests that the
presence of medical conditions does not
predict motivation for weight loss as both
groups had similar short-term weight loss.
It will be important for future studies to
determine if the lack of relationship
between the presence of health conditions
and weight loss achieved generalizes to
other populations.

It is interesting to note the greater
weight loss in the non-diabetic as
compared to the diabetic. This raises
the question of whether there are innate
differences in the ability to lose weight
or adhere to a diet based on the presence
of diabetes. Studies looking at dietary
compliance in cardiovascular patients
conclude that reduced compliance was
associated with a lower level of educa-
tion, socioeconomic status, and lack of
understanding of the illness.'? Higher
levels of emotional dietary support from
family members were associated with
better adherence to short term dietary
compliance in a group of AA adoles-
cents at risk for HTN." Improved
compliance and weight loss success has
also been shown in studies where there

Our study findings support the

possibility that the WC cut off
point that portends CV risk in
AA women may be different

from the risk threshold for

women of European descent.
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was use of meal replacement products,
and structured meal plans.'*'¢ A
clearer understanding of factors affect-
ing dietary compliance and weight loss
within specific medical comorbidities
may help to guide treatment regimens
for long term weight loss success.

Our study was limited by being
retrospective, and a modest size sample
that was treatment seeking and could
afford the program fees. Lack of direct
laboratory measurements of metabolic
indices (eg, lipid panel and insulin
sensitivities) is also a limitation; how-
ever, we were able to obtain essential
diagnoses reliably with our chart
review.

There are few studies that assess
medical weight loss in MHO AA and it
is important to better understand this
phenotype and its clinical relevance. As
the rate of obesity and its associated
health care costs continue to rise, studies
are needed to explore whether there are
significant metabolic benefits, as well as
other health and social benefits of
weight loss in this subset of the obese
population in minorities and all groups.
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