
Even with robots now appearing, surgeons should
not give free rein to their Luddite tendencies.
Technological advances have always made easier what
was once difficult. The same advances make the
previously impossible merely the very difficult. The
challenge of surgery, and the potential for progress,
remains.
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Controversies in Management

Should obesity be treated?

Treatment is necessary

J S Garrow

Most people will agree that mending machinery which
has broken, teaching a child useful skills, and pre-
serving an artistic masterpiece are, in principle, useful.
Most will also acknowledge that it is possible to do
these tasks so badly that the final state is worse than at
the start. Similarly, it is possible to treat obesity so
incompetently that the net effect is to make the obese
patient worse. We should not argue from this that we
should not treat obesity, any more than that we should
not mend machinery, teach children, or preserve
artistic masterpieces. I will assume, therefore, that by
treating obesity we mean doing so with reasonable
competence. Two further definitions need stating. By
"obese" I mean having a Quetelet's index (body mass
index) over 30. Also, I assume that the objective of all
medical treatment is to make life more tolerable to
patients by increasing the extent to which they can
undertake activities or projects that they reasonably
want to do.

Adverse effects ofobesity
Disabilities associated with obesity are decreased

longevity and increased risk of cardiovascular disease,
hypertension, diabetes, osteoarthritis, and some forms
of cancer sensitive to sex hormones. With weight loss
longevity increases and the risk of these diseases falls.'
Obese people are also discriminated against socially
and tend to have a low self esteem. Psychologists may
argue that by advocating weight loss we are condoning
the discrimination against obese people and that
when the treatment fails this will further damage
the patient's self esteem.2 I think this argument is
nonsense: patients' morale may improve in the short
term when they are assured that they have a right to be
obese, but this does not reduce the long term physical
penalties listed above. Certainly it is unethical to make
a half hearted attempt to treat severe obesity, since in

this case the chance of achieving worthwhile weight
loss is poor and the danger of damaging the patient's
self esteem by failure is great.
There are two crucial questions in this debate.

Firstly, is it physiologically possible for a severely
obese patient to achieve normal weight and health?
Secondly, if so, is the cure less distressing for the
patient than the disease? Unless we can answer yes to
both questions we should not treat obesity.
There is ample evidence to show that obese people

can achieve normal weight. Under metabolic ward
conditions any desired weight can be lost, at a rate of
about 1 kg/week, by following a reduced energy diet.'3
Statements that metabolic rate falls and blocks further
weight loss2 are incompatible with the evidence.4
Whether the cure is more distressing than the disease is
more difficult to answer, since it depends on the
patient's perception of the efficacy of dieting and of
the probable consequences of remaining obese. This
perception is affected by propaganda that obesity is not
really a health hazard, that dieting is physiologically
doomed to failure, or that weight can easily be lost
without dieting by means of some magic pill or potion.
The more persuasively arguments are advanced that
obesity cannot be treated, or should not be treated, the
more difficult it becomes to treat.

Who should treat obese patients, and how?
The prevalence of obesity is rapidly increasing

in many countries, including the United Kingdom
(figure).' I have already noted the dangers of inade-
quate treatment, so with limited NHS resources how
can adequate treatment be provided for the 13% of
adults who are obese?

It is impractical to suggest that doctors in hospital or
general practice should see patients individually and
follow them up adequately. I believe that a combined
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approach is required. Firstly, the Health Education
Authority should publicise the level at which being
overweight becomes a medical (rather than a cosmetic)
problem: this occurs at a Quetelet's index of some-
where between 25 and 30. Secondly, non-profit
making but self financing slimming groups, led by
state registered dietitians, should be set up as part of

the health education service for overweight people.
Such groups have been shown to be practicable and
effective for the past 15 years in the Harrow health
district.6 Thirdly, the group leader should be able to
refer members of the group who present special
problems to a hospital specialist for further investiga-
tion, advice, or treatment.

I have been running a hospital obesity clinic for more
than 20 years: it operates inefficiently because most of
the patients have not previously had proper dietary
advice. If they had been filtered through a well
run slimming group many would not have needed to
come, and (for those who needed referral) time would
have been saved by not having to start from scratch
with dietary management. The objective is to lose
0-5-1-0 kg/week by a combination of restricted energy
intake (dieting) and increased energy output (exercise)
and to maintain the reduced weight indefinitely.
Methods by which this may be achieved are discussed
elsewhere.7 Obesity is often treated badly. The
solution is not to pretend it does not matter but to treat
it well.
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Dietary treatments for obesity are ineffective

Susan C Wooley, DavidM Gamer

It is surprising that debate continues about the effec-
tiveness of dietary treatments for obesity. Perhaps this
is partly related to ambiguity in the term effectiveness.
It is well known that most treatments produce tem-
porary weight loss. But it is equally well known that
90% to 95% of those who lose weight regain it within
several years.' This poor outcome has led to charges
that traditional treatments for obesity should be aban-
doned and countercharges that it is irresponsible to
withhold treatment for such a serious problem. The
failure of reducing diets to produce lasting improve-
ment was recently reiterated at a National Institutes of
Health consensus conference, which also warned about
the adverse effects of treatment.2
The failure of fat people to achieve a goal they seem

to want-and to want almost above all else-must now
be admitted for what it is: a failure not of those people
but of the methods of treatment that are used. It is no
longer a mystery why diets have such a poor long term
record of success. Indeed the failure of obese people to
become or remain thin by "normalising" their food
intake follows logically from studies on the heritability
of obesity,3 the biology of weight regulation,4 and the
physiology of energy metabolism.5

Demand for treatment is not a justification
Yet many remain enthusiastic about treatment. It

could be said that the main evidence for the value
of dieting is that health professionals continue to
prescribe it. Inertia feeds on itself, failure to change
coming to serve as a silent argument that no change is
needed. However, this only partially accounts for the

resistance to change among those treating obesity.
Recent findings regarding the benefits of antibiotics in
treating ulcers and the comparative outcomes of
procedures for emergency cardiac care have been
rapidly translated into medical practice. In these cases
doctors have only had to adjust what they do; in the
case of obesity treatment, however, there is no replace-
ment procedure. The question is whether to abandon
treatment, putting many specialists out of business, in
the face of relentless popular demand. Desperate
consumers are willing to bear the burden of responsi-
bility for failure in exchange for continuing access to
treatment. This desperation is best illustrated by
Ravitch and Brolin's observation that patients who had
had obesity surgery were unwilling to consider reversal
even when it was discussed in terms of saving their
lives.6
As if to avert the central question by introducing

more variables, the debate has shifted from the
universal mandate for one treatment, to the matching
of available treatments (from self directed programmes
to surgery) to individual, depending on level of
obesity and factors such as diet history.7 Notably, even
for patients as little as 5% overweight the option of
withholding weight loss treatment does not appear on
the decision tree. Wadden has argued that the "no
treatment" option "cannot be universally endorsed
until there are definitive research data."8 This is an
unusual twist in medical science: demanding proof of
effectiveness of no treatment rather than of active
intervention. Although the no treatment stance has
been viewed as radical, it is actually quite conservative.
The drug industry has to show both safety and efficacy
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