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Abstract

Obesity has become one of the most important public health problems in the United States and many other resource-rich
countries and transitional economies. Objectives: To study the progressive weight gain profile for the case presented by current
study. To study potential associated factors Methodology: A girl of (10.2) years school in Dubai has been followed up for 5
years since age of (5.5) years old by WHO growth chart monitoring BMI percentile and Z score, BMI percentiles also can be
determined for boys and for girls As children approach adulthood, the 85™ and 95™ percentiles for BMI are approximately 25
and 30 kg/m’, the thresholds for overweight and obesity in adults, respectively. The cut off point for obesity diagnosis is > 95
percentile, case interview, family interview has carried out many times, weight management protocol of many trails throughout
the 5 years of follow up. operational definition of morbid obesity has been followed according to, comprehensive medical
examinations has been carried out for the case, biomedical screening tests, social counseling sessions, peer effect trials and
sustainable environment of motivations. Results: The study revealed that the girl experienced the following finding at the age
of (5.5) year old, 117.6 Cm high, 27.8Kg weigh BMI 98% and Z score 2-46. While the case of the girl reflect 125.0 Cm height,
34.3%Kg weight, 98% BMI and 2.46 Z score at age of 6.3 years old. Yet at the age of (7.5) years old her height was 132.3 CM,
weight 46.8 Kg, BMI% was 99.4% and Z score was 2.56. At age of (8.4) years old the girl eve loved to 140.0cm high, 58.2 kg
weight, and 99.5% BMI and 2.59 Z score. When she reached age of (9.4) years old she showed 147.1 CM height, 70.1 KG
weight 99.5% BMI%and2.62 Z score. the most recent follow up for the girl at age of (10.2) reflected 152.0 CM height, 75Kg
body weight, 99.5% BMI% and 2.55 Z. the time trend of weight gain is steadily increasing over the last five years in spite of
increasing in the height as well and still reflected as an extensive obesity on BMI% parameter starting from 98% BMI at age of
(5.5) years old to 99.5% at the age of (10.2) years old.
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1. Introduction imperative that health care providers identify overweight and

obese children so that counseling and treatment can be
Obesity has become one of the most important public health  provided. Just like adults, obese kids can develop chronic
problems in the United States and many other resource-rich  conditions such as heart disease and some cancers. Their
countries and transitional economies [1-3]. As the prevalence  obese status is likely to be maintained into adulthood, and
of obesity increased, so did the prevalence of the co  they may be afflicted with type-2 diabetes, arthritis and sleep
morbidities associated with obesity [3]. For this reason, itis  apnea at very young ages. Obesity can severely affect the
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self-esteem of teens and children. The healthy BMI range
varies with the age and sex of the child. Obesity in children
and adolescents is defined as a BMI greater than the 95th
percentile. [4] The reference data that these percentiles are
based on is from long time back applications and thus has not
been affected by the recent increases in rates of obesity. [5]

Childhood obesity has reached epidemic proportions in 21st
century with rising rates in both the developed and
developing world. Rates of obesity in Canadian boys have
increased from 11% in 1980s to over 30% in 1990s, while
during this same time period rates increased from 4 to 14% in
Brazilian children. [6] As with obesity in adults many
different factors contribute to the rising rates of childhood
obesity. Changing diet and decreasing physical activity are
believed to be the two most important in causing the recent
increase in the rate of obesity. Activities from self-propelled
transport, to school physical education, and organized sports
has been declining in many countries. [7] Because childhood
obesity often persists into adulthood, and is associated with
numerous chronic illnesses, it is important that children who
are obese be tested for hypertension, diabetes,
hyperlipidemia, and fatty liver. [8] Treatments used in
children are primarily lifestyle interventions and behavioral
techniques. Medications are not FDA approved for use in this
age group. [9] Being morbidly obese puts you at even greater
risk for developing the conditions associated with carrying
too much body fat, including gallstones, sleep apnea, gastro
esophageal reflux disease, arthritis, heart disease, cancer and
type-2 diabetes. In cases of morbid obesity, weight reduction
is critical to prevent early death. Severe obesity in the United
States, Australia, and Canada is increasing faster than the
overall rate of obesity. [9, 10]

The current study is aiming to understand in depth the impact
of family social context of fat home atmosphere,
noncompliance to management protocol and loss of
motivation for improvement as majors steering to morbid
obesity case resistant and case worsening and trying to find
answer to the question of how to achieve significant success
in morbid obesity case management.

2. Objectives

To study the weight gain profile. To study associated factors

3. Methodology

A girl of (10.2) years age attending private school in Dubai
has been followed up for 5 years since age of (5.5) years old
by WHO growth chart monitoring BMI percentile and Z
score, BMI percentiles also can be determined for boys and
for girls As children approach adulthood, the 85™ and 95™
percentiles for BMI are approximately 25 and 30 kg/m’, the
thresholds for overweight and obesity in adults, respectively
[11]. The cut off point for obesity diagnosis is > 95 percentile
(Determination of obesity or morbid obesity in a teen or child
depends on BMI and age-appropriate growth-rate charts),
case interview, family interview has carried out many times,
and the case has been enrolled in weight management
protocol of many trails throughout the 5 years of follow up.
operational definition of morbid obesity has been followed
according to, comprehensive medical examinations has been
carried out for the case, biomedical screening tests, social
counseling sessions, peer effect trials and sustainable
environment of motivations. Operational definition of
variables has been applied for morbid obesity, qualitative
approach through in depth case study and long term
interviews has been followed.

4. Results

The study revealed that the girl experienced the following
finding at the age of (5.5) year old, 117.6 Cm high, 27.8Kg
weigh BMI 98% and Z score 2-46. While the case of the girl
reflect 125.0 Cm height, 34.3%Kg weight, 98% BMI and
2.46 Z score at age of 6.3 years old. Yet at the age of (7.5)
years old her height was 132.3 CM, weight 46.8 Kg, BMI%
was99.4% and Z score was 2.56. At age of (8.4) years old the
girl eve loved to 140.0cm high, 58.2 kg weight, and 99.5%
BMI and 2.59 Z score. When she reached age of (9.4) years
old she showed 147.1 CM height, 70.1 KG weight 99.5%
BMI% and 2.62 Z score. the most recent follow up for the
girl at age of (10.2) reflected 152.0 CM height, 75Kg body
weight, 99.5% BMI% and 2.55 Z score as appear in the table
1. Figure 2 showed that the time trend of weight gain is
steadily increasing over the last five years in spite of
increasing in the height as well and stll reflected as an
extensive obesity on BMI% parameter starting from 98%
BMI at age of (5.5) years old to 99.5% at the age of (10.2)
years all.

Table 1. Case progress according to different variables over period of time.

Date of Examination Age Height Weight BMI% Z score
30.1.13 55 117.6 27.8 98% 2.46
26.11.13 6.3 125.0 342 98% 2.46
12.1.15 7.5 132.3 46.8 99.4% 2.56
10.12.15 8.4 140.0 58.2 99.5% 2.59
13.12.16 9.4 147.1 70.1 99.5% 2.62
26.9.17 10.2 152.0 75.5 99.5% 2.55
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Figure 1. Age, weight, high, Z score and BMI % progress of the case over 5 years.
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Figure 2. time trend of case progressing to morbid obesity.

5. Discussions

The sequence of event reflected by the case showed fast
progressing to morbid obesity status, the girl weight kept
steadily increasing over the last five years to the triple
amount, attempts of effective has been initiated many times,
all end with discontinue, disruption and failure, social
support for the case was not adequate and the girl was never
prepared to take the responsibility on her own, the
fragmentation of the efforts, the absence of comprehensive
and integrated approach, the lack of motivation, and unclear
role and support of sounding environment was the major gap
in case handing and effective approaching. Similar
interpretation has been reflected in some other studies on the
role of different factors. While genetic influences are
important to understanding obesity, they cannot explain the
current dramatic increase seen within specific countries or

globally. [12] Though it is accepted that energy consumption
in excess of energy expenditure leads to obesity on an
individual basis, the cause of the shifts in these two factors
on the societal scale is much debated. There are a number of
theories as to the cause but most believe it is a combination
of various factors. The correlation between social class and
BMI varies globally. In the developing world, women, men,
and children from high social classes had greater rates of
obesity. [13] An update of this review carried out in 2007
found the same relationships, but they were weaker. The
decrease in strength of correlation was felt to be due to the
effects of globalization. [14] Percentage of teenage children
who are overweight, are correlated with income inequality. A
similar relationship is seen among US states: more adults,
even in higher social classes, are obese in more unequal
states. [15] many explanations have been put forth for
associations between BMI and social class. It is thought that
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in developed countries, the wealthy are able to afford more
nutritious food, they are under greater social pressure to
remain slim, and have more opportunities along with greater
expectations for physical fitness. In undeveloped countries
the ability to afford food, high energy expenditure with
physical labor, and cultural values favoring a larger body size
are believed to contribute to the observed patterns. Attitudes
toward body weight held by people in one's life may also
play a role in obesity. A correlation in BMI changes over
time has been found among friends, siblings, and spouses
[16] Stress and perceived low social status appear to increase
risk of obesity. In the developing world urbanization is
playing a role in increasing rate of obesity. In China overall
rates of obesity are below 5%; however, in some cities rates
of obesity are greater than 20%. [17] Malnutrition in early
life is believed to play a role in the rising rates of obesity in
the developing world. [18] Endocrine changes that occur
during periods of malnutrition may promote the storage of fat
once more food energy becomes available [19] Consistent
with cognitive epidemiological data, numerous studies
confirm that obesity is associated with cognitive deficits. [20]
Whether obesity causes cognitive deficits, or vice versa is
unclear at present.

6. Conclusion

The case showed triple times increase in body weight in 5
years as an outcome to failure of intervention. The case study
concluded energy consumption of energy
expenditure is the majors attribute to obesity, which all can
be explained on the base of sedentary life, eating habits and
social context of the surrounding atmosphere (Including
family role, Goal setting, incentivized approach, and metal
preparedness to create change).

in  excess

Recommendations

Comprehensive multi approach weight management protocol
requested to be developed and operating at morbid and
resistant cases. Better understanding of social context of
home atmosphere and mental preparedness to create change.
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