Fedme

thumb|Overvektig mann

'''Fedme''' er en tilstand hvor de naturlige energireservene, lagret i menneske- og pattedyrkroppen har hvor det kan påvirke helsen. Fedme hos ville dyr er relativt sjeldent, men er vanlig hos husdyr som gris og kjæledyr som kan bli gitt for mye næring og trent for lite. Hos mennesket er fedme generelt ansett å være hovedårsaken til helseproblemer.

Mens vitenskapelige og kulturelle definisjoner av fedme er i stadig endring, er det akseptert av for stor kroppsvekt kan føre til ulike former for sykdommer, særlig hjerte- og karsykdommer. Inngrep som vekttap og medisinering er ofte anbefalt for å redusere denne risikoen, og mange mennesker går gjennom vekttaps-program for sin helses skyld, så vel som estetiske årsaker.

Fedme kan lett forveksles med det kosmetiske underhudsfettet som normalt forekommer hos mennesker, som en viss del av er helt normalt.

Definisjon

thumb|Sammenliknende grafisk oversikt for populasjonen med fedme i OECD-medlemsland.

''Fedme'' er et konsept som stadig er redefinert. Hos mennesker er det mest vanlige statistiske estimatet for fedme belgiske statistikeren Adolphe Quetelet.

BMI på over 25 anses av det amerikanske kreftforskningsinstituttet som ''overvekt''. En BMI på over 30 anses som fedme, og ved 40 har man en ny grense - ''dødelig overvekt''. BMI på mellom 18,5 og 25 anses som det ideelle sunnhetsmål, mens en person med BMI på under 20 anses av mange andre kilder å være undervektig.

').

I Asia er det gjennom epidemiologiske studier funnet at en større andel asiatere lider av fedme-relaterte tilstander ved lavere BMI. Det er også funnet at afrikanere, afro-amerikanere og polynesere har en større andel mager kroppsmasse (lean body mass) versus fett, og deres BMI-grenser for overvekt og fedme vil da være høyere. En sterk atlet kan lett klassifiseres som overvektig på grunn av tung muskulatur. Grensene definert over vil dermed være noe annerledes fra person til person og folkeslag til folkeslag, og BMI kan derfor ikke brukes for å sette en komplett diagnose. Den kan kun brukes til å antyde problemene.

I praksis kan man i de fleste eksempler av overvektighet som kan være skadelig for helsen, se med det blotte øye at fett er et problem for vedkommende. I disse sakene kan BMI brukes for å gi et enkelt bilde for pasienten å forstå.

Kulturell og sosial signifikans

Kultur og fedme
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I flere menneskelige kulturer er fedme assosiert med attraktivitet, styrke og fertilitet. Noen av de eldste kjente kulturelle artifakter, kjent som Venuser, er små statuer som representerer en fet kvinnelig figur. Til tross for at deres kulturelle signifikans ikke er kjent, er de spredt vidt utover det pre-historiske middelhavsstrøk og europeiske kulturer, som indikerer en sentral rolle for den fete kvinnelige fasongen i magiske ritualer og synliggjør en kulturell aksept for denne kroppsformen. 

Til sammenlikning med dagens vestlige kultur, er den unge og magre kvinnen vel ansett <!--desired-->av både menn og kvinner. Selv om den kvinnelige kroppen er predisponert for proporsjonalt mer fett og den mannlige for mer muskler, er ikke den lille og kraftige kvinnen ansett som vakker eller seksuelt attraktiv i så stor grad som disse historiske artifaktene viser.

Fedme fungerer som et symbol på velstand og suksess i kulturer hvor næringstilgangen er knapp. Langt inn i den moderne historiske perioden i de europeiske kulturer, hadde fedme denne rollen her også. Men etterhvert som næringstilgangen økte, ble det mer et synlig tegn på god appetitt og også billedgjøring i gryingen av erotikken<!--immersion in the realm of the erotic-->. Dette var spesielt et tema i den visuelle kunsten, slik som i maleriene til Rubens (1577&ndash;1640) som ofte brukte kvinnelige figurer som har gitt oss beskrivelsen ''Rubenesque''.

Fedme kan også bli sett på som et symbol for et prestisje-system. Typen mat, mengden og måten den serveres på er viktige kriterier i sosiale klasser, samt en synliggjøring av den enkeltes personlighet og smak.

Dagens kulturer som «tillater» fedme i større eller mindre grad, inkluderer afrikanske, arabiske og indiske kulturer samt kulturer i Stillehavet. I vestlige kulturer har fedme kommet til å bli sett mer på som en medisinsk tilstand, og har også blitt et sosialt problem for mange som er rammet av det. Dette har ført til fremveksten av grupper som jobber for aksept av overvektige mennesker.

Populærkultur

Ulike stereotyper av fete mennesker finnes i populærkulturen. En vanlig stereotyp er den fete karakteren som har en varm og trygg personlighet, som for eksempel den glade og fete Julenisse-figuren. Det er like vanlig med en stereotyp med den fete og slemme bøllen. 

I tegneserier er fedme brukt som en komisk effekt, med fete tegneseriefigurer som må skvise seg gjennom smale steder, ofte med den følgen at de setter seg fast.

Årsaker

Medvirkende faktorer

Fedme er ansett å være forårsaket av et stort kaloriinntak og mindre kaloriforbruk. Faktorer som kan være medvirkende i denne ubalansen inkluderer:

· Begrenset trening og en stillesittende livsstil

· Genetisk predisposisjon
· En høyglykemisk diett (f.eks. en diett som inneholder måltider som gir høyt blodsukkernivå)

· Jojo-slanking, hvor tapt muskelmasse erstattes av kroppsfett ved ny vektøkning

· Underliggende sykdommer (f.eks. hypothyreose)

· Spiseforstyrrelser
· Stressfull mentalitet
· Dårlig søvnkvalitet
<!--As with many medical conditions, obesity often develops from a combination of genetic and environmental factors. Polymorphisms in various genes controlling appetite, rate of metabolism, and adipokine release predispose to obesity, but the condition, to some extent, requires availability of sufficient calories and/or limited exercise, and possibly other factors, to develop fully. Various genetic abnormalities that predispose to obesity have been identified (such as Prader-Willi syndrome and leptin receptor mutations), but these are absent in most people with obesity. It is presumed that a large proportion of the causative genes are still to be identified.

Some eating disorders can lead to obesity, especially Learning theory suggests that early childhood conceptions may lead to an association between food and a calm mental state.-->

<!--

Evolutionary aspects

Although there is no definitive explanation for the recent increase of obesity, the evolutionary hypothesis comes closest to providing some understanding of this phenomenon. In times when food was scarce, the ability to take advantage of rare periods of abundance and use such abundance by storing energy efficiently was undoubtedly an evolutionary advantage.  This is precisely the opposite of what is required in a sedentary society, where high-energy food is available in abundant quantities in the context of decreased exercise. Although many people may have a genetic propensity towards obesity, it is only with the reduction in physical activity and a move towards high-calorie diets of modern society that it has become widespread.-->

<!--

Neurobiological mechanisms

Flier{{mn|ref|6}} summarizes the many possible pathophysiological mechanisms involved in the development and maintenance of obesity. This field of research had been almost unapproached until leptin was discovered in 1994. Since this discovery, many other hormonal mechanisms have been proposed that participate in the regulation of appetite and food intake, storage patterns of adipose tissue, development of insulin resistance, and possible ways of interfering with these mechanisms. Since leptin's discovery, ghrelin, orexin, PYY 3-36, cholecystokinin, adiponectin, and numerous other mediators have been studied. The adipokines are mediators produced by adipose tissue; their action is thought to modify many obesity-related diseases.

Leptin and ghrelin are considered to be complementary in their influence on appetite, with the stomach producing ghrelin when relatively empty and leptin being produced by adipose tissue when satiated with nutrients. Resistance to the leptin signal and causes for this resistance have been implicated in dysregulation of appetite, although administration of leptin has not proven to be a feasible way of suppressing appetite in humans.

Neuroscientific approaches hinge on the action of the aforementioned hormones and mediators on the Lesion studies in the 1940s and 1950s identified two regions of the hypothalamus &mdash; the lateral hypothalamus (LH) and ventromedial hypothalamus (VMH) &mdash; as the brain's hunger and satiety centers, respectively. Specific lesions to a mouse's LH suppressed its appetite while damaging the VMH caused overeating.

Studies of the distribution of the leptin receptor in the mid-1990s cast doubt upon this dual center theory of hunger and satiety. Leptin's effect on the arcuate nucleus melanocortin system is now considered central to the regulation of feeding and metabolism.-->

<!--

Societal causes

While it may often be obvious why a certain individual gets fat, it is far more difficult to understand why the average weight of certain societies have recently been growing. While genetic causes are central to who is obese, they cannot explain why one culture grows fatter than another.

This is most notable in the United States. In the years from just after the Second World War until 1960 the average person's weight increased, but few were obese. In 1960 almost the entire population was well fed, but not overweight. In the two and a half decades since 1980 the growth in the rate of obesity has accelerated markedly and is increasingly becoming a public health concern. 

There are a number of theories as to the cause of this change since 1980. Most believe it is a combination of various factors.

· ''Lack of activity'': obese people appear to be less active in general than lean people, and not just because of their obesity. A controlled increase in calorie intake of lean people did not make them less active; correspondingly when obese people lost weight they did not become more active. Weight change does not affect activity levels, but the converse seems to be the case{{mn|Levine|7}}.
· One of the most important is the much ''lower relative cost of foodstuffs'': massive changes in agricultural policy in the United States and Europe have led to food prices for consumers being lower than at any point in history.  Sugar and corn syrup, two huge sources of food energy, are some of the most subsidized products by the United States government.  This can raise costs for consumers in some areas but greatly lower it in others.  Current debates into trade policy highlight disagreements on the effects of subsidies.
· ''Increased marketing'' has also played a role.  In the early 1980s the Reagan administration lifted most regulations pertaining to advertising to children. As a result, the number of commercials seen by the average child increased greatly, and a large proportion of these were for fast food and candy.
· Changes in ''the price of petrol'' are also believed to have had an effect, as unlike during the 1970s it is now affordable in the United States to drive everywhere &mdash; at a time when public transit goes underused. At the same time more areas have been built without sidewalks and parks.
· The ''changing workforce'' as each year a greater percent of the population spends their entire workday behind a desk or computer, seeing virtually no exercise.  In the kitchen the microwave oven has seen sales of unhealthy frozen convenience foods skyrocket and has encouraged more elaborate snacking.
· A social cause that is believed by many to play a role is the increasing number of ''two income households'' where one parent no longer remains home to look after the house. This increases the number of restaurant and take-out meals.
· ''Urban sprawl'' may be a factor: obesity rates increase as urban sprawl increases, possibly due to less walking and less time for cooking{{mn|Lopez|8}}.
· Since 1980 both sit-in and ''kilojoules) in 1960 to over 600 calories (2,500 kJ) today.
· ''Increased food production'' is a likely factor. The U.S. produces three times more food than U.S. residents eat.
· Increasing ''affluence'' itself (including many of the above factors as accompaniments of affluence) may be a cause, or contributing factor since obesity tends to flourish as a disease of affluence in countries which are developing and becoming westernised [http://www.iotf.org/]. This is supported by a dip in American GDP after 1990, the year of the Gulf War, followed by an exponential increase. U.S. obesity statistics followed the same pattern, offset by two years [http://www.cdc.gov/brfss/].
Interestingly an increase in the number of Americans who diet occurred before the increase in obesity, and some scholars have even argued that these trends actually encouraged obesity. Nearly all diets fail, with participants resuming their previous eating habits or even engaging in binge eating.  Many then see an overall increase in their weight.  If the diet is then repeated and abandoned again, a pattern of rising and falling weight is established, known as weight cycling.  Similarly those who work out but then stop can end up being heavier than those who never exercised.-->

<!--

Poverty link

Some obesity co-factors are resistant to the theory that the "epidemic" is a new phenomenon. In particular, a class co-factor consistently appears across many studies. Comparing net worth with BMI scores, a 2004 study{{mn|Zagorsky|9}} found obese American subjects approximately half as wealthy as thin ones. When income differentials were factored out, the inequity persisted &mdash; thin subjects were inheriting more wealthy than fat ones. Another study finds women who married into higher status predictably thinner than women who married into lower status.-->

<!--

Complications

Obesity, especially diabetes mellitus type 2, high blood pressure, high blood cholesterol, and triglyceride levels (inflammatory state is present, which &mdash; together with the above &mdash; has been implicated in the high prevalence of prothrombotic state may further worsen cardiovascular risk.

Apart from the metabolic syndrome, obesity is also correlated (in population studies) with a variety of other complications. For many of these complaints, it has not been clearly established to what extent they are caused directly by obesity itself, or have some other cause (such as limited exercise) that causes obesity as well. Most confidence in a direct cause is given to the mechanical complications in the following list, compiled by the American Medical Association for general physicians:

·  ''enlarged heart and its associated arrhythmia and dizziness, cor pulmonale, varicose veins, and pulmonary embolism
· ''menstrual disorders, and infertility
·  ''fatty liver disease, cholelithiasis (gallstones), hernia, and colorectal cancer
·  ''Renal and uterine cancer (female), stillbirth
·  ''Integument'' (skin and appendages): stretch marks, acanthosis nigricans, lymphedema, cellulitis, carbuncles, intertrigo
·  ''Musculoskeletal'': hyperuricemia (which predisposes to gout), immobility, osteoarthritis, low back pain
·  ''Neurologic'': stroke, meralgia paresthetica, headache, carpal tunnel syndrome, dementia{{mn|Whitmer|10}}
·  ''Respiratory'': dyspnea, obstructive sleep apnea, hypoventilation syndrome, Pickwickian syndrome, asthma
·  ''Depression, low self esteem, body image disorder, social stigmatization
While being severely obese has many health ramifications, those who are somewhat overweight face little increased mortality or morbidity. Some studies suggest that the somewhat "overweight" tend to live longer than those at their "ideal" weight[http://www.chron.com/cs/CDA/ssistory.mpl/nation/3142605]. This may in part be attributable to lower mortality rates in diseases where death is either caused or contributed to by significant weight loss due to the greater risk of being underweight experienced by those in the ideal category. Osteoporosis is known to occur less in slightly overweight people.-->

Behandling

Den vanligste behandlingsformen for overvekt er en energi-begrenset diett og økt trening. Til tross for at dette kan kurere fedme og overvekt, er mange pasienter ikke i stand til å ta de påkrevde ofrene. 

Det er i forskningen også fokusert mye på medisiner for å komme fedmen til livs, som er sett på som det største helseproblemet industriland står ovenfor. Dog har ernæringseksperter og doktorer uttrykt at disse forskningsmidlene heller skulle vært brukt til veiledning i god ernæring, sunne matvaner og promotering av en aktiv livsstil.

«Slankeoperasjoner» har blitt løsningen for mange overvektige mennesker, og det finnes flere forskjellige typer operasjoner. Disse er risikofylte og krever en livslang endring i pasientens diett.

<!--

Controversies

There is continuous debate over obesity, at several levels. While scientific evidence for particular risks and treatments is fairly firm, the evidence informing debates on exact causation, social impact and necessary policy responses is much less clear-cut. In the area of policy and public debate, statistics demonstrating correlations are typically misinterpreted as demonstrating causation, a fallacy known as the spurious relationship. As much of the data is open to interpretation, there have been many "experts" taking positions, as well as policy pressure groups, influencing the debate from various angles.-->

<!--

Medicalisation of obesity

Controversy exists as to whether the concept of "obesity" is a valid one.  Critics assert that physically active people are healthier than the sedentary regardless of their body weight. The focus on weight and body mass is fed, in their view, by a diet promotion industry, drug companies, and segments of the medical profession for profit purposes, by promoting a vision that equates health with slenderness, and makes extreme slenderness of a sort that is quite difficult for most people to achieve an ideal.  In ''The Obesity Myth'', Paul Campos writes that:

:''... (F)rom the perspective of a profit-maximising medical and pharmaceutical industry, the ideal disease would be one that never killed those who suffered from it, that could not be treated effectively, and that doctors and their patients would nevertheless insist on treating anyway. Luckily for it, the American health care industry has discovered (or rather invented) just such a disease. It is called "obesity". Basically, obesity research in America is funded by the diet and drug industry &mdash; that is, the economic actors who have the most to gain from the conclusion that being fat is a disease that requires aggressive treatment. Many researchers have direct financial relationships with the companies whose products they are evaluating.{{mn|Campos|12}}

More militant "fat acceptors" reject any attempt to present obesity as a problem: Conventional wisdom, assuming obesity to be a health problem, is to be considered a prejudice, directly equivalent to the medicalisation of homosexuality in the 19th century, and the consequent persecution of this minority.-->

<!--

Årsaker til fedme

Conventional wisdom holds that obesity is caused by over-indulgence in fatty or sugary foods, portrayed as either a failure of will power or a species of addiction. Various specialists strongly oppose this view. For example, Professor Thomas Sanders of King's College London emphasises the need for balance between activity and consumption:

:''In trials, there is no evidence suggesting that reducing fat intake has an effect on obesity. As long as your expenditure equals what you eat, you won't put on weight, regardless of how high the fat content is in your diet'' (''The Times'', London, 10 March 2004).-->

<!--

Fedmens effekter på helsen

Opposing Campos are voices such as Greg Critser, who writes in ''Fat Land'' that the statistics such campaigners use are based on a selective sample of research data &mdash; a selection designed to emphasise obesity co-factors such as poor fitness, rather than obesity itself. Critser notes that advocates of the ''Obesity Myth'' position typically rely heavily on a study by Dr. Steven Blair at the Cooper Institute, Texas, which showed that fit, fat subjects were healthier than unfit, skinny subjects:

:''... Taking out the fitness variable and looking at body weight only, Blair admitted: "Men with a BMI of >30 were generally less physically fit and had more unfavorable risk factors than men in the lower BMI groups". Lower weight men had higher good cholesterol, lower bad cholesterol, and higher treadmill times than fatter men. "The highest death rate," he added, "was observed among those men in the highest BMI category and correspondingly lower death rates were observed in each subsequently lower BMI category." And when one looks at the ''difference'' between low fit men in all categories &mdash; which one might think would be most useful since most obese people are not fit &mdash; Blair's upbeat message fades: Normal weight nonfit men had an age-adjusted death rate (the number of excess deaths in the studied group) of 52.1; unfit fat men had the higher rate of 62.1. More: Unfit lean men were half as likely to have a history of hypertension than unfit fat men. In the real world, even according to Blairism, the fat are more likely to die early &mdash; and to live precariously &mdash; than the lean.''{{mn|Critser|13}}-->

<!--

Medical responses to obesity

Conventional wisdom recommends that the obese adopt strategies to lose weight in order to mitigate the health risks associated with obesity. There is controversy both over what those strategies realistically include, and also whether such a goal does actually result in better health outcomes. 

Weight reduction strategies include dietary changes, exercise regimes, weight loss drugs, and surgical interventions (see Therapy, above, for complete list). Of these, "miracle diets" are most contested, with several studies suggesting that short-term weight loss typically results in metabolic adjustments leading to weight ''gain'' in the longer term.-->

<!--

Prevalence and public interest

What qualifies a medical condition as a matter of public interest, rather than a private health issue between doctor and patient, are its social costs. The estimation or measurement of the social cost of obesity is an extraordinarily hazardous statistical task, for two separate reasons. 

Firstly, the collation of evidence concerning the prevalence of obesity, or especially changing rates of prevalence, is open to several types of distortion. In the case of the UK, for one example, ''uninterpreted'' public health statistics may contradict the common belief that obesity is reaching epidemic proportions [http://www.spiked-online.com/Articles/0000000CA8D9.htm]. More generally, average weight increases with age &mdash; so a population with an increasing proportion of older people will have a higher average weight, regardless of changes to diet or activity. 

Secondly, since obesity is the ''correlate'' of a long list of factors which have significant health consequences in their own right, there may be no fact of the matter about which costs to attribute to obesity ''per se'', and which are more properly costed to these co-factors. For one example, the proven relationship between obesity and low social status means that any group of obese persons' health outcomes will be significantly lowered by their average access to medical care, ''as a socioeconomic class'', which will be, on average, lower than that of any non-obese control group. 

Researchers from the U.S. Centers of Disease Control and Prevention in Atlanta{{mn|Mokdad|14}} reported that approximately 400,000 US deaths annually were associated with poor diet and little exercise, and that if the trend continued, this would be 500,000 in 2005, overtaking smoking as the leading cause of death. These statistics are fiercely contested [http://server1.consumerfreedom.com/article_detail.cfm/article/141], and error was admitted by the CDC in November 2004 [http://www.cbsnews.com/stories/2004/11/24/health/main657636.shtml]. In particular, studies of this nature are normally unable to distinguish causes of death, so include many accidental deaths, murders etc., which ought not to be costed to obesity. 

Canada and Europe are generally considered to be somewhat behind the United States in the trend towards overweight, with the rest of the world mixed. Some nations like Egypt, China and Mexico have also suffered from greatly increasing rates of obesity.

In March 2005 the International Obesity Task Force, a global coalition of obesity scientists and research centres advising the European Union, estimated that Finland, Germany, Greece, Cyprus, the Czech Republic, Slovakia, and Malta have exceeded the United States figure of 67% for overweight or obese males.  The task force estimated in 2003 that about 200m of the 350m adults living in what is now the European Union may be overweight or obese [http://www.guardian.co.uk/medicine/story/0,11381,1438700,00.html].-->

<!--

Policy responses to obesity

On top of controversies about the causes of obesity, and about its precise health implications, come policy controversies about the correct policy approach to obesity. The main debate is between "personal responsibility" advocates, who resist regulatory attempts to intervene in citizen's private dietary habits, and "public interest" advocates, who promote regulations, on the same public health grounds as the restrictions applied to tobacco products. In the U.S., a recent bout in this controversy involves the so-called Cheeseburger Bill, an attempt to indemnify food industry businesses from frivolous law suits by obese clients. 

"Personal responsibility" advocates work on the basis that, as the microbiologist Rene Dubos once said,  health ought not to be considered an end in itself, but "the condition best suited to reach goals that each individual formulates for himself" [http://www.spiked-online.com/Articles/0000000CA7A4.htm]. Any other definition permits authorities to curtail the autonomy of the self-determining individual, imposing quantity over quality of life onto them, undermining their civil liberties. As much as principled doctors, personal responsibility arguments have also been offered by food producer lobbies. In 1961, for example, as President John F Kennedy raised concerns about a lack of fitness in American society, a spokesman for the U.S. Dairy industry, Frank R. Neu, wrote advertorials warning ''We May Be Sitting Ourselves To Death'' [http://www.theatlantic.com/issues/61nov/neu.htm]. Not food regulation, but personal exercising, is moved as the solution.

The "public interest" advocate HMO regulations which enable health insurance providers to differentiate between obese and regular customers in their pricing. The "public interest" objective is that obese people will have to pay extra for their health maintenance, bringing "personal responsibility" to bear on their consumption choices. This new tactic is controversial itself &mdash; if a causal link pertains from low social status to obesity (see above), the net effect will be increased costs for low income members of HMOs, particularly ethnic minorities, and reduced costs for slim, middle class white members.  

On July 16, 2004, the United States Department of Health and Human Services officially classified obesity as a disease. Speaking to a Senate committee, Tommy Thompson, the Secretary of Health and Human Services, stated that Medicare would cover obesity-related health problems. However, reimbursement would not be given if a treatment was not proven to be effective.-->

Eksterne lenker

·  [http://www.iotf.org/ International Task Force on Obesity]
·  [http://www.who.int/topics/obesity/en/ Verdens Helseorganisasjon] - sider om fedme

·  [http://www.globalizationandhealth.com/content/1/1/9 Globalization and Health]- «To quell obesity, who should regulate food marketing to children?»
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