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• Patient story: a patient has been committed to structured weight loss for the previous year

– Initial succes

– Most pounds came back ”I have been bad lately”

• GLP-1 analogue requires ICD-10 diagnosis ”morbid obesity due to excess calories”

– Discussion of ”due to” → reflects a simplistic belief among clinicians — one that fuels such shame.

”The consistent theme in these notes is that it’s up to the patient to decide to lose weight, and he will do so when he acknowledges the 

health risks associated with obesity and changes his lifestyle.”

• Discussion of the neuroendocrine system and caloric restriction

– Diet and exercise interventions alone fail to help most people with  obesity to maintain substantial weightloss

– Weight regain is common within one year

– Numerous of diets are thriving in society despite the statistics 

• Fight weight bias → professions need to transform themselves from adversaries of patients with obesity to allies

• Changing the language of a problematic ICD-10 code description! 
–

E66.01 and Our Culture of Shame  Scott Hagan NEJM December 16 2021



Implications of understanding obesity as a 
chronic disease

• The healthcare professional is committed by the 
Hippocratic oath or the obligation as a doctor to take
responsability of treatment

• Prioritation of patients with diagnostic procedures and 
investigations and subsequent treatment in clinical
practice   

• The health care professionals has the competences
whereas the patients have the disease

• Impact on communication and pedagogy in multiple 
ways





Phenotypes of the
ob/ob and db/db mice

• Hungry
• Obese
• Insulin resistant
• Impaired growth
• Hypothermic
• Hypoactive
• Infertile
• Cortisol , T3/T4  
• Immune-incompetent

Coleman DL. Diabetologia 1978;14:141-8.
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Li X et al. Obesity 2010; 18(3):456-62.



Impaired glucose metabolism and altered gut microbiome 
despite calorie restriction of ob/ob mice

A Kashani, AD Brejnrod, C Jin, T Kern, AN Madsen, LA Holm, GK Gerber, JC Holm, T Hansen, B Holst, M Arumugam Animal Microbiome;  2019

• Pair-fed ob/ob mice 
exhibited even more 
compromised glucose 
metabolism and 
maintained strikingly 
similar high body fat 
percentage at the cost of 
lean body mass. 







Two identified mechanisms that
conveys disturbed fat mass regulation;

1. Dimminished transport of leptin across
the blood brain barrier i.e. diminished
leptin transport capacity in relation to 
increased degrees of obesity.

2. After leptin – leptin receptor coupling, 
the subsequent JAK- STAT signalling
pathway within the hypothalamic
neurones is impaired by SOCS-3  in 
relation to increased degrees of obesity





Neuroendocrinological adaptation
against weight loss provide

Translation which explains weight regain

Self-identification in most patients

We don`t know what the challenge is individually

Be humble and serious with your patient



Constantly hungry to a 
degree where he feels he 

is starving to death

-Totally leptin resistent-

Lucas 



Negative energy balance?

• Induces comprehensive 
neuroendocrinological adaptations

• Energy balance is not just a passive 
balance, but instead an active asymmetric
biological function to ensure and secure
sufficient energy to demands in the future

• Fat and energy regulation is able of being 
”energy efficient”

• Be careful about expectations/predujice 
since you really dont know what is going 
on in the individual patient



Translational impact of fat mass regulation

As many as possible treatment plan points from the start!

Integrated energy balance regulation; I.e. not just focus on nutrition
and activity, but also specifically inactivity, picky eating, sugar
dependency, disturbed eating, child upbringing and more

Not just a diet, actually in principle food intake ad libitum!

Caloric restriction through growth and development!

Avoid undereating! Regarded as counterproductive

Motivation!

Understanding of underreporting!



Fat mass regulation
- expected treatment heterogeneity i.e. treatment responses

Outcomes

BMI SDS
BMI 
Fat Mass

Treatment time

Poor

Intermediate

Better

towards

excellent

Causes of response heterogeneity

In principle;

Biological (genes, neuroendocrine regulation etc) or

Psychosocial (SES, safety, neglect, abuse etc)

NB Body composition



• According to the Convention on 
the Rights of the Child (CRC) by 
the UNICEF;

• this reality is unacceptable because 
all children should be able to 
receive medical care when it is 
needed: ‘States Parties recognize 
the right of the child to the 
enjoyment of the highest 
attainable standard of health and 
to facilities for the treatment of 
illness and rehabilitation of health. 
States Parties shall strive to ensure 
that no child is deprived of his or 
her right of access to such health 
care services’
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Psychosocial

Improvements during 
treatment: QoL, bullying, 
appetite, body perception

Endocrinology
Prediabetes
Vitamin D 
insufficiency
Subclinical hypo-
thyroidism
Reference values of 
overweight-related 
biomarkers

Gastrointestinal
Hepatic steatosis

Musculoskeletal
Muscular steatosis 
(68%)

Skin
Hidradenitis 
suppurativa
Acanthosis nigricans
Striae distensae
Acne

Urinary tract
Oxidative stress 
biomarkers

Kidneys
Glomerulosclerosi
s

Lungs
Sleep apnea

Cardiovascular
Prehypertension
Hypertension
Dyslipidemia

Brain
Disturbed 
eating 
behavior

Genetics
6 new 
overweight-
related genes 
discovered

(Courtesy of Dr Holm)

• 75% with low self-esteem, self-
confidence or quality of life 

• 82% with disturbed eating
• 50% with hypertension or 

prehypertension
• 28% with dyslipidemia
• 60% with vitamin-D insufficiency
• 14% with prediabetes
• 45% with sleep apnea
• 31% with hepatic steatosis

• Fogh, J Paediatr Child Health. 2020; 56(4):542-549
• Mollerup, J Hum Hypertens. 2017;31(10):640-646
• Nielsen, BMC Pediatr. 2017 Apr 28;17(1):116
• Plesner, J Pediatr Endocrinol Metab. 2018;26;31(1):53-61
• Kloppenborg, Pediatr Diabetes. 2018 May;19(3):356-365
• Andersen, Eur Arch Otorhinolaryngol. 2019 Mar;276(3):871-878 
• Fonvig, PLoS One. 2015 Aug 7;10(8):e0135018

Complications to overweight
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Resultater

DrHolmApp.dk (aug.
2021)

Meta-analyse 2020

Participants N 940 792 (12 studier)

Gender ♀ ~92% ♀ ~92%

BMI difference –0.63
(95% CI: –0.70 to –0.57, 
P<0.001)

−0.45
(95%CI: −0.78 to −0.12, 
P=.008)

Change in physical activity 1.5 d/uge,
P<0.001

Ingen ændring,
P=.88

Results

www.DrHolmApp.dk

www.DrHolmApp.com

www.DrHolmApp.net

www.DrHolmApp.info

http://www.drholmapp.dk/
http://www.drholmapp.com/
http://www.drholmapp.net/
http://www.drholmapp.info/


• Exactly as 
results seen in 
children and 
adolescnts

Results

www.DrHolmApp.dk

www.DrHolmApp.com

www.DrHolmApp.net

www.DrHolmApp.info

http://www.drholmapp.dk/
http://www.drholmapp.com/
http://www.drholmapp.net/
http://www.drholmapp.info/


• Private use

• Smartphone

• Tablet

• PC/laptop

• No contacts to hcps

Results

www.DrHolmApp.dk

www.DrHolmApp.com

www.DrHolmApp.net

www.DrHolmApp.info

http://www.drholmapp.dk/
http://www.drholmapp.com/
http://www.drholmapp.net/
http://www.drholmapp.info/




Who has responsibility in the treatment of 
patients with astma or diabetes?

The patient or the healthcare professional?



Questions and answers

• 160 questions in 15-20 minutes

• Qualities, frequencies, and amounts

• Pattern recoqnition!

• Flow and rhytm induce acceptance and trust

• Identify most obstacles initially

• Answers are not/or less constructed

• 15-20 minutes or 1 second to establish treatment plan



Personal treatment plan for Dorte (12th of July 2022)

1. Be less picky.
2. Breakfast: not coarse bread, cheese with more than 13% fat, chocolate, spreadable chocolate, jam, fig spread, 
honey, müesli, youghurt, juice or cocoa.
3. Breakfast: You can freely choose between oats, rolled oats and oatmeal porridge with a maximum of one 
teaspoon of raisins/sugar, puffed rye or oat grains (not sweetened), plain yogurt with a maximum of 0.5 % fat 
content, greens, rye bread with lean toppings/cold cuts with a maximum of 9 % fat and cheese with a maximum 
of 13 % fat.
4. Pre-noon meal (between breakfast and lunch): not coarse bread, chocolate, spreadable chocolate, jam, fig 
spread, honey, müesli, or yoghurt.
5. Pre-noon meal: If you're not hungry between breakfast and lunch, skip the meal. It is not necessary to eat 
between breakfast and lunch. If you are hungry, you can choose from ½-2 slices of rye bread (possibly roasted) 
with toppings/cold cuts with a maximum of 9 % fat content and cheese with a maximum of 13 % fat content, 
greens, oats, rolled oats, oatmeal porridge, puffed rye or oat grains (not sweetened), and plain yogurt with a 
maximum of 0.5 % fat content.
6. Eat lunch every day.
7. Lunch: not cheese with more than 13% fat, toppings/cold cuts with more than 9% fat, mayonnaise-based 
salads (e.g. tuna-, italian-, russian-, chicken-), ketchup, mayonnaise, remoulade, white rice, white pasta or meat 
with more than 7% fat.
8. For lunch, choose freely between greens, rye bread with lean toppings/cold cuts with a maximum of 9 % fat 
and cheese with a maximum of 13 % fat.
9. Eat an afternoon meal every day (between lunch and dinner).



10. Afternoon meal: not müesli or yoghurt.
11. Afternoon meal: just like breakfast, you can freely choose between oats, rolled oats and oatmeal porridge with 
a maximum of one teaspoon of raisins/sugar, puffed rye or oat grains (not sweetened), plain yogurt with a 
maximum of 0.5 % fat content, greens, rye bread with lean toppings/cold cuts with a maximum of 9 % fat and 
cheese with a maximum of 13 % fat.
12. Dinner: not white bread, coarse bread, cheese with more than 13% fat, toppings/cold cuts with more than 9% 
fat, mayonnaise-based salads (e.g. tuna-, italian-, russian-, chicken-), ketchup, mayonnaise, remoulade, cream, 
white rice, white pasta or meat with more than 7% fat.
13. Dinner: eat a mixed selection of greens. Choose freely between potatoes, whole-grain pasta, brown rice and 
rye bread. Choose freely between lean meats without visible fat, fish (both lean and fat) and legumes. Minced meat 
must contain no more than 7% fat. A maximum of 2 tablespoons of dressing or sauce per serving. Use as little fat 
as possible and a maximum of 2 teaspoons per person for cooking warm food.
14. Dinner must be portioned (arranged on a plate) in the kitchen.
15. Dinner must be portioned according to the T-plate model.
16. Dinner: if a 2nd portion (2nd serving) is needed, it may be served no sooner than 20 minutes after the 1st 
portion is finished.
17. Late-night meal: Do not eat between dinner and breakfast. But if you are hungry, you can choose from ½-2 
slices of rye bread (possibly roasted) with toppings/cold cuts with a maximum of 9 % fat content and cheese with a 
maximum of 13 % fat content, greens, oats, rolled oats, oatmeal porridge, puffed rye or oat grains (not sweetened), 
and plain yogurt with a maximum of 0.5 % fat content.
18. Late-night meal: not soft drinks between dinner and breakfast.



19. You must feel satiated (full) - but not over satiated - after each of the main meals: breakfast, lunch, the 
afternoon meal and dinner.
20. Salad and vegetables: eat vegetables every day.
21. Choose as little oil or fat as possible when cooking, putting spreads on bread or purchasing dairy products.
22. Fast food: maximum once a month.
23. Sweets/candy and snacking: maximum once a week. See how much under your empty-calories-allowance.
24. Reduce your alcohol intake to a maximum of 3 units of alcohol per week.
25. Physical activity: be physically active for at least 1 hour every day, where you can feel the pulse rising and your 
breathing getting faster.
26. Walk or take the bike to and from work every day, as much as possible.
27. Screen time: a maximum of 2 hours per day (not counting screen time related to work, school assignments or 
homework). No screen time before 5 pm; spend the time before 5 pm being physically active.
28. While you eat, all screens must be turned off.
29. Sleep: go to bed early. For adults (>16 years), the average need for sleep is 7.5 hours and most people need 6-
9 hours of sleep each night.



Incorporated strategies

• Normalise appetite and meal patterns over days, weeks, 
months etc

• Meal excersise included

• Reductions in SSB, snacking, fastfood etc

• Reduction in sedentary activity

• Increase in all kinds of physical activities

• Improve sleep patterns

• Many treatment points achieved with changed shopping 
choices



1                                            2                                              3 years

• 5.5 hours of hcp time per patient/year in secondary sector and 4.5 in the 

primary sector

Treatment course

weight development

P        D      D       N        N                  P       N             D               N                 P

Holm JC et al IJPO. 2011 (3-4):188-96
Mollerup, P. et al. PLoS One. 2017 ;12(3):e0173033.



time

Identify those issues that troubles the patient and family quickly and focus 
target on those difficult issues in the forthcoming consultations

Patient makes treatment plan to ones own choices based on 
nessecity/suffering

Treatment dynamics

planpoints targeted

weight development

18         5                  16                                      3                                        2-4

Holm JC et al IJPO. 2011 Aug;6(3-4):188-96 
Mollerup, P. et al. PLoS One. 2017 Mar 6;12(3):e0173033.



time

induce shame, guilt and self blame

Motivating techniques

planpoints targeted

weight development

18         4                  16                                      3                                        2-4

Holm JC. Behandlerbladet Diabetes. Behandleren kan 
gøre sig skyldig i mislykket vægttab. 2017



Authenticity and self-identification

• Neutral communication introduce adaptation against 
weight loss as an external cause of obesity, thus reduce 
guilt and shame, allow taboos

• Treatment obstacles are easily understood and causes no 
blame, focus on external factors

• All treatment points are essential in weight loss 
• Introduce empowerment and self-awareness
• Compromises will burden the patient/child`s weight 

development
• Process development over time to integrate and establish 

a lifestyle as a new normal
• Control the environment



Direct and indirect effects

• Direct effects securing daily family based habits providing 
efficient sleep, nutrition, activity, development, education, 
and safety according to the UNICEF criteria of a healthy 
life during childhood

• Indirect effects secure well-being and thriving which 
induce family involving process development to guard the 
child, raising and parenting

• Parents aren`t to blame
• Parents are the solution
• All parents want to guard their child 
• Health care professionals act and take responsibility like 

in other chronic diseases in childhood
• All patients are highly motivated 



Double trouble

• Challenges; low social class, other etnicity, deprived 

development, puberty, low IQ 

• Beliefs/Perceptions (HCPs / patients);
both parents should accompany the child, patient shall 
learn from own success, not measuring weight, a lot of 
psychosocial strain, expect less result with low SES, IQ 

• Double trouble



The dynamics of weight loss 

• Expected treatment outcome, process development
14  OK

5 not OK                                                         Transition towards

everything always 

N
• C           12 not OK

• 1

• Phase 1; weight loss by treatment plan
• Phase 2; compliance/ adaptation against weight loss
• Phase 3; realizing your reality and treatment need
• Induce process development within the family

Time, years

BMI SDS

2

3

19



Power and resistance
respect autonomy

Authority

• Set up borders/boundaries

• Change

• In character, authentic 
messaging

• HCP responsibility

• HCP resignation

• HCP excellence

Resistance

• Sarcasm
• Irony
• Excuses
• Explanations
• Intellectualisation

• Distraction
• Confusion 
• Chaos



SUFFERING MOST UNKNOWN TO HCP

RESISTANCE NATURAL, POWER RELATIONSHIPS

MODULATION TRANSFORMATION OF MIND-SET

PERSPECTIVE UNDERSTAND YOUR BODY, DISEASE AND REQUIREMENTS

INTERNALISE  TREATMENT PLAN DUE TO MEANING AND RELEVANCE



Figure 2.



Communication and Pedagogy

• Presence and the left impression

• Neutral tone and language

• Flow and rhytm

• Perceptions and challenges



Breaking Down the Barriers

SMALL STEPS? OR as many as possible treatment plan points from the start!

an integrated energy balance regulation; I.e. not just focus on nutrition and activity, but also specifically
inactivity, picky eating, sugar dependency, disturbed eating, child upbringing and more

CALORIC RESTRICTION? OR Not just a diet, actually in principle food intake ad libitum!

During growth and development!

MOTIVATION! With inherent internalised blame and shame! Or a professional neutral approach?

UNDERREPORTING OFTEN CONVEYING DISTRUST!  Or understanding FMR adapt by increase energy
intake i.e. instead utlise ad libitum intake

Avoid undereating! Regarded as counterproductive due to FMR adaptations



Who has responsibility if one utilises the 
concept or the construct of motivation in the 

treatment of obesity?

The person or the healthcare professional?



If obesity is a disease, then the hcp must 
take responsibility of treatment, which by 

principle disqualify the construct of 
motivation!



Tendencies

• Stigmatisation! Discrimination!

• Not measuring height and weight!

• Eating disturbacies

• Bio hacking

• Weight neutral approach

• Intuitive eating

• Food industry

• Secure optimal growth and development?



Kolding municipality

• Qvalitative research concluded that children felt they were
wrong

• On how many? Representative sample?

• Why stop measuring height and weight? Why not focus on 
the conversation and messaging?

• Who carry the responsibility of monitoring all the 
potential paediatric diseases impacting growth and 
development?

• Health authories! WHO.



Consequences of not measuring

• Knowledge of growth and development in relation to hundreds of 
paediatric diseases with potential impact on growth, development
and thriving (physical, mental and social)!

• To evaluate growth, development, growth velocity, stting height, 
body proportions, familiar predisposition etc is in principle a 
specialist task!

• Neglect, child abuse, sexual abuse, anoreksia and bulimia!

• 100 years tradition of disease prophylaxis and health promotion!

• General care and compassion!

• Overweight and obesity, development, relapse?!



Many thanks for the attention

Mail          jhom@regionsjaelland.dk and jch@drholm.com

LinkedIn Jens-Christian Holm 

Orcid 0000-0003-4653-342X

Facebook    Jens-Christian Holm

Instagram JensChristianHolm

Twitter         JC_Holm

Homepage www.jenschristianholm.dk/uk/

mailto:jhom@regionsjaelland.dk
mailto:jch@drholm.com
http://www.jenschristianholm.dk/uk/

