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Overweight and obesity in European population

1 out of 2 adults

are living with overweight or obesity
185-190 million adults '~

1 out 3 children (/9 vyears) _ _ _ _
are living with overweight or obesity

1 in 5 adolescents e
are living with overweight or obesity -~

~20-25 million children and adolescents

OECD & European Commission. Health at a Glance: Europe 2024: State of Health in the EU Cycle. Paris:
OECD Publishing; 2024.

WHO Regional Office for Europe. WHO European Childhood Obesity Surveillance Initiative (COSI), Round
6 (2022-2024). Copenhagen: WHO Europe; 2025.

Eurostat / EU-SILC data reported in Health at a Glance: Europe 2024.



Epidemiology and consequences of adiposity in
Europe

Mortality
« contribute to more than 1.2 million deaths annually in Europe, accounting for over 13% of

total mortality
« the leading causes of disability and premature death and is a major contributor to CVD, type 2
diabetes, CKD, MASLD,
several cancers

Cardiovascular Morbidity
« substantially increases the risk of coronary artery disease, heart failure (particularly HFpEF), atrial
fibrillation, hypertension, stroke, peripheral arterial disease

Economic Burden
« estimated to account for 2-8% of total healthcare expenditures across European countries.

Beyond direct healthcare costs, adiposity drives substantial indirect costs
« reduced productivity, disability, work absenteeism, premature retirement, informal caregiving
requirements.



Many paths can lead to adiposity
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Adiposity is driven by multiple
interacting causes and progression
factors, including genetic
susceptibility, biological
mechanisms, psychosocial
influences, environmental
exposures, socioeconomic
conditions and health behaviours.

Adiposity is a chronic, relapsing
disease in which abnormal
excess adiposity is gateway for
impairs health, increases the
risk of long-term medical
complications and reduces life
span.

Bowman-Busato ], Schreurs L, Halford JCG, et al. Providing a common language for obesity: the European Association for the Study of Obesity obesity
taxonomy. Int J Obes. 2024. do0i:10.1038/s41366-024-01565-9.
Donini LM, Ballesteros-Pomar MD, Batsis JA, Boirie Y, Cappellari GG, Poggiogalle E, Barazzoni R. Obesity is always a clinically relevant chronic disease. Eat
Weight Disord. 2026 Apr 18;31(1):35. doi: 10.1007/s40519-026-01820-0. PMID: 41999564; PMCID: PMC13091861.



Obesity is an Adiposity Based Chronic Disease (ABCD)

Distribution
Function

Amount

Adiposity
I
| |

Fat mass disease Sick fat disease
Altered & pathological Deranged endocrine &
mechanical forces immune responses

Frithbeck G, Busetto L, Dicker D, Yumuk V, Goossens GH, Hebebrand J, Halford JGC, Farpour-Lambert NJ, Blaak EE, Woodward E, Toplak H. The ABCD of Obesity: An EASO Position Statement on a
Diagnostic Term with Clinical and Scientific Implications. Obes Facts. 2019;12(2):131-136. doi: 10.1159/000497124. Epub 2019 Mar 7. PMID: 30844811; PMCID: PMC6547280. Preda A,
Carbone F, Tirandi A, Montecucco F, Liberale L. Obesity phenotypes and cardiovascular risk: From pathophysiology to clinical management. Rev Endocr
Metab Disord. 2023 Oct;24(5):901-919. doi: 10.1007/s11154-023-09813-5. Epub 2023 Jun 26. PMID: 37358728; PMCID: PMC10492705.



Adiposity and its impacts on health

EASO OBESITY AND ITS IMPACTS ON HEALTH

Feropean Assocstion for e Susdy ol Gty

[

MNeurological & Psychosocial

]

Endocrine & Metabolic Disorders

= Higher incidence of Cerebrovascular Accidents (strokes)
and cognitive decline

« Elevated risk of Type 2 Diabetes Mellitus (T2DM), A mu Iti-System chronic

Metabolic Syndrome, Dyslipidemia, and hormonal imbalances

= Increased prevalence of mental health disorders, including i i i
depression, anxiety, body dissatisfaction, and low self-esteem ] d Isea Se d rlver affeCtl n g
( Cardiovascular nearly every major organ
+ Increased incidence of Coronary Artery Disease
Respiratory and Hypertension SySte m
» Association with Obstructive Sleep Apnea (0O5A) . . .
and hypoventilation syndromes ] It Increa SeS rISk aCFOSS .
( | Immune *metabolic
s Chronic low-grade inflammation and impaired
D'lgestive immune responses ° i
= Increased risk of Metabolic Dysfunction—Associated Ca rd Iova SCU Ia r
Steatotic Liver Disease (MASLD) and certain malignancies ] b res pl ra tO ry

Some Cancers
» Including increased risk of colorectal, prostate, and liver cancer .Ca n Ce r

Integumentary (Skin)

e Prone to infections and dermatological conditions ] i re p rOd u Ctlve
= Associated with acanthosis nigricans and psoriasis
__Renal *musculoskeletal
[ = Elevated risk of Chronic Kidney Disease (CKD)
Reproductive ] .renal
s Linked to infertili
nied to Inferdiity Musculoskeletal .mental hea Ith Systems

» Predisposition to Osteoarthritis, reduced mobility,
and sarcopenia

MALE

BMI = 30 kg/m? or BMI =z 25 kg/m? and Waist to Height Ratio = 0.5 with medical,
functional or psychological impairments or complications

Developed by the European Association for the Study of Obesity enquiries(@easo.org | www.easo.org

Read the full publication in Nature Medicine: https://doi.org/10.1038/541591-024-03095-3



Adiposity is a major driver of CVD development

Main CV consequences of adiposity

CV risk factors Atherosclerosis
Diabetes mellitus = = Coronary artery disease
Arterial hypertension = = Peripheral arterial and
Dyslipidaemia s cerebrovascular disease
Obstructive sleep apnea =

Main

Arrythmia cardiovascular Heart failure
Arterial fibrillation = consequences " HFpEF
SCD = of obesity = HFreF

Thromboembolism @ Valvular disease

Deep vein thmmb{?s's - = Aortic valve stenosis
Pulmonary embolism =

Koskinas et al, ESC Clinical Consensus Statement, EH], 4063 - 4098, 2024



Pathophysiological mechanisms linking excess
adiposity to CVD

IR and metabolic
dysfunction

Chronic low-grade
inflammation
Endothelial dysfunction
Ectopic fat depositio
Adipokine
dysregulation
Neurohormonal
activation (RAAS and
sympathetic nervous
system)

Prothrombotic and
procoagulant state
Cardiac remodeling and
myocardial fibrosis

ASCVD

Whole body metabolism

* Type 2 diabetes
Dyslipidemia
Hypertension

Cardiac metabolism

* Myocardial fat
Insulin resistancea

* Low-grade inflammation

Arrhythmias (typically AF)

* Atrial remodeling and enlargement

* Fibrosis

* Increased sympathetic activity
Electrical remodeling

* |mpaired contractibility

Thrombosis

* Steatotic liver
* Increased clotting factors

H

FPEF

Peripheral vascular resistance
Ventricular filling pressure

Increased pulmonary artery pressure
Increased O, demand

Obstructive sleep apnea

Poor filling

Hypoxia

HFrEF

Myocardial damage and dilatation
Ischemia

Hypertension

Valvular Disease

Increased load

* Valve damage

Koskinas et al, ESC Clinical Consensus Statement, EH], 4063 - 4098, 2024, Powell-Wiley TM et al.,Circulation 2021 e-984-e1010



A new framework for diagnosis, staging and
management of obesity in adults

2 25 kg/m? and WtHR 2 0.5)
* Obesity (BMI = 30 kg/m?)

Pillars of treatment for obesity

management in adults

= Behavioral modifications
(including nutritional therapy,
physical activity, stress
reduction, sleep improvement)

= Psychological therapy

= Obesity medications

= Metabolic/bariatric (surgical and
endoscopic) procedures

Diagnosis of obesity

Anthropometric component
= High-risk fat accumulation (BMI

Clinical component
= Medical domain
* Functional domain
= Mental domain

WHR, waist to height ratio
Busetto L, ot al. Nat Mad. 2024;30:2395-2399

Diagnosis of obesity
BMI = 30 kg/m? or BMI 2 25 kg/m?
and WtHR = 0.5 plus medical,
functional or psychological
impairments or complications

Initial level of intervention

Intensification of therapy
if initial level is not sufficient to
achieve personalized
therapeutic targets

The European Association for the Study of
Obesity presents a new framework for the
diagnosis, staging and management of obesity
inadults to better align with the concept of
obesity asanadiposity-based chronic disease.

é\

Assess medical,
functional, and
psychological status
(mental health and
eating behavior) in any
person with obesity




Implications of the EASO’s new framework definition of
obesity: prevalence and association with all-cause mortality

Figure 1. Distribution of the population by the EASO definition.
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BEMI = body mass index; EASO = European Association for the Study of Obesity.

Dicker D et al. Implications of the EASQO's New Framework Definition of Obesity: Prevalence and Association With All-Cause Mortality. Ann Intern Med.
2025 Aug;178(8):1065-1072. doi: 10.7326/ANNALS-24-02547. Epub 2025 Jul 8. PMID: 40623308



Clinical characteristics of the study population by the new
criteria for obesity diagnosis
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KEY UPDATES IN THE FRAMEWORK

A LIVING
FRAMEWORK,
NOT A ONE-OFF
ALGORITHM

The 2026
update
confirms
EASO's
intention to maintain

KEY
MESSAGE

CLEARER
EVIDENCE FOR
BODY WEIGHT
MANAGEMENT

For total
body weight
loss, all
medications
assessed showed
clinically meaningful
benefit versus placebo.
The strongest weight-
loss effects were seen
with tirzepatide and
semaglutide, with
tirzepatide maintained
above semaglutide
in the body weight
management domain.

STRONGER
FOCUS ON
OBESITY-RELATED
COMPLICATIONS

The framework
distinguishes
between:

Body weight management

in obesity, where no
complications are present
and the aim is to prevent
dysfunction in non-adipose
organs.

Complications management in
obesity, where complications
are already present and the
aim is to reverse or improve
dysfunction in non-adipose
organs.

NEW LIVER
DISEASE EMPHASIS

The most
substantive 2026
update is in the
liver domain. The
framework now includes:

MASH resolution,
where current evidence
supports benefit for
both semaglutide and
tirzepatide.

Liver fibrosis improvement,
newly added in 2026,
where current evidence is
strongest for semaglutide,
while evidence for
tirzepatide remains less
mature.

EASO pharmacological management framework:
2026 UPDATE

Our 2026 update to the EASO pharmacological management framework for obesity
management reflects the rapidly evolving evidence base for cbesity management
medications, particularly incretin-based therapies. The framework remains a
practical, evidence-informed algorithm to support clinical decision-making, not a

The updated framework is based on 62 randomised controlled trials, incorporating
evidence published up to 21 November 2025. it refines the 2025 EASO algorithm by
strengthening the evidence around total body weight loss, clarifying the comparative
position of available medications, and expanding the liver disease domain to include
MASH resolution and, newly for 2026, liver fibrosis improvement.

MECHANISM-

INFORMED CARE

The framework

supports a more
precise understanding

of obesity through

two concepts

Metabolic adiposity: linked

to deranged endocrine and
immune responses, contributing
to complications such as
prediabetes, type 2 diabetes,
cardiovascular disease, heart
failure and MASLD/MASH.

Mechanical adiposity: linked

to altered physical forces,
contributing to complications
such as obstructive sleep
apnoea and knee osteoarthritis.

Pharmacological obesity management should be personalised. Treatment decisions should consider not only body [OF-—r 0|

o 0 o| V weight outcomes, but also the presence and severity of obesity-related complications, including type 2 diabetes, 2
cardiovascular disease, heart failure, obstructive sleep apnoea, knee osteoarthritis and MASLD/MASH. e
https:fidoi.org/10.1038/541591-026-04397-4 lﬁ&




EASO pharmacological management framework:
2026 UPDATE

TREATMENT ALGORITHM FOR INDIVIDUALS WITH OBESITY

OMM decision

This algorithm is based on the presence or absence of
obesity related complications and RCT evidence available
up to 21 Movember 2025. Medications are listed in order of
efficacy for each endpoint indicated. Within each domain,

Mo complications pressnt Complications present medications are positioned to reflect comparative efficacy for
| | the stated endpoint(s) based on trial evidence available up
Goal to treat: Metabolic adiposity accumulation Goal to treat: Rewerse dysfunction to the cut-off; this is not a presoribing sequence and should
to prevent dysfunction in non-sdipose ongans n non-adipose organs not be interpreted as & universal ranking 3 ins.

Medications shown at the same level have comparable
effects for that domain andior endpoint. Where comparative
evidence is indirect or limited, apparent differences should
be interpreted alongside uncertainty and evidence maturity.

Blue shading indicates statistically significant effects
TR versus control: grey shading indicates no statistically
significant effect or no available evidence for that domain
Algorithm entries reflect doses licensed for chronic weight
Primary TEWL 0545 EI& pain Mormoglycemia Diabetes Hospitalization MASH mant in adults in the Eur Union at the evidence
endpoints: st endpaint remission remission restoration remission MaCE tor heart failure  remission® man=ge " " opesn Snien =

cut-off; higher-dose regimens (for example, semaglutide
at 7.2 mg) are acknowledged but are not included as
separate nodes. Medications and doses: lraglutide, 3.0 mag;

[ N S R R

Mew in 2026
_u“.-ﬁhmbh_.._ naltrexone—bupropion (Maltr—Bupr), 32 or 360 mg: orlistat,
Avnilable Impravement 360 mg: phentermine-topiramats (Phen-Topir), 15 or 92 mog:
e b e semaglutide, 2.4 mg; and tirzepatide, 10-15 mg. alimited trial
21 Movember 2025 numbers andior substantial between-study heterogensity
Bl i et may reduce reliability for selected estimate(s), and dinical
I ASH Liver fibrosis . . . i
Mot lable! resclution: improvement | judgement is recommended. OVD, cardicvasoular disease; HF,
b ! +Semoglutide -« Tirzepatide «Phen-Topir  *Phen-Topir  «Orlista sLireglutide  slireglutide = Trzepatide | heart failure [with preserved ejection fraction]; KA, knee
! # Phien-Topar # Phizn-Topar # Orliztat = Dirlistat = Torzepatide #Phen-Topir # Phen-Topir # Lirsglutide ! . ~
i «Liraglutide  +Naltr-Bupr «Haltr-Bupr +Phen-Topir  «Orlistat « Orlistat +Phen-Topir | ostecarthritis; MACE, major adverse cardiovascular event;
1 = Naltr-Bupr s Orlistat = Liraglutids sMaltr-Bupr s Maltr-Bupr = Orlistat | . - . -
i « Orlistat « Naltr-Bupr i MASLD, metabolic dysfunction-assodated steatotic lver

disease: O5AS, obstructive sleep apnea: PEO, placebo.

Pharmacological obesity management should be personalised. Treatment decisions should consider not only body
KEY © © o| ¥ weight outcomes, but also the presence and severity of obesity-related complications, including type 2 diabetes,

cardiovascular disease, heart failure, obstructive sleep apnoea, knee osteoarthritis and MASLD/MASH.
MESSAGE ;\J-J https://doi.orq/10.1038/541591-026-04397-4




Adressing adiposity: A chronic disease requiring whole-of-

society action

Disease Requiring Whole-of-Society Action

A Chronic

ViV

UNDERSTANDING
OBESITY

A complex chronic
disease with unequal
impact

WLl

+ Obesity is influenced by genetic, environmental, and
social factors

« Obesity is unequally distributed due to: social and
economic barriers, environmental and commercial
influences, healthcare access and system barriers,
and life-course and structural factors

« Requires early recognition, clinical diagnosis, and
long-term, person-centred management

o Development is not determined by individual
behaviour alone

ENABLING HEALTHIER
ENVIRONMENTS

Local action can
support health,

mequity, and care

* Shape food systems, housing, transport, and built
environments to promote health and reduce the risk
of non-communicable diseases, including obesity as
a chronic disease

=« Embed equity and access into urban planning and
local services, addressing unequal risk exposure

s Collaborate across public health, healthcare,
education, and community networks

e Support early recognition, referral pathways, and
access to appropriate management

WWW.easo.0ng

Classified as public by the European Medicines Agency

COMMUNICATING
WITHOUT STIGMA

ot
A

Language and
respect matter

N
» Use person-first, non-stigmatising language
(e.g. “person with obesity”, not “obese person”)

» Promote inclusive, compassionate communication
of evidence-based messages that support dignity,
access to care, and equity

» Recognise obesity as a biologically driven,
adiposity-based chronic disease

» Reject narratives that frame obesity as controllable
through willpower or behaviour alone, avoiding

blame and sterectypes
EASO

Eurpean Aaszoabon for e Sty ol Oty



Managing process to reach treatment goals

&
__ @ ak & o
" = »t
. e 5. Integrate -
o-al® treatment @-
- goals S Log

I3 & 025

O
= Q © . 4, Apply holistic diagnosis
K_l) . and management
L@ -9
N A . 3. Identify available
resources

1. Understand professionals

A‘)

Yarnoz-Esquiroz P, Olazaran L, Aguas-Ayesa M, Perdomo CM, Garcia-Goni M, Silva C, Fernandez-Formoso JA, Escalada J,
Montecucco F, Portincasa P, Frithbeck G. 'Obesities': Position statement on a complex disease entity with multifaceted drivers.

2. Engage healthcare {4 '

Eur J Clin Invest. 2022 Jul;52(7):e13811. doi: 10.1111/eci.13811. Epub 2022 May 12. PMID: 35514242; PMCID: PMC9285368.

From a strategic perspective,
successful achievement of
treatment goals requires
understanding of the
disease,

engagement of healthcare
professionals,
identification of resources
to support long-term care,
establishment of an
accurate diagnosis and
individualized disease
management plan,
implementation of timely
and personalized
treatment interventions,
definition of realistic
treatment goals, and
continuous monitoring of
outcomes.



Key messages

« The growing burden of obesity is driving a paradigm shift in cardiovascular
prevention - from managing downstream risk factors to targeting excess
adiposity as an upstream driver of cardiometabolic disease.

« Reducing excess adiposity represents one of the greatest opportunities to lower
cardiovascular risk, improve population health, and decrease the burden of
cardiovascular morbidity, mortality, and healthcare costs across Europe.

« Adiposity prevention, treatment & management at a/l life stages is
essential
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Greetings from Bratislava, Slovakia
[fabryova@metabolklinik.sk
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