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* Ta TpodLua TEPLEXOUV XLALAOEC XNILKEC OUOLEC, OL OTIOLEC
urtopouv va taélvounbouyv oe:
* OpeMTLKA cuoTaTlka (pe Bdon tnv mpoodopd
EVEPYELAC):

* MoKpPOBPETTIKA CUCTATLKA (MPWTEIVEG,
voatavOpakec, Almog).

« A L(]"[_'p O Cl) r’] »; * MwkpoBpemntikad cuotatika (Brtapiveg, avopyova

CUOTOTLKA).

e AAAEC OUOLEC, OTIWC XNMLKA TIPOOOET, UIKPOBLAKEC
TOELVEC, XNHLKA TToU oxnuatifovtat Kotd tn SLapKeLa
TOU HOYELPEUATOC, KATT.
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Past-month
cigarette use
among US

youths in NSDUH
and MTF: 2002
to 2019

Percent Using in Past Month

16

14

12

10

| —o—NSDUH 12 to 17 3.4° 32 g
—o— MTF 8th and 10th Grades Combined 23
02 03 04 05 06 07 08 09 10 11 12 13 14 15 16 17 18 19

Survey Year




A 30 -

25 -

N
o

Prevalence (%)
o

—
o
1 L1 1 1

Any tobacco Any 22 Tobacco E-cigarettes Cigarettes Cigars Smokeless  Hookah
productf combustible productsll tobacco
tobacco§
B Female, High School @ Male, High School
0O White, non-Hispanic, High School OBlack, non-Hispanic, High Schi

O Hispanic, High School m Other race, non-Hispanic, Higt

* Prevalence (percent) of
tobacco use in the United
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Global Burden of Disease, amoteAéoporta oo 21 xwpeg anod to 1990 - 2010
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Figure 2.2 The 10 leading diseases and injuries and 10 leading risk factors based on percentage of global deaths and disability-adjusted life years
(DALYs), 2010. http://www.healthmetricsandevaluation.org/gbd/publications/policy-report/global-burden-disease-generating-evidence-guiding-policy.
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TIAPAYOVTEC KIvOUVOU Ttou cuv-elodEpouv otnv erfapuvon tng vooou eival 6
Statpodikoi kat 7 akopo cuvdEovtal apeoa Ue tn dStatpodn

GBD 2019; http://www.healthdata.org/results/data-visualizations



http://www.healthdata.org/results/data-visualizations

This data highlights that while age-standardized rates for most risk
factors have decreased (suggesting better treatment/management),
the total burden from metabolic risk factors like high BMI and high

FPG has significantly increased between 1990 and 2019.
Table 2-3. Leading 20 Risk Factors of YLL and Death in the United States: Rank, Number, and Percentage Change, 1990 and

2019
YLL rank (for to- | Total No. of YLLs, in thou- Percent change, 1990-2019 Corresponding total No. of Corresponding percent
tal number) sands (95% Ul) (95% UI) deaths, in thousands (95% Ul) | change, 1990-2019 (95% Ul)
Age-
Risk factors Total No. of Age-standard- Total No. of standardized
for disability 1990 2019 1990 2019 YLLs ized YLL rate | 1990 2019 deaths death rate
Smoking 1 1 11 005.06 10371.03 —5.76% —46.43% 515.41 527.74 2.39% —42.21%
(10692.42 to (1001719 to (—8.46% to (—47.91% to (496.77 to (505.55 to (—1.8% to (—44.18% to
11351.22) 10728.28) —2.93%) —44.85%) 537.03) 550.83) 6.28%) —40.15%)
High SBP 2 2 8466.11 7815.63 —7.68% —45.76% 503.63 495.20 —1.67% —45.94%
(7465.95 to (6814.38 to (—13.09% to (—48.82% to (425.60 to (407.47 to (—9.73% to (—49.57% to
9424.27) 8821.87) —2.58%) —42.81%) 573.56) 574.65) 6.05%) —42.07%)
High BMI 4 3 4994.23 7778.57 55.75% —9.18% 232.16 393.86 69.65% —5.82%
(8131.76 to (5416.09 to (41.31% to (—17.75% to (138.00 to (257.61 to (52.54% to (—15.3% to
6877.86) 9912.24) 80.47%) 5.86%) 334.08) 528.44) 98.96%) 10%)
High FPG 5 4 4664.81 7121.62 52.67% —12.25% 263.41 439.38 66.81% —8.01%
(83563.73 to (5548.50 to (87.87% to (—20.59% to (193.27 to (320.11 to (48.24% to (—17.9% to
6006.04) 9006.14) 68%) —3.79%) 355.67) 582.66) 85.48%) 2.09%)

Circulation. 2022;145:e153—e639. DOI:10.1161/CIR.0000000000001052




Emeénynon nivaka 2-3

* To kamviopa TopapEVEL 0 #1 mapayoviag Kivduvou tooo to 1990 600 Kal To
2019, av kot ta YLLs pewwdnkav kata 5,76% Kkat 0 NALKLOKO T(POCOPUOCHEVOG
puOuOC YLL petwBnke onpavtika kata 46,43%.

* HuynAr ocuotoAwr| aptnplakr) rtieon (SBP) Siatripnoe tn B€on #2, pe peiwon
7,68% ota YLLs kat pewwon 45,76% otov nALKLOKO TPOcopUoopuEVO puOuo YLL.

0O ug)rl)\éq Agiktng Madag Zwpartog gBMI) peTakwvrnOnke amno tn Bcon #4 otn Beon
#3, delyvovtac pa avnouxntikn avenon 55,75% ota cuvoAwka YLLs kat 69,65%
awénon otoug Bavatoug, av Kat ot NALKLOKA TPooapHocUEVOL pubpol 6&Lav
LELWOELC.

* H udnAr yAukoln mhaopatog vhoteiag (FPG) petakvrnBnke amno tn B€on #5 otn
Ocon #4, ne avénon 52,67% ota YLLs kat 66,81% avénon otoug Bavatoug



Risk function of deficiency and excess for individuals in a population related to food
intake, assuming a Gaussian distribution of requirements to prevent deficit and avoid
excess
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Y€ YEVIKEC YPOUUEC N Slatpodik tpooAnyn €xel moAAamAd onpeia aéloAoynong
1. Tikal moco katavaAwvetal

2. Tpomog nmposTolpaciog

3. TomoBeoia katavaAwong

4. Yuxvotnta YEUUATWV
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Figure 10.1 The relationship between food and health.



Atatpodikec OdnyleCc — 2VUOTAOELC YL
LOLKPOBPETITIKAL

Juotaon eni %Evepyelakng npocAndng

55 (45-65)
Ano ta onoia, <10% tng evepyelaknic npéoAndng o
odkxapa Kat 25 yp GuTIKES veg
TouAdyxLoTtov n pior moodTNTA Ao oltnPd OAKNAG
Npuwreiveg % 10-20 (15%)
(vo/x\é Bapoug) (0.8 yp ava kiAo Bapoug)
Zuvolwka Aimn & EAaua (%) 30-35(20-35)

Kekopeopéva Aimn <10

MovoakdpeoTa *

MoAvakopeota 6-10

*8ev UTIAPXEL QKON Kal OAPEPX CUYKEKPLIEVN cloTaon
Ot npooAnyn npwrteivnc evdeikvutal amo 0.8 yp Ewc 1.2 yp/kiAo 1bavikou Bapog

Institute of Medicine (US) Committee to Review Dietary Reference Intakes for Vitamin D and Calcium; Ross AC, Taylor CL, Yaktine AL, et al., editors.

Washington (DC): National Academies Press (US); 2011.


http://www.nap.edu/

ESC/EAS Guidelines for CVD prevention

Diet Healthy diet low in saturated fat with a focus on wholegrain products, vegetables, fruit, and fish.

Magnitude of the effect Level
Lifestyle interventions to reduce TC and LDL-C levels

Avoid dietary trans fats +4 -
Reduce dietary saturated fats ++ -
Increase dietary fibre ++ -
Use functional foods enriched with phytosterols - -
Use red yeast rice nutraceuticals ++ -
Reduce excessive body weight fole -
Reduce dietary cholesterol + _
Increase habitual physical activity + _

ESC/EAS: European Heart Journal (2020); 41: 111-188
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A More Complete Diet-Heart Paradigm

Carbohydrate quality

Specific fats and fatty acids Blood lipids and apolipoproteins

Fruits and vegetables

Chronic atherosclerosis

Blood pressure Acute plaque rupture and

Whole grains and nuts myocardial infarction

Endothelial function

Fish and shellfish :
1S and snetllis Glucose-insulin homeostasis SRR Rt el

Dietary fiber Ischemic stroke

Systemic inflammation

Dairy and meats — —

Vascular adhesion Hemorrhagic stroke

Alcohol and other beverages . ;
: o Satiety and weight gain labetes mellitus
Minerals and antioxidants y LI

. Cardiac hemodynamics Overweight and obesity
Phytochemicals

Energy balance Thrombosis and coagulation Congestive heart failure

Dietary patterns Cardiac arrhythmia Atrial fibrillation

Food processing and preparation

Mozaffarian D. Nutrition and Cardiovascular Disease. Chapter 48.

In: Braunwald's Heart Disease; A Textbook of Cardiovascular
Medicine, 9th Edition. 2011



Food choices to lowe LDL lipoprotein cholesterol and improve the overall lipoprotein profile

Cereals

Vegetables

Legumes

Fruit

Sweets and sweeteners

Meat and fish

Dairy food and eggs

Cooking fat and dressings

Nuts/seeds
Cooking procedures

To be preferred

Wholegrains

Raw and cooked vegetables
Lentils, beans, fava beans, peas,
chickpeas, soybean

Fresh or frozen fruit

Non-caloric sweeteners

Lean and oily fish, poultry without
skin

Skimmed milk and yoghurt

Vinegar, mustard, fat-free dressings

Grilling, boiling, steaming

To be used in moderation

Refined bread, rice, and pasta, bis-
cuits, corn flakes

Potatoes

Dried fruit, jelly, jam, canned fruit,
sorbets, ice lollies/popsicles, fruit
juice

Sucrose, honey, chocolate, sweets/
candies

Lean cuts of beef, lamb, pork, and
veal, seafood, shellfish

Low-fat milk, low-fat cheese and
other milk products, eggs

Olive oil, non-tropical vegetable
oils, soft margarines, salad dressing,
mayonnaise, ketchup

All, unsalted (except coconut)

Stir-frying, roasting

To be chosen occasionally in
limited amounts

Pastries, muffins, pies, croissants

Vegetables prepared in butter or

cream

Cakes, ice creams, fructose, soft
drinks

Sausages, salami, bacon, spare ribs,
hot dogs, organ meats

Regular cheese, cream, whole milk
and yoghurt

Trans fats and hard margarines
(better to avoid them), palm and
coconut oils, butter, lard, bacon fat

Coconut

Frying

ESC/EAS: European Heart Journal (2020); 41: 111-188



Food choices to lower LDL cholesterol and improve overall lipoprotein
profile

Awatpodkeg EmIAOYEG yla Tnv npootaocia tne Kapdlayyelakng Aettovpyiag

_ No tpoTIHwvTaL Me pétpo No emAéyovTal MEPLOTACLAKA KOL UE HETPO

Anpntplaka & ApvAouya OAWKAG dAeong mpoiovta Neuka & emegepyacpéva SnuntpLlakd, PwuLad, IdoAilatoeldn , EToLpa KELK 1] AAAA YAUKA

PodLua {upapika, pull

Aoyavika Qua, Bpaotad, Pntd Aaxavikd MNatdteg AOXOVIKA LOYELPEUEVA UE BOUTUPO N KPEUES
YAAQKTOG 1) TyaviTd

®dpouta Opéoka 1 katepuypéva Anoénpapéva, LeAE, popueAadeg, XUHOUG Mpaviteg pe Laxapn N ppoutomotd
(eldka to podL)

MuKA & YAUKOVTIKEG OUOLEG FAUKQVTLKA XWwpPLc Bepuideg (ry. otéBLa) MEéAL, cokoAdta, coukpoln K&k, yAuka, ava uKTika

Kpéag, Wapla & Avya Wapla (+Autapad), MouAepika xwplg tnv Amaxa KOKKWva Kpgata, Balaoolvd, auya AOUKAVLKO, OAAOQVTLKA, TtaidaKLa
nétoa

Amtayo yEAa & yLooUpTL | pUTIKA XapnAwv Autopwv Tupl, yaAa, yloouptt MARPEC YOAXKTOKOMLKAL

‘EAawa & Ainn MmnaAoauiko, povotapda, eAatdAado, Mapyapiveg, EToLua VIPECLVYK Maylovela, kétoarm, potvikéAalo, AadL kapudag,
ABoKAvTo, €ALEG Aapdi

Znpoti Kapmoi ‘OAot oL avaAatol & Boutupa Enpwv Kapuda

KapTtwyv

(eldka ta kapLdLa)

Mayeipspa WnRowo otn oxapa, Bpdciuo, atuog 2oté 1 Yoo oto poupvo Tnyavioua

European Heart Journal (2020) 41, 111-188 doi:10.1093/eurheartj/ehz455



AvoBpeila

YNOOoLTLoOHOG & YTEPOLTIOUOC

Mn dbUCLOAOYLKI) KATAOTOON TTOU TIPOKAAELTAL
arno eAAelelg, avicopportieg i utepBoAEC otnv
EVEPYELAKN /KoL TIPWTEWVLKA TpocAnyn 1
AAAWV BPETMTIKWY CUOCTOTIKWY

EAewpn pkpootoyeiwv: —“Hidden hunger” —

QVETIOLPKI G KATOVAAWGON CNUOVTIKWY BLTALVWVY
KoL LYVOOTOLXELWV YL TOV OPYQAVLIOUO



Aebdopeva Maxvoapkilog

* Ta teAevutaia 10 xpovia avénon oTov ENMUTOANCHO TNE IaxvoapKiac otnv Evpwrn
e MeyaAn StakUpavon napatnpeite HETOEY TWV KPATWY
* To MTOCOOTO ATOUWYV UE TIaYLVoapkiot Kupaivetat oo 10% kot avw
* Nocooto ava ¢puAo
* NMNocooto ota radLd Stadopwv NALKLWY



The effects of excess weight on mortality and
morbidity have been recognized more than
2,000 years. Hippocrates — “sudden death is
more common in those who are naturally fat than
in the lean.”



Obesity

Q 1995

In 1995, there were an estimated 200 million
obese adults worldwide and another 18 million
under-five children classified as overweight.

—e >

As of 2000, the number of obese adults has
increased to over 300 million.

2000

19



[Tayvoapkia

[evika amodeKTo MW N axvoopkia eivatl aoBevela. Eival
N av&nuUeEvn evamoBeon Aloug oTLg AUToaroBnKeg Tou
CWHATOC.

* Aev opiletal povo amno MAeUpA aloONTLKAC.

Ta teAdevtaia 10 xpovia o EMUTOAACUOC (pUOUOC
eudavIoNng) TNG maxvoapKiog Exel auénOeL.

O kivbuvoc epdavionc XpOviwv VOOWV aUEAVETAL PE TNV
niaxvoopkio aAAd Kal LLE TO €L60C aUTAC.

QuoloAoyika enineda Atrmouc e€aptwvtal amo to ¢uAo.
e Avbpec 15-20%
e luvaikec 20-25%



[Tayvoapkia — dlepeuvnon

Aeiktnc Zwpatikne Madac
* [BMI— Bapog (kg) /Yog (m)?]

Mepldepela peong
Aoyoc epldpépelac peonc/woyia (WHR)

AepATIKEC TTTUXEC (OLkePAAOU, TPKEPAAOU, WUOTIAATNG, Aayoviou xwpag)

Xpnon Bwoeumnedioncg (BIA)  DEXA yia avaAuon clotacn CwWHATOC



AEKQETNC EMUTTWON KAPOLAYYELAKNC VOOOU &
2 WHLATLKO Bapoc

W Avdpeg ™ I'uvaikeg

24.3%

6.9%

0.0% I

AvmoBapeig EmBununto YnepBapot ITaxvoapxou Y UVOALKQ
Bapog

Panagiotakos D, et al., Int J Cardiol 2014



Classification

Underweight

BMI(kg/m?)

Principal cut-off Additional cut-off
points points

<18.50 <18.50

Severe thinness

<16.00 <16.00

Moderate thinness

16.00 - 16.99 16.00 - 16.99

Mild thinness

17.00 - 18.49 17.00 - 18.49

Normal range

18.50 - 22.99

18.50 - 24.99
23.00 - 24.99

Overweight

=25.00 =25.00

Pre-obese

25.00 - 27.49

25.00 - 29.99
27.50 - 29.99

Obese

=30.00 =30.00

Obese class 1

30.00 - 32.49

30.00 - 34.99
32.50 - 34.99

Obese class 11

35.00 - 39.99 35.00 - 37.49

37.50 - 39.99

Obese class 111

=40.00 =40.00

Source: Adapted from WHO, 1995, WHO, 2000 and WHO 2004.

BMI dLeBvn katnyoptlomoinon, (MOY 2004)




Android obesity
and gynoid obesity

Gynoid
obesity
(peripheral)

Adipose tissue

Muscles

Entrails

?
{

Android
obesity
(central)

Adipose tissue

Copyright ® 2010 by Licitelco S.

www.ec-europe.com
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Tayvoapkia kot Kapdrayyelokoc Kivouvoc

Avchundapia v Y"ﬁp‘txcn .
TpryAvkepiowa s = '
Apo-B A\ + HDL-C ""P‘P"Kg;‘t‘éﬂpm?g&um
' f Avtictaon oty Iveovidivy
S Avcavegia ylokoing
SucAswovprie « : » YrepyAvkopia
Kotivoxk Awfig Tomov 2
Hoyvcopkia
ITpoBpopPartixég k ’
KOTaotdoeg l Neppuc Yrepduinon
e AABovpvovpia
PAI-1 A

DLeypovadelg Avtidphosrg



World Health Organization cut-off points and risk of metabolic

complications

Indicator Cut-off points Risk of metabolic complications
Waist circumference >34 cm (M): >80 om (W) Increased

Waist circumference >102 cm (M) >88 om (W) Substantially ncreased
Waist-hip ratio 2090 cm (M) 20,89 cm (W) Substantially ncreased

M. men; W women




Body mass index and waist circumference cut-off points for

disease risk
Body mass index | Obesity class Disease risk (relative to normal weight and waist
circumference)
Men < 102 cm Men >102 cm
Women < 88 cm Women >88 cm
Underweight <185
Normal 18.5-24 9
Overweight 260-299 Increased High
Obesity 30.0-34.9 | High Very high
35.0-39.9 | Very high Very high
Extreme obesity >40 0 I Extremely high Extremely high

Source: NHLBI Obesity Education Initiative (2000)




Xpovodiaypapua MaidikAg TTaXuoapKiag

1975 2016
6 k. ayopia 74 £K. ayopia
5 ek KopiTOIa 50 ek. KopiTOoIa

L N R N | (R N B N N § | - . . . - L N R N N N N | | - LR N N N |

2U0voAo
124 &k!
1975 2016 Taidia & épnpol pe
m 6.6% TOU TTANBUCOU TI'GXUO'(XpKiG
0.8% TOou TTAnBUC OV
11K

Data derived from: NCD Risk Factor Collaboration (NCD-RisC). Lancet. 2017 Dec
16;390(10113):2627-2642. doi: 10.1016/50140-6736(17)32129-3.



Taon Matdkne & EnPLknc mayvoapkioc

To 73% 1 BeTikn¢ drapopag eival AOYm®
aOENGNG TOV EMMOAAGLOD TOYLCAPKIOG

Mo 10 3% PBpénke va eivor AOY®
avEnong tov TAnBvcsrov

100

Prevalence (%)

KoopltoLa

World

100

World AVé pla

017%)to}1975)
1 15!6%it0}2016

0!9%t0}1975
» 718%;t0Y2016

50

Prevalence (%)

50
25

25

1980 1990 2000 2010
Year

1980 1990 2000 2010

[0 -1SD <BMI<1SD [ 1SD<BMI<2SD W BMI>2SD

NCD Risk Factor Collaboration (NCD-RisC). Lancet. 2017 Dec 16;390(10113):2627-2642. doi:
10.1016/S0140-6736(17)32129-3.



Early childhood and puberty are the most important periods for adipocyte recruitment

R

Adipocyte
———— progenitor

i White adipocyte

5 New recruited
adipocyte

= Normal weight

= Obesity

Adiposity

-
=

Birth iW; i m B
After puberty, a plateau in cell number is reached and

maintained throughout adulthood. If obesity is established

during childhood and puberty(cells joined by dotted lines),

a more abrupt increase in both cell number and cell size

takes place Obesity Reviews.. https://doi.org/10.1111/0br.13627



TABLE 3. Clinical and blochemical characteristics by sex’

Female Male

Characteristic (n = 457) (n = 247) P value

Age at randomization (yr) 13712.1) 145(1.9) <0.01

Duration of diabetes (months) 6(4,10) 5(4,9) 024

, , , , BMIZ-score _ 22 (04) 21(05) 0.50

2Tn neAetn TODAY, o puecog 0pog epudaviong e f;-";é;cg'n}ii;; yoftabetes o2, rpn by

Tumov 2 dtafntn Atav ta 14 £€1n! BP =95t percentie 11.4% 17.8% 002

Urine albumin/creatinine =30 mg/g 14.3% 10.6% 0.18

: / i Liver function test 1.5-2.5 x ULN 3.5% 8% 063

Me Tueavorepeq OLLTLEG VA ELVALL: Ll;L (ma/dlf ’ 0.99
, , Optimal (<100) 12.7% 72.1%
1. IvoouAwoavtiotaon TOU EVETELVE TO Nea optina (100125 B B
netafoAko cuvdpopo High (160-129) 0.4% 0.4%

HDL (maydl <0.01
2. MetaBoAwo ocuvdpopo enakoroubo tng Normal (females 50-59, males 40-50) 10.1% 32.4%
! Low (females <50, males <40) 87.3% £6.0%

TIAXU oA PKLAG TGs (mo/d)® 0.21
Optimal (<150) 80.3% 76.9%
Borderkne (150-194) 10.9% 10.1%
High (=200) 2.8% 13.0%

Size at on-time birth (within 2 wk of due date) <0.01
Small (<500 g) 9.9% 1.3%
Normal (2500-4000 g) 76.8% 67.9%
Larga (4000 g) 133% 24.8%

Mother had gestational diabetes with participant 298% 40.1% <0.01

* Age and BMI Z-score expressed as mean (so), duration of dabates as madian (25th to 75th percentie), all other as percent
* Cutoffs according to ATRIl quidelings.
“ Very igh (=130) category had O count and IS not shown,

Copeland, Kenneth C et al. The Journal of clinical endocrinology and metabolism vol. 96,1 (2011):
159-67. doi:10.1210/jc.2010-1642



4 Magnitude of metabolic and

related risk

Adulthood

Childhood

!

Late intervention
may only have
limited benefits

Adult intervention

Earlier intervention
could prevent early
onset, and later,
obesity

Pregnancy
intervention

Life course




Altia Mayvoapkiac: dev eival armAo evepyeLlako LooluyLlo

[eveTikn mpoSLdBeon Atatpodiko Mortifo

Set-point theory MNepBaAiov

Barker’s Hypothesis Wuyxoloyia



[TapayovTec
[Taxvoapkia

Evepyelako loolUylo

MéyeBoc AUto-KuTApwWV
O€ OX€0N HE aplOpo

fovidLa

dulo

® OL AVTPEC £XOUV HEYAAUTEPO
TIOC0OTO UTEPBAAAOVTOC
Bapouc AN TEPLOCOTEPEG
YUVOILKEG €LVl TToXUOOPKEC

MepBaAlovtikol
TIOPAYOVTEC




[ovOTUNGS

SEETIOROICN TOU OTNV A UCOPKLOES




Genetic aspects of obesity 3 ‘

Caloric output
during exercise

Copyright @ 2010 by Licitelco S.L www.ec-eurcpe.com



[ovotumoc — Genome
Wide Association Study
(GWAS)

o Je e€EMEN TwV 21° awwva
* JT10XOC 1N eLpeDN yovidiwv TTou
oxetilovtal Ye TN pUBULON TOU
ocwpatikoL Bapouc.
* BLOAOYLKOC UNXOVIOUOC;

* MpolmnoBeon ya aitio & attioto
QTOTEAECUA

» Aebopéva ano Genetic Investigation of
Anthropometric Traits (GIANT) consortium.

* Metavaluvon 114 epsuvwyv — 320,485
atopa (>18 xypovwv).

* AMoTeAEOUATO AVOPWTTOUETPLKWV
HETPiocwV & yovidlakoU eAEyxou
HEow SNP’s.



Sex-specificity of genetic effects on
WHR
«  (WHRadjBMI) 44 loci
. (27 previously established
for main effects, 17 novel)

. with sex-specific effects,
of which 28 showed
larger effects in women

than in men,
. five showed larger effects
in men than in women,
and
. 11 showed opposite

effects between sexes.
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FT0 =

BMI & yoviSiwpa

, , TMEMI8 L
e 18 vea locL mou oxetiCovtal pe to BMI + 14 MCIR -
nov Non eixav Bpebei = 32 . ey
* Ooa neploocotepa Amo aUTA Ta yovidla gixe NEGRI —— —o—
TO ATOMO, TOGO avave o Kivduvog yLa TtiLo TNNI3K hillnal
ULIJTV\O Bapoq. SEC168 *~~ -
e Otav umnpxav kat ta 38 yovidla eixav 7-9 CBUM® PRk | >50yrs
1 1 1 DDC* - — —
KWAa vnAotepo Bapoc.
! ! ' STK33 HlH -
* Aladopormnoinon enidpaong pe puio o e
ntergeneic 2
TCF7L2 —o— i

OAa ta yovidia padl e€Enyovoav pLKPO TTOOOOTO ey

NG HeTaBoAnCg ko Stadopormoinong Twv R
UETPNOEWV. PO —e  —m
-0.03 0.02 0.07 0.12
BMI (SD/Allele)

Age-dependent BMI loci.
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Figure 14.4 The 4 'Rs’ of nutritional epigenomics. A conceptual model of the key processes through which altered epigenomic markings as a
result of environmental (dietary) exposures are ‘Received’, ‘Recorded’, '/Remembered’ and ‘Revealed'. Mathers, J.C. (2008) Session 2: Personalised
nutrition. Epigeneomics: A basis for understanding individual differences? Proceedings of the Nutrition Society, 67, 4, 390-394.



MeAETEC LeETAVAOTELONC

* JUUPAAOUV OTNV AVILUETWTILON TNG YEVETLKNG TtpodLldbeonc we KUPLO altlo voonong.

e o Mo ASELYUA O ETITOAACHOG KAPKIVOU OE ATOUO TIOU UETOVAOTEUOUV 0€ AAAN Xwpo
aAAQLEL KOL TIPOCAPUOLETOL OE QUTO TNG VEAC XWPOC 0TN orola SLoLUEVOUV.

* Evtovo ota dtopa >2"S yeviac.

e Apa n yevetikn mpodlaBeon dev pmopel va eubuvetal ya tn dtadopd tng
eUPAVIONG TOU ETIITOANCHUOU TOU KAPKIVOU HETOEL QLUTWV TWV XWPWV.



METABOAED OTLC TATELC — secuir s

* Meyalec petafoAec otov puBbUO epdavionc VoonUATWY OE EVOLV
nANBuopo Slaxpovika, amoteAel AAAN pior EVOELEN TTWC Un YEVETLKOL
noPAyovTeC ennpealouv Tov Kivouvo epudavionc

e JuunepLpopa
e Atatpodn
e Kanviopa

e Ol YEVETIKOL TIAPAYOVTEC UTTOPOUV AKOUO VAL AELTOUPYOUV WC TPOTIOTIOLNTLKOL
TIOPAYOVTEC OE OXEON UE TO TtEPLPAAAOV



[Moayvoapkia &
Alatpodn




[Toyvoapkia & Atatpodn

* Exouv oplotel odnylec yLa TNV KATATIOAENON TNC
noxvooapkiac (tpomo {wnc, dtatpodikn npocAnyn &
QAOKNON) QIO EYKEKPLUEVEC LATPLKEC OPYOVWOELC,
OUYKeEKPLUEVA aTto TIC European Society of Cardiology and
the European Atherosclerosis Association (2019), yLa
npwTtoyevn Kat deutepoyevi mpoAnyn KA vooou.

ESC/EAS 2019
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‘Eva ypaAapupudpio anodider ... OeppHiSEC

. OAAX DuxeQeL oe ovoTAON KAl HETABOALOUO




2wWH Bapog (% aAiayn)

2xeon Avapeoa otn 2uotaon o MokpoBpemTIKA Kol 2WHATIKO
Bapoc

Control;
35% Aitro¢
45% Yoart

\ 25% AITIOC
- 55% atrhoi YdaT
\._.

28% NitroC
52% ouvBeTol YoarT

Xp(,)VOQ (IJ r,]Vﬁg) Saris WHM et al.,Int ] Obes 24:1310,2000



DIRECT TRIAL

P<=0.001 for both comparisons with the low-fat diet

Mean Weight Change (ke)
A

—@— Low-fat diet
—7 — —— Mediterranean diet
—a— Low-carbohydrate diet

 J T  J T L | 1 J T L] 1 ] T L] 1 T L | ¥ T L] 1 T L | | J
O 1 2 3 4 5 6 7 8 9 1011 1213 1415 16 17 18 192021 22 23 24
Months of Intervention

Figure 2. Weight Changes during 2 Years According to Diet Group.

Vertical bars indicate standard errors. To statistically evaluate the changes
in weight measurements over time, generalized estimating equations were
used, with the low-fat group as the reference group. The explanatory vari-
ables were age, sex, time point, and diet group.

Included moderatly obese individuals
BMI: 31 kg/m?
Mean age 52 years

N=322
Shai et al., 2008; NEJM
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Odds of hypertension

2 14

Overweight Obese
@ Lower MedDiet Score | Higher MedDiet Score

Figure 3. Odds of hypertension among overweight and obese participants compared to healthy weight,
by MedDiet score. Chi square test for differences p < 0.001, Results based on multiple logistic regression:
Fully adjusted for age, sex, sodium intake (>1500 mig/day vs. <1500 mg/day), employment status,
educational and activity level, hyperlipidemia (presence of high cholesterol and/or triglycerides), and
diabetes: Lower MedDiet Score <23: Higher MedDiet Score >23.

Magriplis et al., 2020; Nutrients



Treatment targets and goals for cardiovascular disease prevention

Smoking No exposure to tobacco in any form.

Diet Healthy diet low in saturated fat with a focus on wholegrain products, vegetables, fruit, and fish.
Physical activity 3.5—7 h moderately vigorous physical activity per week or 30—60 min most days.

Body weight BMI 20—25 kg/m?, and waist circumference <94 cm (men) and <80 cm (women).

Blood pressure <140/90 mmHg?

LDL-C Very-high risk in primary or secondary prevention:

A therapeutic regimen that achieves >50% LDL-C reduction from baseline® and an LDL-C goal of <1.4 mmol/L (<55 mg/dL).
No current statin use: this is likely to require high-intensity LDL-lowering therapy.
Current LDL-lowering treatment: an increased treatment intensity is required.
High risk: A therapeutic regimen that achieves >50% LDL-C reduction from baseline® and an LDL-C goal of <1.8 mmol/L
(<70 mg/dL).
Moderate risk:
A goal of <2.6 mmol/L (<100 mg/dL).
Low risk:
A goal of <3.0 mmol/L (<116 mg/dL).
Non-HDL-C Non-HDL-C secondary goals are <2.2, 2.6, and 3.4 mmol/L (<85, 100, and 130 mg/dL) for very-high-, high-, and moderate-risk

people, respectively.

ApoB ApoB secondary goals are <65, 80, and 100 mg/dL for very-high-, high-, and moderate-risk people, respectively. ¢
Triglycerides No goal, but <1.7 mmol/L (<150 mg/dL) indicates lower risk and higher levels indicate a need to look for other risk factors. E
Diabetes HbA1c: <7% (<53 mmol/mol). E

Apo = apolipoprotein; BMI = body mass index; HbA1c = glycated haemoglobin; HDL-C = high-density lipoprotein cholesterol; LDL-C = low-density lipoprotein cholesterol.
3Lower treatment targets are recommended for most treated hypertensive patients, provided that the treatment is well tolerated."®

®The term ‘baseline’ refers to the LDL-C level in a person not taking any lipid-lowering medication, or to the extrapolated baseline value for those who are on current
treatment.

ESC/EAS 2019



>Tolxela & MpoPAnpatiopol

* JE VEVIKEC YpOMMUEC Olatpodikny mpoocAnPn HE HELWMEVEC Oepuidec
npoTelveTaLl.

AAG

e EAattwvovtag yevika ta Aimn pmopei va odnynoetl oe avénon amiwv
vdatavOpakwv.
* Ynidpyxouv amodeifelc nwe to €i60¢ TOU ALITOUC Kal OXL TOOO N TOCOTNTO E£XEL
QLLECN OXEON HE TO XPOVLA VOO Lot
* “Obesity paradox”

* H mpooAnPn ouykekplUEVWY Tpodwv Umopel va BeATlwoel To AUTLOALULKO
Kot To StaBntiko mpodiA.
* =npot kaprmoti, urépLg, yiaouptt, oomnpla, Papt, Todl...

o Kamolec evdeitelc yia peiwon aAAwv tpodwv:
* KOkkwo kpeag, emeéepyacevo Kpeoc/aANavTika & ssb’s.



Medical Nutrition Therapy (MNT): ADA cuotaoeLc

AmntoteAeopatikotnta Alatpodikic Oeparmeiog
* etatopikevon

* Evepyelako loolUylo & peiwon Bapouc.
* Alatpodpikd Motifo.

* Alapopdpwon MakpoBPEMTIKWY CUCTATIKWY EEATOULKEVEVA LE BAon TNV
Kataotaon Vyeiac.
AapBavovtag urtoPv To cUVOAO TwV SESOUEVWVY KOl OXL LELOVOUEVA

* Eudaon oto péyeboc tnC pepidag (e€ATOpIKEUUEVA — KAVOVIKEG) KOlL OE
UYLELWVEC SLOTPODIKEC ETILAOYEC.

* Anoduyn KaTtnyopnUATIKAC OayOpeEVONG XWPIC EVAAAKTIKEC




Emtitloyec

BepamevuTikng
Aywyng yla
urepPapa &
oYL OOPKAL
atopa (yLa Tumo
2 Awafpntn)

B category kg/m’
BFBY 00099 30049 35.0-399 )

Treatment lor 3.0-269') or215324Y) (o RS04 for =315
Diet, physicalactvty, and behavioral therapy T f f f t
Phamacotherapy f f f f
Metabolic surgery f f t

*Cutoftpoints for Asian Amenican individual. Treatment may be indicated For selected motvated patients

Diabetes Care Volume 41, Supplement 1, Jan. 2018



2 UTIEPOLO QL

H mayvoapkia eival voonua mou £xeL apeL SLOOTACELS
eridnuioc og maykoopLo emninedo aAAd ko otnv EAAad.

Elval apeoa cuvdedepévn kat avéavel Tov kivbuvo
XPOVLWV VOONUATWY CUUTTEPLAAUPAVOUEVOU KOl TWV
Kapdlayyelakwyv nabnoswv.

MoAAEC peAETEC e€eTAlOUV TO YOVOTUTIO TWV «O0OEVWV»
aAAQ 0 PALVOTUTIOC TTIOPAUEVEL BAOCLKOC TTOPAYOVTOLC.

O dawvotumoc kaBopiletal amod to neptBailov, tov
TPomo (wNC Kot TN dtatpodikr) cupmepLldopa amo TLG
TPWTEC KLOAOC wpeC {wNC.

To evepyelako LoolUylo gival onUavTlko aAAA o€
ouvOuaopO pHE To SLatpodLko poTifo Kal TNV
KOTOAVOAWON LOKPOBPETTIKWY CUCTATIKWV.



Limit consumption of
sugar sweetened drinks

Drink mostly water and unsweetened drinks

@ Do not consume sugar sweetened drinks?

1 Sugar sweetened drinks are defined here as liquids that are sweetened by adding free sugars, such as sucrose, high fructose corn syrup and
sugars naturally present in honey, syrups, fruit juices and fruit juice concentrate. This includes, among others, sodas, sports drinks, energy

drinks, sweetened waters, cordials, barley water, and coffee- and tea-based beverages with sugars or syrups added. This does not include
versions of these drinks which are ‘sugar free’ or sweetened only with artificial sweeteners.




Nutrition Information

Servings per package - 16 4100g Column and Serving Size
Total Fat » . . : o
Generally choose foods with less Serving size — 30g (2/3 cup) If comparing nutrients in similar food products use the per 100g column.
than 10g per 100g. If calculating how much of a nutrient, or how many kllopule§ you m}l actually
) : Per serve  Per 100g eat, use the per serve column. But check whether your portion size is the
For milk, yogurt and icecream, same as the serve size.
choose less than 2g per 100g. Energy 432kJ 1441kJ Energy
Eggc;:ﬁeoggm L Protein 2.8¢ 9.3¢g Check how many kJ per serve to decide how much is a serve of a
Fat ‘discretionary’ food, which has 600kJ per serve.
Saturated Fat »
Aim for the lowest, per 100g. Total 0.4g 1.29
Lessthan3gper 100gisbest | Saurated  0.1g 0.3g
Other names for ingredients highin | Carbohydrate Sugars Other names for added
saturated fat: Animal fat/oil, beef fat, Avoiding sugar completely is not necessary, sugar: Dextrose, fructose,
butter, chocolate, milk solids, coconut, Total 18.9g 62.99 but try to avoid larger amounts of added sugars.  glucose, golden syrup, honey,
coconut oil/milk/cream, copha, cream, : : If sugar content per 100g is more than 15g, maple syrup, sucrose, malt,
ghee, dripping, lard, suet, palm oil, check that sugar (or alternative names for added =~ Maltose, lactose, brown
sour cream, vegetable shortening. Sugars 3.59 11.8¢ « sugar) is not listed high on the ingredient list. sugar, caster sugar, maple
Syrup, raw sugar, sucrose.
Fibre p Fibre 6.4g 21.2g
Not all labels include fibre.
Choose breads and cereals with | Sodium 65mg 215mg < Sodium (Salt)
3g or more per serve Choose lower sodium options among similar
Ingredients: Cereals (76%) (wheat, oatbran, | - 100g are good, and less than 120mg  sgi ngredionts gh
barley), psyllium husk (11%), sugar, rice, malt | per 100g is best. Baking powder, celery salt,
extract, honey, salt, vitamins. garlic salt, meat/yeast exiract,

monosodium glutamate, (MSG), onion salt, rock salt,

sea salt, sodium, sodium ascorbate, sodium bicarbonate,
|ngredients A sodium nitrate/nitrite, stock cubes, vegetable salt.

Listed from greatest to smallest by

weight. Use this to check the first

three ingredients for items high

in saturated fat, sodium (salt) or

added sugar.




Childhood obesity.
: Don't take it lightly.
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