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e The objective of this study was to develop a ‘core obesity model’
to assess long-term complications and compare costs and
benefits of different weight management interventions.

e This poster explores the model structure, its inputs and its clinical
outcomes, using an illustrative example.
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Methods
From any health state m
e A Markov model was developed (Excel™ 2013; MicroSoft, Redmond,

WA, USA) to estimate the costs and effects of a cohort with ObeSity Treatment effect on HbA,_ levels is only considered in populations with T2D. Obstructive sleep apnoea, bariatric surgery and knee replacement may occur in any health state and any
over a life-time time horizon. cycle of the model.

ACS, acute coronary syndrome; BMI, body mass index; HbA, ., glycated haemoglobin, HDL, high-density lipoprotein; OSA, obstructive sleep apnoea; SBP, systolic blood pressure;

e The model cycle length is 3 months for the first year, allowing for a T2D. type 2 diabetes: TIA, transient ischaemic attack

treatment ‘stopping rule’ at 12 weeks, and annually thereafter.
e The model is able to compute results for time horizons ranging from Table 1: Source of data determining risk equations used in the model.
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e A graphical representation of the model structure is presented in O BB ARIEAD, SIEED InRet IR D Sty
Figure 1. Knee replacement surgery Wendelboe et al. 20032°
Risk equations used in the illustrative example are coloured. CVD refers to both ACS and stroke.
] BMI, body mass index; CVD, cardiovascular disease; NGT, normal glucose tolerance; OSA, obstructive sleep apnoea; T2D, type 2 diabetes.
Mortality

e General population age and gender-specific all-cause mortality is
included in the model, based on country specific life-tables.
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