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Learning Objectives o

OBJECTIVE 2

Optimize patient engagement in
comprehensive obesity management
through non-stigmatizing and
unbiased communication and care.

OBJECTIVE 1

Describe obesity as a chronic and
progressive disease based on its
pathophysiology.

T
OBJECTIVE 3

Select an appropriate medication
to treat obesity based on efficacy,
safety, dosing, and patient
characteristics.

OBJECTIVE 4

Utilize effective nutrition and
physical activity counseling and
behavioral therapy to optimize
weight reduction in patients on
obesity medications.
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Obesity as a Disease

Pathophysiology and Biologic Adaptation
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What Is a Disease?

A disorder of structure or function,
especially one that has a known
cause and a distinctive group of
symptomes, signs, or

anatomical changes.

Obesity is a chronic, progressive,
lapsing disease that is associated with
umerous complications, comorbidities,
and heightened mortality risk.

8/15/2025
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Let’s Meet Kathleen o

48-year-old woman who describes herself as “heavy since adolescence”

Has never seen a provider for weight/obesity treatment

Social history: works as an executive assistant; married with 2 teenaged
children; smoker (1 pack/day x 30 years)

Family history: mother, father, and siblings described as “heavy”; mother
has hypertension and type 2 diabetes; father has epilepsy; no history of
thyroid cancer

+ Personal history: no history of alcohol or drug abuse; no known allergies;
no personal history of pancreatitis

Nutrition history: usually skips breakfast or grabs yogurt on the go;
eats out frequently since her teenagers often aren’t home; prefers savory
foods over sweets

Physical activity: likes to walk outside in the morning; usually walks
2-3 times per week for 15 minutes

©2025 The Obesity Society. Al rights reserved,

Kathleen:

Medical History and Medications

Medical History

Medications

Insomnia
Type 2 diabetes
Stage 2 obesity

* Juvenile myoclonic epilepsy * Valproate 500 mg BID
diagnosed at 16 years of age + Metformin 1000 mg BID
* GERD

* Omeprazole OTC 40 mg QD
¢ Pregnancy prevention: [UD

92025 The Obesity Society. Allrights reserved
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The Etiology of Obesity Is Complex

Weight-promoting h Genetic
environment i susceptibility

92025 The Obesity Society. Al rights reserved

Genetic Obesity Risk o
MONOGENIC

« There are rare single-gene variants that greatly increase obesity, especially in childhood, and make it nearly impossible to lose weight
+ Inactivating mutations in key MC4R pathway genes result in early-onset obesity
« This cause of obesity is treatable, but it is not common

POLYGENIC
43% of Americans have a high 16% to 20% of those with very high Those with the FTO gene variant are 67%
polygenic risk for obesity, but polygenic obesity risk scores are more likely to develop obesity
this genetic risk does not not affected by obesity, but this high + But have a 27% greater ability to
guarantee obesity risk may make it harder to lose achieve weight reduction with regular
unwanted weight physical acivity

DNA is not destiny.

F70,at s sty associatesrotei; MCAR, melanocorti 4 recepor,
hsker V. Adolse i toe At . 2017,28(2)75-405
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Insufficient Sleep Is a Metabolic Stressor Associated With o
Weight Gain and Obesity*

Short sleep duration (<5 to 6 h/day) associated with 38% 4 in incidence of obesity,!

8/15/2025

and results in:

« Increased production of
proinflammatory cytokines?

-nond glycemic metabolism .
« Changes in energy

expenditure and energy
1 intake, resulting in

- a positive energy balance
and weight gain?3

* Upregulation of hedonic
(pleasure seeking) mechanisms
that increase the drive to eat
high-calorie foods®

Insulin resistance 1

* Changes in hunger hormones
such as leptin and ghrelin?3

1. Chapat 1 8 5. Appl Pyl Nut tab. 202045(10uppl 21521852312 Rocefguss G, et . Eur e e, 20219211-16.3.Chagut 1, 3. Nt e Endocring, 2023150215297
Fiaure adaped rom Lucatsen EA, ol A N ¥ Acad e 0121264011013,
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Drugs That Promote Weight Gain!* o

{Ca!egarv

Drugs that may cause weight gain

Possible alternatives W

Neuroleptics

Thioridazine, haloperidol, olanzapine,
quetiapine, risperidone, clozapine

Ziprasidone, aripiprazole

Insulin,

AGIs, DPPais, SGLT2is, GLP-1 RAs, metformin

Steroid hormones

steroids and

, NSAIDs

Tricyclic antidepressants

Amitriptyline, nortriptyline, imipramine, doxepin

Protriptyline, bupropion, nefazodone

Maols

Phenelzine

SSRIs

Paroxetine

Fluoxetine, sertraline

Other antidepressants

Mirtazapine, duloxetine

Bupropion

Anticonvulsants

Valproate, carbamazepine, gabapentin, pregabalin, vigabatrin

Topiramate, lamotrigine, zonisamide, felbamate

Antihistamines

Cyproheptadine

Inhalers, decongestants

B-and a-blockers

Propranolol, doxazosin

ACE, CCBs.

ace,

461 aphe

sty pstase iitor; GLP- A, gucagon ke peptide-L receptor it MAOI, moroamine cidase
Pty

Kushner G5, Ryan O 2
2023 e bestymedine rg/obesy iorthm

Hoowian €, et a1 3623 Dessermos A, et .

20202715)716.72.4 Tt )3, 202 Accssed Mareh 10,
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Physiology of Appetite Regulation
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Integrated CNS Pathways Play a Key Role in Regulating Eating,
Appetite, Cravings, and Body Weight

8/15/2025

Homeostatic System — Hunger / Satiety

Nucleus

Striatum accumbens

* Primarily driven by the arcuate nucleus of the hypothalamus
* Detection and integration of energy state information
— Leptin, insulin

« Lateral hypothalamus projects to the VTA and receives input
from the nucleus accumbens

Prefrontal Hedonic or Reward System

cortex

Dopaminergic pathways from the VTA or substantia nigra to
Hypothalamus regions such as:

Substantia
nigra + Striatum (movement, reward salience)
Amygdala
* Nucleus accumbens (reward, addiction)
Ventral
tegmental « Prefrontal cortex (decision making, executive function)
area

+ Amygdala (memory, emotion)

Sstem VT venval tegmental arca

o 82025 The Obesity Society. Allrghts reserved
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Weight Is Centrally Regulated by the Hypothalamus but Is
Influenced by Peripheral Signals'2
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K, cholecystkinin; GLP1, cagon-ke peptide1; OXM, oxyriomodln; PYY, e Y.
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Disruption of Hypothalamic Arcuate Nucleus Is a
Cause of Obesity

0

( NPY and AgRP Neurons: ) ( POMC and CART Neurons:

Increase Hunger and Cravings ( Reduce Hunger and Cravings

Promote Increase in Feeding Reduce Feeding

[ oxm
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Pathophysiology of Adiposity

oco
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o

Due to limited subcutaneous adipose tissue (SAT) expandability, white adipose tissue (WAT)
may accumulate in ectopic tissues

Ectopic White Adipose Tissue and Consequences of Expansion

* Viscera
I
* Heart I
B e\ pr———r——
 Liver 1} balance q‘ chemokines, inflammatory cytokines
i -
* Pancreas Healthy SAT ’ (D) S
* Omentum WAT hypertrophy ( :)@ @
* Skeletal muscle ) = WAT apoptosis, macrophage

infiltration, lipolysis, and fibrosis

Ectopic accumulation leads to
increased insulin resistance and
. s Lipid accumulation in ectopic tissues
metabolic complications eral cavity, heart, pantreas,
skeletal muscle)

g .1, 6, iheerides
Gustafion 8, Smith U Atheroscross, 2015241(127-35
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Pathology of Complications: Physiological'-?

Visceral Fat and Subcutaneous Fat

¥
[ ncreased sympathetic Tone/Raas | [ Adipose Structure Disruption | [ Altered Hormones and Adipokines | | Increased Lipid Load |
[ HIN ][ Tissue hypoxia | [nflammation | [ cancer | Increased lipoproteins |
[ tiver steatosis | Jf] ]

Increased FFA

Insulin resistance Decreased hormone
sensitive lipase activity

cardi » 1

=== = I
+ Excessive secretion of proinflammatory adipokines leads to « Chronic overactivity of the sympathetic nervous system may
low-grade, systemic inflammation account for multiple pathophysiological processes

- o — Dyslipidemia

= Insulin resistance T

= MASH/MASLD
an, s ottt MASLD, 12,902t
P 02025 The Obesity Soiety Al ights reseved
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Pathology of Complications and Comorbidities: Mechanical*? o

8/15/2025

‘ Increased Adiposity ‘ h | stress of obesity and overweight also

leads to pathophysiology

Mechanical * Obstructive sleep apnea
* Osteoarthritis
* Hypoventilation

* Gastroesophageal reflux disease

OHS + Internal organ compression
- Kidneys
- Lungs
Cardiovascular Disease
o 0789813)1843 17,2 Koo, a.phrmacol Ter, 202325 108545.3. g |, et . Loce, 202 4081045197237,
u 2025 The Obesity Society. Al ights reserved.

Complications and Comorbidities of Obesity

j 27 Cataracts hypertension

Cardiovascular disease
Hypertension, dyslipidemia, heart
failure, coronary heart disease

Strok

Skin

Pulmonary disease
ive sleep api

steatotic liver disease

Gall bladder disease Diabetes

Cancer

Gastrointestinal, breast, thyroid,
colorectal, uterus, cervix, colon,
pancreas, kidney, prostate

Abnormal menses
Infertility

PCOS

Urinary incontinence

Osteoarthritis.

Gout

o
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Metabolic and Biologic Adaptation
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Weight-Reduced State

Biologic and Physiologic Adaptations to the o

8/15/2025

Alterations in appetite regulation! Alterations in energy expenditure?3

/M Ghrelin (hunger hormone) { Resting energy expenditure

{ GLP-1, GIP, CCK, PYY, insulin, and amylin

N Muscle efficiency
(satiety hormones)

Related to { leptin levels

o1 M. 2011,365(37)1597-1604. 2. ohannsen DL, e .1 i Encocriol Metab. 2012707)2489-2456
D1 Obesiy sier Spring) 2016:23(811607 1605
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Long-Term Persistence of Hormonal Adaptations to Weight Reductiono
Week 62
%5 ﬁwagm 9%
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As We Lose Weight, Hunger Hormones Go Up and o
Satiety Hormones Go Down!

Fasting and Postprandial Levels of Ghrelin, PYY, Amylin, and CCK Over Time

-o-Baseline - Week10 A+ Week62

Appetite stimulating _
= 200] \ormone was higher a z
E 3 oof
] 2
< 0] H rppettesuppresig
H 2 hormone was lower
s 3
T T T T T & T T T T T T
) 120 200 ) 120 180 210
Postprandial Time (min) Postprandial Time (min)
= 200] = 4
E E
£ £ 5 ——
] 5 e
= 10| N £ /
H Appetite suppressing————> M Appette-suppressing
& ormone was lower 8 one was lower
T T T T T T T T T T T T
L) 120 200 ) 120 200
Postprandial Time (min) Postprandial Time (min)
Weight ion led to i i in hunger and in satiety hormones.
St , 3. Engl M. 201136507, 1597-1504.
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Sustained Changes in Reports of Hunger and Desire to
Eat Over Time

Mean Fasting and Postprandial Ratings of Hunger and Desire to Eat Over Time  -o-sascline -O-Week10 - Weeké2

Hunger Desire to Eat

Hunger (mm)

Desire to eat (mm)

o 0w 120 180 20 0 0 6@ 120 180 240

Postprandial time (min) Postprandial time (min)

changes in hunger and desire to eat persist for up to 1 year after weight reduction.

Sumtean .ot N Engl ) e 2011365(171597 1604

e 82025 The Obesity Society. Allrghts reserved
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Metabolic Adaptation: Weight Reduction and Changes to o

Energy Expenditure

Reduction in resting metabolic rate greater than that predicted with weight loss alone

Reduction in leptin triggers decreased energy expenditure and fat oxidation

Greater and/or faster weight reduction = greater metabolic adaptation

Subject to individual variability

Metabolic adaptation after weight reduction has been demonstrated to remain 6 years later

Rovusin €, Fyan, OH.Obesiy (e Sring). 2016,2(8)16071608. oo

B ©2025 The Obesity Society_ Al ights reserved.

Changes in Energy Expenditure From Altered Weight

23 participants with normal weight and 18 participants with obesity were studied after
gaining or losing 10% body weight and after returning to initial weight

600

500

10% gain

400 110

300

200 nitial

weight initial weight \| 10% reduction

100 10% reduction

Keal/day

20% reduction

% of Initial Weight

-100

200 Time

300

Trial Design
Wtalweght i0Kgan  Rewmtoimial  1o%loss  20kioss

Differences in Total Energy Expenditure From Predicted

Libl R, et . W Engl 1 Med, 1995332010, 21625,

w0 92025 The Obesity Society. Allrghts reserved.
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Summary

Obesity is a chronic disease with a complex etiology that includes genetic
susceptibility and environmental factors

* Excess adipose tissue is a defining factor of obesity, and abnormal adipose tissue
drives cardio-kidney-metabolic and liver risk factors, disease, and complications

Body weight regulation is a central function of the brain, which controls food intake and
energy expenditure, that seems to have a settling point

Many factors contribute to the development of obesity, but once excess adiposity occurs, it is
difficult to lose because the body defends its highest fat mass, making weight reduction difficult
and weight regain likely

© word Obesity Federaton
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 Word besty Feraton

Reducing Obesity Bias
and Stigma

Improving Communication Strategies and the Office Environment

O

2025 The Obesiy Society. Allrghts reserved.
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Defining Bias and Stigma

5 92025 The Obesiy Society. Allrghts reserved
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Implicit vs Explicit Biases

IMPLICIT BIASES

Automatically activated and may occur unconsciously

Not necessarily personally endorsed and may be contradictory to
conscious belief

Predict nonverbal communication and decisions under cognitive burden

Should not be used to absolve responsibility; reflecting can provide the opportunity
to mitigate or challenge these associations and attitudes Y,

EXPLICIT BIASES

Intentional and conscious negative opinions or behaviors
May be identified and assessed using self-report measures

Influence verbal behaviors and decisions that are within conscious control

Prelan S, ot 1. Obest (Sber Spingl. 20142214]-12011208 Palan S t 3, Obs . 201516(4)313325

8/15/2025
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Implicit Weight Bias Over Time o

as. Sexuality 0s Race s Skin Tone
as o1 os
aa 0] A 03 - .
5. ‘u\l\\‘ §e. “"’\-’\‘ 5. N- « >7 million responses total
2o 1 |‘ ; 01 Ea. from Project Implicit, with
T o of ~1 million responses
- ’ for body weight
ERRRERZRRR
05 hee * Many biases trend toward
hiaaan, NN TY . .
4 - neutrality over time, but
us
5. § implicit bias toward body
= E weight has increased over
= o the last 20 years
ar
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Weight Bias and Stigma: Media

Media play an important role in promoting weight bias and stigma

IMAGES THAT PROMOTE WEIGHT STIGMATIZATION

5o 92025 The Obesity Society. Allrghts reserved.
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Weight Bias and Stigma: Media (cont’d) o

Positive portrayals of individuals with obesity can help to decrease obesity stigmatization

IMAGES THAT HELP TO COMBAT WEIGHT STIGMATIZATION

Hever G Wortca, et

B 82025 The Obesity Society. Allrghts reserved
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Weight-Based Stigma
Starts Early

* Obesity has increased exponentially

in children
— Projected that 57% will be affected by
obesity by age 34 years

« Children often shamed/teased by
parents, siblings, and peers

* Long-term negative emotional
consequences

* Viewed as the number 1 reason
for bullying in youth

Osansiy 3, et
Goild G, . PocditrChid Heolth, 201015(5283.268.

5 92025 The Obesity Society. Al rights reserved
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Weight Bias and Stigma: Education

* Youth with obesity are much more likely to
be victims of bullying

* Weight-based teasing is associated with
poorer academic performance

* One study found that children who gained
weight from 5th to 8th grade had lower
academic teacher ratings, which were not
substantiated by standardized test scores

© Word Obesty Feseraion
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« Individuals with obesity:
— Have higher unemployment rates
— Spend fewer years employed
* Women experience weight discrimination
at lower body weights than men
* In a study of women with obesity:

— 54% reported weight stigma from
coworkers or colleagues

— 43% reported weight stigma from
employers or supervisors

Moris Lobour Econ Spaniois 35

Weight Bias and Stigma: Employment o

8/15/2025
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Weight Bias and Stigma:
Healthcare Provider Bias
Documented in studies of:

* Dietitians

* Psychologists

* Nurses

* Medical students

* Physicians

« Clinicians/researchers specializing
in obesity

w 92025 The Obesiy Society.Allrights reserved
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Weight Bias and Stigma: Healthcare Provider Bias o

Providers with obesity bias spend less Providers may over-attribute physical

time with patients, engage in less symptoms and problems to obesity and

“patient-centered” communication, and neglect referring patients for appropriate

are less likely to perform screenings and diagnostic testing and treatments,

discuss health issues with patients’? O O including pharmacotherapy for obesity ||
and bariatric surgery!¥S

One study found that 50% of primary care O O Astudy found that some nurse

providers described patients with obesity practitioners described patients with

as “awkward, ugly, and noncompliant”* overweight and obesity as “not fit for
marriage, messy, and not healthy”®

é

L 14450.2 Hobl R, Xa) 1 s e,

w 92025 The Obesity Society. Allrghts reserved.
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Weight Bias and Stigma: Patient Experiences o

8/15/2025

* Patients reported in one study that, after family Weight-Related Reasons for
members, healthcare providers are the top Delaying/Avoiding Healthcare®
source of obesity bias® «©

— 53% of women with obesity reported receiving
inappropriate comments from their healthcare
providers related to their weight

— Patients also report weight stigma from nurses (47%),
dieticians (37%), and mental health professionals (21%)

* Younger women with obesity reported more

Percentage of Women
w B &L B B

stigma than individuals who were older? o
Gunes Tolltolose  Wilbe Nesdtowenr _pelive

* As BMl increases in women, the likelihood of Lty e oun e

delaying or avoiding healthcare also increases? e

educion
[ — s s Sonmn s
- 02025 T Obesty Socety Al righs eserves

Internalized Stigma and Health Behaviors o

In large samples of commercial weight reduction participants
(approximately 14,000-19,000), internalization correlated with:

« Lower belief in ability to More avoidance of

successfully achieve nutrition goals . physical activity
* Less frequent self-monitoring * Greater use of eatingas a
 Less weight reduction/more coping strategy

weight gain * Greater stress

< Poorer health-related quality of life Greater body dissatisfaction

. ©2025 The Obesity Society. Al rights reserved,
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Potential Impact of Medication Access on Bias and Stigma o

Medication Availability

As medication availability
improves, those who choose
not to use it may face
increased stigma and bias

Unequal Access

Unequal access to obesity
medication results in those who can
afford medication experiencing
reduced stigma, whereas those who
cannot continue to face it

2 * Those who cannot afford medication
may be perceived as unwilling or
unmotivated to manage their obesity

Weight Regain + Those who do choose to use it may
Weight regain after cessation of experience stigma associated with the
idea that they “took the easy way out”
medication may enhance both

external and internalized bias

- 92025 The Obesity Society. Allrghts reserved.
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Health Consequences of Weight Stigma

8/15/2025

* Elevated blood pressure

[ Weight stigma
Stress.
Eating and physical activity behaviors Physiologic reactivity Healthcare services
« Binge eating, /M caloric consumption Increased levels of + Poor treatment adherence
* Maladaptive weight control + Cortisol * Less trust of healthcare providers
+  Disordered eating * C-reactive protein + Avoidance of follow-up care
+ I motivation for exercise, less physical activity + Hemoglobin Alc «  Delay in preventive health screenings

Poor communication

[ill l

Depression, anxiety, low self-esteem,
poor body image, substance abuse, suicidality

Psychological health/distress Physlolog}cal health/dlstljess

Poor glycemic control, less effective chronic disease self-
management, more advanced and poorly controlled chronic
disease, lower health-related quality of life

Punl RV et 1. Gin Dioetes. 01634114450,

i 82025 The Obesity Society. Allrghts reserved
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Strategies to Reduce Bias and Stigma

©2025 The Obesity Society_ Al ights reserved.

47

Addressing a Culture of Blame

The first way to address bias is to identify that obesity is a disease

AMA The benefits of the AMA decision:
« Increased expansion for coverage

+ Reduced exclusions of obesity-related treatment

The American Medical Association (AMA) recognized obesity as a disease in 2013.

! American The American Diabetes Association states that obesity is a chronic, often relapsing disease with

risk for the development and progression of type 2 diabetes.

numerous metabolic, physical, and ications, including a

reased

that obesity:
« I a complex condition that has many causal contributors

« Causes much impairment and suffering

Leads to obesity-related stigma and bias

The Obesity Society (TOS) Council statement regarding obesity s a disease states

Often contributes to the development or worsening of other chronic diseases

o 92025 The Obesity Society. Allrghts reserved.
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Reasons Obesity Is a Disease

o

Diagnosed by: Contributes to:  Caused by: Treated with: Managed by:

« signs and symptoms of  * Increased * Genetic or development  + Medical nutrition « Primary care clinicians
illness, sickness, or morbidity errors therapy
ailment

+ Adverse anatomic + Increased « Inflammation or infection ~ + Routine physical + specialists
changes to an organ mortality activity
system of the body

+ Dysfunction of an organ « Poisons, toxicity, or + Behavior modification  + Multidisciplinary care
or system of the body pharmaceutical AEs teams

* Nutritional abnormalities ~ * Medication

* Unfavorable
environmental/

« Surgery

behavioral factors

oy HE ot . Obes Pillrs. 202231000341 100034

*+ Patient education

8/15/2025
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Reducing Obesity Bias and Stigma

Greater Knowledge:

"« Providers should learn as
much as possible about the
pathophysiology and complex
mechanisms that underlie
obesity

.

Increased understanding
reduces negative attitudes
and bias

PuB RV, et . Health Piychol 200526051 517-525

Identify Own Bias:

* The Obesity Society has helpful questions
to identify bias

* The Rudd Center has resources to reduce

weight bias in clinical care

www.supportiveobesitycare.com

The Harvard Implicit Association Test

measures attitudes and beliefs that people

may be unwilling or unable to report

https://implicit.harvard.edu/implicit/takeat

est.html|

.

©2025 The Obesity Society. Al rights reserved,

50

N

w

5.

>

Identifying One’s Own Bias

O

The Obesity Society
1

Do | make assumptions based only on weight
regarding a person’s character, intelligence,
professional success, health status, or
lifestyle behaviors?

. Am | comfortable working with people of all

shapes and sizes?

. Do | give appropriate feedback to encourage

healthful behavior change?

Am | sensitive to the needs and concerns of
individuals affected by obesity?

Do | treat the individual or only the condition?

o S, et . urse Prac, 2016207425432

Ry

o
((RUibo center

UConn Rudd Center

. What have | learned about weight stigma?

N

Did any information surprise me?
Why or why not?

w

. How might weight stigma be contributing to poor
health in my patients?

»

How might weight stigma affect the lives of those
around me?

v

What assumptions have | made about people
with obesity?

o

Where might these assumptions come from?

~

. What examples challenge these assumptions?

[

How will I use what I've learned in the future?

92025 The Obesity Society. Allrghts reserved.
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Reducing Obesity Bias and Stigma

Promote Positive Understand the Respectful and
Perceptions of Patient’s Point of View: Compassionate
Individuals With History of negative Communication:
Obesity: experiences with healthcare Providers need to
Individuals’ attitudes are providers, have tried to lose communicate with patients
influenced by the perceived weight repeatedly, in a respectful,

attitudes of groups they unsupportive office compassionate, and

value, and attitude change is environments, etc judgment-free manner that
more likely when uses person-first language
information comes from

social groups with whom a

person identifies

Punl RV, et 1. eaith Prychol, 2005:24(51 17525

8/15/2025
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Clinical Office Setting (Waiting and Clinic Rooms)

* Wider chairs to accommodate all sizes

* Chairs and seating without armrests

* Ample space between each chair

* Avoid reading materials that contain
discriminating images

* Respectful communication with office
staff and other healthcare providers
(office staff and other healthcare
providers need to be educated)

92025 The Obesity Society.Allrights reserved
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Clinical Office Setting (Waiting and Clinic Rooms)

* Wider chairs to accommodate all sizes

* Chairs and seating without armrests

* Ample space between each chair E

« Avoid reading materials that contain
discriminating images

 Respectful communication with office
staff and other healthcare providers
(office staff and other healthcare
providers need to be educated)

92025 The Obesity Society. Allrghts reserved.
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Weighing Procedures

* Avoid weighing patients in the
hallway
* Never call out weight

* Wide-based scale with
capacity >500 Ib

Pun RV, ot l.HealhPychology. 2005,24(5)517.525.Fruh SM et . rse Prct 2016,12071425.432

8/15/2025

o 82025 The Obesity Society. Allrghts reserved

55

Medical and Office Equipment

Sturdy, wide examination tables with sturdy
stool or step with handles

Measuring tape

Blood pressure cuffs of all sizes (regular,

large, thigh)

Properly sized gowns

Bathrooms equipped with handrails that can
comfortably accommodate individuals of all sizes
Appropriate vaginal speculum size

Hand-held Doppler assessment of fetal heart
rate may not be feasible in some cases before
16-20 weeks; sometimes a transabdominal
ultrasound is needed

Laboratory draw chair that will fit all individuals

Pun RV et lHealth Pochology. 2005,24(5)517:5325.

s 92025 The Obesity Society.Allrights reserved
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Asking Permission to Discuss Weight

* Make improved health the reason for the discussion
* Consider the following language before discussing weight with patients:

Would you be willing to
have a discussion about
your weight?

What words would you
like to use when we talk
about weight?

Could we talk about
your weight today?

Do I have your
permission to discuss
your weight?

How do you feel about
your weight?

Frh SV, et ol Nuse roc 201612071 425-452

57 92025 The Obesity Society. Allrghts reserved.
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o

Respectful and Compassionate Communication: Terminology

8/15/2025

Encouraged Terms Discouraged Terms

* Weight * Morbidly obese
* Excess weight * Obese

* Unhealthy weight * Fat

* Overweight * Heaviness

* Body mass index * Large size

* Affected by obesity * Diet

* Eating habits/nutrition * Exercise

Physical activity

Jetal w24 ot/

< 82025 The Obesity Society. Allrghts reserved
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Respectful and Compassionate Communication:
People-First Language

* People-first language avoids labeling people with their disease

« It was first commonly used in the context of chronic disease, mental health, and
disability but is now championed more broadly

Instead of... Say...
The woman was obese The woman was affected
by obesity
X )
The overweight man came in } The man with overweight }
came in
59 - ©2025 The Obesity Society. All rights reserved.
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Opportunities for Empathy

Type of Opportunity What It ls

Emotional Statement | The patient describes feeling an emotion.

What You May Hear

“I'm worried about my recent weight gain even
though I've been trying to eat more healthy meals.”

“I'm upset that | don't have much to wear for work.”

Progress Statement The patient talks about a positive
development in his/her health condition, in
his/her own or family’s lfe, or a recent, very
positive, life-changing event.

“I've improved by 1000 steps over the last week.”

“I have less cravings since | changed medications.”

Challenge Statement | The patient speaks about the negative effect
a physical or psychosocial problem is having
on the quality of his/her life, or a recent,
devastating life-changing event.

“Since my Mo got sick, I've had a hard time
with sleep.”

“With my recent knee injury, it’s been difficult to get
around, be active, and take care of myself. | continue
to gain weight.”

w0 92025 The Obesity Society. Allrghts reserved.
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Communication Strategies

Reflect back. Normalize. Focus on partnership. Highlight the effort!

What You May Hear How to Respond

Reflect back: It sounds like you're concerned about your recent weight gain.

“Vm worried about my
recent weight gain even

though I've been trying to
eat more healthy meals.”

Normalize: It can be difficult to find the right nutrition plan, and different
things work for different individuals.

Partnership: Let’s discuss what you've tried and work together to develop a
plan to help you reach your goals.

Reflect back: It sounds like you've increased your physical activity, but
you’re worried about it being sustainable.
Highlight effort: That is great news that you reached your goal for the week.

“Pve improved by 1000 steps
over the last week, but I'm
worried about keeping it up.

Normalize: But it’s normal to be concerned about keeping it up. Many
people worry about that because life gets busy and challenging at times.
Partnership: Let’s develop some strategies in advance to overcome any
anticipated challenges so you can continue to achieve your goals.

8/15/2025

o 82025 The Obesity Society. Allrghts reserved

How Can We Avoid Perpetuating Weight Bias?

.

Use nonstigmatizing and person-first language

Use the medical definition of obesity

Emphasize screening and assessment tools beyond BMI and weight

Recognize that obesity is a complex disease and avoid framing it as a personal choice

Emphasize health and quality of life for people of all sizes, recognizing that health can
happen across a range of BMI levels

Advocate for improved overall health as primary goal; avoid exclusive goal of
weight reduction

Avoid measuring the impact of healthy eating and physical activity behaviors in terms
of weight reduction

Dispel the oversimplified view that obesity is solely determined by unhealthy eating
and lack of exercise, and highlight the complexity of obesity management

2 ©2025 The Obesity Society. Al ights reserved.
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The Obesity Bill of Rights o

(:D The right to accurate, clear, trusted, and accessible information on obesity as a treatable, chronic disease ‘

( 2 The right to respect by all members of the integrated care team when screening, counseling, and
providing treatment

(") The right to make treatment decisions about one’s health goals and obesity care and consultation with the
individual’s health providers

(" g) The right to treatment from qualified health providers, including counseling and ongoing care from health
providers with expertise in obesity care

specific health goals, and considers the person’s whole health and not just their weight status

( 6 The right to accessible obesity treatment from health systems, so those with severe obeslty receive care and
settings that allow for privacy, using size- and ht- and

(:9 The right to p tered care that is I7 respects the indivit 's cultural beliefs, meets their ‘

( 7 The right for older adults to receive quality obesity care that comprises a respectful, comprehensive care
approach consistent with their personalized medical needs

disease as prescribed by the individual’s health

(:9 The right to coverage for treatment with access to the full range of treatment options for the person’s |J¢E

I

- 92025 The Obesity Society. Allrghts reserved.
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Summary

* Recognize and advocate that obesity is a complex disease

* Reflect on one’s own potential biases to improve patient-centered care

* Weight bias is pervasive and has a negative effect on health behaviors

* Reducing weight bias and stigma can help improve health outcomes for individuals with obesity

* Employ strategies to provide the best possible care
(people-first language, self-reflection, environmental accommodations, and training in obesity management)

o 92025 The Obesity Society. Allrghts reserved
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 Word besty Feraton

Comprehensive Obesity Management
Practical Strategies for Individualizing Treatment o

2025 The Obesiy Society. Allrghts reserved.
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Screening, Diagnosis, and History

o 92025 The Obesiy Society. Allrghts reserved

66

22



Let’s Go Back to Kathleen o

48-year-old woman who describes herself as “heavy since adolescence”
Has never seen a provider for weight/obesity treatment

8/15/2025

* Weight: 202 Ib Height: 5'4”
* BMI: 34.7 kg/m? Alc: 7.9%
* Current medications:

o Valproate 500 mg BID for juvenile myoclonic epilepsy
diagnosed at 16 years of age

o Metformin 1000 mg BID for T2D
o Omeprazole OTC once daily for GERD

o IUD for pregnancy prevention

o, @ OTC over the counter; 2D, type 2 iabete.

82025 The Obesity Society. Allrghts reserved

* Recommended first step in evaluating patients for obesity
* Easy assessment and no need for weight tables

* The most useful population-level measurement of overweight and
obesity for risk assessment

« Correlates with other estimates of adiposity

Benefits and Limitations of BMI o

+ Cannot distinguish between weight associated with muscle vs fat

+ High specificity for diagnosing obesity but low sensitivity for
identifying adiposity

« Cannot distinguish body fat distribution, which may lead to
underestimates of metabolic risk

o ©2025 The Obesity Society. Al rights reserved,
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Other Criteria for Diagnosis of Obesity

The amount, distribution, and health of body fat are more important
measures of obesity and health risk than BMI alone.

Waist Circumference Waist to Height Ratio Waist to Hip Ratio
Men 20.5 Men
240 in (102 cm) Does not require age, sex, or ethnic cutoffs 20.95
Asian 235.4 in (90 cm) Accurate 26 years of age Asian 20.90
Women
Women
Percent Body Fat 20.80

>35in (88 cm) :
>
Asian 231.5 in (80 cm) Men: 230% Asian 20.80
Women: 235%

Tonct ).t 3. Obesiy Algort eBok,presanted by the Oty Medicine Assoction. 2025, Accessed Augit 5, Rao, et . irction. ars,
el Eur) it 20206011 42-01.

o 92025 The Obesity Society. Allrghts reserved.
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Anthropometric Component of the Medical Diagnosis
of Obesity

| ) |
L i

" . « BMI 225 kg/m? « BMI <25 kg/m?
Diagnosis
(Anthropometric Component) * BMI 223 kg/m? for some * BMI <23 kg/m? for some
\/\ ethnicities ethnicities

~z

Clinical interpretation of BMI

Waist circumference if BMI <35 kg/m? j‘>

NP

Clinical Component of Diagnosis

w

Can consider body composition
technologies

Gorvey W, et . Endocr Proct 2016205 31203

8/15/2025
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Weight History Is Embedded With Valuable o
Clinical Information That Will Guide Treatment

Previous weight management strategies
and outcomes

Treatment
Decisions

o ©2025 The Obesity Society_ Al ights reserved.
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Major Components of a Complete Weight History

Weight History C

Obesity
Perscn?al weight Faml!y weight Nutrition history Physlc.al activity me}dnca}tnon and/or
history history history bariatric procedure
history

92025 The Obesity Society. Allrghts reserved.
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o

Components of an Effective Obesity Management Program

/ - . Behavioral
C @ Physical Activity Gutrtlon Modification
—

< bolic and Bariatric ies and d

8/15/2025

5 82025 The Obesity Society. Allrghts reserved
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Obesity Management

Lifestyle and Behavioral Interventions

©2025 The Obesity Society_ Al ights reserved.

74

Lifestyle Interventions o
Stress
7~ Q_) N

)

Nutrition Physical Activity

92025 The Obesity Society. Allrghts reserved.

75

25



Nutrition History

A detailed nutrition history should include:

Previous attempts at nutrition

N Preferences, triggers, and Timing/frequency of
or dietary changes to change 88 8/ _q Y
N s challenges food intake
weight or body composition
* What was the response to dietary « Triggers for eating, barriers to * Methods:
changes? Were they sustainable? healthy eating, cultural influences — Clinician-conducted interview of
24-hour dietary recall or typical
day
— Food diary or log for at least
3-4days

e p )Ll

Buridge K, ol Obesy Pl 20221100007 Accesed one 19,2025

1
eat foods that...?”)
+ Discuss portion sizes

A

~ Targeted questions for food
frequency (eg, “How often do you

detaryrecali2ane

5 82025 The Obesity Society. Al rghts reserved
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Nutritional Approaches for Weight Reduction

Low-calorie nutrition plans
(1200-1800 kcal/day)

Manipulation of macronutrients
(eg, carbohydrate, fat)

Meal replacements can
be used with any plan

444

Time-restricted eating

Choice of plan should consider:
* Eating behaviors and meal patterns
* Cultural influences

* Food availability and financial
limitations

* Time constraints
* Nutritional knowledge
« Cooking skills

« Comorbidities

©2025 The Obesity Society. Al ights reserved.
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Practical Strategies for Helping Patients Reach

Their Nutrition Goals

* Provide resources
— Grocery lists
— Portion sizes

« Teach patients to critically read
food labels

* Suggest nutrition trackers
* Encourage progress over perfection
« Refer to nutritionists/dietitians

« Counsel patients to limit:

~ Ultra-processed food
— Trans fats
~ Alcohol and high-calorie beverages
~ Added sugars
— Refined carbohydrates
Encourage:
— High-protein foods
~ Vegetables and leafy greens
— Fruits and berries.
~ Nuts, seeds, legumes, and whole grains
~ High-fiber foods
~ Complex carbohydrates.

Greater exposure to ul food is

with i i ic and mortality risks. 2 %

7 92025 The Obesity Society. Allrghts reserved.
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8/15/2025

Types of Foods Types of Foods
Nutrition Plan General Description Recommended to Avoid Advantages Disadvantages
Lowfat lessthon 2030 of  Vegeables,whole g, Fat, redmeots, ugo and_ Reduces lcoe, nuln,and_ Moy decesse HOL
e ram ot lepmen s lowiorer el caonitaes 5 when sccomganed o vt of it
foreeday ndean o rocesmatood) et reductondeenses T2k of defcenis
ensond o

fat-soluble vitamins if <30 g

of fat/day
Low <130 of carbohydrates/day  Non-starchy vegetables, tarchy foods, sugar, Reduces triglycerides, insulin,  May increase LDL; may
Carbohydrate or <26% of calores/day leafy greens, low-sugar refined carbohycrates, glucose, and BP with or induce gout fares
fruits, nuts, seeds, egs, trans fats, and ulta- without welght reduction; Moy result in malaise
meats and fsh, some ful processed foods increases HL
Very low carbohydrate: fat dairy, and natoral ols Monitor for hypoglycemia
<50g of corbohycirates/day  and fats Greater weight reduction in and hypotension intreated

the first 6 months vs other

patients treated with
nutrition plans

medications

Mediterranean 40% of calories from fat Olive oi, vegetables, fruits,  Ultra-processed Countries following a May produce less weight
Dietary pattern of ciizens legumes, whole grains, carbohydrates, sugar, and  Mediterranean lifestyle tend reduction and less

of Mesiterranean countries  Nuts seeds, fish, and a red meat to have low rates of heart reductions in hunger vs 2

moderate intake of red disease and long low carbohydrate eating.

wine, seafood, poultry, life expectancies
fermented dairy (cheese

The most robust data to
and yogurt), and eggs

support reductions in
cardiovascular disease risk

Tondt J, et al d August 5, 2025.

B 82025 The Obesity Society. Allrghts reserved
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Let’s Go Back to Kathleen o

48-year-old woman who describes herself as “heavy since adolescence”
Has never seen a provider for weight/obesity treatment

Weight: 2021b  Height: 5'4”

BMI: 34.7 kg/m?  Alc:7.9%

Lipid panel: WNT

Current medications:

o Valproate 500 mg BID for juvenile myoclonic epilepsy diagnosed at 16 years of age
© Metformin 1000 mg BID for T2D

© Omeprazole OTC once daily for GERD

Nutrition history: usually skips breakfast or grabs yogurt on the go; eats
out frequently as her teenagers often aren’t home and it’s just her and
her spouse; prefers savory foods over sweets

T, it nrmat i

92025 The Obesity Society.Allrights reserved

Let’s Meet Todd

42-year-old man who was previously active but was injured
Concerned about weight gain and overall health

Weight: 2051 Height: 511"  BMI: 28.6 kg/m?

Total cholesterol: 263 mg/dL Triglycerides: 215 mg/dL
LDL-C: 165 mg/dL  HDL-C: 35 mg/dL  BP: 137/86 mm Hg

Current medications: initiating atorvastatin 20 mg QD

Medical history: pancreatitis 5 years w/ cholecystitis; major depressive
disorder (mild) being treated with counseling; no anxiety

Weight history: competitive weightlifter throughout life but stopped

5 years ago due to a back injury; has gained weight and lost muscle
strength over the intervening 5 years

Nutrition history: cut meat from diet 5 years ago; eats a lot of seafood;

eats late at night out of boredom and has strong cravings

o blood pressure, HOLG g deniy <

o 92025 The Obesity Society. Allrghts reserved.
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Discussion: What Is an Appropriate Nutrition Plan for o
Each of These Patients?

Low carbohydrate diet
+ Evidence that low carbohydrate diet has positive effect on insulin and Alc
+ Prefers savory foods, so may be a realistic option with her preferences

+ Some evidence that very low carbohydrate diet may reduce seizure frequency

F Mediterranean diet

- Substantial evidence that Mediterranean diet has positive effect on metabolic

syndrome and dyslipidemia
* Mediterranean diet consistent with preference of seafood and avoidance of
red meat

8/15/2025

| 82025 The Obesity Society. Allrghts reserved

Prescribing an Appropriate Nutrition Plan

~\ r ~

[ Anti-Inflammatory Low Glycemic Index

[ Low Fat ] t‘ q DASH ]

( Low Carbohydrate N Mediterranean

The best nutrition plan is one your patient adheres to.

DASH,Dietary Approaches t top Hypertension

5 92025 The Obesity Society.Allrights reserved
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0

According to World Health Organization: Risks of Sedentary Lifestyle

2 million deaths per year are attributed to physical inactivity

One of the 10 leading causes of death and disability in the world

Increases all causes of mortality

Increases the risks of colon cancer, high blood pressure, osteoporosis, lipid disorders, depression,
and anxiety

60% to 85% of people in the world lead a sedentary lifestyle, making it one of the more serious yet
insufficiently addressed public health problems of our time

[ Doubles the risk of cardiovascular diseases, diabetes, and obesity J

o 92025 The Obesity Society. Allrghts reserved.
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Physical Activity Improves Health Beyond Weight Reduction

o

[

Improves neurologic Promotes

|
%% health

i better sleep

-z', Boosts
energy

)

S00 _
® < Increases stamina

and strength health

Improves cognitive

Improves pulmonary
health

)

\ﬂﬂ some mental health
conditions

000  Prevents and treats

Improves

[

- Reduces risk of cancer
and improves response
# to cancer treatments

Regulates
weight

cardiometabolic health }

exander et . Obes Pillrs. 202211100005,

8/15/2025
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.

moderate-intensity aerobic physical activity
OR

Key Physical Activity Guidelines for Adults

75 minutes (1 hour and 15 minutes) to 150 minutes (2 hours and 30 minutes) per

week of vigorous-intensity aerobic physical activity

AND

Muscle-strengthening activities 2 or more days per week

of moderate-intensity physical activity per week

« Activity should be spread out over the week

Adsped rom S Department f "

o

At least 150 minutes (2 hours and 30 minutes) to 300 minutes (5 hours) per week of

Additional health benefits are seen beyond the equivalent of 300 minutes (5 hours)

©2025 The Obesity Society. Al ights reserved.
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How to Take a Physical Activity History

« Physical Activity Vital Sign (PAVS)

— “On average, how many days per week do
you engage in moderate to strenuous
exercise, like a brisk walk?”

— “On average, how many minutes do you
engage in exercise at this level?”

Readiness
Perceived barriers
Previous activities: likes/dislikes
— Reason for discontinuing
* When? What? Why?

Access to safe places to be active
Risk of falls

92025 The Obesity Society. Allrghts reserved.
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Prescribing Physical Activity

An exercise prescription generally includes:
« Type of exercise or activity

(eg, walking, swimming, cycling)
« Specific workloads

(eg, watts, walking speed)

« Duration and frequency of the activity
or exercise session

ol you gt e s WECK?

wasine © Accesed iy 24,2005

o 82025 The Obesity Society. Allrghts reserved
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Let’s Revisit Kathleen

48-year-old woman who describes herself as “heavy since adolescence”
Has never seen a provider for weight/obesity treatment

* Weight: 202 Ib Height: 5'4”

* BMI: 34.7 kg/m? Alc: 7.9%
* Physical activity history: likes to walk outside in the morning; usually

walks 2-3 times per week for 15 minutes

©2025 The Obesity Society. Al rights reserved,

Example of a Physical Activity Prescription for Kathleen

FITTE-VP: fra il ity, type, time, enjoy , volume, progi

Frequency: 3 times per week (Mon, Wed, Fri)

£ 74 Intensity: brisk, able to talk but not sing

Type: walking

Time: 20 minutes (7:00 Am)

Enjoyment: listen to favorite podcast

Volume: 60 minutes of moderate-intensity physical activity per week

Increase by 5 minutes every 2 weeks

WOED

LU O

92025 The Obesity Society. Allrghts reserved.
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Let’s Revisit Todd o

42-year-old man who was previously active but was injured
Has never seen a provider for weight/obesity treatment

8/15/2025

* Weight:205lbs  Height: 511"  BMI: 28.6 kg/m?

+ Total cholesterol: 263 mg/dL Triglycerides: 215 mg/dL
LDL-C: 165 mg/dL  HDL-C: 35 mg/dL  BP: 137/86 mm Hg

* Physical activity: former weightlifter; currently limited to daily
activities due to back injury leading to mild depression

[ Refer to physical therapy }

5 82025 The Obesity Society. Allrghts reserved

Interventions to Facilitate Behavior Change

individuals take regarding interventions
their health

Interventions designed to
@ affect the actions that 6 Integrated into lifestyle

@ &

Motivational Cognitive
Interviewing Behavioral Therapy
S, o, s, e, s, s,
77 192025 The Obesity Society. Al ights reserved
5As of Behavior Change o
ARRANGE/
ASK ASSESS ADVISE AGREE ASSIST
whether there is a behavior/habit, on health on a plan with tools,
health-related cues/triggers, and outcomes of resources,
behavior they readiness to behaviors and referrals, and
would like change strategies to follow-up
to change change health
habits
n ©2025 The Obesty Society. Al ights reserved.
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5As of Behavior Change: Nutrition Example

o

questions or
concerns about your
eating habits?

Would you be
interested in
working together on
a nutrition plan?

your diet that you
struggle with?

Are there any
lifestyle or food
changes you've
made in the past
that worked well
for you?

82025 The Obesity Society. Allrghts reserved

important role in our
overall health. Let’s
talk about replacing
processed foods
with whole foods.

about replacing 3
processed foods per
day with whole
foods as our goal for
the next month?

ARRANGE/
ASK ASSESS ADVISE AGREE ASSIST
Do you have Are there areas of Nutrition plays an What do you think Here’s a list of whole

foods to give you
some ideas.

Let’s discuss any
barriers you
might face.

Let’s plan to follow
up in 1 month.

8/15/2025
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5As of Behavior Change: Physical Activity Example

o

ASK

ASSESS

ADVISE

AGREE

ARRANGE/
ASSIST

Physical activity is an
important
component of your
overall health. Is it
okay if we talk about
your physical activity
today?

On average, how
many days per week
do you engage in
moderate to
strenuous exercise,
like a brisk walk?

On average, how
many minutes do
you engage in
exercise at this
level?

©2025 The Obesity Society. Al rights reserved,

It's great that you
are already walking
for 15 minutes

3 times per week.
Maintaining muscle
is also important to
your health. Let’s
talk about adding
15 minutes of
strength training
once or twice per
week.

Would you be able
to add 15 minutes of
strength training
using body weight
and/or resistance
bands once per
week for the next
month and then
once more per week
the next month?

Here are 2 handouts
with some body
weight and
resistance band
exercises.

What do you
anticipate might be
a barrier to reaching
this goal?

Let’s plan to follow
up in 2 months.

95

The Motivational

Interview

Fundamental Principles: DARES
« Develop discrepancy
+ Avoid argumentation

Roll with resistance
Express empathy
Support self-efficacy

OARS for Communication
- Open-ended questions
* Affirmations

* Reflections

* Summaries

Other Tools
+ Decisional balance grids

* Readiness rulers

* Ask about extremes
* Explore past successes

92025 The Obesity Society. Allrghts reserved.
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Cognitive Behavioral Therapy (CBT)

CBT is a type of psychotherapy that helps individuals recognize and address
thoughts and feelings that influence their behavior.

7
1]
2

p of CBT ly used in obesity management:

Self-Monitoring: nutrition/activity logging, self-weighing

Stimulus Control: reduction of triggers or cues that lead to undesired behaviors or increase triggers
that promote the desired behaviors

3
4
5

Problem Solving: overcoming barriers
Goal Setting: SMART goals

Contingency Management: development of strategies to overcome setbacks and encourage patients
to plan for lapses and relapses

[9)
7

Enlisting Social Support: accountability partner, support groups

Stress Management: healthful coping strategies that do not involve food

SMART, specic, messurati,scieatle,relsi, timehr

8/15/2025
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Realistic Outcomes of Lifestyle Modification Alone

Lifestyle modification alone has its limitations, and patients should have realistic
expectations of weight reduction.

—9Q 9 Q Q

Individuals regain, on
average, one-third of lost More intensive,
Weight reduction plateaus weight in the year . N multicomponent
o following discontinuation | [Long-term weight reduction| | behavioral interventions
on average at 7% at 6 to > N N N N
" of behavioral intervention is approximately 4.4 Ib; require referrals to
9 months, even with N ¢ .
N N 1 2% total body weight specialists outside of
continued counseling . .
Durable weight reduction primary care, such as
is only 4% with continued dietitians and trainers
lifestyle adjustments

Wakden TA et . Cur Obes e, 2023126453473

s ©2025 The Obesity Society. Al ights reserved.
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Set Realistic Expectations With Patients o

1to 2 Ib of weight loss per week is realistic; less if patient has been dieting for years

.

Weight reduction may be slower, but less restrictive is more sustainable

.

Find the middle ground—no all or nothing!

“Goal weight” or “ideal weight” may not be achievable and may feel
overwhelming—focus on smaller, attainable goals

Focus on health behavior goals as opposed to scale goals
* Ask “Is it working?” and “Is it sustainable?”

5 92025 The Obesity Society. Allrghts reserved.
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oco

Pharmacotherapy

Obesity Management

8/15/2025

182025 The Obesity Society. Allrights reserved
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Chronic Disease Management o

Lifestyle

« Nutrition, physical activity

2%-4%
weight
reduction

Obesity medications

* When treating other chronic diseases such as T2D or HTN, we do not:
- Withhold medications while waiting for patients to “fail” dietary
interventions
- Discontinue pharmacotherapy once a patient has reached a relevant
clinical goal
« Treatment intensity is matched with the severity of the disease at the
time of presentation

10%-20%

weight reduction

HIH, yperension.

L %, o 1. Obesy Ui Srng. 2026,32(2)237-230.
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Therapeutic Goals

*  Weight reduction of 5%-10% of
body weight

*  >25% weight reduction now
possible with some medications
Different health conditions
require varying amounts of
weight reduction to see

improvement

Reduces obesity-

Improves patient

associated "
complications within 6 health;r};’ifequallty
months

g 4

Reduces CVD risk factors, Reduces sleep apnea,
prevents/delays T2D, and depression and improves
improves osteoarthritis physical functioning
P —
. e e P sz el .

92025 The Obesity Society. Allrghts reserved.
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FDA-Approved Short-Term Obesity Medications

Medication Mechanism of Action
Benzphetamine Sympathomimetic
Diethylpropion Sympathomimetic
Phendimetrazine Sympathomimetic

Phentermine?® Sympathomimetic

[ 2Phentermine is often prescribed off-label for long-term use, but clinicians should be aware of their state laws. ]

708, US oo and Drug Adnistration.
By G et . Grculoton. 2013135(13}1695-1703.
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FDA-Approved Long-Term Obesity Medications

Medication Mechanism of Action

Liraglutide

(subcutaneous injection) GLP-1 receptor agonist

Opioid receptor ist; dopamine and r
reuptake inhibitor

Naltrexone/bupropion ER (oral)

orlistat (oral) Pancreatic lipase inhibitor—impairs gastrointestinal energy absorption,
causing excretion of approximately 30% of ingested triglycerides in stool
Noradrenergic + GABA-receptor activator, kainite/AMPA glutamate

Phentermine/topiramate ER (oral) receptor inhibitor causing appetite suppression

Semaglutide

(subcutaneous injection) GLP-1 receptor agonist

Tirzepatide

(subcutaneous injection) GIP and GLP-1 dual receptor agonist

Setmelanotide Melanocortin 4 receptor agonist

AP, amine 3 yrony 5. 3 2,0

i ©2025 The Obesity Society. Al ights reserved.
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Average Percent Weight Reduction (Drug vs Placebo)
From Randomized, Controlled Trials? (T2D Excluded)

CJorug 7 Placebo

0 Orlistat i i ion SR
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Waddan Th e . Obesiy (Sher Sprig). 201,1903110.120,
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Average Percent Weight Reduction (Drug vs Placebo)
From Randomized, Controlled Trials® (T2D Excluded) (cont'd)

CJoreg [ placebo

Liraglutide 3.0 mg Semaglutide 2.4 mg Tirzepatide 15 mg

2 | | | |
||
. L
o : [
.EJ,, g _ IE N N GE BN A H
o T 1T EIN S 1

Mean % Body Weight Reduction

) A et .t Obes (lond ) »
. 2021325141400 1433 Rubi D et . JAMA. 2071325(14)1416-1425.Garvey WT, €€l ot Med. 2022 5(10,2043-2001

o LT, et o JAMA 202633111139-45
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General Considerations in Pharmacologic Initiation

Pharmacologic interventions may be helpful as adjunct therapy with lifestyle interventions for
patients with BMI 230 kg/m? or 227 kg/m? with >1 obesity-related complication(s).

Medication (v;:':)"m hee + Different patients respond to different medications
— If one option does not work, consider others
Liraglutide? 12 . . - IR .
raglutiae + Consider discontinuing medication in patients who
Naltrexone/bupropion 18 do not respond with weig_ht reduction of at least
5% at 12 weeks after maximum dose®
Orlistat 12 + Avoid in pregnancy and lactation
Phentermine/topiramate 12 — Pregnancy tests at baseline
— Consider a disclosure signature
Semaglutide 12
Tirzepatide 18

“Decamber

Apoian CW, et L) G Endocrino Metab 2015100(21 342352
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Steps to Prescribing an Obesity Medication

Step 1 Determine whether patient meets indications for obesity medications

Step 2 Screen for contraindications and medication interactions

Step 3 Consider complications, comorbidities, and other conditions or symptoms
P that would benefit from a particular medication

Step 4 Discuss options with patient, including insurance coverage and cost
Step 5 Choose, initiate, and titrate medication

Step 6 Monitor response and titrate or switch as appropriate

I@IGIGI@I@I

92025 The Obesity Society. Allrghts reserved.
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Steps to Prescribing an Obesity Medication

Step 1 Step 2

Determine whether patient meets Screen for contraindications and
indications for obesity icati PP N

BMI 230 kg/m?

BMI 227 kg/m? with >1
obesity-related complication(s)

8/15/2025
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Contraindications and Clinical Considerations

Generic Ce indicati ings & i Clinical C
GLP-1-based medications * Contraindication: personal or family history of medullary * Monitor for signs and symptoms of pancreatitis, cholelithiasis
(subcutaneous njections) thyroid carcinoma or multple endoctine neoplasia + Monitor for depression and suicdal thoughts

syndrome type 2 * Must stay hydrated to avoid AKI

Liraglutide! + Warnings and precautions:risk of thyroid C-cell tumors; "
#+ May slow absorption of other medications
Semaglutide? Gl adverse reactions; AK, gallbladder disease, and Y- 4
Tirzepatide? pancreatitis
+ Do not use in pregnancy or when breastfeeding
U uncontrolled hypert seizure  + Avoid taking with high-fat meal to minimize sefzure risk
(oral) disorders, anorexia or bulimia, opioid use, manoamine  » Monitor for increased suicidal ideation

oxidase inhibitors
+ Do not use in pregnancy

* Monitor BP and HR

Oristat® (oral) + Contraindicated for those with chronic malabsorption * May interfere with absorption of fat-soluble
syndrome or cholestasis vitamins/medications/OCPs, especially if experiencing
+ Do not use in pregnancy or when breastfeeding diarthea
« Drug interactions * Need vitamins A/D/E/K/beta-carotene >2 hours separated
from medication and levothyroxine 24 hours from medication
Phentermine/topiramate ER® Monitor for reduced sweating/increased body temp * Must be discontinued gradually to avoid increased seizure
) * Pregnancy test (baseline & monthly) due to birth defect ris!
risk + Monitor kidney function
+ Worsening depression/suicidal thoughts + Taper doses if necessary to discontinue

+ Increased BP and HR
+ Do not use in pregnancy, glaucoma, hyperthyroidism

0, scte ey ijrys HR, hear ae; 07, oo contracepive s
L Moo Nordik 2.

NovaNordi 3. Zepbound 4
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Steps to Prescribing an Obesity Medication

Consider complications, comorbidities, and
other conditions or symptoms that would
benefit from a particular medication

T2D, juvenile myoclonic epilepsy, smoking

Dyslipidemia, mild depression, history of pancreatitis

92025 The Obesity Society. Allrghts reserved.
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Complications, Comorbidities, Symptoms, and Conditions That o
Would Benefit From a Particular Obesity Medication

Phentermine/ Naltrexone/ GLP-1/GIP Orlistat
topiramate bupropion agonists
* ADD/ADHD * Dep! i i . i *T2D
« Challenges with focus + Alcohol cravings «T2D « Dyslipidemia
* Migraines * Seasonal affective * Metabolic syndrome
. disorder - .
* Low energy/fatigue * Hyperinsulinemia

+ Smoking cessation © MASLO/MASH

* CVD
* HFpEF
+ 0SA

Sssoiated sestobepatis; 05, absricti seep pnes

8/15/2025
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Step 4: Shared Decision-Making for Choosing Medication o

« Involves choosing treatment based on both evidence and patient preferences
* Consider health literacy: information, drawings

Discuss:

Cost/coverage

Comorbid conditions

Desire for childbearing

Route of medication

Chronic disease treatment

Risks & benefits of each option

Expectation of lifestyle as adjunct to
medications for best success

L= ©2025 The Obesiy Soiety Al rights eserved.

Cost and Insurance Coverage for Medications

0

With Coverage:

Without Coverage:

« Will likely require a preauthorization
— Most require lifestyle therapies to be in place
— Many require 3-6 months of treatment prior
to approval
— Some may require a trial/failure with other
medications for obesity
+ Some plans have high co-pays
— Manufacturer savings cards can reduce co-pays
* Some Medicaid programs provide coverage,
varies by state
— California: doesn’t require preauthorization
* Some Medicaid plans cover semaglutide 2.4 mg
for the indication of history of CVD and
overweight/obesity

« Tirzepatide and semaglutide are expensive ($1060-51350
retail per month)

— Manufacturer savings cards reduce the cost for those with
commercial insurance without obesity medication coverage
(tirzepatide $650, semaglutide $499)

— All doses of tirzepatide are now available in vials through Lilly
Direct ($499 or less) AND Medicare patients can access

~ Can be purchased from mail order pharmacies at lower cost

* Brand name phentermine/topiramate and
naltrexone/bupropion are available for around $100 per
month through mail order

* Generic phentermine cash price: ~$15-30 per month

« Consider prescribing generics to approximate obesity
medication doses

« Utilize prescription discount cards such as GoodRx and
SingleCare

92025 The Obesity Society. Allrghts reserved.
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Steps to Prescribing an Obesity Medication

Step 5

Choose, initiate, and titrate
medication

Semaglutide for obesity and diabetes

Naltrexone/bupropion for obesity; may improve mild depression

8/15/2025
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Ineffective Response to Therapy

* <4%-5% weight loss at
12 weeks of maximum dose
— Medications with escalating
doses take 16 weeks or longer

— Patient may be unable to tolerate
maximum doses

* <3%7? weight reduction but
with improvement in obesity-
related complications

Switch to a different
obesity medication

Increase dose of existing
obesity medication as
appropriate

©2025 The Obesity Society. Al rights reserved,

116

Best Practices Long-Term Management

Review medication Review SMART Review physical
for obesity; adjust Review nutrition log goal/behavioral ew phy:
activity goals
as needed change
{
Revlex:;t\;\ll"elght— Review referrals Order labs SC?;?Q”J\IE_:&X‘
promoting (if needed) (if needed) P
medications

appointment

92025 The Obesity Society. Allrghts reserved.
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Obesity Management

Metabolic/Bariatric Surgery

8/15/2025
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Metabolic and Bariatric Surgery Guidelines for Patients
With Obesity and Overweight

o

BMI 235 kg/m? MBS recommended, regardless of comorbidity

BMI 230 kg/m? MBS recommended for those with T2D

MBS considered in those who do not achieve substantial
BMI 30-34.9 kg/m? or durable weight reduction or comorbidity
improvement with nonsurgical methods

Clinical Note: BMI criteria for bariatric procedures should be adjusted for ethnicity; MBS should be offered at
BMI 227.5 kg/m? in patients of Asian? descent.

isnbers D, et l.Srg Obes Rl Dis. 2073,8(12)1345-1356.

H ©2025 The Obesity Society. Al ights reserved.

Pharmacotherapy May Be Appropriate After MBS

« Insufficient weight reduction and weight regain after MBS is common
— Surgery is a tool, not a cure
— Metabolic adaptation still occurs
* Pharmacotherapy can be effective therapy when combined with metabolic-
bariatric surgery to help boost post-bariatric weight reduction or prevent
weight regain
* Guideline recommendations vary on pharmacotherapy to augment or
follow MBS

A 92025 The Obesity Society. Allrghts reserved.
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Summary

Nutrition, physical activity, stress, sleep, and mental health are all important
components of lifestyle affecting body weight

Consider each patient’s history, motivation, and preferences when prescribing lifestyle
modifications

— Physical activity and nutrition goals should be achievable and sustainable

Obesity management is not about simply reducing numbers on the scale

Pharmacotherapy should be considered for patients with a BMI 230 kg/m? or those with
BMI >27 kg/m? with weight-related complications

— Obesity is a chronic, progressive, and relapsing condition and medications indicated for
long-term use should be used chronically

Patient response to medications is variable

— If a patient does not respond favorably to one medication, consider adding a medication or changing
to a medication with a different mechanism of action

92025 The Obesity Society. Allrghts reserved
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