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Objectives

Understand new framework for accurate diagnosis of obesity

Apply patient-centered strategies for comprehensive management of obesity

Improve knowledge on non-pharmacologic and pharmacologic treatment for obesity

Recognize indications for and risks/benefits of pharmacotherapy
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What 1s obesity?
Background e

Obesity has been
linked to:

* Heart disease

adults in the U.S.

* High blood pressure
* High cholesterol

« Obesity (BMI > 30) affects over 40% of women in the U.S1 oo e

What you can do

* Heart attack
stk o e sy
- Obesity increases risk for cardiometabolic disease, sleep @) Vaist size o
P . .. ::;::aotﬂg%:{rs\b:e grains,
apnea, osteoarthritis, and multiple cancers el
forwomen ii P 0 B e cch migh,
. . . . . .
+ Complex, chronic, multifactorial condition S T ——
| | | | ﬁ ingenrt 0 el anlp e
« Metabolic, hormonal, genetic, socioeconomic,
. | oy s et by
neurobehavioral contributors? Index (BMI) pedcatons g brtic urgen
your weight and height with your health care professional.

visit CardioSmart.org/0besity toleam more.

¥ @ACCinTouch #CardioSmart

Fryar CD, Carroll MD, Afful J. Prevalence of overweight, obesity, and severe obesity among adults aged 20 and over: United States, 1960-1962 through 2017-2018. NCHS
Health E-Stats. 2020.
Keating MK, Woodruff RK, Saner EM. Management of Obesity: Office-Based Strategies. Am Fam Physician. 2024.



Obesity in
Women
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Obesity disproportionately affects women, with those from ethnic/racial
rminorities and those living in poverty being more affected.

Healthcare costs are higher for women with obesity as compared to men with
obesity.

Women with obesity experience more weight bias and stigmatization than men
with obesity.

Physiologic, societal, socio-economic, and interpersonal factors influence the
development, progression, and persistence of obesity in women.

Key stages of a woman's life when she is at risk of weight gain include
adolescence, early adulthood, pre-conception, pregnancy, postpartum, mid-life,
and older adulthood.

PCOS is the most common endocrinopathy in women of reproductive age and is
more common and severe in women with obesity.

Maternal obesity contributes to infertility/subfertility, pregnancy complications,
childhood obesity and has a negative impact on the health of the mother and he
offspring.

Women with obesity have lower rates of breastfeeding intention, initiation, and
duration.

The hormonal changes that occur with menopause may increase the risk for
excess weight gain and CV disease.

Women with obesity are at higher risk of gynecologic cancers with endometrial
cancer and post-menopausal breast cancer being the most notable. Data is
limited for cervical, vulvar, and vaginal cancer, but screening is lower in women

with obesity.
Y Obesity Medicine Association Obesity Algorithm



Stages of a woman'’s life when she
is at risk of weight gain:

Adolescence Early Adulthood Pre-conception

+ Puberty « College + Infertility treatments may
+ Social media + Establishing a career contribute to weight gain

Pregnancy Postpartum

« Difficulty regulating weight gain « Difficulty losing pregnancy weight
+ Adjustment to parenthood and parenting
+ Breastfeeding difficulties

Mid-Life Older Adulthood

« Parenting, caring for aging parents « Chronic health issues
+ Peri-menopause and menopause « Disability

Obesity Medicine Association Obesity Algorithm



Weight bias

« Women and POC disproportionately affected

« Experience social devaluation and
discrimination

« Bias and stigma worsen health!

« Healthcare providers are leading culprit in
perpetuating weight bias

STOP

WEi'G!;wg\

Weight Bias
in U.S. Adults

Weight bias is holding negative attitudes about pecple's weight or harming and

BIAS
‘3\\ shaming them because of their weight. Weight bias can exist in every aspect of life

B2 Part of the Solutian including employment, health care, education, media and someone's persondl life.

Weight bias is prominent
in the U.S.

90% of U.S. adults say

it exists. '
42% of U.S. adults say
they’ve experienced it.’

Weight shaming is actually bullying.
Studies show weight bias and shaming

do not help people lose weight.*

46% of people who've experienced

weight bias say it has impacted their

ability to control their weight.!

What can we do as clinicians?

* Talk about body size with trauma-informed
and sensitive practices

e Focus on health outcomes and conditions
rather than weight alone

Healthcare providers
show weight bias.

In one study, physicians
indicated that they would spend
28% less time with a patient
with obesity than they would a

patient of normal weight.?

10.3% of U.S. adults

have experienced weight
bias in healthcare.’

©

Weight bias also comes

o O
o from family members.
In one study, 72% of respondents
said they experienced weight

bias from family members.2

Media surrounds us with negative
images about weight.

Media is the number one area where adults
who say they've been the subject of weight
bias experienced it.

Source: stopweightbias.com



A note on BMI

« Developed by Adolphe Quetelet, a Belgian
mathematician, in his “Treatise on Man”
publication in 1835

- Based on ideal body habitus of the Scottish
Highland soldiers and French Gendarmerie

CLASSIC REPRINTSSERIIES

A 'TREATISE ON
MAN AND THE
DEVELOPMENT OF
His FacuLTIES

Therefore.... problematic

* |s still recommended as screening tool, but:

« Does not distinguish between fat and lean mass
« Notable variation across ethnic groups

« Does not account for age related changes in
body composition



Changing the diagnostic framework

Limitations of the current definition of obesity

Obesity is currently defined solely by an
individual’s body mass index (BMI) Although BMl is useful for identifying individuals
at increased risk of health consequences...

The criteria for populations
of European descent™ are:

It is not a direct measure of fat

It does not establish the distribution
of fat around the body

It cannot determine when excess

RIECREREY Underweight body fat is a health problem

BMI (kgm) Under18.5 185t024.9 25t029.9 30 and over

*Criteria for other ethnic groups are different

Rubino F, Cummings DE, Eckel RH, et al. Definition and diagnostic criteria of clinical obesity. Lancet Diabetes Endocrinol. 2025;13(3):221-262.
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Diagnosis Overweight Obesity Obesity Obesity

Excess o~

body fat? o Yes »x No o VYes o VYes

Signs and

e x No ®x No x No o Yes

Notes Under-diagnosis Over-diagnosis Obesity with Obesity with
of obesity of obesity preserved health ongoing illness

Limitations of
BMI-based diagnosis

People with excess body Individuals with high Some people with excess body fat (and high BMI)
' fat do not always have a muscle mass (eg, can nevertheless maintain normal organ function
® BMI above 30, meaning athletes) tend to have and an unhindered ability to conduct daily activities
that their health risk can high BMIs despite (hence, they have no illness); others instead manifest
go unnoticed. normal fat mass. objective evidence of ongoing illness. Current
Diagnosing such people definition and measures of obesity do not reflect
as having obesity or a health/illness at individual level and are therefore
disease is inappropriate. inadequate for disease diagnosis.

Rubino F, Cummings DE, Eckel RH, et al. Definition and diagnostic criteria of clinical obesity. Lancet Diabetes Endocrinol. 2025;13(3):221-262.



DIAGNOSING EXCESS BODY FAT

L) :

Y
[ >0.5 %
i
WAIST WAIST-TO- BODY FAT
CIRCUMFERENCE HEIGHT RATIO PERCENTAGE
>40 in (men) >0.5 >25% (men)

>35 in (women) >32% (women)

Image generated by ChatGPT



Potential comorbidities

CNS
Vision loss, recurrent headaches, or both
(due to raised intracranial pressure)

Respiratory system

Hypoventilation, breathlessness,
wheezing, or any combination of these
(due to reduced lung compliance,
diaphragmatic compliance, or both)

Metabolism

The cluster of hyperglycaemia, high
triglyceride levels, and low HDL
cholesterol

Liver

Metabolic dysfunction-associated
steatotic liver disease with fibrosis

Renal
Microalbuminuria with reduced eGFR

Reproductive

Anovulation, oligomenorrhea and
polycystic ovary syndrome,

male hypogonadism

Limitations of daily activities
Substantial, age-adjusted
limitations of daily living

Upper airways
Apnoea or hypopnoea during sleep (due
to increased upper airways resistance)

Cardiovascular system

» Heart failure with reduced ejection
fraction (due to reduced left
ventricular systolic function)

« Chronic fatigue and lower limb
oedema (due to impaired diastolic
function—heart failure with preserved
ejection fraction)

« Chronic or recurrent atrial fibrillation

« Pulmonary artery hypertension

» Recurrent deep-vein thrombosis or
pulmonary embolism

- Raised arterial blood pressure

Urinary system
Recurrent or chronic urinary
incontinence

Musculoskeletal system

Chronic, severe knee or hip pain
(associated with joint stiffness and
reduced range of motion)

Lymphatic system

Lower limb lymphoedema (causing
chronic pain, reduced range of motion,
or both)

Rubino F, Cummings DE, Eckel RH, et al. Definition and diagnostic criteria of clinical obesity. Lancet Diabetes Endocrinol. 2025;13(3):221-262.




lagnosing clinical obesity

Preclinical obesity Clinical obesity

A condition of excess body fat associated with A chronic disease due to obesity alone, and characterised by
variable level of health risk, but no ongoing illness signs and symptoms of ongoing organ dysfunction and/or

reduced ability to conduct daily activities
People living with preclinical obesity:

People living with clinical obesity have reduced

Have no evidence of ‘ Are generally at a higher tissue or organ function due to obesity, such as:
reduced organ or tissue risk of developing
function due to obesity diseases, such as: I Breathlesness caused A cluster of metabolic
* Clinical obesity = by effects of obesity on & abnormalities
Can complete . the heart or lungs
day-to-day activities * Ao/ y Dysfunction of other
unhindered * Some cancers " Knee or hip pain =  organs incleding
* Type 2 diabetes = with joint stifness kidneys, upper airways,
and reduced range nervous, urinary, and
of motion reproductive systems.

Full details of these new categories can be found in the Commission report k

Traditional measurement of obesity vs new diagnostic method
The pathophysiclogy of preclinical and clinical obesity

Preclinical obesity Clinical obesity
Excess body fat
#
Alterations of organ structure o o e o o 0

Alterations of organ function BMI gigim) 37 28.8 288 324 39.2 39.2
1 ul
Excess

body fat? ® o N o o Ves ® Mo o fes W es

Muscle mass Mormal / High Normal Normal / Low High Normal / Low Mormal / Low
o ey % Ho ® Mo % ho ® Mo % No Yes
symptoms?™* v
0ld diagnosis Mo obesity Overweight Overweight Obesity Obesity Obesity
, , , , , Preclinical i U
Rubino F, Cummings DE, Eckel RH, et al. Definition and diagnostic criteria of Niew ciagnasis N chesity Noobesity Mo abesity | Clinical ohesity

clinical obesity. Lancet Diabetes Endocrinol. 2025;13(3):221-262.



Rubino F, Cummings DE, Eckel RH, et al. Definition
and diagnostic criteria of clinical obesity. Lancet
Diabetes Endocrinol. 2025;13(3):221-262.

Diagnosis

o Excess body fat?
The first step in such a diagnosis
is confirming excess body fat,
which can be achieved via one of
the following three criteria:

- b .

At least one measurement of
body size and BMI

At least two measurements of
body size, regardless of BMI

= 1hb2 |

Y L jf J
Direct body fat measurement,
such asa DEXA scan

— Measurements of body size
The commission defines three
measurements of bady size that can be
used to confirm excess body fat:

Waist circumference
[ \ =102 cm for men®
| =88 ¢cm forwomen*

; o Waist-to-hip ratio
{ o)) >0.90 for men*
/ >0.85 for women*

ey Waist-to-height ratio
1Y >0.50 for all*

Excess body fat can pragmatically
be assumed if BMI is =40 kg/m?

X © woon

1u2.3)J1p aq Aow sdnoib 2juyla 1atp 0 10] puai) “Auo SUDISLIND) AUYM,

© obesity
Confirmation of excess bady fat should be followed by further assessment
to establish whether an individual with obesity has an illness

e S0
:»-\ g'_,f '
o Medical history, physical examination, and standard blood test

o Are there signs/symptoms of organ dysfunction?
» Does the individual experience limitations of day-to-day activities?

Yes, signs/symptoms imitations of

day

to-day activities

no lim: of organ dysfunction

—> inical obesity &

Management

|
v
e Is organ dysfunction obesity related? F T
Precl

Clinical obesity

This new diagnosis approach will support evidence-based, personalised prevention
and treatment, ensuring more efficient and cost-effective use of resources

Preclinical obesity management

Focus on risk reduction and
prevention of progression to
clinical obesity or other
obesity-related diseases

Health counselling for
weight loss or prevention

of weight gain

@ Monitoring over time

Clinical obesity management

Focus on improvement or
reversal of organ dysfunction

Evidence-based treatment
and management, with an
aim to fully regain or
improve functions

Active weight loss
interventions in people at
higher risk of developing

clinical obesity, and other
obesity-related diseases

h Treatment type should be

¢ informed by individual
risk—benefit assessments
and decided via an active
discussion with the patient

Q Success should be assessed
by improvement of signs
and symptoms, rather than
measures of weight loss

Success should be assessed
by improvement of signs
and symptoms, rather than
measures of weight loss




The Four Pillars of Obesity Treatment

Nutrition
Therapy

Physical Behavioral Medical
Activity Modification Interventions
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Health outcomes are most improved with nutrition therapy when the dietary
interventions are evidence-based, quantitative, qualitative, and individualized to
facilitate patient engagement and adherence.

Food composition, physiological, and psychological factors all influence the
feelings of hunger, appetite, cravings, satiation, and satiety.

Low calorie dietary patterns are ~ 1000 - 1200 kcal/day for women and 1200 - 1600
kcal/ day for men. Very low-calorie dietary pattern is generally < 800 kcal/day and
should be medically supervised.

Dietary protein is used for structural purposes in the body with a dietary reference
intake (DRI) of 0.8 - 2.0 gram/kg/day depending on age, gender, physical activity,
and overall health.

Fat restricted dietary patterns are often defined as < 30% of total calories from fat
per day.

Carbohydrate restricted dietary patterns diet is generally defined as < 26% of total
calories from carbohydrates per day; a very low-carbohydrate ketogenic diet is
generally < 50 grams of carbohydrates per day.

A caloric deficit improves cardiovascular disease risk more than isocaloric
substitution of any carbohydrates or fats.

A variety of dietary patterns may be used for nutrition therapy, including
Mediterranean, DASH, vegetarian, ketogenic, and others.

The recommended dietary fiber intake for adults is at least 25-30 grams per day
for any dietary pattern.

Fasting (alternative day, intermittent, or time-restricted eating) may contribute to
overall caloric restriction and weight reduction.

Refer or work with a registered dietician
if you canl!

Obesity Medicine Association Obesity Algorithm
Image source: Prostock-studio



Dietary Pattern Intended to Cause Negative Calorie Balance and Loss of Fat Mass
A

r — —

Low-calorie:

Women: 1,000-1,200 kcal/day

Men: 1,200-1,600 kcal/day

1

Very low-calorie:
Less than 800 kcal/day

.\

| ! ) | .
Fat Carbohydrate Clinician supervision
restriction restriction recommended
T "
| | Typically a structured meal
replacerment program
Low-fat:
I <30% fat calories I— Low-glycamic g
| Very low-fat: I Low-carbohydrate:
<10% fat calories (to - hydrate:
L <130 grams/day or
a minimum of 30 | <26% calories
grarms/day)
| .
L Very low
carbohydrate:
<50 grams/day
(with or without
nutritional ketosis)

'—

Obesity Medicine Association
Obesity Algorithm



DASH Eating Plan

The Benefits: Lowers blood pressure & LDL “bad"” cholesterol.

(V) EatThis Limit This
.y = Vegetables
Nutrition approaches @
j Fruits
W Whole grains - |
° Mediterranean .% Fat-free()r‘ Full-fat dairy
» DASH (dietary approaches to stop hypertension) """
* Therapeutic Lifestyle Change e g S
 Ornish m Poultry ’j',:,"‘ beverages
. \/egetqman or vegan 2
» Paleolithic (PB[@O) ‘ Sweets
« Ketogenic (modified Atkins) LR wusseets
 Intermittent fasting / time restricted eating Q@ Vegetable oil ﬁ Sodium intake

e Structured meal replacement programs
www.nhlbi.nih.gov/DASH

National Heart, Lung,
A
ity



Intermittent fasting

I

! !

The 5:2 diet TRE

o ~
/ | \
Fast day Feast day Fast day Feast day Every day
Every other day Every other day 2 days per week 5 days per week Eating window (for example 8 hours)
(0-500kcal) (ad libitum) (500-1,000 kcal) (ad libitum) Fasting window (for example 16 hours)

 Comparable in effectiveness to caloric restriction
 However, weight loss is greatest in first year, less sustained over time
« Recent metanalysis suggests alternate day fasting (ADF) might be best approach

Khalafi M, Maleki AH, Ehsanifar M, Symonds ME, Rosenkranz SK. Longer-term effects of intermittent fasting on body composition and cardiometabolic health in adults with overweight and obesity: A
systematic review and meta-analysis. Obes Rev. 2025;26(2):e13855.
Image source: Varady, KA., Cienfuegos, S., Ezpeleta, M. et al. Clinical application of intermittent fasting for weight loss: progress and future directions. Nat Rev Endocrinol 18, 309-321 (2022)



The Four Pillars of Obesity Treatment

Behavioral Medical
Modification Interventions

Physical
Activity

Nutrition
Therapy




Physical Activity Goals

E— [In addition to routine non-exercise activity thermogenesis (NEAT)]
\ )
[ l l
e . N i i N
5,000 (minimum) to over 10,000 steps per day Resistance
B d/or training/
_ . _ muscle
150 to 300 minutes or more moderate-intensity strengthening
aerobic activity per week or 75—-150 minutes or at least two
_more vigorous-intensity aerobic activity per week |  { times a week

Obesity Medicine Association Obesity Algorithm ;Image sources: MDVIP, adobe stock



From American College of Sports Medicine

Effectively prevents weight gain but provides only modest weight loss
Improves weight loss with moderate diet restriction but not severe diet restriction

Provides clinically significant weight loss and improves weight maintenance

Is recommended for weight maintenance after loss and prevention of weight regain

Donnelly JE, Blair SN, Jakicic JM, et al. American College of Sports Medicine Position Stand. Appropriate physical activity intervention strategies for weight loss and prevention of
weight regain for adults [published correction appears in Med Sci Sports Exerc. 2009 Jul;41(7):1532]. Med Sci Sports Exerc. 2009;41(2):459-471.



Non-exercise activity thermogenesis (NEAT)

&
* Calories burned during the day that are ﬁ‘
not structured exercise, eating or - S M
sleeping j- e
« NEAT tips: VAN ﬁx
o Take stairs everywhere! - >
o Use a standing desk " Playwjh e

o Carry a luggage bag =
o Stand or walk during virtual calls n

o Use a farther away bathroom — =

o Get off the bus one stop early Go shopping Clean the house

Image sources: Instagram Girl Fit Method



The Four Pillars of Obesity Treatment

Medical
Interventions

Behavioral
Modification

Nutrition Physical
Therapy Activity




Behavioral Modification

Frameworks to help adopt healthier habits (nutrition, body movement)

Best delivered as a part of a multidisciplinary team

Can help with 5-10% of initial body weight loss within first year

Maintenance is harder over 1 year, estimated 5% of sustained weight loss

Wadden TA, Tronieri JS, Butryn ML. Lifestyle modification approaches for the treatment of obesity in adults. Am Psychol. 2020;75(2):235-251. doi:10.1037/amp0000517
Elmaleh-Sachs A, Schwartz JL, Bramante CT, Nicklas JM, Gudzune KA, Jay M. Obesity Management in Adults: A Review. JAMA. 2023:330(20):2000-2015. doi:10.1001/jama.2023.19897



5 A's Framework

- Ask, Assess, Advise, Agree, Assist: a patient-
centered structure for engagement

Motivational Interviewing

- Help explore ambivalence, set goals, enhance
internal motivation

Cognitive Restructuring

- Challenging negative thought patterns around
food, weight, and failure

Stimulus Control

Changing environmental triggers (ex.
removing high-calorie snacks from view)

SMART Goals

- Help craft goals that are Specific,
Measurable, Attainable, Realistic, and Timely

Stress Management

- Incorporating coping techniques like
mindfulness, deep breathing, or journaling

Self-Monitoring

- Use of food logs, activity trackers, sleep
diaries

Sleep Optimization

- Poor sleep is associated with weight gain;
aim for regular sleep hygiene

Problem Solving

- |dentifying barriers and brainstorming
solutions in collaboration with patients

Relapse Prevention

- Normalize setbacks and prepare for high-
risk situations ahead of time




Self-Monitoring Resources

SIES b ©

Noom

. CBT-based
lessons +
coaching

- Strong focus
on habit
change

. Cost: $70/mo

MyFitness Pal

- Large food

database

- Calorie +

activity
tracking

. Cost: Free or

$20/mo

Lose It!

- Simple calorie

logging

AVIISUE]

progress
tracking

. Cost: Free or

$40/year

Foodsmart

. Personalized

meal plans +
grocery
support

. Cost: Varies

WeightWatchers

- Points-based
system

- Al enhanced
food scanner

- Access to
dieticians

. Cost: $10-
25/mo




The Four Pillars of Obesity Treatment

OO
m m m

Nutrition Physical Behavioral Medical
Therapy Activity Modification Interventions




Pharmacotherapy vs Surgical Management?

Does clinical evidence exist that the increase in body fat is pathogenic?

Did the patient make reasonable attempts to reduce body weight and improve health?

Was the patient evaluated by a clinician trained in comprehensive management of overweight
and obesity (e.g., physician certified by the American Board of Obesity Medicine or provider

credentialed in Advanced Education in Obesity Management)?

Does the patient demonstrate a commitment to follow post-operative recommendations,
maintain necessary lifestyle changes and agree to life-long post-operative medical surveillance?

What are the specific insurance criteria that need to be met (e.g., documentation of prior
unsuccessful weight loss attempts)?

Surgical Mon-surgical
Candidate Candidate
Consider Bariatric Surgery Initiate, Continue and/or Intensify
and Continue Medical Medical Obesity Management and
Obesity Management Consider Endoscopic Therapy

Obesity Medicine Association Obesity Algorithm



Selecting the Best Treatment:
When You Need a Snow Plow

Pharmacotherapy

BARIATRIC SURGERY

Lifestyle Modifications
The spoon used to
<’ shovel snow

PHARMACOTHERAPY

Medications
‘2£Using a shovel to

d' C \_) remove the snow
&
e BMI =30 kg/m?, or 227 kg/m? e BMI 240 kg/m? or 235 kg/m? A
with 21 weight-related with 21 severe comorbidity
comorbidity (e.g., T2DM, OSA) é
¢ Failed to achieve/maintain e Inadequate weight loss
weight loss with lifestyle with lifestyle + Surgery =CURB
changes alone pharmacotherapy \\‘ =
e Prefers less invasive options e Motivated and able to adhere The' Snf)W Plow of EITEEEASL
e Appropriate for long-term to long-term follow-up and Bariatric Treatments MEDICINE
weight management dietary changes
e May be adjunct to lifestyle e Seeking substantial and
change or bridge to surgery durable weight loss

e May consider for BMI
30-34.9 kg/m?with T2DM

Image on left generated by ChatGPT based on Obesity Medicine Association Obesity Algorithm; image on right Curbsiders Internal Medicine



Bariatric Surgery Candidate GLP-1RA Candidate

Improved HbA1c
Decreased Inflammation
' Decreased Glucotoxicity '

Increased GLP-1R Signalling

e

Increased Pro-Vascular '
Progenitor Cells Minimal LIfEEt}'|E

Modification
Decreased Pro-Inflammatory
Precursor Cells
[ IMPROVED CV OUTCOMES ]

Bakbak E, Terenzi DC, Trac JZ, et al. Lessons from bariatric surgery: Can increased GLP-1 enhance vascular repair during cardiometabolic-based chronic disease?. Rev Endocr Metab Disord. 2021;22(4):1171-1188.
doi:10.1007/s11154-021-09669-7

Immediate
. Weight Loss

Invasive

Treatment Treatment

-

Long-Term
Thera py

| Acute Therapy

Extreme Lifestyle
Modification




Pharmacotherapy

« Only 2.4% of patients are on pharmacotherapy for obesity

« The most effective treatment plans are multimodal including nutrition, exercise, behavioral and

pharmacologic therapy

« While lifestyle modifications may convey a ~5-10% weight loss, an additional 10% is achievable

with medication support
« Some medications may result in >20% body weight loss

 You should feel confident starting medication treatment for your patients!!

Elmaleh-Sachs A, Schwartz JL, Bramante CT, Nicklas JM, Gudzune KA, Jay M. Obesity Management in Adults: A Review. JAMA. 2023;330(20):2000-2015. doi:10.1001/jama.2023.19897
Elangovan A, Shah R, Smith ZL. Pharmacotherapy for Obesity-Trends Using a Population Level National Database. Obes Surg. 2021:31(3):1105-1112. doi:10.1007/511695-020-04987-2



Metformin

Phentermine

Orlistat (Xenical/Alli)

Phentermine/Topiramate
(Qsymia)

Bupropion/Naltrexone
(Contrave)

Semaglutide (Wegovy)

Tirzepatide (Zepbound)

Biguanide
antihyperglycemic

Sympathomimetic amine

Lipase inhibitor
Sympathomimetic +
antiepileptic

Dopamine/norepinephrine
modulator + opioid
antagonist

GLP-1 receptor agonist

Dual GLP-1 + GIP
receptor agonist

Some weight loss (1-3
kg); low cost; good for
PCOS, prediabetes

Inexpensive; oral; short-
term (12 weeks): b-12%
weight loss

OTC option (Alli), long-
term; ~5% weight loss

Greater weight loss
(~10%); long-term option

Targets cravings; long-
term; 5-6% weight loss

Best CV benefit; 15-16%
weight loss

Highest weight loss (22-
23%); possible better Gl
tolerance

Gl upset, B12 deficiency
(long-term use)

Insomnia, dry mouth,

constipation, tachycardia,

1 BP, restlessness

Oily stools, flatulence,
fecal urgency; | fat-
soluble vitamin
absorption

Paresthesia, dizziness,
insomnia, dysgeusia,
teratogenicity

Nausea, headache,
insomnia, T BP, seizure
risk

Nausea, vomiting,
pancreatitis, gallbladder
disease

Nausea, diarrhea,
vomiting, constipation,
gallbladder issues

Renal dysfunction,
acidosis risk

CVD, glaucoma,
hyperthyroidism, MAQI
use

Cholestasis, chronic
malabsorption

Glaucoma,
hyperthyroidism,
pregnancy

Seizure disorder,
uncontrolled
hypertension, opioid use

Medullary thyroid cancer,

MEN2Z, pancreatitis

Medullary thyroid cancer,

MENZ, pancreatitis

~$10-20
(generic)

~$10

$50 (ALl)
$730 (Xenical)

~$170

~$200

~$1,300

~$1,000

Table adapted from: Keating MK, Woodruff RK, Saner EM. Management of Obesity: Office-Based Strategies. Am Fam Physician. 2024;110(2):145-156.



Each extended-release tablet containg: NDC 29300'389'01

Mettormin Hydrochloride, USP.,,..500 mg M .
. etformin
Usual Dosage: See enclosed package &
S Hydrochloride
bttt ol i Extended-Release
I Tompecuture). Tablets, USP

Dispense in well-closed, light-resistant

contalners as defined in the USP m
KEEP THIS AND ALL DRUGS OUT OF

REACH OF CHILDREN.

Metformin |

N
©
g =2 i UNICHEM PHARMACEUTICALS (USA), INC.
| o ) (NI HEM & East Brunswick NJ 08816
JEWZ9300038901 2 (= L e st Brunswick, NJ 08816

PHARMACIST: Dispense
with a Patient Manufactured by
& Information Leafiet. URICHEM LABORATORIES LTD.
{ Pileme Ind. Estate, Pilemne, Bardez, Goa 403 511, Ingia

& only 100 Tablets & Manetactured for

Dose: Start 500 mg daily; titrate to 1,000-2,000 mg/day in divided doses

Titration: Increase by 500 mg every 1-2 weeks as tolerated

Effectiveness: Modest weight loss (~2-3 kg; ~2.5% BMI reduction)

Best for: Patients with PCOS, prediabetes, insulin resistance

Common Issues: Gl upset, metallic taste, long-term B12 deficiency

Notes: Often underutilized; low-cost option

Cost: ~$10-20/month (generic)



Phentermine

« Dose: 15-37.5 mg daily in the morning

- Titration: None typically; use lowest effective dose

- Effectiveness: 5-12% weight loss over 12 weeks

- Best for: Short-term appetite suppression, initial jump-start
« Common Issues: Insomnia, dry mouth, tachycardia, anxiety
 Contraindications: CVD, hyperthyroidism, MAQOI use

« Cost: ~$10/month (generic) - use coupon code

* Pearls:
« Often misused as a solo solution; should be part of a comprehensive plan

« (Can be a bridge to more intensive therapy or surgery



Phentermine + Topiramate  asymia®

Qsymia: 3.75 mg/23 mg daily x 14 days
- Titration: Increase to 7.5 mg/46 mg; up to 15 mg/92 mg
Cost: ~$170/month

Separate generic prescriptions:

« Topiramate: Start 25 mg nightly

Effectiveness: ~9-11% weight loss at 1 year
Best for: Patients needing potent oral therapy

Common Issues: Cognitive fog, paresthesias, insomnia,

Phentermine: 15-37.5 mg once daily in the morning

Titrate by 25 mg weekly to 50-100 mg daily as tolerated

Cost $25-70/mo

Pearls:

One of the most effective oral options available

Topiramate component may help with binge eating, sleep

teratogenicity
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Orlistat

Orlistat 60 Mg
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Orlistat (Xenical / Alli)

« Dose: 120 mg TID (prescription), 60 mg TID (OTC) with fat-containing
meals

« No titration needed
- Effectiveness: ~b% weight loss over 6-12 months
-« Best for: Patients avoiding systemic drugs

- Common Issues: Gl side effects (oily stools, urgency), vitamin
malabsorption

« Cost: $50-730/month

 Pearls:
« Often overlooked due to side effects, but useful in select motivated patients

« Needs strict low-fat diet to improve tolerability



Bupropion + Naltrexone

- Contrave (combo bupropion + naltrexone) Starting Dose: 1 tab (8/90 mg) daily ‘ 2
Titrate weekly to max 2 tabs /
« Cost: $200/month

« (Generic

Bupropion dose: 150 QD (either SR or XL formulation)
Titrate from 150 mg to 300 mg as tolerated

Naltrexone dose: 25 QD

Titrate from 25 to 50 mg as tolerated

« Cost: $20-60/mo
- Effectiveness: ~5-6% weight loss
« Best for: Emotional/stress eating, patients with concurrent depression
« Common Issues: Nausea, insomnia, headache 1 BP; contraindicated in opiate use, seizure disorder, bipolar

« Pearls:
Unique for addressing reward pathways and cravings

Avoid in patients with high seizure risk or active substance use disorder

b q

NDC 51267-890-93

120 tablets
I"lllg

Contrave-
(naltrexone HCl and bupropion HC)
Extended-Refease Tablets

8mg/90mg

Attention: Dispense with the
attached Medication Guide

Tablets should not be cut, chewed,
or crushed.

Currax



Semaglutide (Wegovy)

Semaglutide: Start 0.25 mg SQ weekly
« Titrate to 2.4 mg over 16-20 weeks

-« Effectiveness: ~15% weight loss

- Best for: Cardiometabolic disease, long-term weight maintenance

- FDA approved for: Weight, diabetes type 2 (Ozempic), cardiovascular disease risk reduction
- Common Issues: Gl side effects, gallbladder disease, cost

« Cost: ~$1,300/month (brand only)

« Pearls:
«  Emphasize portion reduction to mitigate Gl side effects
«  Watch for muscle loss. Encourage resistance training and protein intake (at least 60 g daily)

« Long-term use required to maintain weight loss; regain common after discontinuation

b | ——
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Tirzepatide (Zepbound)

« Start: 2.5 mg SC weekly x 4 weeks

« Titration: Increase by 2.5 mg every 4 weeks to 15 mg max

« Effectiveness: ~21-23% weight loss over 72 weeks

« Best for: Profound weight loss in patients with or without diabetes

- FDA approved for: Weight, diabetes type 2 (Mounjaro), obstructive sleep apnea
« Common Issues: Nausea, diarrhea, constipation, cost

« Cost: ~$1,000/month

« Pearls:
« Most effective agent available short of bariatric surgery
« Consider for patients who didn't respond to semaglutide

« Counseling is key, often there is early dropout often due to Gl effects and unrealistic expectations



How do | get insurance to pay for injectables?

Only 18% of large employer insurance plans cover GLP1-A or GIP-RA for weight management

If your patient has diabetes, likely will get covered under approved formulations for diabetes
Semaglutide: Wegovy = Ozempic
Tirzepatide: Zepbound = Mounjaro
« Medicaid in Oregon
« Weight loss: No coverage

OSA: Possible with prior auth

Cardiovascular risk reduction: Possible with prior auth

« Medicare
« Weight loss: No coverage

« OSA: Not yet adopted

Cardiovascular risk reduction: Possible with prior auth for part D plans

Can ask patient to apply for coupon / savings card but not available over long term



Direct pay options:

Manufacturers now have their own pharmacies where they ship directly to patients
You pay $499 per month® of

FSA/HSA accepted Wegovy®

No subscription necessary.

Wegovy (semaglutide) =28-day supply of Wegowy® is equivalent to
1 month of treatment.

« Flat rate: $499 for all strengths

« Prescriber process: Send prescription directly to NovoCare Pharmacy

Zepbound (tirzepatide)

§

- Available in single-dose vials (requires syringe draw-up)

.
-

« Pricing:
2.5 mg: $349
5,7.5, 10 mg: $499 nbaound
N ere

12.5 & 15 mg: Not available

« Prescriber process: Send prescription directly to LillyDirect Pharmacy



Compounding pharmacies

« Many companies are offering compounded medications for
cheaper than direct pay

« Pharmacy quality varies! Hard to verify safety.

« Previously permissible when tirzepatide and semaglutide were
on FDA shortage list

- FDA determined that shortage has resolved for both tirzepatide
and semaglutide

« Some companies continue to compound along with another
additive (B12, glycine, niacinamide)

« Your patients are using these services, may ask you about
these services or ask you to take over prescribing to the
compounding pharmacy. Have an answer ready!



When to

refer for
bariatric
surgery?

TABLE S5

Threshold BMI Levels for Consideration of Bariatric Surgery

American Society for Metabolic and
Bariatric Surgery* and International
Federation for Surgery of Obesity
and Metabolic Disorders (2022)

American Association of Clinical
Endocrinology/American College of
Endocrinology, The Obesity Society,
American Society for Metabolic and Bariatric
Surgery,* Obesity Medicine Association,
American Society of Anesthesiologists (2019)

American College
of Cardiology/
American Heart
Association/The
Obesity Society
(2013)

BMI 2 35 kg per m?

BMI 2 30 kg per m? with type 2 diabetes
mellitus

BMI 2 30 kg per m2 without substantial
or durable weight loss or comorbidity
improvement using nonsurgical methods

Persons of Asian descent*:
BMI 2 25 kg per m? with type 2 diabetes

BMI = 25 kg per m? without substantial
or durable weight loss or comorbidity

BMI = 27.5 kg per m?

improvement using nonsurgical methods

BMI 2 40 kg per m?
BMI 2 35 kg per m? with obesity-related comorbidity

BMI 30 to 34.9 kg per m? and type 2 diabetes with
inadequate glycemic control despite optimal life-
style and medical therapy

BMI = 40 kg per m?

BMI = 35 kg per m?
with obesity-related
comorbidity

BMI = body mass index.

Information from references 9, 55, and 56.

*—American Society for Metabolic and Bariatric Surgery guidelines do not differentiate among Asian ethnicities.




Conversational Tips

\\

Ask Permission First
&& “Would it be okay if we talked about how your weight may be impacting your health today?"

@) Use Person-First, Strength-Based Language
=

* Say: “a person with a larger body size”, “working on health goals”

N —

\

ﬁ Acknowledge Weight Stigma and Trauma
* ‘| know weight is a sensitive topic, and many people have experienced stigma. | want this to be a respectful and supportive space.”

|

@ Center Health and Function Over Appearance

» "L et's focus on changes that support your well-being, not just the number on the scale

|

[

Affirm Complexity and Remove Blame

» "Weight is influenced by genetics, stress, trauma, medications, and more - it's not about willpower.”

Empower with Partnership and Choice

* You're in charge. We can talk through options like lifestyle, medications, or nothing at all right now.”

—N= Normalize Long-Term, Supportive Care
* "Like managing blood pressure or anxiety, weight management is ongoing and individualized—we'll adjust as needed.”

4



Summary

« Obesity is a chronic, complex, multifactorial disease
« Assessment should extend beyond BMI to include body fat and presence of sequelae
« Treatment should be individualized and guided by patient-centered goals across the life course

« Pharmacologic therapy is effective and often underutilized, especially among women with
comorbidities or limited response to lifestyle intervention

« Focus on functional outcomes such as energy, mobility, sleep, and metabolic health rather than
appearance or weight alone

« Trauma-informed communication and person-first language support safer and more effective
counseling



Thank you
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