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Objectives 

• Discuss Obesity defined as a Disease 
 
• Discuss the classification of obesity 

• Discuss the multiple factors contributing to obesity 

• Discuss barriers to providing care to those with obesity 

• Discuss the 4 pillar approach to treating those affected 
by obesity 

• Discuss risks and benefits of some available weight loss 
medications 
 

• Discuss growing opportunities in the field of obesity 
medicine 

 
 
 



What Is Obesity Medicine? 

The field of medicine dedicated to the 
comprehensive care of patients with 

obesity 

Source: Obesity Medicine Association 2016 



obesitymedicine.org 

Obesity Defined as a Disease 



Mechanick JI et al. Endocr Pract. 2012;18:642–648. 2. AMA position statement. At: http://www.ama-assn.org. Accessed Oct 2014. 3. WHO. 

Obesity and overweight. At: http://www.who.int/dietphysicalactivity/media/en/gsfs_obesity.pdf. Accessed Oct 2014. 4. US Food and Drug 

Administration. Federal Register. 2000;65(4):1000-1050. 

  

Obesity Officially Recognized as a Disease in 2013 

“Recognizing obesity as a disease will help change the way the medical 

community tackles this complex issue that affects approximately one in three 

Americans” 2  

“Obesity is a chronic disease, prevalent in both developed and developing 

countries, and affecting children as well as adults” 3 



The Obesity Medicine Association’s Definition of Obesity 

“Obesity is defined as a chronic, relapsing, multi-
factorial, neurobehavioral disease, wherein an increase 

in body fat promotes adipose tissue dysfunction and 
abnormal fat mass physical forces, resulting in adverse 

metabolic, biomechanical, and psychosocial health 
consequences.” 

Obesity Algorithm®. ©2016-2017 Obesity Medicine Association. Reference/s: [1] 
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Obesity as a Multifactorial 
Disease 

Obesity Algorithm®. ©2016-2017 Obesity Medicine Association. 



Within Subsets of Patients with Overweight and/or Obesity 

Deranged endocrine and  

immune responses  

 

 
Sick Fat Disease (SFD) (Adiposopathy)  

 

Endocrine/metabolic: 

‒ Elevated blood glucose 

‒ Elevated blood pressure 

‒ Dyslipidemia 

‒ Other metabolic diseases 

Abnormal and pathologic  

physical forces 

Fat Mass Disease (FMD) 

 

Biomechanical/structural: 

‒ Stress on weight-bearing joints 

‒ Immobility 

‒ Tissue compression (i.e., sleep apnea, 

gastrointestinal reflux, high blood 

pressure, etc.) 

‒ Tissue friction (i.e., intertrigo, etc.) 

Obesity Algorithm®. ©2016-2017 Obesity Medicine Association. Reference/s: [10,11,12] 



Obesity as a Multifactorial Disease 

Genetics/ 
Epigenetics 

Environment 
(Social/Culture) 

Immune 

Endocrine 

Medical 

Neurobehavioral 

Obesity Algorithm®. ©2016-2017 Obesity Medicine Association. Reference/s: [1] 
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Obesity Classification 

Obesity Algorithm®. ©2016-2017 Obesity Medicine Association. 



Evolving Definitions of Obesity 

 

 

 

 

 

 

 

 

 

 

 

 

World Health Organization. Obesity: preventing and managing the global epidemic. Report of a WHO consultation. World Health Organ Tech 
Rep Ser. 2000:894 1-253. 

Weight Categories BMI, kg/m2 

Underweight <18.5 

Healthy weight >18.5 and <25 

Overweight >25 and <30 

Obesity Class I >30 and <35 

Obesity Class II >35 and <40 

Obesity Class III >40 

BMI has been the classical 

method for “defining” obesity, 

which is a calculation of 

weight in kilograms to height 

in meters squared.   

 

 



Obesity 
Medicine 
Association 
Guide to 
Obesity 
Classification 



Which Is the “Best” Measure of Obesity? 

Population Assessment 
• BMI, WC and %BF similarly correlate with prevalence of 

metabolic syndrome  

 

Individual Assessment  
• BMI - reasonable initial screening measurement for most 

patients  
• WC most helpful if BMI<35 kg/m2  

• information regarding adipose tissue function/dysfunction 
• predisposition to metabolic disease among individuals with 

• %BF more useful in patients with extremes in muscle mass  
• a more accurate measure of body composition when assessing the efficacy 

of interventions directed towards change in muscle mass 

Obesity Algorithm®. ©2016-2017 Obesity Medicine Association. Reference/s: [1] 



Waist Circumference: Increased Body Fat (Adiposity) 

Obesity classification: 

Waist circumference (WC)*  

 Abdominal Obesity - Men 

> 40 inches 

> 102 centimeters 

Abdominal Obesity - Women 

> 35 inches 

> 88 centimeters 

*Different WC abdominal obesity cut-off points are appropriate for different races (i.e., 
> 90 centimeters for Asian men and > 80 centimeters for Asian women) 

 
80 cm = 31.5 inches; 90 cm – 35.4 inches. 

 

Obesity Algorithm®. ©2016-2017 Obesity Medicine Association. Reference/s: [19-22] 



Correct measurement method: 



Ethnic differences in waist circumference 



Obesity Affects Millions of People in the United States: Obesity Today 
 

  
• No state has a prevalence of 

obesity less than 20%. 
 

• 6 states and the District of 

Columbia have a prevalence 

of obesity between 20% and 

<25%. 
 

• 19 states and Puerto Rico 

have a prevalence of obesity 

between 25% and <30%. 
 

• 21 states and Guam have a 

prevalence of obesity between 

30% and <35%. 
 

• 4 states (Alabama, Louisiana, 

Mississippi, and West Virginia) 

have a prevalence of obesity 

of 35% or greater. 

Prevalence reflects Behavioral Risk Factor Surveillance System (BRFSS) methodological changes started in 2011, and these estimates should not be 

compared to those before 2011. Centers for Disease Control and Prevention. Obesity Prevalence Maps. https://www.cdc.gov/obesity/data/prevalence-

maps.html. 2015 Obesity Prevalence map. Accessed September 12, 2016. 



Is This Our Future… Obesity of Tomorrow?  

Prevalence of Obesity Among U.S. Adults Ages 20-74 
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BMI 

Proportion of actual diagnosis of 
obesity by BMI (Body Mass Index) 

Yet, Obesity Remains Underdiagnosed in the U.S. 

Crawford AG et al. Popul Health Manag. 2010;13:151–161.  Data from the GE Centricity System/EMR data of 6 millions records in the US 

<23% of individuals with a BMI 

between 35-40 kg/m2 are diagnosed 

with obesity 

43% of patients with BMI ≥50 

kg/m2 are not diagnosed 



• Potential impact of 5% average BMI reduction in the U.S. by 2020: 

- 3.5 million cases hypertension avoided 

- 0.3 million cases cancer avoided 

- 2.9 million cases heart disease and stroke avoided 

- 3.6 million cases diabetes avoided 

- 1.9 million cases arthritis avoided 

The Good News? Modest Weight Loss Can Reduce Disease Risk 

Levi et al. F as in fat: how obesity threatens America’s future, 2012. Available at: http://healthyamericans.org/assets/files/TFAH2012FasInFatFnlRv.pdf 



Obesity Care Gap 

If treating obesity reduces the risk of so many health 
conditions and healthcare costs, why do so few 

healthcare providers diagnose and treat obesity?  



Few People with Obesity are Treated in the U.S. 

Sources: CDC 2014 (adults is defined as >20yrs. American Heart Association. Statistical Fact Sheet 2013 Update: Overweight and Obesity. 
http://www.heart.org/idc/groups/heart-public/@wcm/@sop/@smd/documents/downloadable/ucm_319588.pdf. Accessed June 9, 2014. Understanding the 
Treatment Dynamics of the Obesity Market, IMS Database (NPA) Aug 31, 2014; ASMBS website, estimated number of bariatric surgeries, published July 
2016; asmbs.org 

~80 million adults 

with obesity 

<1% receive a 

prescription for an anti-

obesity medication in a 

given month 

~195,000 people per year 

receive bariatric surgery 



Clinician competence and confusion 

What Drives the Large Care Gap in Obesity? 
Challenges and Barriers to Care 

Obesity as a disease vs. condition  

Limited advocacy 
Provider 

reimbursement 

Prescription coverage Patient engagement 

Cultural stigma and bias Time constraints 

Competing clinician 

priorities 

Past failures 

Lack of clear guidelines Difficult, emotional 

conversations 

Misaligned perceptions of success 

Rx market history of withdrawals 

Few effective treatment 

options 

STOP Obesity Alliance. Available at: www.stopobesityalliance.org/wp-content/assets/2010/03/STOP-Obesity-Alliance-Primary-

Care-Paper-FINAL.pdf. Forman-Hoffman V et al. BMC Family Practice. 2006;7:35. 



Barrier to treating Obesity 

• Complexities of appetite regulation 

• Unrealistic expectations of weight loss 

• Weight Bias 



Complexities of Appetite Regulation 

AGRP: agouti-related peptide; α-MSH: α-melanocyte-stimulating hormone; GHSR: growth hormone secretagogue receptor; INSR: insulin 
receptor; LepR: leptin receptor; MC4R: melanocortin-4 receptor; NPY: neuropeptide Y; POMC: proopiomelanocortin; PYY: peptide YY; Y1R; 
neuropeptide Y1 receptor; Y2R: neuropeptide Y2 receptor. Apovian CM, Aronne LJ, Bessesen D et al. J Clin Endocrinol Metab. 2015;100:342-
362. 



Hypothetical “Feed-forward”: Positive Feedback Mechanism  
to Drive Weight Up 

 

Slide courtesy of Louis J. Aronne, MD. Wang J, Diabetes, 2001 
DiMarzo V pers comm; Ozcan L, et al, Cell Metabolism; 2009 

High Fat/High 
Carb Food 

Hypothalamic injury -
CNS insulin and 
leptin resistance 

“Brain can’t tell how 
much fat is stored, 
how much food is 

eaten” 

1.Reduced sense               
of satiety 

2. Craving 

1. Increased food 
intake  

2. Weight gain 

Increased 
endocannabinoids  
and resistance to 
leptin and insulin 



Our bodies are “saving up for a rainy day” 

Our brains have a weight set point and 

want to maintain that weight particularly 

under stress. 

 

Once a person loses 5-10% of their body 

weight, neural hormonal influences affect 

energy level and carbohydrate levels 

affecting ones ability to lose weight 

further or maintain weight loss. 
 
For example, a 200lb person will get to 180 pounds and start to feel tired 

and hungry due to higher ghrelin levels and lower leptin levels.  Most 

patients (some providers) will attribute this to “laziness” or “lack of 

discipline” but understanding this neuro-hormonal basis can liberate a 

patient into understanding the true nature of their disease and help them 

understand hunger and food cravings. 

> 10% weight 

loss 

Ghrelin and 

Leptin changes 

Increase hunger  

and decreased 

metabolism 



Realistic weight loss goal 

• 5-10% weight loss is a great goal and outcome. 



What Is Weight Bias? 

• Negative attitudes toward individuals with obesity 
 

• Stereotypes leading to: 
 

•  stigma 

•  rejection 

•  prejudice 

•   discrimination 
 

• Verbal, physical, relational, cyber 
 

• Subtle and overt 

Slide courtesy of the Obesity Action Coalition, www.obesityaction.org 



Why Understanding Weight Bias Is Important 

Slide courtesy of the Obesity Action Coalition, www.obesityaction.org 

• Negative attitudes about individuals with excess weight have been 

reported by physicians (even obesity specialists), nurses, 

dietitians, psychologists and medical students. 

• Bias may have a negative impact on quality of healthcare for 

individuals affected by obesity.  

• Some studies have indicated these individuals  

• are reluctant to seek medical care,  

• may be more likely to delay important preventative healthcare 

services  

• cancel medical appointments 



Weight Bias in HealthCare 

• Research indicates that 46 percent of women affected by 
obesity reported that small gowns, narrow exam tables and 
inappropriately sized medical equipment were barriers to 
receiving healthcare.  

• 35 percent reported embarrassment about being weighed 
as a barrier to care.  

source: Amy NK, Aalborg A, Lyons P, & Keranen L. Barriers to routine 
gynecological cancer screening for White and African-American obese 
women. Int J Obesity & Related Metabolic Disorders. 2006; 30: 147-155. 



Weight Bias in Physicians 

• Self-report studies show that physicians often view individuals affected 
by obesity as described below more often than individuals not affected 
by obesity: 

• Non-compliant 

• Dishonest 

• Lazy 

• Lacking in self-control 

• Weak-willed 

• Unintelligent 

• Unsuccessful 

• In a study that surveyed 2,400+ adult women about their experiences of 
weight bias, 69 percent of respondents reported that physicians were a 
source of weight bias, and 52 percent reported they had been 
stigmatized by a doctor on multiple occasions. 

• Doctors were the second most frequent source of bias reported, out of a 
list of more than 20 possible sources of weight stigma. 

Puhl, R., & Brownell, K.D. (2006). Confronting and coping with weight stigma: An investigation of overweight and 

obese individuals. Obesity, 14, 1802-1815. 

 



Obesity Terminology 

“People-first” language recognizes the potential hazards of referring to or labeling individuals by 

their disease. Thus, “patient who is overweight or has obesity” or “patient with overweight or 

obesity” are preferred over “obese patient.” This is similar to the standard with other diseases, such 

as diabetes mellitus, wherein “patient with diabetes” is preferred over “diabetic patient.” 

Reference/s: [8] [96] [97]                                       

Obesity Algorithm®. ©2016-2017 Obesity Medicine Association. 

Encouraged Terms 

• Weight 

• Unhealthy weight 

• Overweight 

• Body mass index 

• Affected by obesity 

Discouraged Terms 

• Morbidly obese 

• Obese 

• Fat 

Reference/s: [2,3] 



Integrating what we learned so far 

• Obesity as a disease 

• There are rising numbers of persons with 
obesity 

• Barriers exist to treating this disease 

• Complex nature of weight regulation 

• Predisposition to weight gain help in survival 

• Weight bias is particularly problematic 

 

 



Integrating what we have discussed so far: 
Lessons from the Pima Indians 



Integrating what we have discussed so far: 
Lessons from the Pima Indians 

2 genetically similar groups of Pima were discovered in the US and 

Mexico 

- Findings: 

- Pima Indians living in Mexico - 6.9% diabetes  

- American Pima Indians – 38% had diabetes 



Integrating what we have discussed so far: 
Lessons from the Pima Indians 

What accounted for this difference? 

- Mexican Pima Indians lived in a remote area only 

accessible by a single road – farming and ranching 

were preserved 

 

- American Pima Indians were confined to reservations 

after the American Civil War 

- War was scarce and limited with the construction of 

dams (San Carlos Dam) 

- Farming could not be maintained. The US 

government supplied sugar and flour instead of 

allowing farming of native foods. 

 

 

Effects of Traditional and Western Environments on Prevalence of Type 2 Diabetes in Pima Indians in 

Mexico and the U.S. Diabetes Care 2006 Aug; 29(8): 1866-1871. https://doi.org/10.2337/dc06-0138 

 

 

https://doi.org/10.2337/dc06-0138
https://doi.org/10.2337/dc06-0138
https://doi.org/10.2337/dc06-0138


obesitymedicine.org 

Treatment 

Obesity Algorithm®. ©2016-2017 Obesity Medicine Association. 



How do we begin to treat obesity? 

Lose 

Weight 

Obesity 

Treatment 
= 

Diet and exercise!!! 



Obesity Treatment: Where to Start 

• Obesity treatment is the same as managing any 
other chronic disease 

• We will use the example of hypertension to 
illustrate this 



What Does the Comprehensive Treatment of a Chronic Disease Look 
Like?   

Nutrition 

Medication 

Behavior 

Physical Activity 

4 PILLAR APPROACH for outcome and prevention 



Comprehensive Treatment: chronic disease HYPERTENSION 

Nutrition 

Medication 

Behavior 

Physical Activity 

Low salt diet, less processed food 

More physical activity 

decrease stress and anxiety. 

Discuss alcohol, caffeine/energy 

drinks, sleep issues; meditation 

Blood pressure medication; 

probably for life 

Achieve: BP < 140/90 

Prevent: heart attack, stroke, kidney disease, eye disease, 

morbidity and mortality 



What Might Comprehensive Medical Obesity Treatment Include?  

Nutrition 

Medication 

Behavior 

Physical Activity 



Comprehensive Treatment: OBESITY 

Nutrition 

Medication 

Behavior 

Physical Activity 

Change nutrition 

More physical activity 

80% of patients with obesity have or will have 

issues with anxiety or depression. 

Screen for sleep, alcohol, eating disorders. 

Screen for medications contributing to weight gain. 

A medication may be needed for weight loss, 

maybe for life. 

Surgery may be needed as well. 

Achieve: Weight control, improved health/quality of life, energy 

Prevent: DM, HTN, osteoarthritis, morbidity, mortality, cancer 



Nutrition 



Nutrition 

• “Change nutrition” 

• Language matters 

• Studies show telling a patient to “go 

on a diet,” or “eat less” is ineffective 

• Patients equate diet with taking away 

food or being restricted  
 



Nutrition 

Recommend 25% less calories  

• Not by restriction but by improving 

calorie choices 
 



Nutrition 

The choice of nutrition depends on the patient’s 

motivation, resources, finances, and personal 

preference 
 

• commercial diets 

• MOVE program 

• meal supplements 

• Liquid diet (HMR, formula*) 

• YMCA pre-diabetes program 

• Mediterranean, Dash 

• Weight Watchers, Jenny Craig 

• Keto (historically difficult to maintain) 

• Vegan 

 

 

 

Primary care-led weight management for remission of type 2 diabetes (DiRECT): an open-label, 

cluster-randomised trial. Lean, Michael EJ et al. 5DEC2017* 

 



Physical Activity 



Physical Activity 

• “Increase your physical activity” 

• Language matters 

• Studies show telling a patient to 

“exercise” can be ineffective  

• Exercise can be equated with the 

gym which can be considered painful 

or uninteresting or humiliating for 

many 



Physical Activity 

Get your patients moving 

• Treat this as a prescription with a goal of exercise 

of 150 min weekly. Some need 200 min and others 

300 minutes 

 

• Chronically ill patients will need a slower approach 

to exercise but can start with exercise for 5 min 

daily (no more!) 

• Teach patients that any movement helps -

gardening, standing, sucking in your stomach! 

• More motivated patients can get a more complex 

plan 



Physical Activity 

Get your patients moving 

• Pedometers and fitbits can be useful tracking 

devices 

• Teach your patients to use the Health Ap on their 

iphone 



iphone Health Ap 



Emotional/Behavior 



Emotional/Behavior 

• Address anxiety and depression – 

80% can have issues with this 

• Undiagnosed depression can 

cause decreased motivation  

• Discuss issues of self esteem and 

eating 
 



Emotional/Behavior 

• Screen for eating disorders  

• History of bulimia, anorexia 

• nighttime eating syndrome 

• emotional eating.  

• Discuss alcohol  

• Screen for sleep issues: sleep 

apnea, insomnia 

 



Emotional/Behavior 

• Discuss eating habits 

• Eating in front of the TV – 

consume 25% more food 

• Eating at work; food at work 

• Stress eating 

• Bringing food to work or 

meal planning 

• Role of food at parties or 

with family 
 



Emotional/Behavior 

• Limited time in clinic to discuss 

food behaviors or triggers to 

eating? 

• Many programs such as the 

MOVE clinic, weight 

watchers, Nutrasystem, 

YMCA prediabetes program 

and the St. Luke’s Diabetes 

clinic do this type of 

counseling 
 



Medication and/or surgery 



Medication and/or surgery 

Anti-obesity medications and surgery change the 

physiology of body regulation and offer the best chance 

for long term success. 

Wadden TA, Berkowitz RI, Sarwer 

DB, Prus-Wisniewski R, Steinberg C. 

Benefits of Lifestyle Modification in 

the Pharmacologic Treatment of 

Obesity. A Randomized Trial. Arch 

Intern Med. 2001;161(2):218-227. 

doi:10.1001/archinte.161.2.218 



Medication 

. 

1. Identify Drugs that may be 

contributing to weight gain 

and change patients regimen  



Identify and Manage Concomitant Pharmacotherapy That Might Alter Body Weight 

 

Cardiovascular medications 
• Some beta-blockers 

‒ Propranolol 

‒ Atenolol 

‒ Metoprolol 

• Older and/or less lipophilic 

dihydropyridine (“dipine”) 

calcium channel blockers may 

increase body weight gain due to 

edema* 

‒ Nifedipine 

‒ Amlodipine 

‒ Felodipine 
 

 

 

Diabetes Medications: 
• Most insulins 

• Sulfonylureas 

• Thiazolidinediones 

• Meglitinides 

 

Antidepressants: 
Paroxetine 

Amitriptyline 

Mirtazipine 

 

Antiepileptic: 
Valproic Acid 

Carbamazepine 

 

 

 
 

Obesity Algorithm®. ©2016-2017 Obesity Medicine Association. Reference/s: [12, 27, 113, 114, 310] 

 

Sleep Medications: 
• zolpidem 

• eszopiclone 

• trazodone 

• zaleplon 

 

Neuropathic Agents: 
• gabapentin 

• pregablin 

 

Antipsychotic: 
• Olanzapine 

• Quetiapine 

• Risperadone 

• Clozapine  

 

 

 



Medication 

2. Identify if the patient meets FDA-approved 
Anti-obesity Medication Indications: 

• Patients with obesity, BMI > 30kg/m2* 

• Patients who are overweight, BMI > 
27kg/m2 with presence of increased 
adiposity complications (e.g., type 2 
diabetes mellitus, hypertension, 
dyslipidemia)* 
 

*While body mass index (BMI) is the only measure listed in the prescribing 
information for anti-obesity medications, BMI has limitations. Especially in muscular 
individuals or those with sarcopenia, overweight and obesity are more accurately 
assessed by other measures. Can consider waist circumference as well. 

 

 Obesity Algorithm®. ©2016-2017 Obesity Medicine Association. Reference/s: [240] 



Medication 

3. Trial of Medication 

• If no clinical improvement after 12-16 
weeks with one anti-obesity medication, 
consider alternative anti-obesity 
medication or increasing anti-obesity 
medication dose (if applicable). 

  

• Belviq – specifically states that after 12 
weeks if there is not ≥5% weight loss, 
the medication should be stopped. 

 

 

 
Obesity Algorithm®. ©2016-2017 Obesity Medicine Association. Reference/s: [240] 



Medication 

4. Medication as Adjunct 
Most medications note “chronic weight 
management, as adjunct to a reduced-calorie diet 
in appropriate patient” 

 

If you are not giving 4 pillar counseling or referring 
to a weight program that is giving counseling, 
then don’t prescribe the medication 

 

 

 

 

Obesity Algorithm®. ©2016-2017 Obesity Medicine Association. Reference/s: [240] 



Medications - pharmacotherapy 

Obesity Algorithm®. ©2016-2017 Obesity Medicine Association. Reference/s: [243] 



Medications - pharmacotherapy 

Anti-obesity 

Medications 

Approved in  

1999 or Before 

 

• Phentermine 

• Diethylpropion 

• Phendimetrazine 

• Benzphetamine 

• Orlistat  

 

 

 

Examples of Anti-

obesity Medications 

Approved in  

2012 and Beyond 

 

• Lorcaserin 

• Phentermine 

HCL/topiramate 

extended release 

• Naltrexone 

HCL/bupropion 

HCL extended 

release  

• Liraglutide 

(Saxenda) 

Obesity Algorithm®. ©2016-2017 Obesity Medicine Association. Reference/s: [243] 

Medications that 

can be used off-

label 

 

• Metformin 

• Bupropion 

• Topiramate 

• Zonisamide 

• Liraglutide 

(Victoza dosing) 

• Exanatide 

• Canagliflozin 
 



Anti-obesity Medication Goals: 

• Treat disease 

‒ Adiposopathy or sick fat disease (SFD) 

‒ Fat mass disease (FMD) 

• Facilitate management of eating behavior  

• Slow progression of weight gain/regain 

• Improve the health, quality of life, and body weight of the 
patient with overweight or obesity 

 

 Adjunct to nutritional, physical activity, and behavioral therapies. 

Obesity Algorithm®. ©2016-2017 Obesity Medicine Association. 

5-10 percent weight loss may improve both metabolic and fat mass disease. 

Reference/s: [239] 



Medications - pharmacotherapy 

Obesity Algorithm®. ©2016-2017 Obesity Medicine Association. 

Slide courtesy of W. Scott Butsch, MD, MSc – 2016 OMA San Francisco 

Obesity Summit 



Medications - pharmacotherapy 

Obesity Algorithm®. ©2016-2017 Obesity Medicine Association. 

Slide courtesy of W. Scott Butsch, MD, MSc – 2016 OMA San Francisco 

Obesity Summit 



Medications - pharmacotherapy 

Obesity Algorithm®. ©2016-2017 Obesity Medicine Association. 

Slide courtesy of W. Scott Butsch, MD, MSc – 2016 OMA San Francisco 

Obesity Summit 



Medications - pharmacotherapy 

Obesity Algorithm®. ©2016-2017 Obesity Medicine Association. 

Slide courtesy of W. Scott Butsch, MD, MSc – 2016 OMA San Francisco 

Obesity Summit 



Medications - pharmacotherapy 

Obesity Algorithm®. ©2016-2017 Obesity Medicine Association. 

Slide courtesy of W. Scott Butsch, MD, MSc – 2016 OMA San Francisco 

Obesity Summit 



Medications - pharmacotherapy 

Obesity Algorithm®. ©2016-2017 Obesity Medicine Association. 

Slide courtesy of W. Scott Butsch, MD, MSc – 2016 OMA San Francisco 

Obesity Summit 



Medications - pharmacotherapy 

Obesity Algorithm®. ©2016-2017 Obesity Medicine Association. 

Slide courtesy of W. Scott Butsch, MD, MSc – 2016 OMA San Francisco 

Obesity Summit 



Medications - pharmacotherapy 

Obesity Algorithm®. ©2016-2017 Obesity Medicine Association. 

Slide courtesy of W. Scott Butsch, MD, MSc – 2016 OMA San Francisco Obesity Summit 

 



Bariatric Surgery 



Bariatric Surgery 



Potential Bariatric Surgery Candidate 

What is the patient’s BMI (in kg/m2)? 

Does clinical evidence exist confirming the presence of 
adverse health consequences (AHC) due to excessive 
and/or dysfunctional body fat? 

BMI > 35 with one or more AHC BMI > 40 with or without AHC 

Obesity Algorithm®. ©2016-2017 Obesity Medicine Association. 

*BMI 30-34.9 with one or more AHC: 

Mounting evidence supports surgical 

intervention as a treatment option in 

this group 

Reference/s: [13, 265-267, 269-274] 



Bariatric Surgery 



Bariatric Surgical Procedures 

Pros Cons 

Expected loss 

in percent 

excess body 

weight* at two 

years 

Optimally suited 

for patients with: 
Other comments 

Roux-en-Y 

Gastric Bypass 

Greater improvement in 

metabolic disease 

Increased risk of 

malabsorptive 

complications over 

sleeve 

60-75% 
Higher BMI, GERD, 

Type 2 DM 

Largest data set, 

more technically 

challenging than 

LAGB, VSG 

 Vertical Sleeve 

Gastrectomy 

Improves metabolic 

disease; maintains small 

intestinal anatomy; 

micronutrient deficiencies 

infrequent 

No long term data 
50-70% (*3- 

year data) 
Metabolic disease 

Can be used as the 

first step of staged 

approach; most 

common based on 

2014 data 

Laparoscopic 

Adjustable 

Gastric 

Banding 

Least invasive; removable 

25-40%  

5 year removal rate 

internationally 

30-50% 

 

Lower BMI; no 

metabolic disease 

Any metabolic 

benefits achieved are 

dependent on weight 

loss 

Biliopancreatic 

Diversion with 

Duodenal 

Switch 

Greatest amount of weight 

loss and resolution of  

metabolic disease 

Increased risk macro- 

and micronutrient 

deficiencies over 

bypass 

70-80% 
Higher BMI, Type 2 

DM 

Most technically 

challenging  

*Excess body weight (EBW) = (total body weight) - (lean body weight) 

Obesity Algorithm®. ©2016-2017 Obesity Medicine Association. Reference/s: [276,277] 



Bariatric surgery evidence at VA 

VA Med Center Durham, NC 

 - 2,500 surgical patients found that those who underwent 

bariatric surgery had compared with matched control patients 

who did not have surgery had lower all-cause mortality at 5 

years and up to 10 years following the procedure. 

 -  10 year follow-up of 1,787 veterans who underwent 

gastric bypass, only 3.4 percent returned to within 5 percent 

of their initial weight 10 years later. Most did not gain back 

their weight which is contrary to what people have believed 

 
Arterburn DE, Olsen MK, Smith VA, Livingston EH, Van Scoyoc L, Yancy WS, Eid G, 

Weidenbacher H, Maciejewski ML. Association Between Bariatric Surgery and Long-term 

Survival. JAMA. 2015;313(1):62-70. doi:10.1001/jama.2014.16968 

https://www.ncbi.nlm.nih.gov/pubmed/25562267
https://www.ncbi.nlm.nih.gov/pubmed/25562267
http://jamanetwork.com/journals/jamasurgery/fullarticle/2546331#Introduction
http://jamanetwork.com/journals/jamasurgery/fullarticle/2546331#Introduction
http://jamanetwork.com/journals/jamasurgery/fullarticle/2546331#Introduction
http://jamanetwork.com/journals/jamasurgery/fullarticle/2546331#Introduction


Summary of Obesity Treatment: 4 Pillars 

Nutrition 

Medication 

Behavior 

Physical Activity 



Four Treatment Pillars 

These pillars are to be used in combination always. 

 

Just as ”diet and exercise” didn’t work alone, just 

doing “nutrition and physical activity” doesn’t always 

work.  Just giving attention to bariatric surgery 

alone won’t work. 

 

Patients who have bariatric surgery and 

neglect nutrition can gain back their weight. 

 

Post bariatric patients may still require 

medication management even if other 3 pillars 

are attended to 



Growth of the Field of Obesity Medicine 

• 2011-2015 saw a total of 36,303 newly certified physicians by the American 

Board of Internal Medicine 

• New sub-specialties include adolescent medicine, transplant heart failure and 

transplant cardiology, critical care medicine, geriatric medicine, and addiction 

medicine 

• The American Board of Obesity Medicine (ABOM) was created by the Obesity 

Medicine Association and The Obesity Society in 2011 and has more than 2,000 

Diplomates as of 2017. The growth of this group is faster than any other field of 

medicine 

• This is a pathway many have and will continue to travel… NOW it is OBESITY 

MEDICINE at the frontier 



 
Number of ABOM Diplomates 

Slide courtesy of the American Board of Obesity Medicine, www.abom.org 
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Conclusion 

• Obesity medicine is a new field of medicine dedicated to the 

comprehensive care of obese patients. 

• Diagnosing obesity can be done by several modalities including BMI 

and waist circumference. 

• Waist circumference can account for ethnic difference and is best use 

in those with BMI < 35. 

• Obesity is defined as a disease and can be managed with a 4 pillar 

chronic disease treatment plan with attention to nutrition, physical 

activity, behavior, and medication/surgery. 

• Obesity medicine is a growing field with its own board certification 

process. 

• While still many challenges to treating obesity, there are many 

medical developments and opportunities professionally for the future. 
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