OBESITY
THE STRUGGLE IS REAL!



OBJECTIVES

How significant of a problem is obesity?

» Why is it so hard to lose weight and keep it off? (1/3-2/3 OF LOST WEIGHT
WILL BE REGAINED WITHIN ONE YEAR AND >95% WITHIN 5 YEARS) WITH ONLY
LIFESTYLE CHANGES

What are the best treatment options for our patients?

How do we talk to our patients about it?
WE ARE TALKING ABOUT COMMON POLYGENIC OBESITY

Personal Notes-Disclaimer! | am not a dietician or a therapist!

vV v v Vv




HOW OBESITY RELATES YOUR OVERALL
HEALTH

» FOUR PILLARS OF HEALTH
» Nutrition
» Exercise
» Stress management

» Sleep and recovery




PILLARS OF OBESITY TREATMENT

NUTRITION

PHYSICAL ACTIVITY

BEHAVIOR
PHARMACOTHERAPY /SURGERY

vV v v Vv




OBESITY AS DEFINED BY OBESITY
MEDICINE ASSOCIATION

» "OBESITY IS DEFINED AS A CHRONIC, PROGRESSIVE,
RELAPSING, AND TREATABLE 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”




DEFINITIONS BY BMI

<18.5 UNDERWEIGHT

18.5-25 HEALTHY WEIGHT

25-30 OVERWEIGHT NOW CALLED “PREOBESITY”
30-35 CLASS 1 OBESITY

35-40 CLASS 2 OBESITY

40 AND HIGHER CLASS 3 OBESITY OR SEVERE OBESITY
LIMITATIONS OF BMI

» May overestimate in muscular people

vV v v v v v Vv

» May underestimate in certain ethnic groups, older people and people who lack
muscle, is not capable of determining fat distribution




STATISTICS

» CDC DATA
BETWEEN 2017-MARCH 2020 PREVALENCE OF OBESITY WAS 41.9%

PREDICTED 50% OF ADULTS BY 2030

COST OF OBESITY IN 2019 IN THE UNITED STATES WAS 173 BILLION DOLLARS

ONE IN FOUR YOUNG PEOPLE DO NOT QUALIFY TO SERVE IN THE MILITARY DUE
TO OVERWEIGHT OR OBESITY

APPROXIMATELY 280,000-324,000 DEATHS ATTRIBUTED TO OBESITY IN
AMERICA ANNUALLY (JAMA 1999)




OKLAHOMA | Obssity

T Oklahoma ranks 9 th
by Race & Ethnicity in states impacted by obesity.

Adults with Obesity by Age Group

Asian Black Hispank White Ages Ages Ages Ages

1824 2544 45564 65+

Adults with Obesity by Gender Adults with Hypertension and Diabetes

Adults with Obesity,
Overweight, & Normal Weight

Sl S Hy pertansion Diaberes




WHY SHOULD WE CARE ABOUT IT?

Medical Complications of Obesity

Sleep apneas
and snoring

Stroke

Heart disease
Diabetes

Abnormal lipid profile
High blood pressure

Lung disease
Asthma
Pulmonary blood clots

Liver disease Pancreatitis

Fatty liver
Cirrhosis
Female disorders
Abnormal periods
Gallstones

Infertility

Cancer

preast Arthritis

Uterus

EOIOn Inflamed veins,
sophagus .

Pancreas often with blood clots

Kidney

Prostate Gout

U.S. Department of Health and Human Services Centers for Disease Control and Prevention




CANCER RISK IS INCREASED WITH
OBESITY

Obesity and Adiposopathy Increase the Risk of Cancers: Men and Women

» Biliary tract cancer * Leukemia

» Bladder cancer » Liver cancer

« Brain cancer (i.e., meningiomas) * Multiple myeloma

* Breast cancer (postmenopausal) * Non-Hodgkin lymphoma

» Cervical cancer * Ovarian cancer

» Colorectal cancer * Pancreatic cancer

* Endometrial/uterine cancer * Prostate cancer (prognosis is worse,
+ Esophageal cancer not necessarily increased risk)

» Gallbladder cancer + Stomach cancer
« Head and neck cancer + Thyroid cancer
» Kidney/renal cancer

% Obesity
95 ) Medicine

Association

Obesity Algorithm®. © 2021 Obesity Medicine Association Supporting documents in reference section




OBESITY IS A COMPLEX DISEASE

(the body is a chemistry lab not a calculator!)

] e [

and reward control Homeostatic control of energy intake,
m = expenditure and hormones J

— P

Brain

Adipose
Tissue

-
555

Insulin




OBESITY IS A MULTIFACTORIAL DISEASE

» INDUSTRIALIZATION/SOCIETAL CHANGE
» CULTURAL INFLUENCES
» SOCIOECONOMIC

» GENETICS/EPIGENETICS




WHY IS IT SO HARD TO LOSE WEIGHT AND
KEEP IT OFF

» IF OBESITY IS NOT PREVENTED IT GENERALLY WILL GET WORSE OVER TIME
» BARRIERS TO MAINTAINING A HEALTHY WEIGHT ARE:

» LACK OF UNDERSTANDING OF THE METABOLIC CONSEQUENCES OF HAVING
OBESITY (METABOLIC ADAPTATION)

» SEDENTARY LIFESTYLES

» STANDARD AMERICAN DIET (S.A.D.)-food choices based on convenience, taste,
and cost




WEIGHT LOSS | WEIGHT GAIN

CALORIES . METABOLISM FULLNESS

. ACTIVITY | ~ HUNGER  HORMONES

v HORMONE .
—




THE STRUGGLE IS REAL

$PYY  dinsulin 3 } Satiety

t Grehlin § GLP-1 t Hunger
$cck  dLeptin ) } satiation

} SNS Activity § TDEE
{ Body Mass § TEF
§ Leptin { RMR
t Energy Efficiency ) ¥ PAEE

BEFORE WEIGHT LOSS  AFTER WEIGHT LOSS



5O HOW CAN WE HELP PEOPLE
AFFECTED BY OBESITY

» DEVICES

» MEDICATIONS

» BARIATRIC SURGERY

»  ALWAYS ACCOMAPANIED BY HEALTHY LIFESTYLE MODIFICATIONS




DEVICES

» PLENITY: ORAL HYDROGEL THAT EXPANDS IN THE STOMACH TO ACTIVATE
STRETCH RECEPTORS. TAKEN WITH WATER BEFORE 2 LARGER MEALS OF THE
DAY. APPROVED FOR ANY BMI OVER 25. COST IS 99 DOLLARS A MONTH
THROUGH COMPANY APPROVED FOR BMI 25-40

» GASTRIC BANDS
» GASTRIC BALLOONS (PLACED AND REMOVED AT VARIOUS TIMES)

» GASTRIC EMPTYING SYSTEM (NOT APPROVED FOR PERSONS WITH EATING
DISORDERS, MUST BE SHORTENED AS PEOPLE LOSE WEIGHT, DRAIN STOMACH
CONTENTS 20-30 MINUTES AFTER EATING )

» ORAL SPACE OCCUPYING DEVICE WORN DURING MEALS TO LIMIT SIZE OF BITES




MEDICATIONS

» ALWAYS MEANT TO BE USED IN CONJUNCTION WITH LIFESTYLE MODIFICATIONS

» MEANT FOR LONG TERM USE (PHENTERMINE ONLY APPROVED FOR SHORT TERM
USE EXCEPT FOR IN FORM OF QSYMIA)

» INDICATED FOR A BMI OF 27 WITH A COMORBID CONDITION AFFECTED BY
OBESITY OR A BMI OF OVER 30

» AVERAGE EFFICACY OF AOM OVERALL IS 5-20% WITH INDIVIDUAL VARIABILITY



PHENTERMINE

APPROVED IN 1959, SCHEDULE IV STIMULANT

APPROVED FOR 12 WEEKS OF USE

SIDE EFFECTS INCLUDE HA, HBP, PALPITATIONS, INSOMNIA
CONTRAINDICATED IN PATIENTS WITH HX OF CAD
APPROVED FOR >16 YEARS

vV v v v Vv




ORLISTAT

» GASTROINTESTINAL LIPASE INHIBITOR THAT IMPAIRS DIGESTION OF DIETARY FAT
LOWER DOSE OVER THE COUNTER CALLED ALLI

» SIDE EFFECTS INCLUDE OILY DISCHARGE FROM RECTUM ESP AFTER FATTY
FOODS, MAY PROMOTE GALLSTONES AND KIDNEY STONES

NEED TO TAKE MVI DAILY WITH IT
» APPROVED FOR >12 YEARS



NALTREXONE/BUPROPION
(CONTRAVE)

» SIDE EFFECTS INCLUDE HEADACHE, NAUSEA, CONSTIPATION, DIZZINESS.
» AVOID IF UNCONTROLLED HYPERTENSION, SEIZURE DISORDER

» ANTIDEPRESSANTS CAN INCREASE SUICIDAL THOUGHTS IN ADOLESCENTS AND
YOUNG ADULTS

» AVOID IF ON NARCOTICS
» APPROVED FOR >18

» COST IS AROUND 100$ A MONTH WITHOUT COVERAGE THROUGH MAIL ORDER
PHARMACY LOMBARD




PHENTERMINE/ TOPIRAMATE
(QSYMIA)

» COMBINATION OF LOW DOSE PHENTERMINE AND TOPIRAMATE

» SIDE EFFECTS INCLUDE PARESTHESIAS, DIZZINESS, DYSGEUSIA (ESP
CARBONATION), INSOMNIA; CONSTIPATION, DRY MOUTH.

» MONITOR FOR INC HEART RATE, MOOD DISORDERS, COGNITIVE IMPAIRMENT,
METABOLIC ACIDOSIS

» AVOID WITH PATIENTS WITH GLAUCOMA AND HYPERTHYROIDISM

» CHECK PREGNANCY TEST FIRST AND USE CONTRACEPTION, CONSIDER ROUTINE
PREGNANCY TESTS

» APPROVED FOR AGE >12
» COST AROUND 100$ A MONTH IF NOT COVERED
» OFF LABEL CAN SEPARATE IF NOT AFFORDABLE




LIRAGLUTIDE
(SAXENDA)

GLUCAGON-LIKE PEPTIDE-1 RECEPTOR AGONIST
AT LOWER DOSES APPROVED FOR DIABETES TYPE 2 (VICTOZA)
TITRATION IS WEEKLY, START .6 MG THEN 1.2, 1.8, 2.4, 3.0

CONTRAINDICATED IN HX OF PANCREATITIS, PERSONAL OR FAM HX OF MCT OR
TYPE 2 MEN SYNDROME

WATCH FOR HYPOGLYCEMIA IF ON INSULIN OR SULFONYLUREAS

SIDE EFFECTS INCLUDE NAUSEA, DIARRHEA, CONSTIPATION, VOMITING,
FATIGUE, ABDOMINAL PAIN

» APPROVED FOR >12 YEARS

» NOT AFFORDABLE IF NOT COVERED BUT MAY BE ABLE TO BE PRESCRIBED FOR
DIABETES LOWER DOSE GOING GENERIC JUNE OF 2024: COST?

vV v v Vv
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SEMAGLUTIDE
(WEGOVY)

» GLP1 RA, SAME SIDE EFFECTS AND CONTRAINDICATIONS AS LIRAGLUTIDE
DOSED WEEKLY , TITRATED MONTHLY .25MG, .5MG, 1 MG, 1.75MG, 2.4 MG

» 83.5% OF PATIENTS ACHIEVED 5% OR MORE BODY WEIGHT REDUCTION,
AVERAGE WEIGHT LOSS 14.9%

» CURRENT PROBLEMS WITH AVAILABILITY OF LOWER DOSES, HOPEFULLY WILL BE
RESOLVED SEPTEMBER

» APPROVED FOR >12 YEARS

NOT AFFORDABLE IF NOT COVERED BUT OZEMPIC FOR DIABETES GOES UP TO 2
MG DOSE (ALSO SUPPLY ISSUES RIGHT NOW)




COMING SOON TO A PHARMACY NEAR
YOU

» TIRZEPATIDE CURRENTLY APPROVED FOR TYPE 2 DIABETES (MOUNJARO)
» ?ZEPBOUND? ?DOSES 5MG, 10MG, 15MG?

» GLUCAGON LIKE PEPTIDE-1 RA PLUS GLUCOSE-DEPENDENT INSULINOTROPIC
POLYPEPTIDE

WEEKLY INJECTION
CONTRAINDICATED PANCREATITIS, MCT, MEN 2
NAUSEA, Gl SIDE EFFECTS

IF ON ORAL CONTRACEPTIVES USE ADDITIONAL BARRIER METHOD FOR 4 WEEKS
AFTER STARTING AND EACH INCREASE

AVERAGE WEIGHT LOSS AT 72 WEEKS 5 MG 16%, 10 MG 21.4%, 15 MG 22.5%

vV v v v

v



MORE THINGS TO BE EXCITED ABOUT

» RETATRUTIDE: TRIPLE AGONIST, GLP1, GIP, GLUCAGON

» 26 PERCENT OF PEOPLE ON THE HIGHEST DOSE LOST 30% OF THEIR BODY
WEIGHT

» MARKED IMPROVEMENT IN LIPIDS AND LIVER FIBROSIS
» ?AVAILABLE IN 20257

» SURVODUTIDE: GLP-1 AND GLUCAGON 19% BODY WEIGHT LOSS, 25%
DISCONTINUATION RATE DUE TO Gl SIDE EFFECTS

» PHASE 2B STUDY BIMAGRUMAB A MONOCLONAL ANTIBODY WHICH ACTUALLY
INCREASED MUSCLE MASS WHILE LOSING FAT MASS, BLOCKS ACTIVIN TYPE 2
RECEPTORS. NO WEIGHT REGAIN WAS SEEN THROUGH 12 WEEKS AFTER
CESSATION




BARIATRIC SURGERY

WHO IS A CANDIDATE
BMI>40 (MEDICARE ALWAYS REQUIRES COMORBID CONDITION)
BMI>35 WITH AT LEAST ONE OBESITY RELATED COMORBID CONDITION SUCH
AS OBSTRUCTIVE SLEEP APNEA, T2DM, HTN, HYPERLIPIDEMIA, NAFLD
OSTEOARTHRITIS
INABILITY TO ACHIEVE AND SUSTAIN A HEALTHY WEIGHT LOSS WITH PRIOR
WEIGHT LOSS EFFORTS
SOME EVIDENCE OF BENEFIT FOR LOWER BMI THAN 35 ESPECIALLY IN T2DM OR
MULTIPLE COMORBIDITIES
COMPLIANT WITH POST OPERATIVE FOLLOW UP, VITAMINS, AND EATING PLAN




BARIATRIC SURGERY

» VERTICAL SLEEVE GASTRECTOMY

»  REMOVES 80% OF THE STOMACH ALONG THE GREATER CURVATURE

» SIMPLE AND SAFE, DECREEASES HUNGER, INCREASES FULLNESS, MAY CAUSE HEARTBURN,
OFTEN USED IN HIGHER RISK MEDICAL CONDITIONS OR AS A BRIDGE TO A SECOND SURGERY

Stomach Stomach

AVERAGE*** weight loss 60% of excess body weight Before Surgery After VSG

~80% Reduction




BARIATRIC SURGERY

» ROUX-EN-Y GASTRIC BYPASS

» POUCH IS CREATED FROM PROXIMAL STOMACH, CONNECTED TO A LOOP OF
JEJENUM, CREATING A GASTROJEJUNOSTOMY, REMAINDER IS RE-ANASTOMOSED
DISTALLY, SO IS ISOLATED FROM DIGESTIVE FLOW

» INCREASED FULLNESS, DECREASED ABSORPTION, DECREASES HUNGER, IMPROVES
HEARTBURN, POTENTIAL MULTIPLE MECHANISMS INCLUDING IMPROVED GUT MICROBIOME
WHICH INCREASES METABOLISM. COMPARED TO BIGGEST LOSERS FRIENDLIER FOR
METABOLISM WITH SIMILAR MAINTAINED MUSCLE MASS.

AVERAGE*** weight loss 70% of excess body weight

Before Surgery After Surgery




SINGLE ANASTOMOSIS DUODENO-ILEAL BYPASS WITH SLEEVE GASTRECTOMY
(SADI-S)

STARTS THE SAME WAY AS A SLEEVE GASTRECTOMY, CREATING A SMALLER TUBE-
SHAPED STOMACH, THEN THE FIRST PART OF THE SMALL INTESTINE IS DIVIDED JUST
AFTER THE STOMACH, THEN A LOOP OF INTESTINE IS MEASURED SEVERAL FEET
FROM IT’S END AND IS THEN CONNECTED TO THE STOMACH (BYPASSES ABOUT 60-
75% OF THE SMALL BOWEL)

HIGHLY EFFECTIVE FOR LONG TERM WEIGHT LOSS AND REMISSION OF TYPE 2
DIABETES, RISK OF LOOSER AND MORE FREQUENT BOWEL MOVEMENTS, NEED FOR
INCREASED PROTEIN AND VITAMIN INTAKE

NEWER SURGERY ?AVERAGE***80% excess body weight loss

Stomach Lateral
sleeve stomach

Esophagus removed
S

Galbladder
removed

Ducdenum

Single
anastomosis i Pyloric
duodenal valve

Common channel

Copyright © 2014 Ara Keshishian
MD All Rights Reserved

Appendix

SADI



Esophagus Stomach Lateral

BILIOPANCREATIC DIVERSION WITH DUODENAL SWITCH (BPD/DS) \ sleeve  stomach

removed
CREATION OF SLEEVE LIKE STOMACH, THEN THE FIRST PORTION OF THE SMALL
INTESTINE IS SEPARATED FROM THE STOMACH. A PART OF THE SMALL INTESTINE IS

Galbladder

THEN BROUGHT UP AND CONNECTED TO THE NEWLY CREATED STOMACH removed

THIS SURGERY BYPASSES 75% OF THE SMALL INTESTINE CAUSING A SIGNIFICANT  Ducdenum
DECREASE IN ABSORPTION OF CALORIES AND NUTRIENTS. VERY EFFECTIVE FOR
REMISSION OF TYPE 2 DIABETES okt

MORE COMPLEX SURGERY, REFLUX/HEART BURN, HIGHEST RISK OF VITAMIN AND
MICRONUTRIENT DEFICIENCIES

AVERAGE**** weight loss 80% of excess body weight

Location where
digestive juices
mix with food

Common channel

Copyright © 2012 Ara Keshishian
MD All Rights Reserved

Appendix

DS



BARIATRIC SURGERY BENEFITS

» REDUCTION IN RISK OF DEATH BY 40% COMPARED TO COHORTS WHO HAVE NOT
HAD SURGERY

» REDUCE RISK OF CANCER, HEART ATTACKS, STROKES, KIDNEY FAILURE AND
HEART FAILURE

» 70-80% GET OFF OF HTN MEDS, DIABETES MEDS AND CPAP

» OTHER THAN WEIGHT LOSS ALONE CAN POSSIBLY BE ATTRIBUTED TO
NEUROHORMONAL CHANGES (RESTORES NORMAL INSULIN RESPONSE) AND
IMPROVED GUT BACTERIA

» IMPROVED FERTILITY



THE DOWNSIDE

» SURGICAL COMPLICATIONS ARE RARE BUT CAN INCLUDE LEAKS, BLEEDING,
STENOSIS, INFECTION, (SG lowest risk, then RYGB, then SADI-S, then DS)

LONG TERM VITAMIN SUPPLEMENTS, LOW PROTEIN LEVELS IF NOT COMPLIANT
WITH PROTEIN INTAKE

CAUTION WITH NSAIDS/STEROIDS ESP WITH RYGB
WE DISCOURAGE ALCOHOL USE
MANY CHANGES TO HOW YOU EAT

NOT FOR NICOTINE USERS OR PEOPLE WITH UNCONTROLLED MENTAL HEALTH
DISORDERS

» POTENTIAL MED CHANGES DUE TO CHANGES IN ABSORPTION

v
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Thermic Effect of

Feeding
8%

Resting Metabolic
Rate
60%




ENERGY EXPENDITURE

» BASAL METABOLIC RATE (SIMILAR TO RMR-BMR MEASURED IN AM AFTER A FAST,
NO RECENT EXERCISE: FOR OUR PURPOSES WE WILL USE INTERCHANGEABLY)

» Minimum energy expenditure for the body to exist

» Muscle 25% (during rest), liver brain 50%
» Influenced by age, gender, muscle to fat ratio, genetics, hormones (thyroid),
» THERMAL EFFECTS OF FOOD (ABOUT 8-10 PERCENT OF TOTAL ENERGY EXP
» Protein raise bmr 20-30%
» Carbohydrates raise bmr 5-10%
» Fats raise bmr 0-5%



PHYSICAL ACTIVITY BENEFITS

» BENEFITS FOR ADIPOSOPATHY
» ASSIST WITH WEIGHT MAINTENANCE
ASSIST WITH WEIGHT LOSS
IMPROVE BODY COMPOSITION
POSSIBLY IMPROVE ADIPOCYTE FUNCTION (IMPROVE INSULIN SENSITIVITY)
INCREASE MITOCHONDRIAL BIOGENESIS, INCREASE BROWNING OF FAT CELLS

vV v vV




PHYSICAL ACTIVITY BENEFITS

» OTHER BENEFITS

IMPROVE METABOLIC HEALTH
IMPROVE MUSCULOSKELETAL HEALTH
IMPROVE CARDIOVASCULAR HEALTH
IMPROVE PULMONARY HEALTH
IMPROVE NEUROLOGIC HEALTH
IMPROVE MENTAL HEALTH

IMPROVE SEXUAL HEALTH

IMPROVE COGNITIVE HEALTH
REDUCE RISK OF CANCER

IMPROVE RESPONSE TO CANCER TREATMENTS

v

vV V. v vV v v v v Y




PHYSICAL ACTIVITY GOALS

RESISTANCE TRAINING/MUSCLE STRENGTHENING TWO TIMES A WEEK

150-300 MINUTES OR MORE OF MODERATE -INTENSITY AEROBIC ACTIVITY A
WEEK OR 75-150 MINUTES OR MORE OF VIGOROUS-INTENSITY AEROBIC
ACTIVITY A WEEK

» STRIVE FOR MORE THAN 5000 MINUMUM STEPS A DAY (CONSIDERED SEDENTARY)

10,000 STEPS A DAY IS A GOOD GOAL

» MEET THE PATIENTS WHERE THEY ARE BUT SET REALISTIC AND MEASURABLE
GOALS

» INSTEAD OF “MOVE MORE” PUT IT IN WRITING TO WALK 30 MINUTES 3 TIMES A
WEEK THEN ADD IN THE 2 DAYS OF 20 MINUTES OF RESISTANCE, THEN BUILD UP

FROM THERE




PHYSICAL ACTIVITY

ASSESS CURRENT PHYSICAL ACTIVITY LEVEL

ASSESS READINESS

AGREE UPON EXPECTATION AND GOALS

ASSESS POTENTIAL NEED FOR MEDICAL TESTING

ASSESS MOBILITY, POTENTIAL EQUIPMENT NEEDS OR MODIFICATIONS

EDUCATE POTENTIAL BLOOD SUGAR ISSUES WHILE EXERCISING IN PATIENTS
WITH DIABETES

vV v v v v Vv




PRINCIPLES OF HEALTHFUL NUTRITION

»  LIMIT

» ULTRAPROCESSED FOODS OF MINIMUM NUTRITIONAL VALUE-”"SWEETS”, “JUNK
FOODS”, CAKE, COOKIES, CANDY, PIE, CHIPS, ULTRAPROCESSED MEATS SUCH AS

BACON, SAUSAGE, HOT DOGS, PASTRAMI
» ENERGY DENSE FOODS HIGH IN CALORIES

» ENERGY DENSE BEVERAGES, SUGAR SWEETENED BEVERAGES, JUICE, CREAM,
ALCOHOL

» AVOID TRANS FATS AND EXCESSIVE SODIUM




PRINCIPLES OF HEALTHFUL NUTRITION

» ENCOURAGE
-HEALTHFUL PROTEINS AND FATS, VEGETABLES, LEAFY GREENS, FRUITS,
SOME NUTS, LEGUMES, AND WHOLE GRAINS
-COMPLEX CARBOHYDRATES OVER SIMPLE SUGARS
-HIGH FIBER FOODS OVER LOW FIBER FOODS
-LOW FAT DAIRY PRODUCTS
-READING LABELS CAREFULLY RATHER THAN MARKETING CLAIMS




PRINCIPLES OF NUTRITIONAL THERAPY

» LONG TERM ADHERENCE IS AN IMPORTANT FACTOR

» ENCOURAGE FOODS THAT RESULT IN A NEGATIVE CALORIE BALANCE TO
ACHIEVE A HEALTHY WEIGHT

» CONSIDER

» Eating behaviors and patterns, cultural background and food
availability, time and financial constraints, nutritional knowledge
and cooking skills, medical conditions (diabetes, renal disease,

heart failure)




VERY LOW CALORIE DIET

» LESS THAN 800 KCAL/DAY
» SHOULD BE MEDICALLY SUPERVISED
» RECOMMENDED FOR SHORTER DURATIONS

» OFTEN ARE MEAL REPLACEMENTS (SHAKES, BARS,
SOUPS)




LOW CALORIE DIETS

» 1200-1800 KCAL/DAY

» RESTRICTED FAT OPTION LESS THAN 30% OF CALORIES
FROM FAT, VERY LOW FAT IS LESS THAN 10% OF
CALORIES FROM FAT

» RESTRICTED CARBOHYDRATE DIET
»Low glycemic index foods
»Low carbohydrate diet 50-150 grams/day
»Very low carbohydrate diet less than 50 grams/day




MEDITERRANEAN DIET (OLIVE OIL, VEGETABLES, FRUITS,
LEGUMES, SEAFOOD, POULTRY, EGGS, FERMENTED DAIRY
PRODUCTS)

MY PLATE METHOD BALANCE OF FRUITS, VEGETABLES, PROTEIN,
WHOLE GRAINS AND DAIRY

MODIFIED ATKINS DIET/ Ketogenic (potentially has phases with
very restricted carbohydrates then gradual addition to

maintenance, avoid ultra processed foods, high glycemic index
foods, limit starchy vegetables, cereals, breads)

May increase LDL, although sometimes this is transient due
to fat mobilization, does generally reduce hunger,
sometimes can cause headache and fatigue with exercise




EATING PLANS CONTINUED

» VEGETARIAN DIET (variants include vegan, lacto-
vegetarian, lacto-ovovegetarian, semi or partial
vegetarian, pescatarian, flexitarian)

» PALEO DIET (encouraged fresh vegetables, fruits, root
vegetables, grass-fed lean red meats, seafood, eggs, nuts
and seeds, natural produced oils {olive, walnut, flaxseed,
macadamia, avocado, coconut} limit cereal grains,
legumes {including peanuts}, dairy products, potatoes,
processed foods, refined sugar, refined vegetable oils)



EATING PLANS CONTINUED

» ORNISH DIET (limit fat to <10% of total daily calories,
limit cholesterol to <10 mg/day, avoid animal products
and caffeine, avoid sugar, sodium and alcohol, eat foods
in their natural form, one serving of soy product each day,
3-4 grams of fish oil a day, frequent small meals)

» DASH DIET (encourage vegetables, fruits, whole grains,
low fat or fat free dairy, lean proteins, fiber, limit sodium
1500-2300 mg/day)

» THERAPEUTIC LIFESTYLE CHANGE DIET (TLC) (low fat,
high soluble fiber, limits trans fats)




FASTING (time restricted feeding,
alternate day, intermittent)

» May contribute to overall caloric restriction, may help control hunger, not
ideal for patients with diabetes especially on insulin and sulfonylureas, avoid
in patients with potential eating disorders

» Should be combined with healthy food choices, make sure meeting protein
goals, make sure staying well hydrated

» TRF consume calories within a specific time period, usually 8 hours

» ALTERNATE DAY 3 days a week around 500 kcal/day and normal intake 4 days
a week

» 5AND 2 TWO DAYS A WEEK OF 500 KCAL A DAY WITH 5 DAYS A WEEK MORE
LIBERAL INTAKE



ADDRESSING BEHAVIORS

» IDENTIFY EATING DISORDERS

» BINGE EATING DISORDER-MAY OCCUR IN 50% OF PATIENTS WITH SEVERE OBESITY,
FREQUENT EPISODES OF CONSUMING LARGE AMOUNTS OF FOOD MORE THAN ONCE A
WEEK FOR AT LEAST 3 MONTHS, NO SELF-INDUCED VOMITING, NO EXTRA
EXERCISING, FEELINGS OF LACK OF SELF CONTROL, SHAME, GUILT, OFTEN SAY THEY
DON’T EVEN TASTE THE FOOD

» MILD = 1-3 EPISODES A WEEK, MODERATE = 4-7, SEVERE = 8-13, EXTREME = 14 OR GREATER
» TREATMENT INCLUDES COGNITIVE BEHAVIORAL THERAPY

» VYVANSE IS THE ONLY FDA APPROVED MEDICATION FOR BED
» OFF LABEL SSRI, TOPIRAMATE




ADDRESSING BEHAVIORS - IDENTIFYING
EATING DISORDERS CONT’D

» NIGHT-EATING SYNDROME (NES)

» AT LEAST 25% OF DAILY FOOD CONSUMPTION (OFTEN GREATER THAN 50%)
CONSUMED AFTER EVENING MEAL

» RECURRENT AWAKENINGS FROM SLEEP THAT REQUIRE EATING TO GO BACK TO SLEEP,
OFTEN INVOLVING CARBOHYDRATE RICH SNACKS

» LITTLE INTEREST IN BREAKFAST
» MAY OCCUR IN AS MUCH AS 5% OF THE POPULATION

» DIFFERENT FROM SLEEP-RELATED EATING DISORDER (SRED) WHICH IS A PARASOMNIA
LACKING AWARENESS/NO MEMORY

» TREATMENT IS BEHAVIORAL THERAPY
» OFF LABEL SSRI/TOPIRIMATE MAY BE SUCCESSFUL




ADDRESSING BEHAVIORS - STIMULUS CONTROL

» EATING PATTERNS THAT MAXIMIZE SATIETY, MEAL TIMING, NUTRIENT
COMPOSITION (NON-ENERGY DENSE FOODS)

APPETITE AWARENESS TRAINING (EATING VERY SLOWLY, AVOID GETTING OVERLY
HUNGRY, MISINTERPRETING THIRST AS HUNGER)

AVOID EATING FOR REASONS OTHER THAN HUNGER

UTILIZE PORTION CONTROL (EAT OFF OF A SMALL PLATE)

ENVIRONMENTAL REMOVAL OF FOODS IDENTIFIED AS ESPECIALLY TEMPTING
BEING MINDFUL OF EATING STIMULI

KEEP A FOOD JOURNAL, INCLUDE LIQUIDS THAT ARE NOT CALORIE FREE! TRACK
WATER, MOOD, ACTIVITY, TIMING OF MEALS ETC

v
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ADDRESSING BEHAVIORS-STIMULUS
CONTROL

» COGNITIVE RESTRUCTURING
» ADDRESS MATTERS OF BODY IMAGE, MAKE IT ABOUT HEALTH, NOT APPEARANCE

» TRY TO ESTABLISH A PLAN TO COUNTERACT UNHELPFUL OR DYSFUNCTIONAL
THINKING WHICH LEAD TO UNHEALTHY BEHAVIORS AND ACTIONS (AVOIDING ALL OR
NOTHING “DIET” MENTALITY)

» EMPHASIZE RATIONALE OF REALISTIC WEIGHT REDUCTION AS A MATTER OF MEDICAL
AND MENTAL HEALTH (WHY IS IMPROVING YOUR HEALTH YOUR GOAL)

» ENCOURAGE PATIENT TO
-ACKNOWLEDGE HE/SHE IS CAPABLE OF POSITIVE THOUGHTS AND BEHAVIORS
-REPLACE UNHELPFUL THOUGHTS AND BEHAVIORS WITH MORE PRODUCTIVE ONES
-PRACTICE BEHAVIOR THERAPY SKILLS




HOW TO TALK TO PATIENTS ABOUT THEIR
WEIGHT

» MOTIVATIONAL INTERVIEWING PRINCIPLES: EXPRESS EMPATHY, AVOID
ARGUMENTATION, DEVELOP DISCREPANCY, RESOLVE AMBIVALENCE, SUPPORT
SELF EFFICACY

ASK

ASSESS

ADVISE

AGREE
ARRANGE/ASSIST

vV v v v Vv



ASK

“Are you comfortable discussing your weight/body mass index?”
Consider setting up a separate appointment to address that issue alone

ENCOURAGED TERMS

» WEIGHT, UNHEALTHY WEIGHT, OVERWEIGHT, BODY MASS INDEX, EXCSESSIVE ENERGY
STORES, AFFECTED BY OBESITY (PATIENT CENTERED LANGUAGE)

» DISCOURAGED TERMS
» MORBIDLY OBESE, OBESE, FAT, HEAVINESS, LARGE SIZE
» |F THE PATIENT IS NOT COMFORTABLE, AN APPROPRIATE RESPONSE MIGHT BE:

» “l understand that at this time you are not comfortable, but just know
that if you ever want to have a conversation about it, | am happy to assist
you with an unbiased, evidence-based approach that could improve your
overall health”




ASSESS

vV v v Vv

ASSESS BMI, WAIST CIRCUMFERENCE, AND OBESITY STAGE
EXPLORE DRIVERS AND COMPLICATIONS OF EXCESS WEIGHT
SCREEN FOR COMORBID CONDITIONS (NAFLD, T2DM, PREDIABETES, OSA)

CONSIDER OBESOGENIC MEDICATIONS ETC, POTENTIAL MED CHANGES THAT
COULD ASSIST WITH WEIGHT LOSS (DIABETES MEDS, MIGRAINE MEDS,
DEPRESSION, ANTIPSYCHOTICS, CONTRACEPTION, ETC)




ADVISE

» ADVISE THE PATIENT ABOUT THE HEALTH RISKS OF
OBESITY

» ADVISE THE PATIENT ABOUT THE BENEFITS OF
MODEST WEIGHT LOSS

» ADVISE THE PATIENT ABOUT THE NEED FOR A LONG
-TERM STRATEGY, AND TREATMENT OPTIONS



AGREE

» AGREE ON REALISTIC WEIGHT-LOSS EXPECTATIONS (BASED ON EVIDENCE)
» AGREE ON TARGETS

» AGREE ON BEHAVIORAL CHANGES, AND SPECIFIC DETAILS OF THE TREATMENT
PLAN

» INDIVIDUALIZED APPROACH




ARRANGE/ASSIST

ASSIST IN IDENTIFYING AND ADDRESSING BARRIERS;

PROVIDE RESOURCES;

ASSIST IN FINDING AND CONSULTING WITH APPROPRIATE PROVIDERS,;
ARRANGE REGULAR FOLLOW-UP

vV v v Vv

» SOME GOOD RESOURCES ARE

» Obesity action coalition
» Rethinkthinkobesity.org

» Obesity medicine association (treatment algorithm free, great podcast)







MY STORY AND WHY | AM SO PASSIONATE

| HAVE EXCEEDED EXPECTED RESPONSE TO LIFESTYLE MODIFICATIONS COMBINED
WITH MEDICATION

| made up my mind that | was in control of my own health, and no one could
care about my health more than | do.

| got support and accountability.
| declared war on S.A.D.

| worked smarter not harder, limiting refined processed carbohydrates which
were making me feel hungrier and sluggish and focused on whole fresh food

| am consistent, | do not “diet”, and | never say | “cheat” on my diet

| accepted that it would take a long time and require commitment, keeping
my goals in the front of my mind.

| never say | “can’t” eat something; | tell myself | make choices and choices
have consequences.

| do not consider eating healthy foods and avoiding unhealthy foods as a
punishment.
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