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Who are we?

• VA Primary Care Providers
• Clinic director and resident clinic director at an academic clinic
• Interested in compassionate care of patients with obesity/overweight
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Those damn CDC Slides….



1988

(*BMI ≥30, or ~ 30 lbs. overweight for 5’ 4” person)No Data           <10%          10%–14%



1993

No Data           <10%          10%–14% 15%–19% 



1998

No Data          <10%           10%–14% 15%–19%          ≥20%



2003

No Data          <10%           10%–14% 15%–19%           20%–24%        ≥25%



2008

No Data          <10%           10%–14% 15%–19%           20%–24%          25%–29%           ≥30%



2013

¶ Prevalence estimates reflect BRFSS methodological changes started in 2011. These estimates should not be 
compared to prevalence estimates before 2011.



2018



Hispanic Adults, 2017-2019



Non-Hispanic Black Adults, 2017-2019



Dieting: The Second “Epidemic”



“I am trying to lose weight”

Men Women
1950s 7% 14%
1980s 25% 40%
1990s 29% 44%
2000s 34% 48%

Late 2000s 40% 57%

Montani et al Obes Rev 2015

97% of obese adults
have ever attempted diet

20% > 20 diet attempts
Sources: NCHS, NHANES, 2013–2016.
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Nasty comments 
From friends

Exclude/ignored

Being stared at

Negative 
assumptions

Physical 
barriers/obstacles

Loved ones 
embarrassed
By your size

Puhl, Brownell. Obesity (2006).



The two most common sources of weight bias 
are family members and doctors.

Puhl, Brownell. Obesity (2006).



Case
35 yo woman presents to clinic to be seen 
for routine follow-up by an R1 that you are 
supervising.
PMH: HTN, DM2, OSA, GAD, PTSD, PCOS
Meds: lisinopril, metformin, metoprolol, 
citalopram, quetiapine, zolpidem
Exam: BP 114/73, BMI of 35
Labs: A1c 9.1

From the plan at last clinic note. “Pt has 
tried numerous prior dietary efforts for 
weight loss; we talked about avoiding 
bedtime snacks and a goal of 5 pounds 
weight loss at the next visit.”

R1 presentation:
• "I started discussing diet again today, but 

she didn't seem very interested. She 
refused weigh in at triage so I can't tell if 
she made any progress at all. She's on 
metformin, but I'm not sure about her 
compliance; she doesn't seem like 
somebody who sticks with things 
so I'm worried about starting a second 
medicine. ”

• “Her doorhandle complaint was that she 
has worsening irregular 
menses. I'm thinking it is related to 
weight gain“.

• “I find it frustrating to talk to her about 
her weight.”



Case
35 yo woman presents to clinic to be seen for 
routine follow-up by an R1 that you are 
supervising.
PMH: HTN, DM2, OSA, GAD, PTSD, PCOS
Meds: lisinopril, metformin, metoprolol, 
citalopram, quetiapine, zolpidem
Exam: BP 114/73, BMI of 35
Labs: A1c 9.1

From the plan at last clinic note. “Pt has tried 
numerous prior dietary efforts for weight loss; 
we talked about avoiding bedtime snacks and a 
goal of 5 pounds weight loss at the next visit.”

R1 presentation:
• "I started trying to discuss diet again today, 

but she didn't seem very interested. She said 
she did cut out snacks, but she refused weigh 
in at triage so I can't tell if she made any 
progress at all. She's on metformin, 
but I'm not sure about her compliance; 
she doesn't seem like somebody who sticks 
with things so I'm worried about starting a 
second medicine. ”

• “Her doorhandle complaint was that she has 
worsening irregular menses. I'm thinking it is 
related to weight gain“

• “I find it frustrating to talk to her about her 
weight.”



What is weight bias?

Stereotypes
(explicit v implicit)

Discrimination
(personal v 

systems)

Negative 
attitudes

(explicit v implicit)

Lazy

Undisciplined

Not smart

Unsuccessful

Don’t befriend

Don’t sit next to

Unfair/unequal 
treatment:

doesn't seem like somebody who sticks with things

I find it frustrating to talk to her about her weight.
“I'm worried about starting a second medicine. ”
“I'm thinking it is related to weight gain“



How does weight bias affect healthcare?

Puhl, Heuer. Obesity (2009) 17, 941–964.

Substandard 
healthcare

Healthcare 
avoidance

Obesity + 
complications

Providers
• spend less time in appts
• give less health education
• misperceive patient motivation
• offer less cancer screening

Patients perceive:
• everything blamed on 

obesity
• disrespectful treatment
• unsolicited advice to lose 

weight
• equipment that doesn’t fit



This all seems terrible, how do I 
make things better....



How do I know if I have an implicit 
(unconscious) weight bias?



Counteract 
weight bias in 
our workplace

Role model positive 
attitudes toward people 
with obesity, especially 
when teaching trainees

De-emphasize ‘personal 
responsibility’ of obesity 

when teaching.

Create body-inclusive 
spaces that treat people 

with dignity

Friedman.  Science.  2003.
Puhl.  Health Psychology.  2005.



So, how do you start a conversation about weight?

35 yo woman presents to clinic to be seen 
for routine follow-up by an R1 that you are 
supervising.
PMH: HTN, DM2, OSA, GAD, PTSD, PCOS
Meds: lisinopril, metformin, metoprolol, 
citalopram, quetiapine, zolpidem
Exam: BP 114/73, BMI of 35
Labs: A1c 9.1

From the plan at last clinic note. “Pt has 
tried numerous prior dietary efforts for 
weight loss; we talked about avoiding 
bedtime snacks and a goal of 5 pounds 
weight loss at the next visit.”

R1 presentation:
• "I started trying to discuss diet again 

today, but she didn't seem very 
interested. She said she did cut out 
snacks, but she refused weigh in at triage
so I can't tell if she made any progress 
at all. She's on metformin, but I'm not 
sure about her compliance; 
she doesn't seem like somebody who 
sticks with things so I'm worried about 
starting a second medicine. ”

• “Her doorhandle complaint was that she 
has worsening irregular 
menses. I'm thinking it is related to 
weight gain"

Ask…permission to discuss wt

Assess…BMI, obesity class. 

Advise…health risks, benefits of 
modest weight loss

Agree…on realistic wt loss goals and    
treatment plan

Assist…provide resources, remove 
barriers

“Would it be okay if we talk 
about your weight today”? “Is your weight affecting your 

quality of life”? 
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Why is weight loss through diet & 
exercise so hard?



The Body Defends Against Weight Gain

Sims et al recent Prog Horm Res 1973



The Body Defends Against Weight Loss

Keys et al U of MN 1950 



800 cal diet

“You should lose 
weight”

Franz et al J Am Diet Assoc 2007

Exercise
Diet

Diet + exercise

Diet + exercise
+ orlistat

Diets Fail



Long Ge et al BMJ 2020

Diet 6 month 
weight loss

12 month 
weight loss

Low Fat 4.4 kg 3.3 kg

Low Carb 4.6 kg 3.1 kg

Moderate Macros 3.0 kg 1.9 kg

Dietary Advice (“You 
should lose 
weight!”)

0.02 kg 2.1 kg gain

“..most macronutrient diets, over six months, result in modest weight loss and substantial 
improvements in cardiovascular risk factors, particularly blood pressure. At 12 months the 
effects on weight reduction and improvements in cardiovascular risk factors largely 
disappear.”

Macros Don’t Matter



Fildes et al Am J Public Health 2015



78% regain this weight at 5 years

Fildes et al Am J Public Health 2015



Why Do Diets Fail?

• Public Discourse
• People are… [insert biased judgments about the willpower and self-regard of 

individuals with obesity], And/Or
• The food/activity milieu is too hard to overcome

• Individual’s Experience
• I feel exhausted
• Pounds came off quick, now they aren’t
• I am hungry all the time

• The biologic underpinnings
• Metabolic Adaptation
• Hunger signaling



Obesity is a disease

• The body defends a level of adiposity that is harmful
• Set point or range theory

• The Defense:
• Metabolic Adaptation
• Hunger signaling



Schwartz et el Nature 2000

“Calories in” 

“Calories out” 



Daily Energy Expenditure 

• Basal Metabolic Rate (BMR) – 70%
• Assuming no movement or eating, daily 

energy to keep body on

• Thermic Effect of Food (TEF)– 10%
• Energy used to eat, digest, metabolize, 

store food

• Exercise activity thermogenesis (EAT)– 5%
• Intentional exercise (highly variable)

• Non-Exercise Activity Thermogenesis 
(NEAT)– 15%

• All other activity – large portion 
unconscious like fidgeting, posture 

Basal Metabolic 
Rate
70%

Thermic Effect 
of Food

10%

Non-exercise 
activity

15%

Exercise
5%

Trexler et al J Int Soc Sports Nutr 2014



Daily Energy Expenditure during an Energy Deficit 

• Basal Metabolic Rate (BMR) – 70%
• Assuming no movement or eating, daily 

energy to keep body on
• Cascade of hormonal changes reduces 

BMR

• Thermic Effect of Food (TEF) – 10%
• Energy used to eat, digest, metabolize, 

store food
• Less intake directly reduces TEF

• Exercise activity thermogenesis (EAT) –
5%

• Intentional exercise (highly variable)
• Depends (but exhaustion affects 

performance)

• Non-Exercise Activity Thermogenesis 
(NEAT) – 15%

• All other activity – large portion 
unconscious like fidgeting, posture

• Less unconscious activity (fidgeting) 
reduces NEAT

Basal Metabolic 
Rate
70%

Thermic Effect 
of Food

10%

Non-exercise 
activity

15%

Exercise
5%

Less insulin and leptin  less active thyroid (T3) hormone, testosterone, sympathetic nervous system tone

Trexler et al J Int Soc Sports Nutr 2014



Metabolic adaptation
A disproportionate reduction in energy expenditure compared to the 
amount of weight loss



Liebel et al NEJM 1995

Short Term effects (weeks)



Fothergill et al Obesity 2016

And long term (years)





After weight loss, hormones drive hunger, short and long-term

Hormone Action Source 10 week 
change

62 week 
change

Leptin Satiety, energy 
expenditure

Adipose ↓ 68% ↓ 32%

Peptide YY satiety ileum ↓25% ↓ 27%
Amylin satiety Pancreas ↓43% ↓40%
CCK satiety duodenum ↓34% ↓9.1%
Ghrelin hunger stomach ↑ 56% ↑8%

Rating of Fasting Hunger up 40% @ 10 weeks, 28% @ 62 weeks

Sumithran NEJM 2011



Start of Trial Weight Loss
Decelerates

Weight Loss
Plateaus

Weight Gain
c. 6 -12 mo

And then…

Every Weight Loss Diet Trial in 1 chart
W

ei
gh

t

Time

?
Weight loss target

5% weight loss



Weight 
Regain: Not 
Just  Lack of 
“Willpower”

Body weight is tightly regulated

Diet RCTs: 50% or less lose 5%

Persistent metabolic adaptation 
and hunger signaling: your body 
is smarter than your diet 



What predicts 
weight loss 
maintenance?

Daily weights

Self-monitoring of intake

Regular exercise program

Using a structured weight loss program

Behavioral approach



Some popular weight loss apps
App Pros Cons
Lose It! Good free version, simple app design $3/Mo for premium
MacroFactor No “shame” alerts

Infers energy expenditure and adjusts over time
$12/mo

MyFitnessPal Good free version, massive (user-driven) food 
database

? inaccurate nutrition info 

Noom Behavioral approach + curriculum $59/mo!
lots of #hashtags

Weight Watchers Intuitive point-based food system $24/mo
Some don’t like “points” system

Ghelani et al Front Endocrinol 2020

All have: barcode food scanners, quick food entry options, weight tracking, sync with Apple Health/Google Fit
No head-to-head trials
May count towards prior auth requirements for weight loss program
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Ahmad, et al.  Obstet Gynecol Clin N Am.  2016

Meds Wt Gain
Steroids 
Antipsychotics
olanzapine
quetiapine
Diabetes
Insulin, glipizide
Sleep agents 
zolpidem
Antidepressants
citalopram
escitalopram
mirtazapine 
paroxetine
nortriptyline
Mood stabilizer
valproate
lithium 
gabapentin
Beta-blockers
propranolol



Case  – Revisited

35 yo woman presents to clinic to be seen 
by an R1 that you are supervising. This is a 
routine follow-up visit, primarily to address 
her diabetes.
PMH: HTN, DM2, OSA, GAD, PTSD, PCOS
Meds: lisinopril, metformin, metoprolol, 
citalopram, quetiapine, zolpidem
Exam: BP 114/73, BMI of 35
Labs 2 months ago: A1c 9.1
From the plan at last clinic note. “Pt has 
tried numerous prior dietary efforts for her 
diabetes; we talked about avoiding bedtime 
snacks and a goal of 5 pounds weight loss 
at next visit.”



BMI >/= 27 with weight-associated comorbidities or

BMI >/= 30

Concomitantly using structured lifestyle coaching; 
willing to take med indefinitely

Benchmark weight loss at 3 mo, 6 mo and 12 mo.
- lose 5% body weight at 3-6 mo and maintain

Try to match med choice with side benefit/effects

All are contra-indicated in pregnancy (Cat X) -
phen/topiramate requires extra vigilance

Candidates 
for
weight loss
medications



Mechanism Benefits Common Side Effects Contraindications Weight loss 
(placebo-

subtracted)

Orlistat Inhibits 
intestinal 
lipase

very safe
OTC

Diarrhea
↓ Drug & vitamin ADEK 
levels

h/o cholecystecomy
malabsorption
h/o calcium stone

3-4%

Phen/
Topiram

Catecholamine 
release/AED
C-IV 
(controlled)

migraine
seizure
tremor

Dry mouth, constipation
Anxiety, inattention
Increase HR
(2019 safety review:
no increased CV risk)

CVD, Uncontrolled HTN
Glaucoma
*pregnancy (REMS 
certification)

7-9%

Buprop/
Naltrex

Dopa/Norepi
reuptake 
inhibitor &
Opioid 
antagonist

Tobacco 
cessation
AUD

Dry mouth, constipation
Nausea
Insomnia
(2016 safety review: CV 
effects unknown)

Seizures
Bipolar/mania
Opioids
Uncontrolled HTN

5-6%

Liraglutide
Or
Semaglut

GLP1 analogue DM Nausea (~40%)
Pancreatitis (rare)
(CV benefit in studies of pts 
with DM/CVD)

h/o pancreatitis
Type 1 DM
MEN2
med thyroid CA

4-6%
Or 
10-13%

Least 
preferred

Most
preferred





Pi-Sunyer.  NEJM. 2015

Weight loss seen for liraglutide in RCT



Le Reoux.  Lancet.  2017

Liraglutide’s weight loss effect endures

Side effects: nausea (41%), diarrhea (25%).
No signal for pancreatic cancer. 0.7% rate of pancreatitis. 



Max Diabetes Semaglutide Dose
High (3.0 mg qwk) Liraglutide Dose

High (0.4 mg qd) Semaglutide Dose

GLP-1s: Dose Matters

O’Neil Lancet  2018



Semaglutide: STEP 1

Wadden JAMA 2021



Semaglutide: STEP 3
Intensive Behavioral Therapy

Wilding NEJM 2021



Semaglutide: STEP 4
Maintenance therapy

Rubino JAMA 2021



Nausea peaks around week 18 (drug titrated over 16 weeks), then declines  



Constipation common throughout!



Tips for prescribing semaglutide

• Side effects: 
• Nausea worsens with dose, then improves after stably on max dose
• Constipation common (consider prophylactic treatment)

• Titration:
• Takes 4 months: .25 mg qwk x4wk 0.5 mg qwk x4wk 1 mg qwk x4wk

1.7 qwk x4wk 2.4 qwk
• Check in with patient @ each dose on GI side effects

• Monitoring
• 10% won’t reach 5% weight loss @ end of maximally tolerated titration –

consider d/c
• Long term safety is still uncertain



Dual Incretin Therapy

SURPASS-2 Trial, NEJM 2021

*diabetes, not weight loss trial



Semaglutide + Amylin Analogue (cagrilintide)

Near double the weight loss @ 20 
weeks 

Enebo et al Lancet 2021

Phase 1b



Sjostrom et al NEJM 2004

Semaglutide

Phentermine-topiramate

Bupropion-naltrexone



Syn et al Lancet 2021

Metabolic Surgery saves lives

NNT prevent a death @ 10 years:
8.4 if DM

29.8 if no DM



Mr. L: 73 yo M with h/o Class 3 obesity, NAFLD, 
DM, HTN, CVA, Afib/warfarin, depression, OA

Establish care at VA

glipizide gabapentin Liraglutide

MOVE!

Starts 
MH tx



Mr. B: 73 yo M with dilated CM, HTN, prediabetes, 
tobacco, OSA, OA needing joint replacement

Gabapentin

Bup/Naltrex, 
MOVE!CPAP



Mr. P: 35 yo M with GAD/depression, IBS, 
migraine, OSA, NAFLD, pre-DM, Class 1 obesity

Est care,
Already on 
bupropion; 
pregabalin;
propranolol

Start CPAP
Stop propranolol

Phen/topir
MOVE!

Stop 
phen/topir



Take Home 
Points

Weight bias: prevalent, harmful and 
counterproductive

Role model positive attitude with learners 
about patients with overweight/obesity

Ask permission to discuss weight with 
patients

Weight Regain: Biology > willpower

GLP-1s are the future for weight loss 
medications
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