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Objectives

Understand Obesity as a chronic disease
Establish some parametres on how to assess
patients with obesity

Understand how to start the conversation of
obesity management in the office

Become familiar with the tools available to us
in obesity management



Worldwide epidemic

*In 2014, more than 1.9 bil

lion adults, 18

years and older, were overweight. 600

million were obese.

*39% of adults aged 18 years and over were
overweight in 2014, and 13% were obese.

*Most of the world's popu
countries where overweig

ation live in
nt and obesity

kills more people than unc

erweight.



Prevalence of overweight and obesity

In Canada
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Obesity

s a disease

mpacts every subspecialty in medicine
s the greatest public health crisis our
orofession is facing




Environment and lifestyle
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Adverse cardiometabolic effects
of products of adipocytes
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7 Insulin
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Lyon 2003; Trayhurn et al 2004; Eckel et al 2005



Mechanism of Obesity related

Kidney Disease

Insulin resistance
Inflammatory Mediators
Endothelial Dysfunction
"Hypertension

Diabetes

"yperuricemia




Pathophysiology of Obesity

Nephropathy
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Obesity and the kidne

r(Z)‘»'en»\reigh!: and obesity |

(Cardiorenal metabolic syndromeﬂ

* Environmental factors
(especially high-fructose
diet and decreased

physical activity)
« Genetic factors

* Central obesity
* Insulin resistance
* Hypertension

* Metabolic dyslipidemia

* Albuminuria and reduced renal function
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Weight bias

Attitudes/actions towards people with obesity that
negatively affect clinical interactions

Stigmatizing patients because of their obesity

Applying stereotypes to a person because of their
obesity which translate into prejudices, unfair
treatment and discrimination



Assessment

Take a proper Obesity History
BMI

Waist circumference

Risk Stratify

Weight bias



It's kind of like a chest pain history?

Chronicity?

Impact of disease?
Comorbidities?
Behavioural patterns?
Barriers to treatment?



Detalls:

How long have you carried extra weight?
Are you an emotional eater?

How many glasses of juice do you drink?
Sugar drinks?

Take me through your day?

What weight loss programs have you tried in
the past?



Impact

Obesity affects several domains of health and well-being (the “4 Ms").1

e Cognition e Sleepapnea * Type 2 diabetes e Education
e Depression e Osteoarthritis * Dyslipidemia e Employment
e Attention deficit ¢ Chronic pain e Hypertension * Income
e Addiction e Reflux disease * Gout e Insurance
e Psychosis e Incontinence * Fatty liver * Benefits
e Eatingdisorder <« Thrombosis e Gallstones e Disability
e Trauma e Intertrigo e Polycystic ovary * Weight-loss
e Insomnia * Plantar fasciitis syndrome programs
e Cancer e Bariatric supplies

1. The 5 As of obesity management: practitioner guide. Canadian Obesity Network 2011. Accessed November 25, 2014 at
http://www.obesitynetwork.caffiles/Practitioner Guide Personal Use.pdf



http://www.obesitynetwork.ca/files/Practitioner_Guide_Personal_Use.pdf

Assessing obesity and weight-related risks

Measure height

Measure weight
Calculate BMI

BMI = kg/m?

Abdominal adiposity:

Measure
waist circumference™

D%25 to <3(|30 to <3% 35 to <40 =40

OVER
WEIGHT*

Class 1 Class 2 Class 3
©OBESI T

European, Sub-Saharan African,
Eastern Mediterranean and
Middle Eastern (Arab)

2 94cm |  80cm

South Asian, Chinese, Japanese,
South and Central American

4 90cm | ~ 80 cm

ether weight-related
health risks and
comorbidities:

Assess
obesity-related
health risks

Drabetes FPG, AIC
Hypertension: Blood
pressure (BP)
Dyslipidemia: Lipid profile
NAFLD: ALT

Other weight-related
comorbidities




Advantages of waist circumference

Obesity Pathophysiology

Chronic nutrition overload

v

Increase in adipocyte mass




Relationship between Glucose Factor and BMI Among

South Asians, Chinese, Aboriginals, and Europeans
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The Edmonton Obesity Staging System (EOSS)

Stage 2

Comorbidity

Sharma AM, Kushner R. IntJ Obes (Lond). 2009;33:289-295,



Redefine the Relationship

for treatment

Behavioural Therapy
Nutrition

Exercise
Medications

Surgery



Lifestyle Management

Physical
activity

Behavioral
change and
psychological
care

Recommendations must be
practical, achievable, and realistic
for the patient’s lifestyle.




Do you hand a patient a diet?

NO
Patients could teach you a thing or two about
dieting




Your job is to build a bridge

Between knowledge and action
Food Diary
Exercise prescription



Dieting Heterogeneity

There is variability in how people will respond
to certain macronutrients
Can we predict who fits best?



Not simple apple vs pear but rather
what kind of apple




CHRIGINAL INYESTICA L O™

A Randomized Trial of a Low-Carbohydrate Diet vs
Orlistat Plus a Low-Fat Diet for Weight Loss

William 5. Yamcy Jr. MDD, MHS; Eric C. Westman, MD, MHS; lepnifer B MoDaTie, PhD. BD, MPH.
Steven C. Grambow, PhD; Amy 5. Jejfrevs, MSeat; Jamivla Bolton, M5; Allison Chalecki, RD;
Eigene 2. Oddane, MD, MH5
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WEIGHT BIAS

FAT SHAMING
THE NEXT PREJUDICE?



Weight bias in clinical practice

Addressing weight bias in clinical practice is challenging
becauseitis and than
other types of bias

Two types of weight bias exist in practice:

Explicit: Deliberate and consciously expressed (e.g., telling a patient
they are “fat and unmotivated”)

Implicit: Subconscious and hidden (e.g., chairs that don't fit, a scale
that won't weigh, lack of a large blood pressure cuff)



e Weight bias and stigmatizing usually occurs when
people believe that excess weight is controllable

and due to a lack of personal responsibility

* Prevalence hasincreased by in the last 10
years; similar to racial discrimination in terms of its
negative effects on an individual and on a society

of patients have received inappropriate
comments from their doctors about their weight

of patients believe their weight is blamed for
all their medical complaints



Negative effects of weight bias

Eating and Physical Activity Physiological Reactivity Healthcare Services
Behaviours * Increased levels of: » Poorer treatment
* Binge eating o Cortisol adherence
* Increased caloric consumption o C-reactive protein » Less trust of health
* Maladaptive weight control o AlC providers
» Disordered eating » Elevated blood pressure » Avoidance of follow-up care
« Lower motivation for exercise « Delay in preventive health
» Less physical activity screening
* Poor communication
A
v .
l Physiological Health/Distress
Psychological » Poor glycemic control
Health/Distress » Less effective chronic disease self-
» Depression management
« Anxiety 4> . \ore advanced and poorly controlled
* Low self-esteem chronic disease
» Poor body image * Lower health-related quality of life
* Substance abuse
e Suicidality

Puhl R, Phelan S, Nadglowski J, Kyle T. Overcoming Weight Bias in the Management of Patients With Diabetes and Obesity.
Clinical Diabetes. 2016 Jan 44-50.



Tips to minimize weight bias

ACKNOWLEDGE IT EXISTS

Address obesity as a disease

Ask permission to discuss a patient’s weight
Anticipate patients with obesity will come see
you in your office — don’t react once they are
already there



Tips to minimize weight bias (cont.)

Be mindful of negative experiences patients
with obesity bring to your office

Refrain from sharing your own personal
experiences with weight loss or anecdotal
tips

Weigh patients in a private area

Focus on health outcomes rather than weight



The 5As framework

Respects autonomy in a non-judgmental way
Recognizes obesity as an chronic condition

ASK for ASSESS obesit ADVISE on
permission to y related risks health risks
discuss weight and 'root and treatment

and explore causes' of options

readiness obesity _
AGREE on ASSIST In

health accessing
outcomes and appropriate
behavioural resources and
goals providers

The 5 As of obesity management. Canadian Obesity Network 2011. Accessed
November 25, 2014 at


http://www.obesitynetwork.ca/5As
http://www.obesitynetwork.ca/5As

Each day culture eats strateqy
for breakfast




Key principles of Ml

How a patient feels about a therapeutic
interaction directly impacts their adherence
This is imperative in prevention medicine



Motivational Interviewing

Different than the traditional expert-recipient relationship
between clinician-patient 2> *

1/

Honours the patient as the decision maker

Designed to strengthen forand
to a specific goal by eliciting and exploring the
person’s for change within an atmosphere of

acceptance and compassion



Key strategies in MI

Open-ended questions
Cannot be answered with a “yes” or *no”
Patient has to contemplate and form an answer

Reflective listening
"It sounds like...”

Summarizing

Clarifying understanding and creating a framework for decisional
balance

Affirming

*I hear and understand your challenges.”, rather than praising



Helpful tips for incorporating Mi

Into practice

Remember: Mlis a conversation style
Goal is to strengthen the therapeutic relationship

are important

(from the patient) is critical
Need (“I should...” or *I might...”)
Commitment ("l will...” or *l am..."”)

Praise should , rather than the action

i.e., patient has learned that he is capable of losing weight and that can
continue, vs. patient has lost a few pounds

Continue to with reflection and summarizing
If the patient answers “yes” or "no”, Ml is not being incorporated correctly!



Summary

Obesity is a complex multifaceted disease

It is the greatest endocrinopathy of our time
It is the greatest public health crisis of our
time

It deserves a level of understanding from all
disciplines

Weight bias needs to be eradicated from our
profession
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