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Faculty and Disclosure Statement

Amy is a nationally respected obesity medicine PA. She has received the highest level of
training in obesity medicine for PAs, receiving the Advanced Education of Obesity
Medicine from the Obesity Medical Association. This distinction demonstrates her
extensive knowledge of evidence-based obesity treatment hes and an ongoing
commitment to patient health.

Beyond the office, Amy is immersed in helping to advocate and expand the
understanding and complexity of obesity as a chronic disease. She is founder of the PAs
in Obesity Medicine special interest group, as well as president and founder of the
Arizona Obesity Organization. She is a guest lecturer at Yale School of Medicine Online PA
Program on obesity medicine. More than anything, she appreciates being able to help
educate other healthcare providers on how to provide optimal evidence-based care for
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individuals with pre-obesity and obesity.

Novo Nordisk: speakers’ bureau for type 2 diabetes and obesity

Objectives

Develop

Structure

Integrate

Develop appropriate, individualized treatment plans for
patients with obesity

Structure visits for obesity management over time in
primary care

Integrate the chronic and progressive treatment of obesity
into a patient’s overall primary care

Four Pillars of Comprehensive Management

“Medical/Clinical”
Management and Evaluation
History
Physical exam
Laboratory evaluation

Obesogenic medication
review

management

NEAT,non

Physical Activity

Sleep * Education to support

* NEAT
Stress nutrition to support their + Daily activity
individual metabolic  Aerosie tiainin
Triggers profiles and sustainable X g

Anaerobic training
Intensive behavioral

therapy (IBT), SMART goals

Support long-term

management
Specialist referrals whole-person care
Bariatric surgery candidate etc.
Pharmacological
+ Anti-obesity medications
+ Optimization of other

medications

i e, atainabe, reals




Where to Start?

Visit 0

v

Copyrght ©2022 A4PA,

Intake

* Susan, a 36-year-old woman, arrives at
the office for a new patient intake

* She is new to the area and is
establishing for primary care

* All new patients have a
measured height

* The MA notes a BMI of 34 kg/m?—
this triggers the system in place

+ In the room, the MA explains to the patient
that a new “vital sign” has been added —
a waist circumference

* Waist circumference (WC) is 40”

BMI, body mass index; MA, medical asistant.

How to Perform Waist Circumference Measurement

* Patient should be standing with arms hanging at
his/her sides

Place tape measure on bare skin with measuring
tape that doesn’t easily stretch

* Locate upper hip bone and top of the
right iliac crest

Place tape parallel to floor around abdomen
through top of left iliac crest

Keep tape snug, but not tight

* Measure at end of expiration

Centers for Disease C anes3/manuals/anthro pdf. nber 7, 2021
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Intake

* PMH
* Migraines, DM, HTN, osteoarthritis, asthma
* SH: married with one child 8 years old; works as an accountant part time
* Pregnancy prevention plan: husband had vasectomy
* FH: all family members are heavy and most have DM, HTN; dad had an MI; no cancer history
* Medications
* Sumatriptan prn (uses 10-15 times a month)
« Propranolol 80 mg ER for headache prevention (started 2 months ago before leaving previous practice)
* Losartan 50 mg, HCTZ 12.5mg
« Ibuprofen daily 800 mg BID
« Albuterol inhaler prn, uses 5-6 times a month
* Montelukast 10 mg daily
* Metformin 2000 mg ER
« Empaglifiozin 10 mg gam (started 2 months ago)

BID, twice a day; DM, diabetes mellitus; ER, extended release; FH, famiy history; HCTZ HTN, hypertension; M PMH, past medical history;
SH, social hstory.

Intake

+ General: Generally able to accomplish all activities of daily living; works as a
medical assistant; no change in strength or exercise tolerance

Head: No headaches, no vertigo

+ Eyes: Normal vision, no diplopia
Chest: No dyspnea; has not used inhaler in past 4 weeks

Heart: No chest pains, no palpitations, no syncope, no orthopnea
Abdomen: No dysphagia, no abdominal pains, no bowel habit changes, no emesis

+ Neurologic: No weakness, no tremor, no seizures, no changes in mentation; has not needed sumatriptan
in past month

+ Endocrine: No changes in skin, no excessive thirst or urination

* Psychiatric: No depressive symptoms, no changes in sleep habits, no changes in thought content
* Sleep: Wakes feeling tired every day

* Pain: Knees are painful when walking daily

ROS, review of symptom:

Intake

VS: BP 130/88 mmHg; HR 80 bpm; RR 16; Height 66”; Weight 211 lbs; BMI 34 kg/m
General: patient in NAD, cooperative with examiner, well groomed, alert and oriented x 4

« Eyes: PERRLA, conjunctivae clear, no discharge; Ears: Canals clear bilaterally, TMs normal bilaterally;
Nose: Moist, pink mucosa without lesions or mass; Throat: no exudates, no erythema; Fundoscopic exam:
Disc margins are sharp, cup to disc ratio <50%, no AV nicking, no exudates or hemorrhages noted

Neck: Supple, no masses, no thyromegaly, no brits, no lymphadenopathy

Chest: BSCTA bilaterally, no rales, no rhonchi, no wheezes, speaking in full sentences, respirations nonlabored

Heart/CV: R, no rubs, no gallops; radial and pedal pulses 2+ equal bilaterally

Abdomen: bowel sounds normal, percussion tones normal, SNT without rebound, no masses, no hepatomegaly

« Neuro: alert and oriented x 4, CN II-XIl grossly intact, stable gait, Romberg negative, DTRs 2+ equal bilaterally,
recent and distant memory grossly intact

Extremities: Warm, well perfused, no edema, grips and pushes 2+ equal bilaterally

Skin: no noted acanthosis nigricans, no striae

AV, arteriovenous; BP,blood pressure; b
ate; NAD, PE

m, beats per minute; BSCTA, b
'no'apparent distress: PERRLA, pupils, equal, round, reacti

I nerves; CV, cardiovascular; DTR, deep tendon reflexes; HR, heart
Soft, non-tender; TV, temp o
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Visit Zero: Asking Permission and Documentation

10/19/22

Document obesity and BMI diagnosis code to cl

If patient says no:

@ Ask permission to discuss weigl
)

+ Document obesity diagnosis code and BMI
+ Tell them you are here to help support

+ Follow up with asking permission at the next office visit

If patient says yes:

* Give patient obesity-specific intake form
+ Schedule obesity-specific visit
* Recommend 40-60 minutes

Asking Permission

Susan, when we look at your 1 guess so. What exactly

vital signs, it shows your BMI does it mean having an
is elevated. Are you ok if we elevated BMI?
‘ discuss your weight?

UConn Rued Genter or Food Policy & Obesity

s, NACE. Al ightsreserved

Use Person-First Language that is Empowering,
Not Stigmatizing

Person-First Language

L « Recognizes the potential hazards of
+ Ecessweight 1 al haz
+ BMIfbody mass index referring to or labeling individuals by

Notriton plan/guide their disease
B o e « Thus, “patient affected by preobesity or

Could go both ways pending on how used in conversation: obesity” or “patient with preobesity or
obesity” are preferred over “obese patient”
- overweight
+ Fat/fat cells
+ Affected by obesity

Words that create bias/stigma

Morbidly obese
Morbid obesity
Willpower

Calories in/calories out
Diet/exercise
Obese




What Are Her Diagnoses?

* Obesity, E66.8

« BMI 34 kg/m?
°<> * Migraines

* T2DM, controlled

* HTN

* Osteoarthritis,
bilateral knees

Picture courtesy of Canacian Obesity Network

T2DM, type 2 diabetes melitus

Copyrgt ©2022 A4PA,TOS, NACE. Al rights reserved.
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Weight Bias

and ideologies targeted toward individuals
because of their weight and size

* Weight bias refers to the negative ideologies
associated with obesity

* Weight stigma is a result of weight bias

I
l

id Obesty.

* Weight stigma refers to the discriminatory acts

, 2001

Weight Bias

* Weight bias and stigma can:
Impact approach clinically
Limit reimbursement
* Can keep patients from seeking
healthcare

Resulting in increased morbidity and
mortality

1 Fruh, SM.INP. 2016;12(7):425-432. 2 Pear| L, et a, Obesity. 2017,25:317-322. 3. University of Connecticut. htps://today.uconn.edu/2017/03/weight basedtstigma:
obstacle-sustaining weight loss/. Accessed Septenber 15, 2021
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“Experiencing weight stigma
undermines health by contributing
to obesity, metabolic disease,
psychological disorders, and
ultimately mortality.”

Copright 222 49A T05 NACE Al s e
19
e
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Polling Question |
Which of the A. Actions against people that cause exclusion or
following describes inequities

weight stigma?
B. Negative attitudes toward a person because of
their weight

C. Stereotypes and labels assigned to people
who have obesity

D. Attitudes affecting actions and decisions
unconsciously

Obesity Management History Tools

20, e

Questionnaire Weight Graph

Patient completes prior to visit and lllustrates timing of changes in

clinician reviews with patient

Clinician asks questions during visit

weight and contributing factors

Patient completes prior to visit or
with clinician




Visit 1

5, NACE. Al ight

Visit 1

* VS: BP 136/82 mmHg; HR 82 bpm; RR 16; Height 5’6"

* Weight history
+ Patient has been as high as 300 Ibs; has been attending WW for past 4 months — did this
previously and then regained
+ Finds she has cravings for food most evenings, especially sweets
* No specific activity — walks about 3000 steps a day using her watch to monitor,
but can’t walk more as it is too painful

* Review labs from previous provider done 2 months ago

+ Dyslipidemia (patient unaware): total cholesterol is 245 mg/dL, LDL is 134 mg/dL,
triglycerides 192 mg/dL, HDL 38 mg/dL

* DM: HbA1c7.2
« Liver enzymes: AST 23 U/L, ALT 26 U/L

ansferase; HBGAC, hemoglobin Al

DL, low density lipoprotein.

Visit 1

* Medications

+ Sumatriptan prn (uses 10-15 times a month)

« Propranolol 80 mg ER for headache prevention (started 2 months ago before leaving previous practice)
Losartan 50 mg, HCTZ 12.5 mg
+ Ibuprofen daily 800 mg bid

« Albuterol inhaler prn, uses 5-6 times a month

+ Montelukast 10 mg daily
* Metformin 2000 mg ER
+ Empaglifiozin 10 mg qAM (started 2 months ago)

* Screening tools: PHQ-9 3, BED-7 0, STOP-BANG 5, PAR-Q — pain in knees
* PE: Patient is alert and oriented x 4, recent and remote memory intact, breathing is

nonlabored, patient speaking in full sentences, radial pulse has RRR, skin is normal
color, capillary refill is < 2 seconds, gait is normal

* Assessment: migraines, DM, HTN, osteoarthritis, asthma, hyperlipidemia, obesity

BED-7, Binge Eating Disorder Questionnaire-7; P, physical exam; PAR-Q, Physical Activty Readiness Questionnaire; PHQS, Patient Health Questionaire-9
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53

Polling Question o
What class and stage A. Class 1, Stage 2
would Susan’s obesity
be classified as? B. Class 2, Stage 1

C. Class 2, Stage 2
D. Class 3, Stage 3

705, NACE Al ights resered.

Visit 1

* Assessment: migraines, DM, HTN, osteoarthritis, asthma, hyperlipidemia,
obesity

* Medications: sumatriptan, propranolol, losartan, ibuprofen, albuterol inhaler,
montelukast, metformin, empagliflozin

* Screening tools: PHQ-9 3, BED-7 0, STOP-BANG 5, PAR-Q — pain in knees

* PE: Patient is alert and oriented x 4, recent and remote memory intact,
breathing is nonlabored, patient speaking in full sentences, radial pulse has
RRR, skin is normal color, capillary refill is <2 seconds, gait is normal

>

Polling Question |
All of the following A. Physical therapy
are likely referrals at o
this point except: B. Sleep specialist

C. Orthopedics

D. Cardiologist

10/19/22




Medical/Clinical Management and Evaluation

10/19/22

* Obesogenic Medication Evaluation:
+ Stop propranolol, monitor BP and migraine incidence

* Obesity-related Complications

2-hour postprandial measurements
* Referrals
* Sleep study (STOP-BANG score and neck circumference)
* Physical therapy if patient unable to walk without pain

B, blood pressure.

* May need to add medication for diabetes, ask patient to monitor fasting glucose and three

Nutrition Pillar

Recommend

app
o
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[

1fpatients are unable to|

use app, they can use a
written
journal

torecord

carb/protein/fat from

fabel or Google search

(more time consuming
for patient)
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f WHY - Vision....
Schedule Follow Up }
* Follow-up visit in 2 weeks i
* Handouts provided: )

* Mindfulness 1
* Meal planning

[T ——
[ —r—
Rt ————

[ ————

Visit 2

Visit 2

* History

+ ROS: no changes, has not had to use albuterol or sumatriptan

VS: BP 128/82 mmHg; HR 78 bpm; RR 16; 02 98%; Weight 207 Ibs; BMI 33.41 kg/m?2

PE: Patient is alert and oriented x 4, recent and remote memory intact, breathing is nonlabored, patient speaking in
full sentences; radial pulse has RRR, skin is normal color, capillary refillis <2 seconds, gait is normal

FBS: range 98-168 mg/dL, 2-hour postprandial 200-210 mg/dL

Assessment
« Migraines, DM, HTN, ostecarthritis, asthma, hyperlipidemia, obesity class I, stage Il

Medications
Sumatriptan prn (uses 10-15 times a month)

Losartan 50 mg, HCTZ 12.5 mg

Ibuprofen daily 800 mg bid

Albuterol inhaler as needed, uses 5-6 times a month
Montelukast 10 mg daily

Metformin 2000 mg ER

Empaglifiozin 10 mg GAM (started 2 months ago)

FBS, fasting blood sugar

10/19/22
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Pillars of Care Review

05, NACE. Al ights reserved

Medical/Clinical

* Discuss anti-obesity medication (AOM)
for intensification of obesity treatment

* Increase empagliflozin to 25 mg

* Has Susan scheduled appointment from
sleep apnea referral?

35

Nutrition

* Review food log — eats fast food 3-4 times a week, drinks NSS beverages —
32 ounces a day, CHO 330 g average, protein 35 g, calories 1500-2800 range
* Handouts — protein grams and protein snacks, hunger scale,
medication handout
* Determine food plan

* Selecting a plan or modification process
« 30 grams of protein with breakfast

« Decrease CHO to less than 200 g - use log to teach what a CHO is
« Needs to monitor hunger for next visit

CHO, carbohydrate; NSS, non-sugar sweetened beverages; PRO, protein.

10/19/22
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Physical Activity

* Review physical activity — averaging 3000 steps a day
O * Has Susan scheduled appointment from referral for

physical therapy?

705, NACE Al ights resered.

Behavioral
* Create SMART goal related to food for next visit
O * Reduce carbohydrates to under 200 g/day
()

Schedule Follow Up

* Follow-up visit in 2 weeks
)

10/19/22
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Visit 3

Visit 3
* Histon
* Go over tracking of food and water intake, increase of empaglifiozin
VS: BP 126/84 mmHg; HR 80 bpm; RR 16; 02 97%; 204 Ibs; BMI 32.92 kg/m2
History
+ ROS: no changes, has not had to use albuterol or sumatriptan
* PE: Patient is alert and oriented x 4, recent remote memary intact, breathil noplabored, patient
speaﬁngqnlfu?f Sentonces, rag“\af(pd\sethas ERE KIS rormal color ca’plwyﬁary ekl secom%, %a}tens normal
FBS: range 92-158, 2PP 180-205 (improving)
* Assessment
* Migraines, DM, HTN, , asthma, besity stage Il class Il
Medications
Sumatriptan prn (uses 10-15 times a month)
Losartan 50 mg, HCTZ 12.5mg
Ibuprofen daily 800 mg bid

« Albuterol inhaler as needed, uses 5-6 times a month
+ Montelukast 10 mg daily

Metformin 2000 mg ER
Empaglifiozin 25 mg gAM

PP, postprandial

Pillars of Care Review

10/19/22
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Medical/Clinical

* Evaluate patient hunger and discuss the use of medication to impact the
hormonal dysregulation
+ Patient reports hunger still high, especially at night

* Ask about asthma — any use of rescue inhaler? (no)
* Ask about migraines — any need for sumatriptan (once in past week)
* Blood sugars improving and tolerating increase of empagliflozin with no issues

05, NACE. Al ights reserved

Using RXAOM for Shared Decision-making
I Y S

1f 3 mg not approved
Diabetes without control could prior auth the v

Liraglutide

10/19/22

to check coverage

Naltrexone/

Cost—will need patient  No history of cancer or
e MENS,

HTN is controlled, no

Cravings for sweet foods in
evening

lower dose for diabetes

v

0oTC ~31/month

2.4 mg not approved

Cost ~ will need patient  No history of cancer or could prior

to check coverage MENS Diabetes without control authorization the lower v
dose for diabetes

Semaglutide

MAOI, monoamine oxidase inhibito

muliple endocrine neoplasia; OTC, over the coun

>

Polling Question H

What medication is
your first choice
for Susan?

. Liraglutide
. Naltrexone/bupropion
. Phentermine

. Phentermine/topiramate

A
B
C
D
E

. Semaglutide

15
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Nutrition

* Had 30 g protein 5 days of 7 — not on weekends
* Review SMART goal — any roadblocks
* CHO under 200 g every day
* Revisit eating decisions — modifications with SMART goals versus meal plan

* Continue with modifications
+ Could decrease fast food or continue to decrease carbohydrate load

05, NACE. Al ights reserved

Physical Activity

She is doing well with PT and slowly increasing her daily steps
L

PT, physicaltherapy.

NACE. Al rightsreserved.

Behavioral

« Create SMART goal around eating for next 2 weeks
« Continue to decrease carbohydrates — new goal 150 g;

use diary to find more places to decrease CHO

« Intensive lifestyle interventions (ILI) — select an education
handout for today; 5-minute review of the handout

16



’  Lose Weight By Planning Ahead!
¥ Pian head; nereare some ies:
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- Drink plnty o water throughalt the day and with your mls. 8 ounces of
chmeal

* Ghoose restaurants with heathy optons. Avod “al-you-carva” buffets.

- Don'go t a social svent an an empty stomach.

- Packa healtry meal andior snack for work orrave.

Plan a physica aty hat you erfo.

L ysical iy class o group you can fin.
« Find a waking bucey.

= Joinlocal physical aciviy events i your communty.

 Consider actuiis you can do trougho the day.
« take the stars

— e -

st v |2 S

705, NACE. Al igh
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Schedule Follow Up

2-week follow-up visit scheduled

Visit 4

17



Visit 4

10/19/22

VS: BP 128/82 mmHg; HR 78 bpm; RR 16; 02 98%; Weight: 202 Ibs; BMI 32.60 kg/m?2

Blood sugar continues to improve
« FBG range 88-98 mg/dL, 2-hour postprandial 150-168 me/dL (have improved with change in eating)

Assessment
« Migraines, DM, HTN, osteoarthritis, asthma, hyperlipidemia, obesity, OSA (newly diagnosed)

« PE: Patient is alert and oriented x 4, recent and remote memory intact, breathing is nonlabored, patient speaking in
full sentences, radial pulse has RRR, skin is normal color, capillary refill is <2 seconds, gait is normal

Medications

Sumatriptan Prn (Uses 10-15 Times A Month)
Losartan 50 Mg, HCTZ 12.5 Mg

Ibuprofen Daily 800 Mg Bid

Albuterol Inhaler As Needed, Uses 5-6 Times A Month
Montelukast 10 Mg Daily

Metformin 2000 Mg ER

Empaglifiozin 25 Mg Qam

FBG, fasting blood glucose; OSA, obstructive sleep apnea.

Pillars of Care Review

Medical/Clinical

* Medication decision for AOM — opted for
phentermine/topiramate ER
+ Handout — medication, pregnancy prevention, informed consent
) « Pregnancy prevention is monogamous relationship and husband’s vasectomy
« Sleep specialist study results back — patient has OSA and is
being fitted for BiPAP

* Doing well with improvement of her blood sugar control

BIPAP,bilevel positve airway pressure.

18



Nutrition

* Go over tracking of food and water intake
« Continues adding protein at breakfast
o

* Review SMART goal — any roadblocks
* Met CHO goal 10 of 14 days

« Stop here and determine the issues on the other 4 days -
help patient look for solutions

* Revisit eating decisions — modifications with SMART goals
versus meal plan

05, NACE. Al ights reserved

Physical Activity

* She continues in physical therapy
O * Daily steps at 3000/day

NACE. Al rightsreserved.

Behavioral

* ILI: 5-minute review of the handout, Not Enough Time
o « Create SMART goal around eating for next 2 weeks

+ same goal of 150 g/day or less, increase protein to 80 g/day

10/19/22
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i INot Enough Time?

ing the time to focus on your weight and
health can bo challenging. Here are some
tips:

- Wite down everything you need or want to do
ch day. Decide which are absolute ‘must dof

Consider the app Timeful o assist with his.

o, butthat aren' as important as the others.
- Always allow extra time! Things usually take longer than
expected. Alow time for grocery shopping, meal preparation,
nd warm-up and cook-down when exercising
 Focus when doing tasks, stay present. Avoidleting e
interruptions get in the way.

)
1

* f you are overcommitied, begin saying,

7 "o Delegate some of your
responsibilties o others whenever

) possible. You don't have to do

) everyihing yoursell

»

’

’ Adapt rom VA MOV tr | ey Trsiment G

1 1076 W Urersty v, 50206 Flgeiat, A2

} 283148011 P 138 87 4560
restsamalcom

10/19/22

Schedule Follow Up

2 weeks to review AOM start

Visit 5

20



Visit 5

10/19/22

VS: BP 125/78 mmHg; HR 79 bpm; RR 16; 02 99%; Weight: 200 Ibs; BMI 32.30 kg/m?

Blood sugar continues to improve
« FBG range 88-98 mg/dL, 2-hour postprandial 150-168 me/dL (have improved with change in eating)

Assessment
« Migraines, DM, HTN, osteoarthritis, asthma, hyperlipidemia, obesity, OSA (newly diagnosed)

« PE: Patient is alert and oriented x 4, recent and remote memory intact, breathing is nonlabored, patient speaking in
full sentences, radial pulse has RRR, skin is normal color, capillary refill is <2 seconds, gait is normal

Medications

Sumatriptan pr (uses 10-15 times a month)
Losartan 50 mg, HCTZ 12.5 mg

Ibuprofen daily 800 mg bid

Albuterol inhaler as needed, uses 5-6 times a month
Montelukast 10 mg daily

Metformin 2000 mg ER

Empaglifiozin 25 mg qam

Phentermine/topiramate XR 7.5 mg/46 mg

Pillars of Care Review

Medical/Clinical

* Evaluate migraine incidence

* Review use of asthma rescue inhaler
) * Review blood sugar logs

« She is on BiPAP and is using it nightly

* Check for side effects from AOM

+ Evaluate hunger on the beginning dose
+ tolerating well without side effects

« if not improved, increase dose

21



Nutrition

* Go over tracking of food and water intake
* CHO under 150 g each day
[4)

« 30 g protein daily for breakfast and averaging 50 g/day
* Review SMART goal — any roadblocks
« Difficulty getting protein grams higher
* Revisit eating decisions — modifications with SMART goals
versus meal plan
* Increase protein to 1-1.2 g/kg

05, NACE. Al ights reserved

Physical Activity

* She continues in physical therapy
O * Daily steps 3000/day
()

Behavioral

« ILI: select a VA Move education handout for today —
5-minute review of the handout

« Create SMART goal around eating for next 2 weeks
« Increase protein to 80 g/day — refer to protein handouts given previously

* SMART goal
+ Increase steps by 500 each day to 4000 total

VA, veteran'saffais.

10/19/22
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Schedule Follow Up

10/19/22

2-4 week follow up

Polling Question

According to the
ACSM
preparticipation
guidelines, which of
the following is
accurate?

Susan has DM, HTN, osteoarthritis, asthma, and migraines. Her BMI is 34.
You diagnosed her with class 2, stage 2 obesity. You ask permission to
address her obesity, and she indicates she would like to discuss an obesity
management plan. She returns in 4 weeks. As part of her physical activity
assessment and counseling, she indicates that she does not currently
participate in regular physical activity.

A Medical clearance not necessary; light-to-moderate activity recommended with
progression to vigorous

B.  Medical clearance r following clearance, ligh derate activity
recommended with progression as tolerated

C. Medical clearance not necessary if no changes in symptoms within the last 12
months; moderate or vigorous intensity is recommended

D.  Medical clearance recommended; following clearance, moderate to vigorous
activity recommended with progression as tolerated

Visit 6

23



Visit 6

10/19/22

VS: 125/78; HR 79; RR 16; pOx 99%; Weight 200 Ibs; BMI 32.30
BS continue to improve
« FBG range 88-98, 2PP 150-168 (have improved with change in eating)

Assessment
* Migraines, DM, HTN, osteoarthriis, asthma, hyperlipidemia, obesity, OSA

PE: Patient is alert and oriented x 4, recent and remote memory intact, breathing is nonlabored, patient speaking in
full sentences, radial pulse has RRR, skin is normal color, capillary refill is <2 seconds, gait is normal

Medications

Sumatriptan pr (uses 10-15 times a month)
Losartan 50 mg, HCTZ 12.5mg

Ibuprofen daily 800 mg bid

Albuterol inhaler as needed, uses 5-6 times a month
Montelukast 10 mg daily

Metformin 2000 mg ER

Empaglifiozin 25 mg qam

Phentermine/topiramate XR 7.5 mg/46 mg

XR, extra elease.

Pillars of Care Review

Medical/Clinical

* Check for side effects of medication for obesity; evaluate
hunger on the beginning dose — if not improved, then
increase dose

« Continue BiPAP use nightly, review impact on hunger/
satiety hormones

* Check on use of rescue inhaler, use of migraine medication

« Order follow-up labs
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Nutrition

* Go over tracking of food and water intake
* CHO under 150 g each day
[4)

* 80 g protein daily

* Review SMART goal — any roadblocks
* None
* Create SMART goal around eating for next 2 weeks
* Increase protein to 80 g/day — refer to protein handouts given previously

* Protein at 65 g per day — need to work on the roadblocks to
increase protein

05, NACE. Al ights reserved

Physical Activity

* Steps have increased to 4000/day
O * She has been discharged from PT and is continuing in-home

exercise program

NACE. Al rightsreserved.

Behavioral

ILI: select a VA Move education handout for today —
5-minute review of the handout

10/19/22
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Schedule Follow Up

Follow up in 4-6 weeks
)

5, NACE. Al ights reserved

Visit: Chronic Management (Indefinite)

What Impact Has Management of Her Obesity Had?

* BP improved from 130/88 mmHg to 118/78 mmHg
« WC improved from 40” to 34”

* Weight improved from 211 Ibs to 200 lbs

« BMI improved from 34 kg/m2 to 32 kg/m?

« Her knee pain has improved, and she is able to be active
without pain

* Laboratory assessment:
* HbAlc reduction from 7.2% to 6.5%
« Triglycerides improved to 118 mg/dL
« HDLimproved to 42 mg/dL

sy

10/19/22
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Visit 7 Through 22

* Food
 Activity
9 * Weight
* Goals for QoL

oL, qualty of e

* Evaluate other diseases intermittently during these visits

Visits (Indefinite) — All Pillars

Review AOM, Review nutrition
adjust as needed log

Review for 4
obesogenic REVEVEEEN

medications (if needed)

Chronic, long-term
management

Order labs (if
needed)

Review physical
activity goals

Ask individual when
they would like to
see you back for
follow up

Metabolic Adaptation

10/19/22
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Maintaining Weight Loss

. Weight regain typically occurs . weight mai . 2
when medication is stopped*

* Self-monitoring
+ Weight loss of >2 kg in 4 weeks

« Frequent/regular attendance at weight loss program
+ Self-belief that weight can be controlled

Maintaining weight loss is made
difficult by the reduction in energy : :
expenditure that weight loss induces Continue the medical

treatment program

. Apovian CM, etal.J iin Endocrinol Metob. 2015;100(2):342-62.2. Thomas G, et a. Am | Prev Med. 2014,4611):17-23

Physiology of Weight Regain

Paraventricular

$ To forebrain and pituitary and

Thyrotropin-releasing, corticotropin-
adrenal glands

releasing, and melanin-concentrating

nes produced in different

neurons of the paraventricular nucleus
and lateral hypothalamic area

Adaptive responses
to weight loss MOR — \L
pmn.mtes weight o wateat \
regain. hypothaiamic

Ingestive and autonomic
responses

« Fallin energy
Nucleus of the
soltary ract

expenditure

Arcuate
nucleus

i
* Increase in H
appetite \
+ Dysfunctional
hormonal system
¢

Smallintestine

Stomach Adipose tissue

Large intestine . _

Apovian CM, et al.J i Endocrinol Metab. 2015;100(2):342-362.

10/19/22

Practice Notes/Pearls

_____ _ Obesity has different causes for different
people and is not one disease

Acknowledge that patients with a diagnosis
are more likely to get treatment

_m Staging the disease has value for morbidity
and mortality

- m No single eating plan is THE plan for everyone

ﬂ Recognize other providers that can support
a the obesity treatment team
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Practice Notes/Pearls

10/19/22

Treating obesity treats many other diseases
seen and treated in primary care

Recognize that there is greater urgency, with
the need for more aggressive therapy, if the
patient has complications and/or
comorbidities with obesity

This is a journey in a chronic, relapsing, AND
treatable disease, so partner with your
patient to provide long-term care
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