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Management of Obesity

Obesity is epidemic, and continuing to increase.

I. Worldwide, more than 1 billion people are affected:  700,000 overweight (BMI > 25, <30) and 320,000 obese (BMI >30).

II. In the United States, 1 of 6 children and 2 of 3 adults are overweight or obese (1/4 obese).

III. At any given time 44% of American women and 29% of American men are trying to lose weight.

A. Obese patients spend 36% more on health services and 77% more on medicines than the general population.  Their disease burden is greater than that of a smoker, a heavy drinker, or an impoverished patient.  Due to societal bias and low self-esteem, they may be nonadherent to preventive medical advice; they also report more depression and lower quality of life.

B. Obesity is an independent predictor of all-cause mortality.

Current management is quite ineffective.

I. Americans want the quick fix.  However, neither crash diet nor medication has demonstrated long-term success.

II. Dietary restriction and physical activity, the keys to successful weight loss if followed consistently over a long period of time, are frequently misunderstood and misapplied.  A 1996 HHS report cited 21.5% of men and 19.4% of women properly using diet and exercise.  

III. Despite fen/phen, low carbohydrate, low fat, and national programs to encourage better dietary choices and increased physical activity in the United States population, obesity is advancing so quickly that, at current rates of increase, 100% of the United States population will be obese by 2020!

Contributors to obesity are many and complex.

I. Sedentary lifestyles

A. United States children average 6.5 hours per day viewing TV/computers/tapes/DVD’s and 15 minutes of rigorous physical activity per day.

B. BMI is directly correlated with number of hours of passive viewing activities.  

C. 1/3 of obese preschool children, ½ of obese school-aged children and 7/10 of obese adolescents will be obese as adults.

D. 60% of United States adults are not regularly physically active, and 25% are completely sedentary.

E. Cultural issues aggravate the problem in some ethnic groups:  Physical activity levels are lowest in United States blacks, intermediate in United States Hispanics, and highest in United States whites.  Obesity varies inversely.

F. Gender issues also impact: in South Carolina in 2000, >60% of black women were completely sedentary.  8% of black women, 11% of Hispanic women, and 13% of white women are physically active at recommended levels.

G. Children who are forced to exercise will be less active as adults.

II. More calories are available more cheaply and more conveniently than in the past.

A. 1 of every 4 adults consumes a commercially prepared lunch every day during the workweek.  Adding one processed-food snack while watching TV per day causes a 1-pound weight gain per month.

B. Only 68% of all meals are prepared at home; 20% in a restaurant; 12% skipped.

C. Food preparation time per family declined from 45 hours/week in 1900 to 10 hours/week in 2000.

D. Obesity in children and adults is strongly correlated with ingestion of more calorie-dense, processed foods.  Consumption of these foods has greatly increased, both by increased selections and by “supersizing” an extra-large soft drink in the 1950’s was 12 ounces; currently, it is 32 to 42 ounces.  Super-sized french-fried contain triple the calories and fat of a regular-sized portion.  Soft drinks have replaced milk as the most popular beverage – currently, per capita consumption of soft drinks is 44 gallons/year, and of milk is 24 gallons/year.

E. The percentage of family income spent on food has declined from 33% in the 1920’s to 10% today.

III. People eat for reasons other than hunger.

A. Food offered through social channels (eg, Christmas cookies)

B. Binge eating:  25 to 33% of obese U.S. adults have binge-eating disorder.

C. Eating as a reward:  high-carbohydrate intake increased the "antidepressant hormone" in the brain, and many people are conditioned to receive sweets as a reward.

IV. "Homeostatic mechanisms" resist weight loss.

A. The hypothalamus in the brain resets the “metabolic set point” – i.e., the weight the body hormonally attempts to maintain – rapidly during weight gain, but resetting the set point to a lower weight during weight loss may require up to two years (maintaining weight loss).

B. Given “starvation metabolism” – increased efficiency of metabolizing calories caused by the hormonal response to initial weight loss – relatively minor nonadherence to diet and exercise may cause disproportionate weight gain.  This is the major cause of the dangerous “yo-yo” phenomenon of weight loss and regain.

C. Mortality for patients demonstrating the “yo-yo” phenomenon is higher than would occur from maintaining the initial level of obesity.

D. By a similar mechanism, skipping one or several meals is counterproductive for weight loss; concentrating caloric intake late in the day will cause weight gain.  The most conducive strategy, from a metabolic standpoint, to lose weight is to exercise vigorously one hour after the highest calorie intake of the day, and to eat small, frequent meals of foods with low-caloric density.

E. Commonly skipped meals are breakfast and lunch, concentrating caloric intake towards the end of the day.  Binge eating occurs most frequently in the evening.

V. Other cultural changes have contributed to the obesity pandemic.

A. Curricular priorities have shifted, and funding has decreased, so that less physical education time is offered in schools, and even recess periods in elementary schools are shortening.  High school physical education is now mostly optional:  in 1991, 42% of students had a required PE class; in 1999, 28% had a required class.

B. Transportation methods have shifted; less use of walking, biking and mass transit correlates with increased dependence on the automobile.  Currently, U.S. adults walk a distance less than 1 mile only 1 of 7 trips; the majority of such trips will occur by car.

C. VCR’s, CD’s, DVD’s, computer games, and Internet activities have all become highly prevalent only in the past 20 years, accentuating the prior trend to sedentary activities.

D. Vending machines serving soft drinks and processed foods are now widely distributed in schools, and school boards are financially dependent on the proceeds.

Some factors diminish the chance for successful management of obesity.

I. Any weight loss goal greater than 10% is unrealistic; homeostatic mechanisms become overwhelming.

II. Patients who are poorly motivated to change their behavior, and who are badgered into attempting changes they don’t believe they can successfully perform, don’t lose weight.

III. Patients who believe they will be injured by exercise tend not to exercise.

IV. Patients who are uncomfortable or embarrassed by their appearance tend not to appear at the gym.

V. Patients who are hopeless concerning their weight tend to fail at weight loss efforts.

VI. Providers who demonstrate bias – through office protocols or during patient interactions – against obesity reduce their patients’ chance for weight loss.

VII. Weight-loss efforts centered on a drug, or on a short-term diet, fail.

Some interventions improve the chances for successful, long-term weight loss.

I. Exercise works best as adjunctive treatment for obesity, or as a preventative agent.  

a. Little weight loss occurs from exercise without dietary change; the small benefit of exercise on energy balance is easily offset by an increased intake. 

b. Exercise with dietary intervention increases weight loss and enhances maintenance of weight loss.

c. Effects of exercises include enhanced body image, self-esteem, and body image.  These effects can augment the metabolic benefits of exercise.

d. Exercise can lower resting metabolism in the setting of a very low calorie diet (eg, 40% of daily caloric needs provided per day).

e. Exercise preserves lean body mass, which is important for long-term weight maintenance. 

f. Habitual exercise does much to prevent obesity.

II. Sustained dietary restrictions are effective.

a. Low-carbohydrate diets have somewhat better track records than low fat diets, based on available trials, but regardless of the diet used, maintenance of the weight loss is the problem.

b. Sustainable dietary change, whether by reducing fats or reducing carbohydrates, or by adopting a Mediterranean or vegetarian diet, underlies successful management of obesity.

c. Rapid and slow methods of weight loss are equally effective and sustainable.

d. Increased fiber intake may be beneficial, based on 1 study.

e. One meal high in fruits and vegetables works better than special candy loss, soups, and milkshakes, based on 1 study.

III. Social support is crucial.

a. Workplace programs have the same (poor) success rates as office-based programs.

b. If follow-up counseling and/or multiple options for weight reduction are offered in a workplace reduction program, success rates increase significantly.

c. A cognitive behavioral group, with multiple intensive sessions, leads to sustained weight loss over 3 years.  Success may be higher if a dietician is involved in leading the group, and is higher if the spouse attends sessions.

d. Binge eating can be reduced either by specific counseling or by starting a diet, but unfortunately neither prevents weight gain.

IV. Some doctor-generated interventions are beneficial.

a. Educate patients on obesity:  how to set realistic weight loss goals, the pros and cons of the various dietary strategies, how to keep a diet and activity record, how to limit eating behavior by stimulus control, cognitive restructuring (debunking myths and false beliefs), how to manage acute and chronic stressors without bingeing, how to prevent relapse, and what kind of social support to seek.

b. Assess patient’s readiness to change (Stages of Change model)

c. Model the behaviors advised.

d. Advise appropriate treatment modalities for the individual patient.

e. Provide support/frequent follow-up visits/weigh-ins.

f. Create an office environment more accepting of the obese (higher weight scale in a private location/trained staff).

V. Some patient actions are effective.

a. Set a weight loss goal, short-term, for <  10% of current body weight.

b. Begin self-monitoring with a diet and activity log.

c. Stimulus control:  set rules on the eating – eg, no eating in the TV room.

d. Work on correcting false beliefs about weight and weight loss, developing alternative methods of dealing with stressors, and especially acute stressors which in the past have triggered bingeing.

e. Accept relapse as a possible complication of weight loss efforts.

f. Seek appropriate social support from spouse/significant other, Overeaters’ Anonymous, etc.

g. Accept primary responsibility for the weight loss effort, with the doctor as an active collaborator – and then, ADHERE TO THE TREATMENT PLAN.

h. Exercise, or increase physical activity.

VI. Drugs have an adjunctive, limited role.

a. The current prescription drugs used for weight loss are Mazindol (Sanarex), Orlistat (Xenical), Phentermine (Fastin), and Sibutramine (Meridia).  All of these are listed as having a “trade off of benefits and harms” by Clinical Evidence.    The same reference lists Diethlyproprion, Fluoxetine (Prozac), and Sibutramine and Oristat as of “unknown effectiveness,” and Phenylpropanolamine or Fen/Phen as “likely to be ineffective or harmful.”

b. Meridia has a role in maintaining large weight losses, and can help patients lose approximately 5% of current weight.  Orlistat has less data, but probably falls out in the same range – with the added inconvenience of oily diarrhea.

c. Many herbal drugs are marketed for weight loss.  Of these chromium is ineffective, mollusc shells may have slight benefit, and ephedra – containing products are at least as effective as the prescriptions (but more dangerous).  “Metabolife,” containing ephedra and caffeine, has fairly good efficacy data – but is also effective for triggering symptoms in those with occult CHD.

VII. Surgery may have a limited role.

a. Surgery may be life saving for young, extremely obese patients, who are ill primarily due to their obesity.

b. 70% of surgery patients regain weight within 3 years, BUT up to 40% of current weight is lost.

c. Surgery exposes the patient to both more complications, and more serious complications, than a very low calorie diet.
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