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Obesity in

primary/care

10 practical ways
to help your patients
lose weight
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Obesity is a growing health problem around the
world, due to systemic and individual reasons. Most
countries have developed guidelines to deal with
the individual causes of obesity, but these have had
limited impact on the population prevalence of
obesity. Primary care is an important avenue to
influence the individual determinants of obesity.

In this article, the authors draw on their long-term
experiences to suggest 10 practical recommendations
for managing weight loss in primary care.

KEY POINTS

e Obesity is now recognised as a chronic disease that
continues to increase in prevalence in most countries.

* Although obesity is largely a systemic problem, with roots
in politics, economics, society etc, primary care is an
important avenue for clinical treatment.

e Most countries have developed guidelines for weight-loss
management but, unlike many infectious disease
treatments, there is no single mode of treatment.

» Despite large differences in managing weight loss in
individuals, there are practical ways (additional to clinical
guidelines) that can help GPs manage weight loss in
primary care.

besity remains, stubbornly, a major modern health

problem.! Efforts to reduce it at both the population

health and clinical levels have had little impact to

date.? Although many individuals have had success
inlosing weight through various means, the standard diverse,
multimodal treatment models for clinical practice are only
marginally successful.* Our experience indicates that, not
surprisingly, many clinicians who have tried to develop a special
understanding in the field have withdrawn in frustration.
However, as stated in a recent review of the role of primary
care in obesity: ... given the influence and reach of primary
care providers, we cannot afford for them to be sidelined in
the treatment of obesity in larger populations.*

There are several reasons for the lack of success in obesity
management. Humans and other mammals have a genetic pre-
disposition to gain excess fat under appropriate circumstances
to help them survive the ‘feast and famine’ cycles of history. This
hasled to the selection of genes for energy storage, making weight
gain the preferred process and weight loss a detrimental
outcome.
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OBESITY IN PRIMARY CARE continued

Changes in the modern environment
mean that genetic predispositions are
reinforced by environmental abundances
e.g. energy-dense foods and effort-saving
machinery. Obesity becomes a normal reac-
tion to an abnormal environment, rather
than an abnormal reaction to a normal
environment.” It has even been suggested
that .. .obesity is merely collateral damage
in the battle for modernity.®

Also, the variable interaction of genet-
ics and environment guarantees a wide
range of outcomes from any group of
people on any single treatment program.”
This disparity in outcomes is far greater
than the individual variation expected
from most drug therapies, exacerbating
clinical fatigue in managing the
problem.

Obesity treatment guidelines provide
a well-defined, if evolving, clinical model
for treatment.’ Before triaging through
such processes as the Edmonton Clinical
Staging System® to more intensive psycho-
logical, pharmaceutical and/or surgical
procedures, it’s reasonable to ask if there
areany experience-based practices, outside
of formal government guidelines, that can
help clinicians assist patients with weight
loss.

Here, we provide practical recommen-
dations for managing weight loss in
primary care. These add value to, rather
than replace, the standard guidelines for
obesity management.” They are discussed
after a brief reconsideration of the

1. ENERGY INTAKE VOLUME

Energy intake =
‘volume’

energy density

(‘how rich’, i.e. calories per gram of food)

rationale for weight loss and come from
our combined 60 years’ experience of
working at the clinical, epidemiological,
research and academic levels in the area,
plus a rating from health professionals
at the recent conference of the Australa-
sian Society of Lifestyle Medicine.
Although the recommendations are tar-
geted at clinical practice, specifically
medical practitioners, it should be noted
that neither author of this article is
medical.

Rationale for weight loss
Although obesity is associated with several
chronic diseases, the exact nature of this
relationship remains unclear." In most
cases, a molecular basis (i.e. ‘cause’)
remains elusive, hence the more correct
use of the term ‘determinants’ instead of
‘causes’. Recently a form of low-grade,
systemic inflammation (‘metaflam-
mation’),'>" which can lead to dysbiosis
and allostasis with or without obesity,"
has been found to be present in most forms
of adiposity-based chronic diseases
(ABCD)." There are suggestions that obe-
sity may thus be an element within a larger
milieu of problems in society, rather than
the unequivocal cause of all ill-health
associated with ABCD.®

It has been demonstrated that certain
energy-related behaviours such as poor or
over-nutrition, inactivity, lack of sleep and
stress — which are known determinants
of metaflammation, as well as obesity - can

X portion size
(‘how much’)

lead directly to chronic diseases inde-
pendent of obesity.">!* The implications
are that, although treating obesity should
decrease the risk of many adiposity-
related conditions (such as diabetes,
obstructive sleep apnoea, hypertension
and heart disease), effective prevention
and management of chronic disease still
requires attention to the full range of
lifestyle and environmental factors that
are determinants of chronic disease —
with or without obesity (Figure).” To
address the problem it is important to
deal not only with the proximal, or
immediate, causes of ill-health, but also
with more medial and distal causes (i.e.
the ‘cause of the cause’ and the ‘cause of
the cause of the cause’).!®

Given the need to address the range
of lifestyle and environmental factors
that determine obesity, the following 10
suggestions are proposed for clinicians
to approach weight management in
primary care. Due to space limitations,
these have not been extensively elabo-
rated. They are intended for considera-
tion for further discussion.

Encourage reduced energy

intake ‘volume’
Despite various theories and claims for
the weight-loss benefits of a range of
different diets, exercise programs, tech-
niques, tools, etc., there is no evidence
that weight loss can occur without a
negative energy balance (where energy

X frequency of eating
(‘how often’)

Reducing one factor — or preferably all three — to reduce total energy intake needs to be the foundation of any weight-loss program.

2. ENERGY EXPENDITURE VOLUME

Energy expenditure =
‘volume’

frequency X
(‘how often’)

intensity

(*how hard’)

X duration of physical activity
(‘how long’)

For weight loss, generally the requirement is to increase total expenditure 'volume' in one, or preferably all three, of these ways.
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Figure. A hierarchy of determinants of obesity.

expenditure exceeds energy intake). There
may be individual differences in nutrient
storage capacities and energy costs of
metabolic processes but, in general, total
energy intake can be explained in terms
of the total ‘volume’ of food and drink
(Box 1).

Advocate increased energy
expenditure ‘volume’
As with energy intake above, there are
no substantive data to support different
forms of physical activity in weight loss,
over and above that provided through
an increase in total energy ‘volume’.

Some forms of activity may be more
efficient than others in expending energy,
such as excess post-exercise oxygen con-
sumption (EPOC) or ‘afterburn’ - this is
strenuous activity that leads to a meas-
urably increased rate of oxygen consump-
tion after the activity and sustained
calorie burning.”

Still, the general requirement for
weight loss is to increase total energy
expenditure ‘volume’, i.e. through increas-
ing the frequency, intensity and duration
of physical activity.

Recognise the hierarchy
of determinants of obesity

(the bigger picture)
Every person is different. It is useful to
consider the wide range of possible deter-
minants of disease (Figure) and identify
the key factors driving weight gain or
inhibiting weight loss in an individual that
should be prioritised for intervention.

For example, stress can lead to greater
food intake, less physical activity and
changes in metabolic rates in one indi-
vidual but may have the opposite effect
in another. Lack of sleep can affect a
person’s ability to be physically activity
during the day as well as their food
intake. All determinants on the pathway
need to be considered and not just one
end, or even one aspect of one end (e.g.
diet or exercise at the proximal end).

This will also require focusing on the
patient’s environment, both micro (e.g.
home, neighbourhood, school, etc) and
macro (e.g. city, country, world, etc),” to
understand the often-unrecognised
influences on energy balance and, if
possible, act to relieve these or at least
acknowledge their influence.

MedicineToday

Check parental and family

weight history and invoke
family and/or peer support
Genetic makeup plays a big partin the risk
of weight gain and the ease of weight loss.
However, this effect is the result of the
interaction of numerous genes associated
with energy regulation rather than a single
gene defect. Thus, although expensive gene
sequencing techniques are now becoming
more available and affordable, there is no
need for these techniques in the clinical
situation as the presence of one or both
obese parents and obese sibling/s indicates
a genetic predisposition and implies an
added level of complexity in dealing with
the problem.

There is a strong interplay between
genes and the environment in the devel-
opment of weight problems. As families
share environment as well as genes, it is
important to consider problem lifestyle
behaviours within a family. (To differen-
tiate this, one of our colleagues suggests
asking the patient if their mother, father
or siblings are overweight or obese and
if the family dog or cat is overweight or
obese.)
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OBESITY IN PRIMARY CARE continued

3. MICRO-ENVIRONMENT CHECK LIST

* Do not keep fattening, high energy-
dense foods in the house.

Store treats out of sight in cupboards,
or do not have them at all.

¢ Minimise use of energy-saving
devices.

¢ Keep a fruit bowl in a handy position.

* Never shop for food when hungry, and
stick to a shopping list.

* Eat only in designated places in the
house.

* Do not eat in front of the TV.
¢ Have regular family meals.

Get up and do a task yourself. Do not
ask the kids to do it.

* Do not serve large portion sizes and
do not pick at leftovers.

Avoid eating meals with big eater
and/or drinkers.

¢ Use portion-controlled packaged foods.

Family and/or peer support should also
be encouraged in any prescribed weight
management program. Our experience
with the men’s program GutBusters sug-
gests a female partner will generally sup-
port a male partner’s program, but this is
not necessarily the case in reverse.”’ Peer
support can also be encouraged through
pairing the patient with a partner (buddy
system). The use of group education, shared
medical appointments and programmed
shared medical appointments is another
way to use peer support to assist the treating
clinician.”

Consider the environmental
influences on the patient
The environment in which we live and
work includes elements of various types
and levels that can influence a patient’s risk
of and response to weight gain and loss.
Elements of the environment are often
characterised as physical, political, eco-
nomic and sociocultural, which operate
either ata macro or micro level to influence
components of energy balance.
At the clinical level, it’s difficult to
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deal with many of these environmental
influences, particularly at the macro-
environmental level. But it is feasible
and necessary to consider the micro-
environmental elements (e.g. home,
schools, neighbourhood), although this
area is often overlooked due to the dif-
ficulty and time-consuming nature of
dealing with these issues. Still, it is pos-
sible to mitigate the potential negative
influence of the micro-environment with
a range of simple strategies to change
dietary or activity responses that may
contribute to an excess or positive energy
balance (Box 3).

Realise the limitations of

counting calories
Self-weighing and self-monitoring of diet,
activity and other behaviours has consist-
ently been linked with better weight-
management outcomes.”” In recent times
there has been an explosion of electronic
applications that promise to improve the
ease, completeness and interpretation of this
monitoring process, such as activity trackers
like Fitbits and heart rate monitors, although

FEBRUARY 2018, VOLUME 19, NUMBER 2

their utility over simpler recording tech-
niques remains unclear.® Many of these
programs claim to calculate total calorie
intake and predict the amount and rate of
weight loss. However, calorie counting
should be viewed with scepticism. The
claimed accuracy of calorie counts of these
programs is greatly exaggerated, and the
limitations of calorie-intake data make
calorie counting less meaningful in terms
of weight management.

The calorie (or kilojoule) content of
food is usually seen as the amount of
energy stored within that food and is
accurately measured by burning the food
ina calorimeter or more usually estimated
from the constituent macronutrient com-
position. It is often assumed that each
calorie consumed has the same contri-
bution to energy balance regardless of
how the food is consumed or who con-
sumes it. However, individual differences
in metabolic rate, the compensation of
the microbiome in the gut, digestion,

thermogenesis and a range of other factors
can lead to small but meaningful differ-
ences in how much of that calorie is avail-
able to an individual.?* This can lead to the
same calorie surplus or deficit resulting in
different weight gain or weight loss out-
comes in similar individuals. Thus, strict
calorie counting is misleading and best
avoided.

Another implication of this observation
is that although it remains important to
encourage reduced energy intake ‘volume’
and increased energy expenditure ‘volume’
(as set out in points 1 and 2), the means of
achieving this objective and the ‘volume’
of energy associated with the same change
in behaviour may vary between individuals
(or even within individuals). Some exper-
imenting will be required to determine
the extent of behaviour change required
to achieved the desired weight loss for each
individual patient.

Avoid fad ‘diets’ and
single-option programs
It has been well established that any diet
that conforms to principle 1 above (where
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energy expenditure exceeds energy
intake) can achieve at least short-term
weight loss, but that the best ‘diet’ (more
properly called an ‘eating plan’) for any
one individual is one that can be adhered
to over the long term.” Fad diets and
single-option weight-loss programs as
promoted in common diet or weight-
loss books, as well as an over-reliance on
calorie counting alone, rarely meet these
criteria and should be avoided.* It is best
to devise a long-term eating plan that is
not overly rigid and that can be rationally
adhered to even with diversions along the
way. Patients who require strict instruc-
tions may not welcome this approach, but
itis likely to be best maintained over the
long term in the current environment.

Focus on weight-loss

maintenance as much, or
more than, initial loss
Although short-term weight loss is
relatively easy to achieve, maintenance
at the lower weight is more problematic.
As pointed out above, evolutionary
selective pressures favour the storage of
excess energy over the potential survival
threat of undefended weight loss. Hence,
it is well established that adaptation
processes, such as changes in the gut
hormone levels or gut microbiota, may
result in increased hunger or more effi-
cient ‘food harvesting’ that promotes
weight regain for years after a major
weight loss.

In addition, the imperative for weight
regain may be influenced by the length
of time and degree of overweight before
these losses. A strong focus on weight
maintenance after loss is therefore vital,
requiring regular and ongoing support
at the clinical level. The balance of treat-
ment may also vary, such that physical
activity takes on a more important role
than in initial weight loss."

Evaluate and act on
‘hunger’
Hunger is the biological drive to need to
eat. Appetite is the psychological drive to

want to eat. The former is inbuilt and
difficult to divert. The latter is an inter-
action between physiology and cogni-
tions, resulting in alearned response, and
can therefore be unlearned (e.g. eating
associated with drinking, time of day
and social occasions). Where genuine
hunger is diagnosed as the reason for
energy imbalance, the clinician needs to
consider foods, drinks and drugs that
can delay or avert hunger. Low energy-
dense, high-fibre foods and drinks (i.e.
fruits, vegetables, grains, water) are
first-line approaches to this.®* However,
there is some evidence supporting the use
of products such as chewing gum, capsa-
icin (e.g. chillies, curries, red peppers),
nuts and green tea as mild hunger sup-
pressants.” If unsuccessful, recourse to
medication (e.g. phentermine, exanatide
and liraglutide) might be considered,
particularly if metabolic syndrome is a
comorbidity.

However, it is often noticed that obese
patients do not report genuine hunger but
have a ‘learned’ appetite. Food intake in
these cases is driven by other factors,
generally psychological, or in some cases
simple habit. Psychological issues, includ-
ing occupational, family or existential
stresses or adverse childhood experi-
ences,”® should be considered and dealt
with, or the patient referred to appropriate
treatment, preferably before starting

weight-control management.
Understand individual

1 motivation and stages
of change

In the modern ‘magic bullet’ environment,
it is common for patients to expect their
clinicians to provide a simple effort-free
way to lose weight. This can result in a
pre-contemplative or neutral motivational
state from which the necessary changes
in energy balance are unlikely to occur.
Techniques such as motivational inter-
viewing, recognising a stages-of-change
model of motivation, are necessary to shift
the motivation from ‘extrinsic’ to ‘intrin-
sic’, so the patient can learn to self-manage

MedicineToday

what is essentially a chronic, long-term
and often relapsing problem.”

Conclusion

Obesity, and particularly the lifestyle
factors and determinants associated with
weight gain, have important implications
for health, but established treatment
techniques for dealing with these issues
atthe clinical level are far from universally
effective. Australia was one of the first
countries to develop clinical guidelines
for managing overweight and obesity.
Although these guidelines are evidence
based and well considered, the continuing
growth of the problem suggests that these
have not been fully effective in dealing
with the problem. The current article adds
some practical suggestions in addition to
the existing guidelines that aim to improve
the understanding of the weight loss pro-
cess, increasing patient engagement and
add treatment options for the primary
care clinician. M

References

A list of references is included in the website version
of this article (www.medicinetoday.com.au).

COMPETING INTERESTS: None.

ONLINE CPD JOURNAL PROGRAM

How do strenuous activities lead to
burning calories after the activity
has finished?

Review your knowledge of this topic
and earn CPD points by taking part
in MedicineToday’s Online CPD Journal
Program. Log in to
www.medicinetoday.com.au/cpd

FEBRUARY 2018, VOLUME 19, NUMBER 2 39

Downloaded for personal use only. No other uses permitted without permission. © MedicineToday 2018.

© IVANKO BRNJAKOVIC/ISTOCKPHOTO.COM



MedicineToday 2018; 19(2): 35-39

Obesity in primary care

10 practical ways
to help your patients lose weight

GARRY EGGER am, mpH, PhD, FASLM; TIMOTHY GILL BSc(Hons), GradDipDiet, PhD

References

1. Australian Institute of Health and Welfare (AIHW). Impact of overweight and
obesity as a risk factor for chronic conditions: Australian Burden of Disease
Study. Australian Burden of Disease Study series no.11. Cat. no. BOD 12.
BOD. Canberra: AIHW; 2017.

2. The GBD 2015 Obesity Collaborators. Health effects of overweight and
obesity in 195 countries over 25 Years. N Engl J Med 2017; 377: 13-27.

3. Sweeting AN, Caterson ID. Approaches to obesity management. Internal
Med J 2017; 47: 734-746.

4. Ard J. Obesity in the US: what is the best role for primary care? BMJ 2015;
350: g7846.

5. Swinburn BA, Sacks G, Hall KD, et al. The global obesity pandemic: shaped
by global drivers and local environments. Lancet 2011; 378: 804-814.

6. Egger G, Swinburn BA. Planet obesity. Sydney: Allen and Unwin; 2010.

7. Swinburn B, Egger G, Raza F. Dissecting obesogenic environments: the
development and application of a framework for identifying and prioritizing
environmental interventions for obesity. Prev Med 1999; 29: 563-570.

8. Sharma AM, Kushner RF. A proposed clinical staging system for obesity. Int
J Obes 2009; 33: 289-295.

9. Australian Government Department of Health. Clinical practice guidelines
for the management of overweight and obesity in adults, adolescents and
children in Australia. Canberra: Department of Health; 2013. Available online
at: http://www.health.gov.au/internet/main/publishing.nsf/Content/
obesityguidelines-index.htm (accessed February 2018).

10. Australian Lifestyle Medicine Annual Conference; 2017 Sept 15-17; Sydney
(www.lifestylemedicine.org.au).

11.Egger G, Dixon J. Obesity and chronic disease: always offender, or often
just accomplice? Brit J Nutr 2009; 102: 1238-1242.

12.Hotamisligil GS. Inflammation and metabolic disease. Nature 2006; 444:
860-867.

13. Hotamisligil GS. Inflammation, metaflammation and immunometabolic
disorders. Nature 2017; 542: 185.

14. Mechanick JI, Hurley DL. Adiposity-based chronic disease as a new
diagnostic term: The American Association of Clinical Endocrinologists and
American College of Endocrinology position statement. Endoc Prac 2017; 23:
372-378.

15. Egger G, Dixon J. Inflammatory effects of nutritional stimuli: further support
for the need for a big picture approach to tackling obesity and chronic disease.
Obes Rev 2010; 11: 137-145.

16. Egger G, Dixon J. Non-nutrient inducers of low grade, systemic
inflammation: support for a ‘canary in the mineshaft’ view of obesity in chronic
disease. Obes Rev 2011; 12: 329-345.

17. Egger G. Defining a structure and methodology for the practice of lifestyle
medicine. Am J Lifestyle Medicine 2016; https://doi.org/10.1177/
1559827616669327.

18. Rose J. The strategy of preventive medicine. Oxford: Oxford University Press;
1996.

19. Chin S-H, Kahathuduwa CN, Binks M. Physical activity and obesity: what we
know and what we need to know. Obes Rev 2016; 17: 1226-1244.

20. Egger G. The all new GutBuster waist loss guide for men. Sydney: Allen and
Unwin; 2016.

21.Egger G, Stevens J, Ganora C, Morgan B. Programmed shared medical
appointments (PSMAs) as a potential lifestyle medicine procedure for

chronic disease management in clinical practice. Aust J Gen Practice 2017;

in press.

22.Burke LE, Wang J, Sevick MA. Self-monitoring in weight loss: a systematic
review of the literature. J Am Diet Assoc 2011; 111: 92-102.

23.Semper HM, Povey DR, Clark-Carter D. A systematic review of the
effectiveness of smartphone applications that encourage dietary self-
regulatory strategies for weight loss in overweight and obese adults. Obes Rev
2016; 17: 895-906.

24.Camacho S, Ruppel A. Is the calorie concept a real solution to the obesity
epidemic? Global Health Action 2017; 10: 1289650.

25. Johnston BC, Kanters S, Bandayrel K, et al. Comparison of weight loss
among named diet programs in overweight and obese adults: a meta-analysis.
JAMA 2014; 312: 923-933.

26. Kristensen M, Jensen MG. Dietary fibres in the regulation of appetite and
food intake. Importance of viscosity. Appetite 2011; 56: 65-70.

27. Reinbach HC, Smeets A, Martinussen T, Mgller P, Westerterp-Plantenga MS.
Effect of capsaicin, green tea and CH-19 sweet pepper on appetite and energy
intake in humans in negative and positive energy balance. Clin Nutr 2009; 28:
260-265.

28. Centers for Disease Control and Prevention (CDC). Injury prevention and
control: division of violence prevention. Atlanta, GA; CDC: 2018. Available online
at http://www.cdc.gov/violenceprevention/acestudy (accessed February 2018).
29. Miller WR, Rollnick S. Motivational interviewing: preparing people for change
(2e). New York, NY: Guilford Press; 2002.

Downloaded for personal use only. No other uses permitted without permission. © MedicineToday 2018.


http://journals.sagepub.com/doi/10.1177/1559827616669327
http://journals.sagepub.com/doi/10.1177/1559827616669327
http://journals.sagepub.com/doi/10.1177/1559827616669327
http://www.health.gov.au/internet/main/publishing.nsf/content/obesityguidelines-index.htm
http://www.health.gov.au/internet/main/publishing.nsf/content/obesityguidelines-index.htm



