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2    Health  Monitor Clinician Update

MODEL OF CARE 

Research confirms which options can guard 
against heart attack, stroke and other CV events 
in people with overweight/obesity. Here, experts 
explain how to implement these evidence-based 

therapies into clinical practice.

For patients with obesity, managing cardiovascular (CV) risk 
means treating their excess weight in addition to controlling tra-
ditional risk factors like high LDL cholesterol. And the stakes have 
never been higher: Obesity prevalence has risen over the last two 
decades, and deaths from obesity-related cardiovascular disease 
(CVD) have tripled.1

Fortunately, research is uncovering options to help clinicians 
stem this deadly tide. Recent data suggest a direct link between 
treating overweight/obesity and lowering the risk of major car-
diovascular events (MACE)2—providing powerful evidence that 
targeting overweight and obesity saves lives. “The link between 
obesity and CV risk has always been clear, but until now, we just 
haven’t had the evidence that treating obesity with medications 
would decrease CV events,” says Melanie Jay, MD, MS, internist 
and professor of Medicine and Population Health at the New York 
University Grossman School of Medicine in New York City. Experts 
say clinicians should assume that any patient who presents with 
overweight/obesity requires intervention for CV risk. They rec-
ommend that clinicians do the following:   
     Medication is frequently a necessary adjunct to diet and exer-
cise in treating overweight/obesity. Ken Fujioka, MD, clinical pro-
fessor of Medicine and director of the Nutrition and Metabolic 
Research Center at Scripps Clinic in San Diego, CA, recommends 
offering a GLP-1 RA early in the treatment course. But first, he says 

Reducing CV risk in obesity: 

The life-saving 
strategies that 

really work
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the patient should be thorough-
ly educated on how a GLP-1 RA 
works as part of a shared deci-
sion-making process. “When 
starting a GLP-1 RA, you need to 
find out if the patient has been 
misinformed,” Dr. Fujioka cau-
tions. “There’s so much on so-
cial media about GLP-1 RAs; you 
hear everything from, ‘This is 
the magic drug’ to ‘This is the 
devil’s handiwork.’ ” 
    Along with the proven CV ben-
efits of weight loss, in patients 
with diabetes,3,4 findings from 

a randomized, controlled clini-
cal trial showed a certain GLP-1  
RA reduced MACE risk in pa-
tients with CVD and overweight 
or obesity—regardless of type 
2 diabetes status and other co-
morbidities.2

     This led to the first-ever obesi-
ty agent receiving FDA approv-
al for CV risk reduction. Specifi-
cally, the SELECT trial enrolled 
17,604 patients 45 and older with 
a BMI of 27 kg/m2 and preex-
isting CV disease but without 
type 2 diabetes. Participants 

received a GLP-1 RA or place-
bo over a mean 34-month in-
terval. After about 4 years of 
follow-up, the composite risk 
of CV death, nonfatal myocardi-
al infarction or nonfatal stroke 
was 20% lower in the therapy 
group compared with the pla-
cebo group.2 

What’s particularly interest-
ing about the trial is that partic-
ipants were already following 
aggressive secondary CV pre-
vention regimens with statins, 
platelet-aggregation inhibitors, 
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MODEL OF CARE 

“The  
minute your 
patient has 

prediabetes, 
that patient 

is at high 
risk for 

cardiovascular 
disease.”

—Ken Fujioka, MD
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ACE inhibitors, beta-blockers 
and/or angiotensin receptor 
blockers.2 This suggests the 
added CV benefit of a GLP-1 RA 
could be significant. “To do this 
study in people without diabe-
tes and show that they did bet-
ter than the placebo group is 
impressive,” says Dr. Fujioka.

Educate patients on 
potential side effects
Before initiating therapy with 
any GLP-1 RA, it’s crucial to in-
struct patients on common side 
effects and how to mitigate them. 
First, review the potential for 
nausea, vomiting and constipa-
tion. “GI effects with GLP-1 RAs 
are a given, especially when pa-
tients first start the medication 
or titrate to higher doses,” Dr. Jay 
says. “I tell patients, ‘You’ll have 
to eat smaller meals and avoid 
fatty or spicy foods.’ I’ve had pa-
tients who can’t tolerate the med-
ication because they were un-
able to stop eating fast food or 
big meals, which can make them 
sick on these medications.” For 
constipation, advise patients to 
add fiber to their diet, stay hy-
drated and take a stool softener.

Substantial weight loss with a 
GLP-1 RA may also decrease lean 
tissue as well as fat tissue, so Dr. 
Fujioka urges his patients to do re-
sistance training to preserve mus-
cle mass. “When somebody loses 
4 pounds, usually about 1 pound 
will be lean tissue,” Dr. Fujioka 
says. “Exercise can dramatical-
ly lower that ratio, and this is im-
portant, particularly for elderly 
patients who don’t have as much 
lean tissue as younger adults.”

Finally, for patients who can-
not take a GLP-1 RA, combina-
tion phentermine/topiramate, 
combination naltrexone/bupro-
pion and orlistat may be viable 

alternatives depending on pa-
tient characteristics and concur-
rent medications, Dr. Jay notes. 
Increased HDL cholesterol and 
reduced triglycerides concur-
rent with weight loss have been 
reported with all three agents.5 

Counsel on lifestyle 
changes—and set 
them up for success 
Lifestyle interventions are 
another major component of 
weight loss and reducing CV 
risk, experts stress. Dietary and 
behavior modifications can be a 
long journey, but here are prac-
tical starting points: 
• 	 Set achievable goals. “Find 

out what patients are doing 
and have them come up with 
goals for change,” says Dr. Jay, 
noting that this requires tak-
ing a thorough history and 
some probing. “Ask patients: 
‘What did you eat yesterday?’ 
and ‘What do you eat in a 
typical day?’ If you find out 
they’re having 4 sugary sodas 
a day, that is one easy change 
that a patient can come up 
with themself.” 

• 	 Recommend simple be-
havioral changes, such as 
not eating after 7 pm. “Peo-
ple who eat past 9 pm change 
hormones in their brain and 
gut, and this will drive their 
weight up,” Dr. Fujioka adds. 

• 	 Refer to a weight-loss pro-
gram, such as the National 
Diabetes Prevention Program 
or commercial programs such 
as Weight Watchers and Jen-
ny Craig. 

Treat dyslipidemia 
aggressively  
Make sure any patient with over-
weight/obesity who has elevated 

For optimal results, 
address mental health  
When treating people with 
overweight/obesity, be sure to 
review their mental health history 
and whether they are taking 
psychotropic medication, advises 
Ken Fujioka, MD, clinical professor 
of Medicine and director of the 
Nutrition and Metabolic Research 
Center at the Scripps Clinic in San 
Diego, CA. “Unfortunately, there are 
times when the practitioner has no 
choice and has to use a medication 
that is associated with weight gain,” 
he adds. “This is where the HCP 
needs to be empathetic and help 
with other options.” On the other 
hand, mental health problems can 
impact heart health and thwart 
weight-loss goals, so pay special 
attention to the following:

Anxiety.
Stress can increase the risk of both 
CVD and obesity, according to 
Melanie Jay, MD, MS, internist and 
professor of Medicine and Population 
Health at the New York University 
Grossman School of Medicine in  
New York City.9

Depression and  
other mood disorders. 
Some medications used to treat 
these conditions can promote 
weight gain.10 “Monitor the patient’s 
weight and work with their mental 
health provider to choose a 
more weight-neutral agent, when 
possible,” Dr. Jay advises. Studies 
indicate that individuals with 
depression have a higher risk of 
developing CVD and experiencing 
adverse CV events compared 
to those without depression. 
Additionally, depression can 
exacerbate existing CV conditions 
and negatively impact outcomes.11

Binge eating or  
other eating disorders. 
Before starting any type of 
weight-loss therapy, including 
commercial programs, patients 
should be evaluated for eating 
disorders, Dr. Jay notes.Continued on next page  
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LDL cholesterol or a 7.5% risk of 
atherosclerotic CVD within 10 
years is receiving, and adher-
ing to, a statin or other choles-
terol-lowering regimen.6 “I tell 
these patients, ‘You need this 
statin to increase your chanc-
es of reaching older age,’ ” Dr. 
Fujioka says. “But regular statin 
use does not mitigate the CV 
threat of overweight/obesity, 
so weight treatment still needs 
to be aggressive,” he adds.

Patients with normal LDL 
levels but low HDL and high 
triglycerides are also at ele-
vated CV risk. “With low HDL 
and high triglycerides, I have 
to change my thinking because 
this is just as deadly as high 
LDL, but a statin won’t work,” 
Dr. Fujioka says. “Weight loss is 
the best treatment we know in 
this case, as it will improve this 
dyslipidemic picture.”  

Maintain tight control 
of weight-related 
complications  
Certain conditions that signifi-
cantly raise CV risk are preva-
lent in people with overweight 
and obesity—and weight loss can 
improve all of them, along with 
other treatments as indicated. 
These include:6

• 	 Prediabetes and type 2  
diabetes. “Prediabetes and 
diabetes are a continuum,” 
Dr. Fujioka says. “The min-
ute your patient has predia-
betes, that patient is at high 
risk for cardiovascular dis-
ease.” He says the critical 
need to control dysglyce-
mia with a comprehensive 
approach (e.g., diabetes 
education, healthy eating, 
increased physical activi-
ty, medication) cannot be 
overstated.

• 	 Metabolic dysfunction-as-
sociated steatotic liver dis-
ease (MASLD). CVD is the 
leading cause of death among 
patients with MASLD, which 
is also common among pa-
tients with type 2 diabetes.7 
Existence of MASLD with or 
without metabolic dysfunc-
tion-associated steatohepati-
tis (MASH) warrants aggres-
sive weight management, Dr. 
Jay says. 

• 	 Obstructive sleep apnea 
(OSA). Untreated OSA spikes 
the risk of CVD, heart failure 
and arrhythmias.8 Although 
data have not shown a direct 
link between continuous pos-
itive airway pressure (CPAP) 
and MACE reduction, “It’s 
still helpful from a CV stand-
point to ensure the patient’s 
sleep apnea is diagnosed and 
treated,” Dr. Jay says.   
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PRACTICE PEARLS

As routine as it may seem, asking patients to 
step on a scale at an appointment’s outset can 
shut them down before the visit even begins. 
Here’s how to get the data you need without 

triggering weight-stigma distress.

For many people with overweight and obesity, stepping on the 
scale at appointments can be emotionally fraught, with research 
showing it may even be a barrier to care. One study, for example, 
found that one-third of participants refused to be weighed by a 
physician or medical assistant because of the negative impact 
on their mental health and self-esteem.1  According to some cli-
nicians, asking patients for permission before weighing them 
fosters a type of compassionate care. “Weighing someone with-
out consent may seem like a small thing, but it reinforces the 
power imbalance,” says Joanne Keefe, FNP, MPH, a nurse prac-
titioner in New Mexico and assistant professor at Frontier Nurs-
ing University. “It can shut people down before the appoint-
ment even begins.” 

Il
lu

st
ra

ti
o

n
 b

y
 M

ic
h

a
e

l 
A

u
st

in

The  
compassionate  
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Continued on next page  



10    Health Monitor Clinician Update

not always the best measure,” 
points out George, who adds 
that this explains the trend to-
ward also obtaining body com-
position. For this, he sometimes 
uses a dual-energy X-ray absorp-
tiometry (DEXA) scan. While pri-
marily known for bone-density 
testing, DEXA can also measure 
fat and lean tissue mass, mak-
ing it a valuable tool for under-
standing obesity and its health 
implications. 

“I ask our team not to mea-
sure weight until I’ve met with 
patients, earned their trust and 
asked them if it’s okay to do a 
DEXA scan at that time,” George 
says. “I don’t do any tests un-
til having a conversation about 
everything we are tracking, 
including body composition, 
waist circumference, VO2 max 
and other vital signs.”

Explain why they 
are being weighed  
Most experts agree that weight 
needs to be addressed—not as 
a judgment but as a diagnostic 
tool. “Explain to patients that 
weight is a factor for medication 
dosing or to monitor treatment 
response,” Dr. Tran says. “This 
way they won’t feel like we’re 
judging them—they’ll know 
we’re partnering with them.”

Joanne Keefe, FNP, MPH, 
agrees, saying it’s important 
to educate patients about risk 
factors associated with high-
er BMI, such as diabetes, dys-
lipidemia, CVD, MASLD, OA 
and sleep apnea. “Having data 
keeps the provider from mak-
ing a judgment based on appear-
ance,” she says. “Let the patient 
know that weight is one of the 
datapoints that will help us as-
sess for these diseases and de-
termine how to mitigate them.”

PRACTICE PEARLS

Yet many experts argue that 
taking a patient’s weight is clin-
ically necessary for developing 
a treatment plan. “While weight 
is an emotionally loaded, often 
stigmatizing word, we cannot 
technically establish the diagno-
sis of obesity without weighing 
a patient,” says Thomas George 
Jr., DNP, CRNP, FNP-C, profes-
sor, Frontier Nursing Universi-
ty and Doctor of Nursing Prac-
tice at Wellspring Weight and 
Wellness in Shelley, ID.

The conundrum has prompt-
ed healthcare providers to re-
think how weight can be mea-
sured without causing patient 
discomfort. Here, some alterna-
tives to the traditional weigh-in.

Screen without shame
Weight stigma not only packs 
an emotional wallop, but it can 
also prevent patients from get-
ting the care that they need. 
Studies show it can lead to re-
duced access to care, poorer 
adherence to treatment plans 
and even increased mortality 

risk.2,3 Patients who are over-
weight may delay or even avoid 
preventive screenings due to 
fear of judgment and shame 
or because of past negative 
experiences.1,3 “Weight sits 
at the intersection of health, 
identity and shame,” explains  
Angela Tran, DO, CEO & Found-
er of Med-Fit Medical Weight 
Loss in Denver, CO. “However, 
when we approach the issue of 
weight with curiosity and con-
sent, we reframe the scale as a 
tool for partnership, not pun-
ishment.”
     Dr. Tran believes in collabo-
rating with patients when hav-
ing a discussion on weight. As 
an example, she says that sim-
ply “asking permission to weigh 
someone gives them a sense of 
agency. While it might feel like 
a small gesture, it can set the 
tone for a more respectful and 
inclusive interaction.”  
     And while diagnosis is cur-
rently based on body mass in-
dex (BMI), “most providers in 
obesity medicine agree it’s 
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Change the focus 
from pounds to health
Another way to avoid weight 
stigma is to emphasize health 
over the numbers on the scale. 
“It’s not about chasing a num-
ber,” Dr. Tran says. “Some pa-
tients may be metabolically 
healthy despite being over-
weight, while others at a nor-
mal weight may have insulin 
resistance or poor cardiovas-
cular health.” Dr. Tran adds 
that concentrating on health 
means looking at lab results, 
physical function and mental 
well-being. George agrees: “Obe-
sity isn’t just about weight—it’s 
about how the body metabol-
ically adapts,” he says. “If you 
focus too much on pounds, you 
risk missing the real picture.” 
To take a “whole-person” ap-
proach during visits with pa-
tients who have overweight 
or obesity, discuss weight in 
the context of overall phys-
ical and mental health and 
practice compassionate care, 
which involves identifying your 
own biases and practicing pa-
tient-centered communication 
(see below).4

Address stigma 
in your practice 
Providers often assume pa-
tients lack discipline when it 
comes to losing weight. But Dr. 
Tran believes the opposite to be 
true. “My patients are usually 
the most disciplined people in 
the room,” she says. “They’ve 
tried every diet, they work out 
regularly and they’re still strug-
gling. It’s not about willpower—
let them know they can succeed 
with your help.”
     Research has found both ex-
plicit and implicit biases among 
healthcare providers, includ-

ing nurses and nurse practi-
tioners.5 Weight stigma is es-
pecially prevalent for women, 
with more than 50% of female 
patients saying they received 
inappropriate weight-related 
comments from their health-
care providers.5  As a result, 
women with obesity will delay 
screenings or avoid seeing doc-
tors altogether despite being at 
higher risk for cancer and oth-
er weight-related conditions.6,7  

“There’s no room for stig-
ma in the clinic office,” says 
Keefe. “All patients should be 
treated with respect, and they 
need to feel like they can ex-
plore options for better health 
outcomes,” she continues. “If I 
approach with kindness and cu-
riosity, not criticism, patients, 
especially women, feel safer 
about opening up.”

  
Shape-shift your 
language and office   
Experts say creating a shame-
free environment usually starts 
with softer language and creat-
ing a more welcoming physical 
space. The goal is to shift em-
phasis from an external critique 
of weight and size to a partner-
ship working toward health and 
wellness, according to the Amer-
ican Academy of Family Phy-
sicians (AAFP).4 To that end, 
clinicians should be mindful 
of the words they use to dis-
cuss weight with patients. Dr. 
Tran recommends using neu-
tral terms like “weight manage-
ment” instead of  “weight loss” 
when appropriate. Words like 
“diet” or “exercise” can be re-
placed with more positive terms 
such as “nutritious food choic-
es” and “physical activity.” Oth-
er off-putting terms to avoid are 
“morbidly obese” and “weight 

problem.” It may be helpful to 
ask patients how they prefer 
you to refer to weight. 

Experts say providers should 
also ensure that the office has 
inclusive seating, gowns and 
equipment. “We never place 
our scales in public places,” 
George says. “All weights and 
body compositions are done in 
private, behind closed doors.” 
During exams, Keefe says she 
discusses the health risks as-
sociated with weight with pa-
tience and empathy. “I tell pa-
tients: ‘I want to share some of 
the things I found during my 
exam that are risk factors. Let’s 
talk about each one and what 
we can do to decrease them.”   

—by Han-Gwon Lung
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“�Weighing 
someone 
without 
consent 
may seem 
like a small 
thing, but it 
reinforces 
the power 
imbalance.” 
—Joanne Keefe, 

FNP, MPH 













Evidence shows that obesity disproportionately affects 
rural populations, which are underserved due to geographic 

isolation, food insecurity and provider shortages. Here, experts 
offer tips for getting them the care they need.
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PATIENT ENGAGEMENT

Overcoming  
barriers to care in 

rural communities

Although rural America makes up a fraction 
of the total population, the prevalence of obe-
sity is approximately six times higher than in ur-
ban America.1 According to the CDC, this is due 
to higher rates of physical inactivity, poor eat-
ing behaviors and lack of access to endocrinolo-
gists and nutritionists.2 “There’s no dietitian out 
here, and no physical therapist or diabetes ed-
ucator who will drive out this far,” says Joanne 
Keefe, FNP, MPH, a nurse practitioner and assis-
tant professor at Frontier Nursing University, 
who lives in rural New Mexico. Keefe says that 
healthcare providers like her frequently need to 
pick up the slack. “I take patients to the grocery 
store, where we read food labels together,” she 
says. “I also teach them to review menu labels for 

unhealthy food choices.” Here, 
experts offer tips for closing the 
healthcare gap.

Adopt hybrid 
care models
The absence of endocrinolo-
gists and dietitians in rural ar-
eas puts pressure on local clinics 
to pick up the slack. To this end, 
experts say healthcare providers 
should actively look for ways to 
partner with regional resourc-
es or adopt hybrid care models 
that offer specialty-level care to 

Continued on next page  
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PATIENT ENGAGEMENT

patients without requiring them 
to travel long distances.

According to Keefe, hybrid 
models that combine in-person 
care with telehealth are essen-
tial for this population. “People 
simply do not get specialty care,” 
she says. “Patients won’t follow 
up if they have to drive three or 
four hours to an appointment—
they can’t afford the expense or 
inconvenience.” She notes that 
telehealth visits, or even consul-
tations by phone, have been high-
ly effective for her low-income, 
older adult population with lim-
ited health literacy. “I have a pa-
tient who does all visits by phone, 
and it works.”

Keefe says Project ECHO (Ex-
tension for Community Health-
care Outcomes) offers a way to 
connect urban medical cen-
ter disease experts with rural 
general practitioners and clin-
ics through telehealth (nhpco.
org). “Primary care providers 
learn directly from specialists, 
so patients receive a higher lev-
el of care without ever having to 
leave the community.”

Reframe the weight 
conversation
For many rural patients, obesity 
therapy can sometimes feel like 
a judgment rather than a health 
strategy. Experts say providers 
should be aware of weight stigma 
when discussing their treatment 
plans. “Shame doesn’t work—but 
understanding culture does,” says 
Thomas George Jr., DNP, CRNP, 
FNP-C, professor, Frontier Nurs-
ing University and Doctor of Nurs-
ing Practice at Wellspring Weight 
and Wellness in Shelley, ID. “In-
stead of focusing on what you 
can’t have, we talk about what we 
can keep—and how to modify it.”

Keefe teaches her patients 
how to swap traditional foods 

for healthier options that they’re 
familiar with, such as choosing 
whole grain bread instead of 
white, flavored water instead of 
soda or olive oil in place of cano-
la oil. She also helps patients re-
view menus and brainstorm mod-
ifications. “If a hamburger is on 
the menu, I’ll suggest removing 
the top bun, or replacing it entire-
ly with a lettuce wrap,” she says.

Address food access
For those who live in remote 
locations, the nearest grocery 
store might be 50 miles away, 
and many people live in food des-
erts—areas with limited supplies 
of fresh, affordable foods. Ironi-
cally, some food deserts are in ar-
eas where farming is important 
to the local economy. According 
to the U.S. Department of Agri-
culture Economic Research Ser-
vice (USDA-ERS), these geograph-
ic barriers restrict the ability of 
rural Americans to purchase af-
fordable, nutritious food—a key 
culprit behind rising rates of obe-
sity and prediabetes.3         

These patients often rely on 
small general stores for their 
weekly groceries—places where 
affordable, nutrient-dense foods 
are typically hard to find. “There 
are places that only have one 
store that serves the entire area,” 
Keefe explains. “If what they need 
isn’t there, they go without.” And 
George says that the “dollar store 
challenge” is real. At one confer-
ence he attended, he challenged 
providers to assemble a healthy 
meal using only ingredients from 
a local dollar store. He notes that 
discount stores carry staples like 
canned beans, plain rice, frozen 
vegetables, tortillas and cheese—
ingredients that can be combined 
into healthy, affordable meals like 
stir fries or rice and beans. 

“We need to teach our patients 

how to navigate food options that 
are available to them,” Keefe says. 
Experts say that healthcare pro-
viders can help bridge this gap by:
•	 Compiling local store 

inventories to guide patients 
toward better choices

•	 Teaching label-reading 
during in-person visits, 
community workshops or 
telehealth sessions

•	 Referring patients to 
community-supported 
agriculture (CSA) programs, 
which allow residents to buy 
seasonal produce directly 
from local farmers. For CSA 
programs near you, go to 
localharvest.org/csa. 

George says he likes to bring 
education into community spac-
es. He has coordinated with state 
parks and local farmers’ markets 
to host “walks with a provider” 
and group hikes, using these op-
portunities to build rapport with 
patients and introduce them to 
basic health principles.     

Be a patient advocate
Experts say that patients from 
rural regions often distrust the 
healthcare system, so providers 
must act as navigators, educators 
and medical advocates. “The peo-
ple I work with don’t think their 
doctor is telling them the truth,” 
Keefe says, “or they don’t under-
stand what the clinician is say-
ing.” She notices the disconnect 
when asked to accompany them 
on their doctor’s visits. “I explain 
the medical terms being said by 
the physician and add a cultur-
al interpretation.”  

When a doctor says a patient 
is “noncompliant,” for example, 
Keefe reframes it this way: “I ex-
plain that the provider just wants 
to understand what’s making it 
hard for them to stick with the 
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plan,” she says. George stresses 
the importance of building rela-
tionships with specialists, even if 
they’re far away. “I might not be 
able to send patients to an endo-
crinologist, but I can bring one 
here,” he says. “We’ll sometimes 
put them up in a hotel, and get 
them to meet with a dozen pa-
tients in a single visit.”

While not every clinic can 
host visiting specialists, prima-
ry care providers can reach out 
to regional endocrinologists or 
academic centers to propose pe-
riodic consultation days—either 
in person or via Zoom. 

Individualize 
lifestyle changes  
Lifestyle interventions remain the 
cornerstone of obesity treatment, 
with research showing that a 5%–
10% reduction in weight achieved 
through diet and exercise can sig-
nificantly reduce cardiovascular 
disease risk.4 But experts say that 
helping rural patients make sus-
tainable changes often requires 
tailoring plans to fit their envi-
ronment, individual preferenc-
es and physical abilities. 

“I offer group activities and 
talk about individual goals,” she 
says. For some, Keefe recom-
mends fun, community-based 
ideas like fitness bingo (cards 
with pictures showing various 
movements in each square) or 
country dancing. She encourag-
es patients to set their activity 
targets and checks in regularly 
to track progress and trouble-
shoot barriers. “The best exer-
cise is the one they’ll actually 
do,” she says. “And when we in-
dividualize that plan, they’re far 
more likely to stick with it.”

When discussing dietary 
changes, Keefe starts by ask-
ing participants what they like 
to cook. “We talk through each 

recipe—how much lard they use 
in the beans, whether their tor-
tillas are flour or corn—and then 
we offer suggestions for swap-
ping with something healthier,” 
she explains. “I’ll say, ‘I prefer 
corn tortillas, which are a bet-
ter choice than flour,’ or ‘I used 
to cook with half a cup of lard— 
now I use a tablespoon and my 
family didn’t notice.’ ”  

Empower patients 
with education
Misinformation is a major chal-
lenge in rural healthcare—espe-
cially when it comes to weight, 
diet and diabetes. “There’s so 
much misinformation, includ-
ing rumors and folk remedies,” 
Keefe says. “People would rather 
ask a neighbor for health advice 
than a doctor.” To address this, 
Keefe recommends acknowledg-
ing that what they believe to be 
true is a common misconcep-
tion, then discussing the facts 
with the patient to correct it. “We 
build on what they already know 
and discuss things in a logical 
way and help them figure out 
the reasoning.” 

Providers can also increase 
their impact by delivering edu-
cation in familiar venues. “I’ve 
held sessions in community cen-
ters, senior centers and even li-
braries,” Keefe says. “These infor-
mal, comfortable spaces make 
it easier for patients to open up 
and ask questions.” 

Help patients get 
financial assistance
When lifestyle changes alone 
are insufficient, pharmacother-
apy can be a valuable alterna-
tive, with GLP-1 receptor agonists 
(GLP-1 RAs) showing promise in 
treating chronic weight manage-
ment.5 However, high costs and 
limited insurance coverage can 

prevent rural patients from ob-
taining them. HCPs can direct 
patients to cost-saving resourc-
es such as:
•	 GoodRx for prescription 

coupons and price 
comparisons (goodrx.com)  

•	 NeedyMeds for a 
comprehensive list of 
manufacturer savings 
programs (needymeds.org) 

•	 BenefitsCheckUp for 
Supplemental Nutrition 
Assistance Program (SNAP), 
Medicaid and other support 
(benefitscheckup.org)   

For patients with SNAP ben-
efits, providers should find out 
if their state allows SNAP dollars 
to be used at farmers’ markets 
or CSAs, which can stretch ac-
cess to fresh food. Many markets 
now offer “double bucks” pro-
grams, where SNAP dollars go 
twice as far when used for pro-
duce (fairfoodnetwork.org).    

—by  Han-Gwon Lung
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“�We need to 
teach our 
patients how 
to navigate 
food options 
that are 
actually 
available  
to them.”
—Joanne Keefe, 

FNP, MPH
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CASE STUDIES

Initiating treatment:
We discussed our plan to lose 100 
lbs., which included a full met-
abolic panel, anti-obesity med-
ication and lifestyle counseling. 
I explained the weight-loss ben-
efits of GLP-1 receptor agonists 
(GLP-1 RAs) and how studies in-
dicate they can optimize A1C, re-
duce liver fat and improve oth-
er metabolic parameters. John 
was counseled on the potential 
GI side effects as well as the small 
risk for medullary thyroid can-
cer. I told him we would moni-
tor for any symptoms related to 
gallbladder disease or pancre-
atitis. We started the GLP-1 RA 
once weekly and titrated up to 
the full dose over six months.

We also initiated a weight-loss 
program of medically graded 
meal replacements (nutritionally 
dense protein bars, shakes and 
soups), and he was instructed on 
making home-prepped meals 
with lean protein and vegeta-
bles. After three months, we de-

History:
At his initial visit, John weighed 
308 lbs. at 5'10" with an A1C of 
6.6% and a BMI of 44.2. His un-
derlying metabolic conditions 
included chronic obesity, dyslip-
idemia and metabolic dysfunc-
tion-associated steatotic liver 
disease (MASLD). His previous 
PCPs did not prescribe medi-
cations, so he took OTC supple-
ments for blood sugar control 
and weight management.

John had a sedentary job  
working long hours at his com-
puter. He dined out with his 
family several times a week 
but mostly had home-cooked 
meals. He also said he used 
to hike and lift weights, but 
chronic low back pain and 
an ankle injury prevented him 
from doing physical activity. 
John tried numerous diets in 
the past with little sustainable 
success. He reported having 
low energy, poor concentra-
tion and difficulty sleeping. We 
discussed potential underly-
ing OSA, but his doctors did 
not recommend a sleep study. 
John’s main challenge was his 
inability to lose weight, and his 
goal was to improve his overall 
health and self-esteem. 

creased his meal replacements, 
and he began seeing a nutrition 
coach. I encouraged him to in-
crease his aerobic activity, with 
two days of resistance training 
once his ankle injury resolved. 
He was educated on stress re-
duction and sleep management, 
and he asked for a glucometer to 
monitor his blood sugar levels.

With the combination of 
GLP1-RAs and other weight man-
agement intervention, John’s 
weight dropped to 228 lbs. with 
a BMI of 32.7, and his A1C im-
proved to 5.6 % with normalized 
liver enzymes after six months. 
At his last visit, he weighed 189 
lbs. (BMI 27 and A1C of 5.2%). He 
exercised 4-5 times a week and 
his sleep tracker showed he got 
7 hours of sleep per night. 	

Considerations:
For patients like John, GLP-1 RAs 
have become a critical piece to 
sustainable success, especially 
when all other weight-loss at-
tempts have failed. They are 
life-saving treatments that are 
clinically proven to be effective 
for weight loss and weight-relat-
ed conditions. This case also 
demonstrates the benefits of a 
dedicated care team to counsel 
patients on nutrition, exercise 
and lifestyle/behavioral chang-
es. Our goals should also include 
ways to sustain weight loss with-
out dependence on medications. 
To achieve this, healthcare pro-
viders should address their pa-
tients holistically.

“�John’s goal was to  
improve his overall  
health and self-esteem” 

PATIENT: JOHN, 47, WEIGHED 308 LBS. WITH  
A BMI OF 44.2. HE WAS DIAGNOSED WITH OBESITY, 
DYSLIPIDEMIA AND MASLD.

 NEW! 
KOL ON DEMAND VIDEO
Scan here for more  
insight on John’s case.

PHYSICIAN:

Angela 
Tran, DO
CEO & Founder, 
Med-Fit Medical 
Weight Loss, 
Denver, CO
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PATIENT: SARAH, 49, HAD CHRONIC OBESITY FOR 
MANY YEARS. SHE WAS DIAGNOSED WITH PREDIABETES, 

BORDERLINE PRE-HYPERTENSION AND DYSLIPIDEMIA.

“Sarah broke down in my  
office saying she wanted 

to be healthy for her son”
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er, her BMI was 24.1. Sarah con-
tinued with counseling and PT, 
which allowed her to go on na-
ture walks with her son to re-
duce her anxiety. We will re-
peat her blood work panel at 
the end of the program to see 
the improvements so that we 
can avoid adding medications 
such as a statin for cholesterol 
management. She re-enrolled 
in our extension program so 
that we could continue her 
weight- loss journey together.  

Considerations:
Sarah’s case illustrates the 
need for a comprehensive ap-
proach to obesity management 
that considers the patient’s un-
derlying conditions as well as 
their individual needs. While 
GLP-1 RAs are extremely ef-
fective in treating obesity, cli-
nicians should consider alterna-
tive therapies, if necessary, that 
can achieve positive weight-loss 
results. Changing nutrition and 
exercise patterns is essential to 
obesity management, as is ad-
dressing the mindset and be-
havioral issues that are the lead-
ing indicators for why certain 
patients have higher rates of 
maintenance success.   

duce her appetite and was 
approved for up to 3 months 
of use. In addition, we would 
monitor for side effects relat-
ed to increased anxiety, palpi-
tations, high blood pressure 
and insomnia. I suggested ini-
tiating  slowly and weaning off 
phentermine during the sec-
ond half of her program. 

I also referred Sarah to a nu-
tritionist, a health coach and a 
physical therapist who worked 
with her to establish a daily 
meal plan and exercise rou-
tine. Her nutrition counselor 
and health coach helped Sarah 
manage her emotional eating 
and gave her coping mecha-
nisms that did not involve using 
food for comfort. Physical ther-
apy also helped her increase 
physical activity without knee 
pain. Sarah tolerated the med-
ication well, which produced 
effective appetite suppression 
and helped her achieve weight-
loss results.  

After 6 months, Sarah lost 35 
pounds, her BMI significantly 
improved to 33.2 and her LDL-C 
dropped to 110 mg/dL. We con-
tinued with the nutrition plan 
along with weekly coaching and 
accountability, and, a year lat-

History:
When Sarah came to see me, she 
weighed 220 lbs. with an A1C of 
5.9%, a BMI of 40 and an LDL-C 
of 162 mg/dL. She had a histo-
ry of chronic obesity since high 
school, and she was diagnosed 
with prediabetes, pre-hyperten-
sion and dyslipidemia. Sarah also 
complained of severe knee pain 
caused by stress on her joints, 
which made walking difficult. 
She was not taking medications 
at the time of presentation. Sar-
ah worked as an assistant in an 
office job and did not engage in 
any physical activity.  

She was divorced with one son 
and told me she felt stressed as a 
single parent. Her work schedule 
did not give her time to prepare 
home-cooked meals. Sarah admit-
ted to mindlessly snacking, eating 
fast food and drinking 1-2 glasses 
of wine several days a week. She 
had tried numerous commercial 
weight-loss programs and popu-
lar diets in the past without suc-
cess. She told me she felt defeated 
trying to lose weight now that she 
is older and less active. Her big-
gest challenge was around emo-
tional eating, and she broke down 
crying in my office because she 
wanted to be healthy so she could 
be there for her son.  

Initiating treatment:
I spoke with Sarah about treat-
ment to effectively manage her 
obesity and metabolic risks. Be-
cause GLP-1 receptor agonists 
(GLP-1 RAs) were not an option 
for her, we discussed short-term 
use of phentermine as an appro-
priate option to decrease her 
hunger, increase her metabo-
lism and promote weight loss. I 
explained that this medication 
was a stimulant that would re-
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A lowing plans that are orga-

nized step-by-step. They 
want to feel that they are 
“winning.” I like to give 
these patients a structured, 
personalized nutrition and 
exercise plan that includes 
necessary blood work and 
medications (as an op-
tion). We use an account-
ability-based approach 
to weight loss guided by 
a health-coaching team. 
These patients are also mo-
tivated by measurable met-
rics. Beyond the scale, we 
focus on more meaningful 
indicators that keep them 
motivated, such as body fat 
percentage, body compo-
sition, other metabolic pa-
rameters, sleep quality and 
daily step counts.

The second group is mo-
tivated by emotional sup-
port. These patients often 

Sparking 
motivation
Q: How do you keep 
patients motivated 
to continue lifestyle 
changes?  

A: It’s important to under-
stand each patient’s per-
sonal motivation, which 
varies for everyone. Clini-
cians should not focus sole-
ly on medical treatment 
without providing the nec-
essary education on behav-
ioral change strategies. I’ve 
identified two main groups 
of patients who share com-
mon characteristics but re-
quire different motivation-
al approaches. 

The first group is mo-
tivated by results. They 
thrive when changes are 
quick and visible and fol-

feel alone in their journey 
and benefit most from pro-
fessionals who can guide 
them towards their goals. I 
also like to include a part-
ner or spouse, friends, co-
workers or a communi-
ty group in this circle of 
support. We also teach 
them self-motivation, 
which shows them ways 
to change their mindset 
by recognizing their sup-
portive and nonsupportive 
thought patterns. We then 
guide them in reframing 
negative beliefs into posi-
tive ones that foster prog-
ress and resilience.  

—Angela Tran, DO, 
CEO & Founder, Med-Fit 

Medical Weight Loss  
Center, Denver, CO

Dispelling 
misinformation
Q: What are your 
tips on educating 
patients to improve 
adherence?

A: An educated patient 
is an empowered patient. 
Nowadays, information 
travels fast—particularly 
false and bad information. 
Often, when you ask the pa-
tients where they got their 
information, the sources 
are not based on fact. Pa-
tients receive lots of misin-
formation about medica-
tion from friends, family 
and on social media. 

As clinicians, this may 
not be what we signed up 
for, but it has now become 
our responsibility to pro-
vide correct information. 
This is the reason I started 

Expert insight  
on managing  

overweight/obesity
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my presence on social me-
dia: to speak truth to false 
narratives in medicine. Of-
ten I pull up studies and 
discuss patient population, 
outcomes and benefits/
risks and visually show pa-
tients. I take the approach 
of educating, waiting and 
reevaluating. 

In addition, I take the ex-
tra time to discuss clinical 
studies and provide copies 
for patients to review with 
family members, so they 
are fully informed before 
making medical decisions. 
I set follow-up appoint-
ments to answer any addi-
tional questions they may 
have developed from their 
reading. Once I feel they 
are properly educated, I 
revisit their decision to ei-
ther accept or deny the 
medical plan I have out-
lined for them. 

—Brandi Addison, DO 
Endocrinologist at South 

Texas Endocrinology  
&  Metabolism Center,  

Corpus Christie, TX

The 
maintenance 
challenge
Q: How do you help 
patients maintain 
their weight loss?

A: The first key to weight 
maintenance is providing 
education. I remind my pa-
tients that it may take more 
effort to keep the weight 
off than to lose it. For exam-
ple, I’ll explain that if they 
are 200 pounds and walk 
a mile, they’ll burn a cer-
tain number of calories. 

It is recommended to 
use medications for those 
with stage 0 obesity if they 
have not responded well to 
lifestyle therapy alone or 
have experienced weight 
regain after initially suc-
cessful lifestyle therapy 
alone. For patients with 
stage 1 obesity, medications 
should certainly be con-
sidered if the clinical eval-
uation supports the likely 
benefit of earlier treatment.
Patients with stage 2 obe-
sity with severe compli-
cations like type 2 diabe-
tes or severe sleep apnea  
should be offered initia-
tion of medication concur-
rently with lifestyle thera-
py, with the goal of earlier 
amelioration of that com-
plication through weight 
loss. I incorporate medica-
tions into a patient’s regi-
men after explaining the ra-
tionale and how it may help 
them battle the pathophys-
iologic barriers to weight 
loss, such as increased hun-
ger hormones and cravings. 
I tell patients that medica-
tions may enable them to 
do better with their dietary 
prescription and overall 
weight-loss plan. The AACE 
guidelines include an algo-
rithm that helps guide cli-
nicians in suggesting one of 
the available pharmacologi-
cal options based on the pa-
tient’s clinical characteris-
tics and coexisting diseases 
(see pro.aace.com).   

—Karl Nadolsky,  
DO, FACE 

Diplomate, American 
Board of Obesity Medicine; 

Assistant Clinical Professor, 
Michigan State University,  

East Lansing, MI

Yet if they get down to 150 
pounds and walk the same 
mile, they’ll burn fewer cal-
ories, so they may need 
to expend more energy to 
maintain the weight loss. 

When they come back 
for a visit, I ask how they’re 
doing, what’s working, 
what’s not, and make mod-
ifications to help them ad-
here to their weight main-
tenance plan. For patients 
who are tied to their cell-
phones, we also send text 
reminders; studies show 
this helps with adherence. 
It takes persistence and en-
gagement on the part of 
both the patient and the 
provider.

—Ved Gossain, MD, 
Professor of Medicine 

Emeritus/Endocrinology 
and Metabolism, Michigan 

State University,  
East Lansing, MI

The role of 
pharmacology 
Q: Which patients 
are candidates for 
obesity medication? 

A: Consideration for us-
ing pharmacotherapy 
should be based on the 
severity of obesity, spe-
cifically for patients who 
have a BMI ≥30 or ≥27 
with obesity-related com-
plications, and perhaps 
their history of previ-
ously attempted lifestyle 
modifications. However, 
the AACE guidelines go 
beyond obesity classifi-
cation with BMI, staging 
the disease clinically via 
complications of obesity.
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The American Association of Clinical Endocrinology recognizes obesity as a 
chronic disease and recommends annual screening of BMI and other health 
parameters. When a patient presents with excess weight, use the checklist 

below to gauge the need for medical intervention, including lifestyle therapy 
and, when appropriate, obesity medication or surgery. And keep in mind: The 

success of treatment should be measured not solely by number of pounds lost, 
but also by improvements in weight-related complications and overall health.

1.	Does the patient have a body mass 
index (BMI) and weight-related  
complications that meet indications  
for prescribing obesity medication?

   �BMI ≥≥30 (obesity)  
(all BMI cutoffs may be lower  
in certain ethnicities)

   �BMI ≥≥27 (overweight)  
with at least one weight-related  
complication, such as:
• Prediabetes or type 2 diabetes
• Metabolic syndrome
• Hypertension
• Dyslipidemia
• Cardiovascular disease
• �Metabolic dysfunction-associated 

steatotic liver disease (MASLD)
• Obstructive sleep apnea
• Asthma/reactive airway disease
• Osteoarthritis
• �Hormonal issues (e.g., polycystic  

ovarian syndrome)
• GERD
• Urinary stress incontinence

2.	If BMI <35, is waist circumference 
indicative of cardiometabolic  
disease? (Use gender- and  
ethnicity-specific cutoffs.)

   �Women: ≥≥35 inches   
   �Men: ≥≥40 inches 

3. Has the patient attempted lifestyle 
therapy, including nutritional and 
behavioral changes and increased 
physical activity?

   �Yes Measures tried: _ ___________
   �No 

4.	Is the patient aware obesity is 
a chronic disease caused by 
genetic, metabolic, behavioral and 
environmental factors?

   �Yes 
   ��No

5.	Is the patient motivated to set 
weight-loss goals and work with you 
on a personalized treatment plan?

   ��Yes 
   ��No

Screening for 
overweight/obesity

Note: For detailed recommendations on weight management, see Garvey WT, et al.  
AACE/ACE Comprehensive Clinical Practice Guidelines for Medical Care of Patients with Obesity. 
Endocrine Pract. 2016;22(Suppl 3):1-203.
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