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Strength of recommendation (SOR)

	 A 	� Good-quality patient-oriented 
evidence

  	 B 	�� Inconsistent or limited-quality 
patient-oriented evidence

 �	C 	� Consensus, usual practice,  
opinion, disease-oriented  
evidence, case series

PRACTICE  
RECOMMENDATIONS
❯ Create an office 
environment where patients 
feel comfortable discussing 
their weight.  C

❯ Screen overweight and obese 
patients for comorbidities.  B

❯ Focus on nutritional 
changes more than exercise 
when working with patients 
who want to lose weight.  C

Helping your obese patient 
achieve a healthier weight 
These tips will help identify underlying causes of obesity, 
address comorbid conditions, and provide patients with 
the tools they need to successfully lose weight. 

In 2015-2016, almost 40% of adults and 18.5% of children 
ages 2 to 19 years in the United States met the definition 
for obesity—a chronic, relapsing, multifactorial, neurobe-

havioral disease that results in adverse metabolic, biomechan-
ical, and psychosocial health consequences.1,2

Tremendous resources have been invested in research, 
policy development, and public education to try to prevent 
obesity and its related complications. Despite this, the obe-
sity epidemic has worsened. Here, we explore how to evaluate 
and treat obese patients in a primary care setting based on the 
evidence and our experience seeing patients specifically for 
weight management in a family medicine residency teaching 
clinic. Pharmacotherapy and surgery, while often helpful, are 
outside the scope of this article.

It begins with 
an obesity-friendly office 
Patients may have reservations about health care interactions 
specific to obesity, so it is important to invite them into a set-
ting that facilitates trust and encourages collaboration. Ac-
tively engage patients with unhealthy weight by creating an 
environment where they feel comfortable. Offer wide chairs 
without armrests, which will easily accommodate patients of 
all sizes, and ensure that scales have a weight capacity > 400 lb. 
Communicate a message to patients, via waiting room materi-
als and videos, that focuses on health rather than on weight or 
body mass index (BMI). 

Understand the patient’s  
goals and challenges
Most (although not all) family physicians will see obese pa-
tients in the context of a visit for diabetes, hypertension, or an-
other condition. However, we feel that having visits specifically 
to address weight in the initial stages of weight management 
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For patients who 
prefer a vegan 
or vegetarian 
whole food diet, 
it is important 
to note that 
these diets 
are generally 
deficient in 
vitamin B12 
and omega 3 
fatty acids, so 
supplementing 
these should be 
considered.

is helpful. The focus of an initial visit should 
be getting to know how obesity has affected 
the patient and what his or her motive is in 
attempting to lose weight. Explore previous 
attempts at weight loss and establish what 
the patient’s highest weight has been, as this 
will impact weight-loss goals. For example, if 
a patient has weighed > 300 lb all her adult 
life, it will be extremely difficult to maintain a 
weight loss of 150 lb. 

❚ What else to ask about. Discuss 
stressors that may be causing increased food 
intake or poor food choices, including hun-
ger, anger, loneliness, and sleep difficulties. 
Multidisciplinary care including a psycholo-
gist can aid in addressing these issues. Ask 
patients if they keep a food diary (and if not, 
recommend that they start), as food diaries 
are often helpful in elucidating eating and 
drinking patterns. Determine a patient’s cur-
rent and past levels of physical activity, as 
this will guide the fitness goals you develop 
for him or her.

Screen for psychosocial disorders
As noted earlier, the physical component of 
obesity is commonly associated with mood 
disorders such as anxiety and depression.2 
This requires a multidisciplinary team effort 
to facilitate healing in the patient struggling 
with obesity.

❚ Screening for depression and anxi-
ety using standardized tools such as the 
Patient Health Questionnaire-9 or the Gen-
eralized Anxiety Disorder-7 is encouraged in 
patients who are overweight or obese. Posi-
tive screens should be addressed as part of 
the patient’s treatment plan, as untreated 
depression and anxiety can inhibit suc-
cess with weight loss. Be mindful that many 
medications commonly used to treat these 
conditions can impair weight loss and even 
promote weight gain.  

❚ Don’t overlook binge-eating disor-
ders. Screening specifically for binge-eating 
disorders is important, given the implications 
on treatment. The US Department of Veterans 
Affairs developed a single-item tool for this 
purpose, the VA Binge Eating Screener. The 
validated questionnaire asks, “On average, 
how often have you eaten extremely large 
amounts of food at one time and felt that 

your eating was out of control at that time?” 
Response options are: “Never,” “< 1 time/
week,” “1 time/week,” “2-4 times/week,” and  
“5+ times/week.” A response of ≥ 2 times/
week had a sensitivity of 88.9% and specific-
ity of 83.2% for binge-eating disorder.3 

Patients with positive screens should 
undergo psychotherapy and consider 
pharmacotherapy with lisdexamfetamine 
as part of their treatment plan. Caution 
should be used if recommending intermit-
tent fasting for someone with binge-eating  
disorder.

Evaluate for underlying causes  
and assess for comorbidities
Review the patient’s current medication list 
and history. Many medications can cause 
weight gain, and weight loss can often be 
achieved by deprescribing such medications. 
When feasible, prescribe an alternative medi-
cation with a more favorable weight profile. A 
previous article in The Journal of Family Prac-
tice addresses this in more depth.4 

Laboratory and other testing
Laboratory analysis should primarily be fo-
cused on determining treatment alterations 
specific to underlying pathophysiology. 
Tests to consider ordering are outlined in the  
TABLE. Identification of underlying causes 
and/or comorbid conditions through such 
testing can guide medication changes, treat-
ment choices, and diet recommendations. 

❚ Diabetes and insulin resistance. The 
American Diabetes Association recom-
mends screening patients who are over-
weight or obese and have an additional risk 
factor for diabetes.5 This can be done by 
obtaining a fasting glucose level, hemoglo-
bin A1C, or a 2-hour oral glucose tolerance  
test. 

Since it is known that insulin resis-
tance increases the risk for coronary heart 
disease6 and can be treated effectively,7 we 
recommend testing for insulin resistance in 
patients who do not already have impaired 
fasting glucose, prediabetes, type 2 diabetes, 
or impaired glucose tolerance. The homeo-
static model assessment for insulin resis-
tance (HOMA-IR)8 is a measure of insulin 
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resistance and can be calculated from the 
fasting insulin and fasting glucose levels. This 
measure should not be done in isolation, but 
it can be a useful adjunct in identifying pa-
tients with insulin resistance and directing  
treatment. 

If there is evidence of diabetes or insulin 
resistance, consider treatment with metfor-
min ± initiation of a low-carbohydrate diet.

❚ Hypothyroidism. Consider screen-
ing for thyroid dysfunction with a thyroid-
stimulating hormone level, if it has not been 
checked previously. 

❚ Renal abnormalities. When serum cre-
atinine levels and glomerular filtration rate 
indicate chronic kidney disease, consider 
recommending a protein-restricted diet and 
adjust medications according to renal dosing 
protocols, as indicated.

❚ Liver abnormalities, including nonal-
coholic fatty liver disease (NAFLD). Moni-
tor aspartate aminotransferase and alanine 
aminotransferase for resolution of elevations 
as weight loss is achieved. If abnormalities 
persist, consider ordering a liver ultrasound. 
Traditionally, low-calorie diets have been 
prescribed to treat NAFLD, but evidence 
shows that low-carbohydrate diets can also 
be effective.9

❚ Hypertriglyceridemia and low high-
density lipoprotein (HDL) levels. Obtain 
a lipid panel if one has not been completed 

within the past several years, as hypertriglyc-
eridemia and low HDL can improve dramati-
cally with specific dietary changes.7 Observe 
trends to assess for resolution of lipid abnor-
malities as weight loss is achieved.

❚ Gout. Consider checking a uric acid 
level if you are thinking about recommend-
ing a low-carbohydrate diet, particularly in 
patients with a history of gout, as this may 
temporarily increase the risk of gout flare. 

❚ Hypovitaminosis D. If the patient’s 
vitamin D level is low, consider appropriate 
supplementation to support the patient’s 
overall health. While vitamin D deficiency is 
common in obesity, the role of supplementa-
tion in this population is unclear.

❚ Cardiovascular disease. Consider or-
dering an electrocardiogram, particularly if 
you are thinking of prescribing medication 
therapy. Use caution with initiation of certain 
medications, such as phentermine or dieth-
ylproprion, in the presence of arrhythmias or 
active cardiovascular disease.

❚ Obstructive sleep apnea. Sleep health 
is important to address, since obesity is one of 
the most significant risk factors for obstructive 
sleep apnea.10 If your patient is given a diag-
nosis of OSA following a sleep study, consider 
treatment with continuous positive airway 
pressure (CPAP),  although there are conflict-
ing studies regarding the effects of CPAP ther-
apy in OSA on weight.11,12 

TABLE

Tests to consider when evaluating obese patients
Comorbidity What to order

Diabetes Fasting glucose level, hemoglobin A1C, or 2-hour oral glucose tolerance test

Insulin resistance Fasting glucose and fasting insulin levels (to calculate HOMA-IR)

Hypothyroidism Thyroid-stimulating hormone

Renal abnormalities Serum creatinine and glomerular filtration rate

Liver abnormalities Aspartate aminotransferase and alanine aminotransferase; also consider liver 
ultrasound

Hypertriglyceridemia and low  
high-density lipoprotein 

Lipid panel

Gout Uric acid level, if considering a low-carbohydrate diet 

Hypovitaminosis D Vitamin D level

Cardiovascular disease Electrocardiogram, particularly if considering medication therapy

Obstructive sleep apnea Sleep study

HOMA-IR, homeostatic model assessment for insulin resistance.

CONTINUED
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We recommend 
that patients 
focus on 
eliminating 
sweetened 
beverages, 
such as soft 
drinks, sports 
drinks, energy 
drinks, vitamin 
water, sweet 
tea, chocolate 
milk, and 
Frappuccinos.

Provide guidance  
on lifestyle changes
Addressing obesity with patients can be chal-
lenging in a busy primary care clinic, but it is 
imperative to helping patients achieve overall 
health. Counseling on nutrition and physical 
activity is an important part of this process. 

There is no one-size-fits-all approach to 
nutrition counseling. Focus on creating indi-
vidualized plans through which patients can 
achieve success. Some guidance follows, but 
also beware of common pitfalls that we have 
observed in clinical practice which, when ad-
dressed, can enable significant weight loss 
(see “Common pitfalls inhibiting weight loss,” 
page 135).

❚ Choose an approach that works for 
the patient. Commonly prescribed diets to 
address obesity include, but are not limited 
to, Atkins, Dietary Approaches to Stop Hy-
pertension (DASH), Glycemic Index, Medi-
terranean, Ornish, Paleolithic, Zone, whole 
food plant-based, and ketogenic. We attempt 
to engage patients in making the decision on 
what food choices are appropriate for them 
considering their food availability, culture, 
and belief systems. For patients who prefer 
a vegan or vegetarian whole food diet, it is 
important to note that these diets are gen-
erally deficient in vitamin B12 and omega 3 
fatty acids, so supplementing these should be 
considered. 

Rather than focus on a specific diet, 
which may not be sustainable long term, 
encourage healthy eating habits. Low-
carbohydrate diets have been shown to pro-
mote greater weight loss compared to low-fat 
diets.13,14 Low-calorie diets can also be quite 
effective in promoting short-term weight loss. 
In our clinic, when weight loss is the primary 
goal, patients are typically encouraged to fo-
cus on either calorie or carbohydrate restric-
tion in the initial stages of weight loss. 

❚ Eliminate sugar and refined carbo-
hydrates. While rigorous mortality data are 
not available, more recent trials have demon-
strated significant improvements in athero-
sclerotic cardiovascular disease risk markers, 
including weight reduction and diabetes re-
versal, when following a diet that markedly 
decreases carbohydrate intake, especially 
sugar and refined carbohydrates.7,14-17 

We recommend that patients focus on 
eliminating sweetened beverages, such as 
soft drinks, sports drinks, energy drinks, vi-
tamin water, sweet tea, chocolate milk, and 
Frappuccinos. We also recommend substan-
tially limiting or eliminating fruit juices and 
fruit smoothies due to their high sugar con-
tent. For example, 8 oz of orange juice con-
tains 26 g of carbohydrates, which is almost 
as much as 8 oz of soda. 

Compared with eating whole fruit, con-
suming fruit juice has demonstrated a small 
amount of weight gain in young children and 
adults.18,19 It also has shown a higher insulin 
response compared with eating the same 
amount of carbohydrates in whole fruit.20 
Better options to drink include water, un-
sweetened tea, and black coffee. Also, avoid 
ultra-processed carbohydrates from foods 
such as breads, cereals, and pastries, as they 
have similar effects on blood glucose when 
compared to sugar.21

❚ Greatly restrict highly processed 
foods. The evidence suggests that the avail-
ability of processed food is associated with 
increasing obesity.22 Simple advice to offer 
your patients is to encourage them to shop 
the perimeter of the grocery store, where 
fresh produce, meat, and dairy products are 
primarily located, and avoid the inner aisles, 
which contain primarily processed foods. 
Choosing food items with 5 or fewer ingredi-
ents is a starting point when teaching patients 
to read labels.

❚ Consider limiting saturated fats. In 
1977, the Dietary Guidelines for Americans 
recommended that Americans eat no more 
than 30% of total energy intake from fat and 
less than 10% of total energy intake from satu-
rated fat; however, no randomized controlled 
trials had been done that supported this rec-
ommendation and epidemiologic data sup-
porting it were weak.23 

The 2015 Dietary Guidelines continue to 
recommend limiting total energy intake from 
saturated fats.24 While there may be a small 
decrease in cardiovascular risk with a reduc-
tion of saturated fat intake and replacement 
with unsaturated fats, no overall mortality 
benefit has been demonstrated.24,25 More re-
search is needed in this area to guide patients 
in decisions regarding consumption of satu-
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rated fats and what types of unsaturated fats 
are best for their health. 

❚ Eat only 3 meals per day, but aim for 
fewer than that. The prescription of fast-
ing is a modality that can be used for weight 
loss and improved health. Fasting has been 
a prescribed healing practice for thousands 
of years.26 It is a practice that virtually every 
major religion in the world embraces. Stud-
ies have demonstrated fasting to be safe and 
effective in the setting of obesity without sig-
nificant comorbidities, and it may promote 
weight loss and metabolic health.26-29 

There are multiple types of intermittent 
fasting. A practical way for patients to start is 
by restricting the number of hours in which 
they eat or drink calorie-containing beverages 
to 8 hours per day. In our experience, this 
regimen is easier for most patients to follow 
than alternate-day or other longer fasts. While 
there has been caution in the prescription of 
intermittent fasting due to concerns about 
causing eating disorders, a recent small study 
did not demonstrate increased risk of eating 
disorders with daily intermittent fasting.30 

❚ Participate in healthy exercise. Non-
pharmacologic office-based strategies for 
treating obesity have generally focused on 
increasing exercise and decreasing caloric 
intake.31 While exercise has significant health 
benefits, including preventing weight regain, 
evidence does not support monotherapy with 
exercise as an effective long-term weight-loss 
strategy.32 There are no studies available that 
adequately support prescribing an exact dose 
of exercise.33 Generally, less than 150 minutes 
of exercise per week is not effective and more 
than that does have a dose-related response.33

Follow up to help patients  
stay on target
There is no ideal interval for follow-up visits. 
However, frequent visits—anywhere from 
weekly to monthly—in the initial stages of 
weight loss increase the patient’s sense of ac-
countability and, in our experience, seem to 
be helpful. 

Patients may also choose to track their 
progress by weighing themselves regularly. 
A small study published in the International 
Journal of Obesity found that patients who 

weighed themselves daily had greater and 
more sustained weight loss than those who 
didn’t.34 But the decision of whether to weigh 
one’s self at home should be individualized 
for each patient. 			                 JFP
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Common pitfalls inhibiting  
weight loss
On the part of the patient:

•  �Continuing to consume substantial amounts of high-calorie 
drinks. 

•  �Taking in excessive amounts of sugar-rich foods, including cough 
drops. 

•  �Using non-nutritive sweeteners (eg, aspartame, saccharin, 
sucralose, and erythritol). Although the mechanism is not certain, 
some people are able to lose weight while consuming these 
substances, while others are not. 

On the part of the provider:

•  �Prescribing a diet that the patient cannot sustain long term.

•  �Overlooking the issue of food availability for the patient.
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