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EDITORIAL

What is the role of the ObGyn  
in preventing and treating obesity?
As frontline clinicians, obstetrician-gynecologists play an important role 
in identifying and treating obesity. For overweight and obese patients, 
interventions that facilitate weight loss include a calorie-restricted diet, 
exercise, metformin, and sleeve gastrectomy. 

O besity is a disease causing 
a public health crisis. In 
the United States, tobacco 

use and obesity are the two most 
important causes of preventable 
premature death. They result in an 
estimated 480,0001 and 300,0002 pre-
mature deaths per year, respectively. 
Obesity is a major contributor to 
diabetes mellitus, hypertension, dys-
lipidemia, and coronary heart dis-
ease. Obesity is also associated with 
increased rates of colon, breast, and 
endometrial cancer. Experts predict 
that in 2030, 50% of adults in the 
United States will have a body mass 
index (BMI) ≥ 30 kg/m2, and 25% 
will have a BMI ≥ 35 kg/m2.3 More 
women than men are predicted to be 
severely obese (FIGURE, page 15).3 

As clinicians we need to increase 
our efforts to reduce the epidemic of 
obesity. ObGyns can play an impor-
tant role in preventing and managing 
obesity, by recommending primary-
care weight management practices, 
prescribing medications that influ-
ence central metabolism, and refer-
ring appropriate patients to bariatric 
surgery centers of excellence.

Primary-care weight 
management
Measuring BMI and recommending 
interventions to prevent and treat 
obesity are important components 
of a health maintenance encounter. 
For women who are overweight or 
obese, dietary changes and exercise 
are important recommendations. 
The American Heart Association 
recommends the following lifestyle 
interventions4: 
• Eat a high-quality diet that 

includes vegetables, fruit, whole 
grains, beans, legumes, nuts, plant-
based protein, lean animal protein,  
and fish. 

• Limit intake of sugary drinks and 
foods, fatty or processed meats, 
full-fat dairy products, eggs, highly 
processed foods, and tropical oils. 

• Exercise at least 150 minutes 
weekly at a moderate activity level, 
including muscle-strengthening 
activity. 

• Reduce prolonged intervals of  
sitting.

• Consider using an activity tracker 
to monitor activity level.

Clinicians should consider  

referring overweight and obese 
patients to a nutritionist for a con-
sultation to plan how to consume 
a high-quality, low-calorie diet. A 
nutritionist can spend time with 
patients explaining options for 
implementing a calorie-restricted 
diet. In addition, some health insur-
ers will require patients to participate 
in a supervised calorie-restricted 
diet plan for at least 6 months before 
authorizing coverage of expensive 
weight loss medications or bariatric 
surgery. In addition to recommend-
ing diet and exercise, ObGyns may 
consider prescribing metformin for 
their obese patients.

Metformin
Metformin is approved for the treat-
ment of type 2 diabetes mellitus. 
Unlike insulin therapy, which is 
associated with weight gain, met-
formin is associated with modest 
weight loss. The Diabetes Prevention 
Program (DPP) randomly assigned 
3,234 nondiabetic participants with a 
fasting glucose level between 95 and 
125 mg/dL and impaired glucose 
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tolerance (140 to 199 mg/dL) after 
a 75-g oral glucose load to intensive 
lifestyle changes (calorie-restricted 
diet to achieve 7% weight loss plus 
150 minutes of exercise weekly), 
metformin (850 mg twice daily), or 
placebo.5,6 The mean age of the par-
ticipants was 51 years, with a mean 
BMI of 34 kg/m2. Most (68%) of the 
participants were women. 

After 12 months of follow-up, 
mean weight loss in the intensive 
lifestyle change, metformin, and 
placebo groups was 6.5%, 2.7%, and 
0.4%, respectively. After 2 years of 
treatment, weight loss among those 
who reliably took their metformin 
pills was approximately 4%, while 
participants in the placebo group 
had a 1% weight gain. Among those 
who continued to reliably take their 
metformin pills, the weight loss per-
sisted through 9 years of follow up. 

The mechanisms by which met-
formin causes weight loss are not 
clear. Metformin stimulates phos-
phorylation of adenosine monophos-
phate (AMP)-activated protein kinase, 
which regulates mitochondrial func-
tion, hepatic and muscle fatty acid 
oxidation, glucose transport, insulin 
secretion, and lipogenesis.7 

Many ObGyns have experience 
in using metformin for the treatment 
of polycystic ovary syndrome or ges-
tational diabetes. Hence, the dosing 
and adverse effects of metformin are 
familiar to many obstetricians-gyne-
cologists. Metformin is contraindi-
cated in individuals with creatinine 
clearance less than 30 mL/min. 
Rarely, metformin can cause lactic 
acidosis. According to Lexicomp,8 
the most common adverse effects 
of metformin extended release 
(metformin ER) are diarrhea (17%), 
nausea and vomiting (7%), and 
decreased vitamin B12 concentra-
tion (7%) due to malabsorption in the 
terminal ileum. Of note, in the DPP 

study, hemoglobin concentration  
was slightly lower over time in 
the metformin compared with 
the placebo group (13.6 mg/dL vs  
13.8 mg/dL, respectively; P<.001).6 
Some experts recommend annual 
vitamin B12 measurement in indi-
viduals taking metformin. 

In my practice, I only prescribe 
metformin ER. I usually start metfor-
min treatment with one 750 mg ER 
tablet with dinner. If the patient tol-
erates that dose, I increase the dose 
to two 750 mg ER tablets with dinner. 
Metformin-induced adverse effects 
include diarrhea (17%) and nausea 
and vomiting (7%). Metformin ER is 
inexpensive. A one-month supply of 
metformin (sixty 750 mg tablets) costs 
between $4 and $21 at major pharma-
cies.9 Health insurance companies 
generally do not require preauthoriza-
tion to cover metformin prescriptions. 

Weight loss medications
US Food and Drug Administration 
(FDA)-approved weight loss medica-
tions include: liraglutide (Victoza), 
orlistat (Xenical, Alli), combination 
phentermine-extended release topi-
ramate (Qsymia), and combination 
extended release naltrexone-bupro-
pion (Contrave). All FDA-approved 
weight loss medications result in 

mean weight loss in the range of 6% to 
10%. Many of these medications are 
very expensive (more than $200 per 
month).10 Insurance preauthorization 
is commonly required for these medi-
cations. For ObGyns, it may be best to 
refer patients who would like to use a 
weight loss medication to a specialist 
or specialty center with expertise in 
using these medications.  

Sleeve gastrectomy
Two children are playing in a school 
yard. One child proudly states, “My 
mother is an endocrinologist. She 
treats diabetes.” Not to be outdone, 
the other child replies, “My mother is a 
bariatric surgeon. She cures diabetes.” 

The dialogue reflects the real-
ity that bariatric surgery results in 
more reliable and significant weight 
loss than diet, exercise, or weight 
loss medications. Diet, exercise, and 
weight loss medications often result 
in a 5% to 10% decrease in weight, 
but bariatric surgery typically results 
in a 25% decrease in weight. Until 
recently, 3 bariatric surgical proce-
dures were commonly performed: 
Roux-en-Y gastric bypass (RYGB), 
sleeve gastrectomy (SG), and adjust-
able gastric banding (AGB). AGB is 
now seldom performed because it 
is less effective than RYGB and SG. 
Two recently published randomized 
trials compared the long-term out-
comes associated with RYGB and SG. 
The studies found that SG and RYGB 
result in a similar degree of weight 
loss. RYGB resulted in slightly more 
weight loss than SG, but SG was 
associated with a lower rate of major 
complications, such as internal her-
nias. SG takes much less time to per-
form than RYGB. SG has become the 
most commonly performed bariatric 
surgery in premenopausal women 
considering pregnancy because of 
the low risk of internal hernias.

FIGURE Projected most  
common body mass index 
(BMI) category among  
US women in 20303

Severe obesity (BMI, ≥35 kg/m2) 

Moderate obesity (BMI, 30 to <35 kg/m2)  

Overweight (BMI, 25 to <30 kg/m2)  

Underweight or normal weight 
(BMI, <25 kg/m2) 
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In the Swiss Multicenter Bypass 
or Sleeve Study (SM-BOSS), 217 par-
ticipants with a mean BMI of 44 kg/m2  
and mean age of 45.5 years were ran-
domly assigned to RYGB or SG and  

followed for 5 years.11 The majority 
(72%) of the participants were women. 
At 5 years of follow-up, in the RYGB 
and SG groups, mean weight loss was  
37 kg and 33 kg, respectively (P=.19). 

In both groups, weight loss nadir was 
reached 12 to 24 months after surgery. 
Expressed as a percentage of origi-
nal weight, weight loss in the RYGB 
and SG groups was -29% and -25%, 
respectively (P=.02). Gastric reflux 
worsened in both the RYGB and SG 
groups (6% vs 32%, respectively). The 
number of reoperations in the RYGB 
and SG groups was 22% and 16%. Of 
note, among individuals with preva-
lent diabetes, RYGB and SG resulted 
in remission of the diabetes in 68% 
and 62% of participants, respectively.

In the Sleeve vs Bypass study 
(SLEEVEPASS), 240 participants, with 
mean BMI of 46 kg/m2 and mean age 
of 48 years, were randomly assigned 
to RYGB or SG and followed for  
5 years.12 Most (70%) of the participants 
were women. Following bariatric sur-
gery, BMI decreased significantly in 
both groups. In the RYGB group, BMI 
decreased from 48 kg/m2 preopera-
tively to 35.4 kg/m2 at 5 years of follow 
up. In the SG group, BMI decreased 
from 47 kg/m2 preoperatively to  
36.5 kg/m2 at 5 years of follow up. 
Late major complications (defined as 
complications occurring from 30 days 
to 5 years postoperatively) occurred 
more frequently in the RYGB group 
(15%) versus the SG group (8%). All 
the late major complications required 
reoperation. In the SG group, 7 of 10 
reoperations were for severe gastric 
reflux disease. In the RYGB group 17 
of 18 reoperations were for suspected 
internal hernia, requiring closure of 
a mesenteric defect at reoperation. 
There was no treatment-related mor-
tality during the 5-year follow up.

Guidelines for bariatric sur-
gery are BMI ≥ 40 kg/m2 without a 
comorbid illness or BMI ≥ 35 kg/m2 
with at least one serious comorbid 
disease, such as diabetes.13 ObGyns 
can build a synergistic relationship 
with bariatric surgeons by refer-
ring eligible patients for surgical  

Intermittent fasting: Miracle diet! Or diet fad?

Sustainable weight loss is very difficult to achieve through dieting alone. 
A multitude of dietary interventions have been presented as “revolutionary 
approaches” to the challenging problem of sustainable weight loss, including 
the Paleo diet, the Vegan diet, the low-carb diet, the Dukan diet, the ultra-low-
fat diet, the Atkins diet, the HCG diet, the Zone diet, the South Beach diet, 
the plant-based diet, the Mediterranean diet, the Asian diet, and intermittent 
fasting. Recently, intermittent fasting has been presented as the latest and 
greatest approach to dieting, with the dual goals of achieving weight loss 
and improved health.1 In some animal models, intermittent dieting has been 
shown to increase life-span, a finding that has attracted great interest. A 
major goal of intermittent fasting is to promote “metabolic switching” with 
increased reliance on ketones to fuel cellular energy needs.

Two approaches to “prescribing” an intermittent fasting diet are to limit food 
intake to a period of 6 to 10 hours each day or to markedly reduce caloric intake 
one or two days per week, for example to 750 calories in a 24-hour period. There 
are no long-term studies of the health outcomes associated with intermit-
tent fasting. In head-to-head clinical trials of intermittent fasting and daily 
calorie restriction (classic dieting), both diets result in similar weight loss. For 
example, in one clinical trial 100 obese participants, with a mean body mass index 
(BMI) of 34 kg/m2, including 86 women, were randomly assigned to2: 

1. intermittent fasting (25% of energy needs every other day)
2. daily calorie restriction (75% of energy needs every day), or 
3. no intervention. 
After 12 months of follow up, the participants in the no intervention group had 

gained 0.5% of their starting weight. The intermittent fasting and the daily calorie 
restriction groups had similar amounts of weight loss, approximately 5% of their 
starting weight. More individuals dropped out of the study from the intermittent 
fasting group than the daily calorie restriction group (38% vs 29%, respectively).

In another clinical trial, 107 overweight or obese premenopausal women, 
average age 40 years and mean BMI 31 kg/m2, were randomly assigned to inter-
mittent fasting (25% of energy needs 2 days per week) or daily calorie restriction 
(75% of energy needs daily) for 6 months. The mean weight of the participants at 
baseline was 83 kg. Weight loss was similar in the intermittent fasting and daily 
calorie restriction groups, 6.4 kg (-7.7%) and 5.6 kg (-6.7%), respectively (P=.4).3 

The investigators concluded that intermittent fasting and daily calorie restric-
tion could both be offered as effective approaches to weight loss. My conclusion 
is that intermittent fasting is not a miracle dietary intervention, but it is another 
important option in the armamentarium of weight loss interventions.
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consultation and, in return, accept-
ing referrals. A paradox and chal-
lenge is that many health insurers 
require patients to complete a  
supervised medical weight loss  
management program prior to 
being approved for bariatric sur-
gery. However, the medical weight 
loss program might result in the 
patient no longer being eligible for 
insurance coverage of their surgery. 
For example, a patient who had a  
BMI of 42 kg/m2 prior to a medical 
weight loss management program 
who then lost enough weight to 
achieve a BMI of 38 kg/m2 might no 
longer be eligible for insurance cov-
erage of a bariatric operation.14 

ObGyns need to prioritize 
treatment for obesity 
Between 1959 and 2014, US 
life expectancy increased from  
69.9 years to 79.1 years. However, 
in 2015 and 2016 life expectancy in 
the United States decreased slightly 
to 78.9 years, while continuing to 
improve in other countries.15 What 
could cause such an unexpected 
trend? Some experts believe that 
excess overweight and obesity in 
the US population, resulting in 
increased rates of diabetes, hyper-
tension, and heart disease, accounts 
for a significant proportion of the life 
expectancy gap between US citizens 
and those who reside in Australia, 

Finland, Japan, and Sweden.16,17 All 
frontline clinicians play an important 
role in reversing the decades-long 
trend of increasing rates of over-
weight and obesity. Interventions 
that ObGyns could prioritize in their 
practices for treating overweight and 
obese patients include: a calorie-
restricted diet, exercise, metformin,  
and SG.  
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