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Housekeeping Notes

Thank you to PeerView for providing this session, and Lilly for 

providing the educational grant for this activity.

Polling Instructions

Scan the QR code with your personal device to answer polls.

• On your mobile device, open the camera app

• Tap on the QR code to focus the camera

• Click the link that appears

Post-Test and Evaluation

Your evaluation of the activity is important in helping us to better meet your current 

and future medical education needs. We welcome your opinions and comments.

Scan the QR code to access the program evaluation, or visit:

PeerView.com/Obesity-Eval-TBR-ARS

Please feel free to ask questions at the end of the program.



Scan to Answer!

1. Convinces them you have good reasons for making changes

2. Provides an opportunity to answer their questions about care

3. Instills a healthy fear of the risks associated with excess weight

4. Ensures that their preferences are considered in the treatment 

strategy

Answer This Polling Question on Your Device

What benefit does shared decision-making offer to people with obesity (PwO)?

PQ 1



Scan to Answer!

1. Tell him his injury was likely caused by his weight and 

recommend he pursue weight loss

2. Ask if he is open to being prescribed an antiobesity medication

3. Ask if now is a good time to discuss his weight

4. Refer him to an obesity specialist

Answer This Polling Question on Your Device

Your patient with a BMI of 36.3 kg/m2 is in the office for an assessment of his 

ankle which he twisted at the gym. After assessing his ankle, what would you 

do next?

PQ 2



Scan to Answer!

1. An SGLT2i with proven CVD benefit

2. A GLP-1–based agent with proven CVD benefit

3. Intensive lifestyle intervention and reassess in 6 months

4. Increase her metformin and refer for bariatric surgery

Answer This Polling Question on Your Device

A new patient with T2DM, a BMI of 34.2 kg/m2, A1C 9.0% (currently prescribed 

metformin), and a prior MI is referred to you for weight management. She is 

willing to pursue treatment. What would you prescribe?

PQ 3



Scan to Answer!

1. Mail them brochures about your staff 

2. Replicate the training with a different group of clinicians

3. Answer their questions and update your training based on their 

feedback

4. Convert your presentation into a journal article and submit it

Answer This Polling Question on Your Device

After providing training to other clinicians on obesity management, following 

CDC Training of Trainers guidelines, what would you do next?

PQ 4
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Our Goals for Today

Apply current guidelines and evidence to recognize and prioritize 

treatment of obesity as a chronic disease

Initiate weight management discussions in order to establish 

realistic, long-term obesity treatment goals and utilize shared 

decision-making with people with obesity

Empower you to host obesity educational session 

at your institution

Become a trainer by presenting a version of today’s content 

to your peers and receive an honorarium of $2,000! 

Contact info@PeerView.com for more information.



Acknowledging Gaps to 

Overcome Clinical Inertia 

in Obesity Management 



a Age-adjusted prevalence of MI (≥30 kg/m2) among US adults by sex, race, ethnicity. b Adults aged ≥20 y, NHANES. c Significant linear trend.

1. https://www.cdc.gov/nchs/data/databriefs/db360-h.pdf. 2. https://www.cdc.gov/nchs/products/databriefs/db360.htm. 

3. MacEwan JP et al. Obes Sci Pract. 2024;e726.

Obesity Is Increasing in the United States
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a Age-adjusted prevalence of MI (≥30 kg/m2) among US adults by sex, race, ethnicity. b Adults aged ≥20 y, NHANES. c Significant linear trend.

1. https://www.cdc.gov/nchs/data/databriefs/db360-h.pdf. 2. https://www.cdc.gov/nchs/products/databriefs/db360.htm. 

3. MacEwan JP et al. Obes Sci Pract. 2024;e726.
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Non-Hispanic Black women have highest prevalence



Pulmonary disease

Abnormal function

Obstructive sleep apnea

Hypoventilation syndrome

Metabolic dysfunction-associated 

steatotic liver disease

Steatosis

Steatohepatitis

Cirrhosis

Coronary heart disease

Diabetes

Dyslipidemia

Hypertension 

Gynecologic abnormalities

Abnormal menses

Infertility

Polycystic ovarian syndrome

Urinary incontinence

Osteoarthritis

Skin

Gall bladder 

disease

Cancer

Breast, uterus, cervix, colon, 

esophagus, pancreas, 

kidney, prostate

Phlebitis 

Venous stasis

Gout 

Idiopathic intracranial 

hypertension

Stroke

Cataracts

Comorbidities Associated With Obesity1,2

1. Adapted from European Practical and Patient-Centred Guidelines for Adult Obesity Management in Primary Care. January 2019. Obesity Facts. 12(1):40-66. 

2. Dietz WH et al. Obesity. 2019;27:1059-1062.

Proposed Standards 
of Obesity Care for 
Clinicians #3 and #4

3. Assess patients for 
obesity-associated 
comorbidities

4. Educate patients or 
clients about the 
relationship 
between excess 
body fat and 
health risks



0% 5% 10% 15% 20% 25% 30% 35%

T2DM prevention1,2

MASLD2,10-13

CV risk reduction6

Sleep apnea2

Physical function3,4

HTN5-7

T2DM remission7-9

T2DM glycemia5,6

Cardiometabolic

Biomechanical

How Much Weight Loss Is Needed? 

A Little Goes a Long Way …   

Slide courtesy of Tim Garvey MD. 

1. Knowler WC et al. N Engl J Med. 2002;346:393-403. 2. Cefalu WT et al. Diabetes Care. 2015;38:1567-82. 3. Christensen R et al. Osteoarthritis Cartilage. 

2005;13:20-7. 4. Bliddal H et al. Obes Revs. 2014:15:578-86. 5. Wing RR et al. Diabetes Care. 2011;34:1481-6. 6. Ooi GJ et al. Int J Obes. 2017;41:902-8. 

7. Courcoulas AP et al. JAMA Surg. 2018;153:427-34. 8. Lean ME et al. Lancet. 2018;391:541-51. 9. Dambha-Miller H et al. Diabet Med. 2020;37:681-8. 

10. Vilar Gomez E et al. Gastroenterology. 2015;149:367-78. 11. Koutoukidis DA et al. Metabolism. 2021;115:154455. 

12. Promrat K et al. Hepatology. 2010;51:121-9. 13. Liu X et al. Obesity Surgery. 2007;17:486-92.

… but a longer way goes even further!



Primary Care Physicians Lack Knowledge of Obesity 

Management, But They Want to Learn More About It1

PCP mentors can play a key role in improving obesity care

• Encourage colleagues to take small steps toward 

improving their knowledge around obesity care

• Share foundational knowledge and actionable steps

"I don't have enough knowledge“ 
79.4% of PCPs surveyed felt the need for more training on obesity

Most responded, "I don't have enough time and I’m not 

comfortable initiating the conversation”

1. Croghan IT et al. J Primary Care Comm H. 2019;10:1-14.



1. Wharton S et al. CMAJ. 2020;192:E875-891. 2. Dietz WH et al. Obesity. 2019;27:1059-1062.

Patient–PCP Communication 

and Obesity Management1,2

The Five As: Talking With Patients to Uncover 

and Treat the Root Causes of Weight Gain

ASK Permission
“Would it be all right if we 

discussed your weight?”

• Shows compassion and 

empathy

• Builds patient–provider trust

ASSESS Their Story
• Determine goals that matter to the patient

• Measure and classify (BMI and waist 

circumference)

• Stage disease severity (Edmonton 

Obesity Staging System)

ADVISE on Management

AGREE on Goals
• Collaborate on a 

personalized, sustainable 

action plan

ASSIST With Drivers & Barriers
• Focus on patient-centered health 

outcomes versus weight loss alone

Medical 

Nutrition 

Therapy

Exercise Psychological Medications
Bariatric 

Surgery

Standard of Care #6

Clinical Providers Should:
➢Jointly decide with patients or clients on 
obesity care options

• Counseling on diet, physical activity, 
behavior modification

• Pharmacotherapy and/or 

• Bariatric surgery 

➢Provide referral to the following for patients 
who have not achieved sufficient weight loss or 
health benefits with self-help approaches

• Evidence-based intensive behavioral 
counseling or delivery of a structured 
program of comprehensive lifestyle 
intervention 

(12-14 visits in the first 6 months 
and continued therapy for at least 
1 year) 

• Services and/or resources to meet the 
psychosocial needs of patients who 
may have weight management 
challenges

Standards of Care #6

• Jointly decide with patients on 
obesity care options (eg, lifestyle 
modification, pharmacotherapy, 
bariatric surgery)

• Provide referrals for patients 
who have not achieved sufficient 
weight loss or health benefits 
with self-help approaches

– Evidence-based intensive 
behavioral counseling or 
delivery of a structured program 
of comprehensive lifestyle 
intervention with frequent visits 
(12-14 visits [biweekly] in the 
first 6 months and continued 
therapy for at least 1 year) 

– Services and/or resources to 
meet the psychosocial needs of 
patients who may have weight 
management challenges

replaced w/version 

from enduring (incl 

PT answer)



The Complex Etiology of This Chronic Disease1-7

Genetic4

• Epigenetics

• Mutations

• Single 

nucleotide 

polymorphisms

Physiologic1-3

• Altered levels of 

hormones and 

gastrointestinal 

peptides

• Altered homeostatic 

and reward system 

pathways

• Weight-positive 

medications

• Health conditions

Environmental5,6

• Socioeconomic status

• Access to/affordability

of food

• Built/physical 

environment

• Cultures

• Sociocultural attitudes

• Endocrine-disrupting 

chemicals

Behavioral3

• Diet

• Inactivity

• Emotional 

factors

• Lack of sleep

• Smoking 

cessation

1. Lean MEJ et al. Int J Obes (Lond). 2016;40:622-632. 2. Yu YH et al. Obes Rev. 2015;16:234-247. 3. www.nhlbi.nih.gov/health/health-topics/topics/obe/causes#.

4. Moleres A et al. Curr Obes Rep. 2013;2:23-31. 5. Sharma AM et al. Obes Rev. 2010;11:362-370. 6. Chaput JP et al. Obes Rev. 2012;13:681-691. 7. Dietz WH et al. 

Obesity. 2019;27:1059-1062.

Standards of Care  
#1 and #2

1. Be competent to 
address the role of 
social determinants 
of obesity and its 
outcomes

2. Consider an 
individual’s genetic 
background and 
ethnicity when 
considering the risk 
associated with BMI 
and/or waist 
circumference



How Socioeconomic Inequities Compound Over the 

Life Course to Promote Obesity1fig 4

1. Kumanyika SK. Annu Rev Nutr. 2022;42:453-480.

Childhood Adulthood
Obesity-related 

health problems

Conceived by a 

woman with poor 

nutritional status

Less likely to 

be breastfed

More time spent 

watching TV and 

exposure to 

advertising Fewer options for 

safe outdoor play 

or active transport

Less 

encouragement 

and social support
More likely to gain 

weight during 

pregnancy and 

less likely to 

breastfeed

More likely have 

high or low birth 

weight

Mother without 

access to paid 

maternity leave

Less likely to be 

exposed to and 

develop tastes for 

a variety of foods

More likely to 

experience food 

insecurity

More likely to 

experience 

chronic stress

More likely to 

live near outlets 

selling cheap, 

energy-dense 

food

Poor housing, 

unreliable means of 

cooking/refrigeration

Less likely to be able 

to get time off work or 

afford transport to 

health services

More likely to have 

difficulty affording 

health care

More likely to 

experience 

discrimination in 

health services

More likely to suffer 

financial hardship from 

consequences of illness

Low-paid, repetitive 

jobs with inflexible 

opportunities for 

physical activity

Pregnancy



Presenter: Jerrin Philip, Houston Methodist Hospital; Houston, TX

Effects of Disparities in Sex, Race/Ethnicity, Comorbidities, 

and Social Risk1

1. Phillip J et al. ACC 24. Abstract 1372-223.

Disparities in sex, race/ethnicity, 

comorbidities, and social risk 

highlight the need for equitable 

patient management and access 

to efficacious treatment with 

GLP-1 RAs

• Mortality rates are consistently 

higher with higher SDOH burden 

and obesity class
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1. Yu YH et al. Obes Rev. 2015;16:234-247.

Homeostatic Regulation of Set-Point Body Weight1

A homeostatic weight regulatory system prevents deviation from a body-weight set point 

Deviation from this set point elicits a physiologic compensatory            
mechanism controlling food intake and energy expenditure

Metabolic signal

to increase appetite drive

Metabolic signal

to decrease appetite drive 

Energy 

expenditure

Energy 

expenditure

Weight 

LOSS

Weight

GAIN



1. Rubino F et al. Obes Sci Pract. 2021;7:659-668. 2. Agarwal M, Nadolsky K. Endocr Pract. 2022;28:179-184.

3. Jebb SA et al. Lancet. 2011;378:1485-1492. 4. Bornhoeft K. J Community Health Nurs. 2018;35:3. 5. Ferrante JM et al. Obes Sci Pract. 2016;2:128-135. 

6. Phelan SM et al. Obes Sci Pract. 2022;8:139-146.

Biases Among Healthcare Professionals Can Increase 

Avoidance of Evidence-Based Treatment for Obesity

• HCPs often prefer to treat obesity with lifestyle 

modifications1,2

– Only 5% to 10% of people using lifestyle modifications 

alone succeed in losing 20% of their weight3

– Healthy behavior ≠ weight-reducing behavior

• Many PCPs …

– Exhibit biases that interfere with seeking, offering, and 

choosing evidence-based treatments to people with 

obesity (PwO)4

– Bring up weight regardless of the reason for the visit, and 

without asking permission to discuss first5

• PwO may delay/avoid care or switch physicians because of 

stigmatizing experiences and poor communication with HCPs6

Blame Shame

Disrespect



• See, acknowledge, and treat the whole person

– Do not attribute all signs and symptoms to obesity

• Identify bias and assumptions

– Engage in perspective exercises and emotional regulationa

– Have a zero-tolerance policy for stigmatizing languagea

• Practice patient-centered communication 

– Use the 5As: start by asking permission to discuss weight

– Discuss obesity as a risk factor for other diseasesa

• Create a welcoming environment 

– Provide a weight-friendly clinic spacea

– Educate office staff on how to avoid bias in greeting and serving patients

• Pursue lifelong learning—weight regulation is complex, and obesity science is advancing rapidly!

– Differentiate obesity factors within and outside the patient’s controla

– Current and emerging AOMs rival bariatric surgery for weight loss efficacy—will change 

realistic expectations
a More details available in the Ginsburg/Sheer systematic review.

1. Ginsburg BM, Sheer AJ. Destigmatizing obesity and overcoming inherent barriers to obtain improved patient engagement. [Updated 2023 Jan 23]. In: StatPearls

[Internet]. Treasure Island (FL): StatPearls Publishing; 2023 Jan-. Available from: https://www.ncbi.nlm.nih.gov/books/NBK578197/. 2. Kennedy AB et al. Fam Pract 

Manag. 2022;29:21-25. 3. Abbasi J. JAMA. 2023;330:399-400. 4. Müller TD et al. Nat Rev Drug Discov. 2022;21:201-223.

AAFP Principles for Managing Obesity, and 

Evidence-Based Techniques for Implementation1-4



Scan to Answer!

1. Convinces them you have good reasons for making changes

2. Provides an opportunity to answer their questions about care

3. Instills a healthy fear of the risks associated with excess weight

4. Ensures that their preferences are considered in the treatment 

strategy

Answer This Follow-Up Polling Question on Your Device

Rethink your choice: What benefit does shared decision-making offer to 

people with obesity (PwO)?

PQ 5



Overview of 

Pharmacotherapeutic 

Options for Obesity



1. Tondt J et al. Obesity Algorithm Slides, presented by the Obesity Medicine Association. www.obesityalgorithm.org. 2023.

https://obesitymedicine.org/obesity-algorithm-powerpoint/. 2. Bayes HE et al. Obesity Pillars. 2022;2:100018. 

An Overview of Recommended 

Obesity Treatments1,2

FDA-Approved for Long-Term Use

Liraglutide, naltrexone/bupropion, 

orlistat, phentermine/topiramate, 

semaglutide, and tirzepatide

Nutritional

intervention

Physical

activity

Behavioral

therapy
Pharmacotherapy

Bariatric

procedures



a Weight reductions for pharmacological treatments are reported as changes from baseline for the intervention. 
b Intragastric balloons; endoscopic sleeve gastroplasty. c Roux-en-Y gastric bypass; laparoscopic sleeve gastrectomy.

1. Koskinas KC et al. Eur Heart J. 2024; 45:4063-4098. 2. Lei X et al. Obesity (Silver Spring). 2021;29:985-994.

Obesity Treatments Have Varying Effects 
on Weight in PwO1

Range of Mean Weight Reduction at ~1 Year, %c

3 to 10

1 to 3

5 to 10 5 to 9 6 to 10
6 to 8

8 to 16
5 to 21

7 to 12.8

25 to 30

Lifestyle 

Interventions

Dietary 

changes
Physical 

activity

Endoscopic/Surgical 

Interventions

Endoscopic 

proceduresb

Bariatric 

surgeryc

Pharmacological Treatmentsa

Orlistat
Naltrexone/ 

bupropion
Liraglutide Semaglutide Tirzepatide 

Phentermine/

topiramate2

updated to same version 

we’re using in other recent 

obesity activities

needed for PT 

question



FDA-Approved AOMs1-7

a Approved for short-term use only. 

1. Slide courtesy of Jaime Almandoz, MD. 2. Tak YJ, Lee SY. Curr Obes Rep. 2021;10:14-30. 3. Giruzzi N. Clin Diabetes. 2020;38:313-314. 4. Angelidi AM et al. Endocr Rev. 2022;43:507-557. 

5. Brandt SJ et al. Peptides. 2018;100:190-201. 6. Tschöp M et al. Diabetologia. 2023;66:1796-1808. 7. Dietz WH, et al. Obesity. 2019;27:1059-1062.

In the Pipeline

• Oral GLP-1 RA

• GIP/GLP-1 RA

• GLP-1 RA/amylin analogs

• GIP/GLP-1/GCG RA

• GLP-1/GCG RA

• PYY analogs

• GDF-15 analogs

Off-Label Medications

• Metformin

• GLP-1 RAs

• SGLT2 inhibitors

• Topiramate

• Bupropion

• Other stimulants

Standards of Care #10

• Discuss and/or prescribe obesity medications, when appropriate

• FDA-approved medications for weight management should 
be used according to product label indications

• Medications should be prescribed in conjunction with the 
lifestyle intervention



Current and Future Indications for Medications 

in the GLP-1 RA and GIP/GLP-1 RA Classes1-10

1. Lincoff AM et al. N Engl J Med. 2023;389:2221-2232. 2. https://clinicaltrials.gov/study/NCT05556512. 3. Malhotra A et al. Contemp Clin Trials. 2024;141:107516. 

4. https://investor.lilly.com/news-releases/news-release-details/fda-approves-zepboundr-tirzepatide-first-and-only-prescription. 5. Vuppalanchi R et al. Aliment 

Pharmacol Ther. 2024;60:17-32. 6. Loomba R et al. EASL 2024. LBO-001. 7. Zile MR et al. Circulation. 2024 Nov 18 [Epub ahead of print]. 8. Perkovic V et al. N Engl

J Med. 2024;391:109-121. 9. Vaduganathan M. AHA 2024. Oral presentation. 10. https://www.novonordisk-us.com/media/news-archive/news-details.html?id=915253.

Current 
Indications

• T2DM

• CV risk reduction

• Obesity

• OSA (tirzepatide)

• CKD (semaglutide)

Ongoing 
Investigations

• MASH

• Diabetes prevention

• AF

• HFpEF



Breaking Through Biases
Uncovering Practical Strategies 

to Engage and Motivate PwO



Intake Form Highlights: 

Mike Simons, a White Man Aged 52 Years

Mike

• Medical history: obesity, hyperlipidemia, hypertension,

sleep apnea, depression

• Family history: brother T2DM, HTN; father prostate cancer 

7 years ago; mother MI 3 years ago, dyslipidemia

• BMI: 36.3 kg/m2; height: 76 inches (193 cm); 

weight 298 lb (135 kg)

• A1C: 6.2%; BP: 138/87 mmHg

• TC: 180 mg/dL; LDL-C: 90 mg/dL; HDL-C: 40 mg/dL;

TG: 250 mg/dL

• Current medications: rosuvastatin, benazepril/HCTZ, 

paroxetine

Visit Notes

• Owns a car dealership; requires 

frequent business socializing over 

drinks and high-fat foods

• Has had depression for 6 months; 

started after divorce

• Has been working out at the gym 

2 days/week for 8 months

• Appears frustrated but has never initiated 

a conversation about weight in the 

15 years he’s been at your practice

• Today’s visit is to examine his 

ankle which he twisted while 

at the gym

How will you initiate a conversation with Mike about his weight?
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Overweight and Obesity Increases the Risk of Lower 

Extremity Injury: Evidence From the US Army1

1. Hruby A et al. Am J Prev Med. 2016;50:e163-e171.



Stage 0

No risk factors

Stage 1

Excess/

dysfunctional 

adipose tissue

Stage 2

Metabolic risk 

factors and 

CKD

Stage 3

Subclinical 

CVD in CKM 

syndrome

Stage 4

Clinical CVD in 

CKM syndrome

• Focus on primordial 

prevention and 

preserving CV health

• Overweight/obesity

• Abdominal obesity

• Impaired glucose 

tolerance

• Hypertriglyceridemia

• Hypertension 
(nonmetabolic etiologies)

• T2DM

• Moderate to 

high-risk CKD 
(nonmetabolic etiologies)

• Metabolic syndrome

• Subclinical ASCVD

• Subclinical HF

• Risk equivalents of 

subclinical CVD: 

very high-risk CKD; 

high predicted risk 

for CVD using risk 

calculator

• CHD

• AF

• HF

• Stroke

• PAD

1. Ndumele CE et al. Circulation 2023;148:1606. 

Obesity Directly Influences Cardiovascular Risk, 

Warranting Specifically Targeted Management1



Duration of Overweight/Obesity and 

Degree of Activity Matters1,2,a,b

a 1,443 adults aged 36-85 years, NHANES 2003-2006. b CVD risk score ranged from 0-6 based on the total number of CVD risk factors: (1) hypertension

(≥140/90 mmHg); (2) diabetes (fasting glucose ≥126 mg/dL or A1C ≥6.5%); (3) high red cell distribution width (>14.6%); (4) high CRP (>0.3 mg/dL); (5) low HDL (males 

<40 mg/dL, females <50 mg/dL); (6) high TG (>150 mg/dL). 

1. Dankel SJ et al. Int J Cardiol. 2015;201:P88-P89. 2. Dietz WH et al. Obesity. 2019;27:1059-1062.

• Negative legacy effect with 

respect to the duration of 

overweight and physical activity

• Overweight and inactivity leads 

to worse outcomes than being 

overweight and active

Standards of Care #8

Recommend appropriate 
levels of physical activity 
and/or refer patients/clients to 
programs that include 
physical activity counseling as 
part of an obesity care effort
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Tools for Practice: 

Guidance on Conducting a Weight Management Visit

Standards of Care #5

Employ evidence-based 
counseling techniques to 
facilitate behavioral change

• CBT, motivational 
interviewing, the “5 As” 
(ask, assess, advise, 
agree, and assist), etc.

Helpful reference 

aids for you and 

your patients are 

available

Visit www.PeerView.com/TBR to access this Practice Aid

needed for PT 

question



Tools for Practice:

Many Medications May Cause Weight Gain

Standards of Care #9

Minimize the use of 
medications that may 
cause weight gain and 
preferentially consider 
those that are weight-
neutral or associated with 
weight loss in PwO

Visit www.PeerView.com/TBR to access this Practice Aid

needed for PT 

question



Tools for Practice:

Incorporating Dietary Counseling in Primary Care

Standards of Care #7

• Refer patients/clients to an evidence-based program or recommend an evidence-based dietary strategy

• Consider individual preference and the potential health benefit of diet composition

Visit www.PeerView.com/TBR to access this Practice Aid



Tools for Practice:

Communicating With Patients About AOMs

Visit www.PeerView.com/TBR to access this Practice Aid



Tools for Practice: Initiating and Titrating AOMs 

in People With Overweight or Obesity Without T2DM

Visit www.PeerView.com/TBR to access this Practice Aid

Start low 

and go 

slow



Recommendations for Mike

Mike

• Medical history: obesity, hyperlipidemia, hypertension,

sleep apnea, depression

• Family history: brother T2DM, HTN; father prostate cancer 

7 years ago; mother MI 3 years ago, dyslipidemia

• BMI: 36.3 kg/m2; height: 76 inches (193 cm); 

weight 298 lb (135 kg)

• A1C: 6.2%; BP: 138/87 mmHg

• TC: 180 mg/dL; LDL-C: 90 mg/dL; HDL-C: 40 mg/dL;

TG: 250 mg/dL

• Current medications: rosuvastatin, benazepril/HCTZ, 

paroxetine

Visit Notes

• Owns a car dealership; requires 

frequent business socializing over 

drinks and high-fat foods

• Has had depression for 6 months; 

started after divorce

• Has been working out at the gym 

2 days/week for 8 months

• Appears frustrated but has never initiated 

a conversation about weight in the 

15 years he’s been at your practice

• Today’s visit is to examine his 

ankle which he twisted while 

at the gym

Applying current guidelines, how will you help Mike manage his weight? 



Scan to Answer!

1. Tell him his injury was likely caused by his weight and 

recommend he pursue weight loss

2. Ask if he is open to being prescribed an antiobesity medication

3. Ask if now is a good time to discuss his weight

4. Refer him to an obesity specialist

Answer This Follow-Up Polling Question on Your Device

Your patient with a BMI of 36.3 kg/m2 is in the office for an assessment of his 

ankle which he twisted at the gym. How would you now initiate a conversation 

about his weight?

PQ 6



Intake Form Highlights:

Janice Harris, a Black Woman Aged 59 Years

Janice

• Medical history: diagnosed with TIA and HTN 8 years ago; newly 

diagnosed with T2DM

• Family history: father T2DM with amputations; mother T2DM 

with dialysis

• BMI: 34.2 kg/m2; height: 66 inches (168 cm); weight 212 lb (96 kg)

• A1C: 9.0%; BP: 126/86 mmHg

• eGFR: 60 mL/min/1.73 m2; UACR: 45 mg/g

• TC: 180 mg/dL; LDL-C: 115 mg/dL; HDL-C: 38 mg/dL; 

TG: 160 mg/dL 

• Current medications: lisinopril, omega-3 fatty acids, metformin

Visit Notes

• School secretary

• Referred by colleague 

in your office for 

weight management

• Janice doesn’t 

want to “end up like 

her parents”

How will you present weight management to Janice as part of her overall care in the long term?



Weight Loss Interventions Can Induce Diabetes Remission1

1. Courcoulas AP et al. JAMA. 2024;331:654-664.

ARMMS-T2D is a pooled analysis of four 

US single-center RCTs investigating 

long-term glycemic control and safety of 

bariatric surgery vs medical/lifestyle 

management in PwT2DM.

• Studies were conducted between 2007 

and 2013 (prior to approval of GLP-1 

RAs and GIP/GLP-1 RAs for obesity)

• Interventions included medical/lifestyle 

management, RYGB, sleeve 

gastrectomy, or adjustable 

gastric banding

• Bariatric surgery is superior to medical 

therapy/lifestyle intervention at 7 to 12 

years of follow-up, but remission is 

not a typical outcome



Weight Loss Efficacy of Glucose-Lowering Medications 

in PwT2DM1

1. Shi Q et al. BMJ. 2023;381:e074068.

GIP/GLP-1 or 
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GIP/GLP-1 and GLP-1–based agents have higher weight loss efficacy 

than most other classes of glucose-lowering agents



Weight Loss Studies of Semaglutide and Tirzepatide

in PwT2DM

1. Davies M et al. Lancet. 2021;397:971-984. 2. Garvey WT et al. Lancet. 2023;402:613-626. 
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1. https://www.accessdata.fda.gov/scripts/cder/daf/. 2. American Diabetes Association Professional Practice Committee. Diabetes Care. 2025;48(suppl 1):S1-S352.

Adding a GLP-1 RA With Proven CVD Benefit Is Recommended 

for PwT2DM in the 2025 ADA Standards of Care1,2

Indications Dulaglutide
Exenatide 

BID

Exenatide

ER
Liraglutide

Semaglutide 

SC

Semaglutide 

PO
Tirzepatide

Adjunct to diet and exercise to 

improve glycemic control in adults 

with T2DM
✓ ✓ ✓ ✓ ✓ ✓ ✓

Adjunct to diet and exercise to 

improve glycemic control in patients 

aged ≥10 years
✓ – ✓ ✓ – – –

Reduce risk of MACE in adults with 

T2DM with established CVD ✓ – – ✓ ✓ – –

Reduce risk of MACE in adults with 

T2DM with multiple cardiovascular 

risk factors
✓ – – – – – –

Reduce the risk of sustained eGFR 

decline, ESKD, and CV death in 

adults with T2DM and CKD

– – – – ✓ – –



Change in Body Weight by 104 Weeks

Semaglutide -9.4%

Placebo -0.9%

Difference -8.5% (95% CI, -8.8 to -8.3)

SELECT Trial: Weight Loss Sustained With Semaglutide 

for 4 Years With Reduced MACE1,2
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1. Lincoff AM et al. N Engl J Med. 2023;389:2221-2232. 2. Ryan DH et al. Nat Med. 2024;30:2049-2057.
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a Not recommended to improve glycemic control if eGFR < 30 mL/min/1.73 m2.

1. https://www.accessdata.fda.gov/scripts/cder/daf/. 2. American Diabetes Association Professional Practice Committee. Diabetes Care. 2025;48(suppl 1):S1-S352.

Adding an SGLT2i With Proven CVD Benefit Is Recommended  

for PwT2DM in the 2025 ADA Standards of Care1,2

Indications Bexa Cana Dapa Empa Ertu

T
2

D
M

 ±
H

F
 ±

C
K

D

Adjunct to diet and exercise to improve glycemic control in adults with T2DM ✓ ✓ ✓ ✓ ✓

Adjunct to diet and exercise to improve glycemic control in patients with T2DM aged ≥10 years – – – ✓ –

Reduce risk of MACE in adults with T2DM with established CVD – ✓ – – –

Reduce risk of CV death in adults with T2DM and established CVD – – – ✓ –

Reduce risk of ESKD, doubling of SCr, CV death, and hospitalization for HF in adults with 

T2DM and diabetic nephropathy with albuminuria
– ✓a – – –

Reduce risk of hospitalization for HF in adults with T2DM and either established CVD or 

multiple CV risk factors
– – ✓ – –

H
F

Reduce risk of CV death, hospitalization for HF, and urgent HF visit in adults with HF – – ✓ – –

Reduce risk of CV death and hospitalization for HF in adults with HF – – – ✓ –

C
K

D

Reduce risk of sustained eGFR decline, ESKD, CV death, and hospitalization for HF in adults 

with CKD at risk of progression
– – ✓ – –

Reduce the risk of sustained decline in eGFR, ESKD, CV death, and hospitalization in adults 

with CKD at risk of progression
– – – ✓ –



Recommendations for Janice

Janice

• Medical history: diagnosed with TIA and HTN 8 years ago; newly 

diagnosed with T2DM

• Family history: father T2DM with amputations; mother T2DM 

with dialysis

• BMI: 34.2 kg/m2; height: 66 inches (168 cm); weight 212 lb (96 kg)

• A1C: 9.0%; BP: 126/86 mmHg

• eGFR: 60 mL/min/1.73 m2; UACR: 45 mg/g

• TC: 180 mg/dL; LDL-C: 115 mg/dL; HDL-C: 38 mg/dL; 

TG: 160 mg/dL 

• Current medications: lisinopril, omega-3 fatty acids, metformin

Visit Notes

• School secretary

• Referred by colleague 

in your office for 

weight management

• Janice doesn’t 

want to “end up like 

her parents”

What changes to Janice’s treatment regimen do current guidelines suggest?



Scan to Answer!

1. An SGLT2i with proven CVD benefit

2. A GLP-1–based agent with proven CVD benefit

3. Intensive lifestyle intervention and reassess in 6 months

4. Increase her metformin and refer for bariatric surgery

Answer This Follow-Up Polling Question on Your Device

A new patient with T2DM, a BMI of 34.2 kg/m2, A1C 9.0% (currently prescribed 

metformin), and a prior MI is referred to you for weight management. She is 

willing to pursue treatment. What would you prescribe?

PQ 7



Train-the-Trainer
CDC Training of Trainers Model



1. https://www.cdc.gov/healthyschools/tths/train_trainers_model.htm. 

Taking the Lead in Improving Care for PwO:

CDC Training of Trainers Model1

Train instructors
A ToT workshop can build a pool 

of competent instructors who can then 

teach the material to other people

Make observations
Provide insight into how adults learn, 

and help instructors be more effective 

in their practice

Direct participants
Direct participants to supplementary 

resources and reference materials

Lead discussions
Lead activities that reinforce learning

Listen effectively
Help instructors be more effective 

in their practice and more responsive 

to the needs of the learners they serve

Support participants
Provide completed, continued, and 

targeted follow-up support once a 

professional development event 

has been completed



Action Plan:

Host an Educational Session for Your Peers

Step 1: Prepare

❑ Collect or develop resources to support obesity care for your practice area

❑ Invite colleagues to participate in a training workshop

❑ Administer the Baseline Survey to participants

❑ Develop an educational activity based on the needs revealed by the Baseline Survey

Step 2: Execute

❑ Include opportunities for the participants to practice the skills you’ve taught

❑ Listen to participants' feedback and answer their questions

❑ Ask the participants to complete the Self-Reflection Worksheet

❑ Provide resources to participants based on their needs

Step 3: Follow Up

❑ Follow up and provide ongoing support to the participants after the activity

❑ Use the feedback to refine or extend your next training workshop

needed for PT 

question



… the challenges they face in managing people with obesity

… their professional attitudes toward care for people 
with obesity

… their skills to care for people with obesity 

Ask those registered for your training session to complete the Baseline Survey.

Then, use their responses to assess what gaps they perceive with regard to … 

Prepare:

Fielding and Analyzing the Baseline Survey

1. Sanchez-Ramirez DC et al. BMC Med Educ. 2018;18:278.

Visit www.PeerView.com/TBR 

to access this Practice Aid

needed for PT 

question



Prepare: 

Developing an Obesity Management Workshop

• Use the Baseline Survey results to 

guide the content

• Download slides from the Slide Library 

to build your slide deck

• Don’t just lecture: include opportunities 

for discussion, listening, and questions

• Demonstrate counseling practices 

through roleplay

• Invite a patient to speak 

• Include a refreshment break to 

encourage network development

Visit www.PeerView.com/TBR to access 

the Baseline Survey and Slide Library



Execute:

Tips for Being a Successful Trainer of Trainers1

1. https://www.cdc.gov/healthyschools/tths/train_trainers_model.htm. 

• Maintain eye contact

• Present a positive attitude

• Speak in a clear voice

• Gesture appropriately

• Maintain interest

– Help participants link training to their practices

• Dissipate confusion

– Lead discussions, listen effectively, and answer questions

– Direct participants to supplementary resources and 

reference materials



Ask them how you can best provide ongoing support to them as they treat 
their patients with obesity

What ideas does this group have for improving respectful, evidence-based 
obesity management in our area?

What are the biggest challenges to offering respectful, evidence-based 
obesity management in our area?

Have those attending your training session complete 
the Self-Reflection Worksheet.

Then, discuss the answers to these questions as a group:

Execute: Group Discussion for the 

Self-Reflection Worksheet

Visit www.PeerView.com/TBR 

to access this Practice Aid



How many learners came?1. Participation

Were their learning needs met?2. Satisfaction

Can they answer questions correctly?3. Knowledge

Can they demonstrate their skills correctly?4. Skills/competence

Are they using their new skills in practice?5. Performance

Are their patients healthier?6. Patient health

Is the community healthier?7. Public health

Follow Up: 

After the Workshop Check Moore’s Levels1

1. Moore DE Jr et al. J Contin Educ Health Prof. 2009;29:1-15.

Use this feedback to 

refine the agenda for 

your next workshop

Answer learner 

questions after the 

activity



Scan to Answer!

1. Mail them brochures about your staff 

2. Replicate the training with a different group of clinicians

3. Answer their questions and update your training based on their 

feedback

4. Convert your presentation into a journal article and submit it

Answer This Follow-Up Polling Question on Your Device

After providing training to other clinicians on obesity management, following 

CDC Training of Trainers guidelines, what would you now do next?

PQ 8



Key Takeaways

• Ask a patient if it’s ok to discuss their overweight/obesity; use a shared 

decision-making approach with all management considerations

• Check your stigma at the door before any conversation about obesity!

• A nutritious diet and physical activity are foundational to healthy living, but 

may have only modest effects on weight

• GLP-1 RAs and GIP/GLP-1 RAs are effective agents for addressing obesity 

and its comorbidities and have favorable effects on CV risk factors and A1C

• Obesity cannot be managed solely by obesity specialists

– Train the Trainer! Teach your colleagues to train others about how to 

improve the quality of the care they provide to PwO 



Please remember to complete and submit 

your program evaluation.

PeerView.com/Obesity-Eval-TBR-ARS

Ready to Host an Obesity Educational 

Session at Your Institution?

Become a trainer by presenting a version of today’s 

content to your peers and receive an honorarium 

of $2,000! 

Contact info@PeerView.com for more information.

Ask your 

questions now!



• AAFP: American Academy of Family Physicians

• ACC: American College of Cardiology

• ACEI: angiotensin-converting enzyme inhibitor

• ADA: American Diabetes Association

• AF: atrial fibrillation

• AGI: alpha-glucosidase inhibitors

• AOM: anti-obesity medication

• ARB: angiotensin receptor blocker

• Bexa: bexagliflozin

• BL: baseline

• BMI: body mass index

• BP: blood pressure

• Cana: canagliflozin

• CBT: cognitive behavioral therapy

• CCB: calcium channel blocker

• CHD: coronary heart disease

• CKD: chronic kidney disease

• CKM: cardiovascular-kidney-metabolic

• CRP: C-reactive protein

• CV: cardiovascular

• Dapa: dapagliflozin

• eAG: estimated average glucose

• EASD: European Association for the Study 

of Diabetes

• eGFR: estimated glomerular filtration rate

• Empa: empagliflozin

• ER: extended release

• Ertu: ertugliflozin

• ESKD: end-stage kidney disease

• FPG: fasting plasma glucose

• GCG: glucagon

• GDF-15: growth differentiation factor 15

• GIP: glucose-dependent insulinotropic peptide

• GLP-1: glucagon-like peptide-1

• HCP: health care professionals

• HCTZ: hydrochlorothiazide

• HDL: high-density lipoprotein

• HF: heart failure

• HTN: hypertension

Abbreviations



• LDL: low-density lipoprotein

• MACE: major adverse cardiovascular event

• MAOI: monoamine oxidase inhibitor

• MASH: metabolic dysfunction–associated 

steatohepatitis

• MASLD: metabolic dysfunction-associated 

liver disease

• MI: myocardial infarction 

• NHANES: National Health and Nutrition

Examination Survey

• NSAID: nonsteroidal anti-inflammatory drug

• PAD: peripheral artery disease

• OSA: obstructive sleep apnea

• PCP: primary care physician

• POC: people of color

• PwO: people with obesity

• PwT2DM: people with type 2 diabetes mellitus

• PYY: peptide YY

• QOL: quality of life

• RA: receptor agonist

• SCr: serum creatinine

• SD: standard deviation

• SDOH: social determinants of health

• Sema: semaglutide

• SGLT2: sodium-glucose cotransporter-2

• SGLT2i: SGLT2 inhibitor

• SSRI: selective serotonin reuptake inhibitor

• subQ: subcutaneous

• T2DM: type 2 diabetes mellitus

• TC: total cholesterol

• TG: triglycerides

• ToT: training of trainers

• TZD: thiazolidinedione

• UACR: urinary albumin-to-creatinine ratio

Abbreviations
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