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Learning objectives
You will learn:

• To understand that the BMI-centric approach used in treatment guidelines has moved to a 
complication-centric approach, with the overall objective of improving the standard of care 
for people living with obesity

• To ensure that patients and their families have access to guidelines so they can engage with 
their healthcare professionals and obtain access to new interventions

• To accept that healthcare professionals’ weight bias/stigma is a reality and deal with this 
positively to ensure that medical treatment is not compromised

• To apply a five-step approach to obesity management which incorporates ‘Ask, Assess, Advise, 
Agree and Assist’ to attain mutually agreed goals with selected therapy.

Introduction

Current obesity treatment guidelines, from those of the Obesity Society in 2014 to the 
European Guidelines in 2019, have moved from a BMI-centric approach focused on 
talking about weight to a complication-centric guideline that focuses on the medical 
complications of obesity. The new Canadian Guidelines 2020 follow this approach.

Earlier guidelines consisted of a three-tiered system, first focusing on diet and 
exercise, then pharmacotherapy, then surgery; today this approach is much more 
rounded and incorporates a holistic clinically intensifying step-wise approach to the 
patient.

This report was made possible 
by an unrestricted educational 
grant from Novo Nordisk. 
The content of the report is 
independent of the sponsor.
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I don’t believe 
that anybody is 
without weight 
bias. We all have 
some obesity 
bias or weight 
bias where we 
have negative 
attitudes 
towards people 
living with 
obesity

2020 Canadian Adult Obesity Guidelines: what is 
new?1

The key principles of obesity management 
are outlined in Table 1.

Firstly, the approach is to use evidence-based 
chronic disease management principles. The 
patient’s lived experience is validated and 
then intervention moves beyond the simplistic 
approach of ‘Eat less and exercise more’ to 
look at the root drivers of obesity.

The Canadian guidelines support the view 
that people who are living with obesity 
(PWOs) should have access to evidence-based 
interventions that include medical nutrition 
therapy and physical activity as the corner-
stones, with additional emphasis on psycho-
logical intervention, pharmacotherapy and 
surgery to support the first two interventions.

Table 1. Key principles of obesity management

Obesity should be managed • Using evidence-based chronic disease management principles
• Must validate patients’ lived experiences
• Move beyond the simplistic approaches of ‘eat less, move more’
• Address the root drivers of obesity.

PWOs • Should have access to evidence-informed interventions, which 
should include:
 – Medical nutrition therapy
 – Physical activity
 – Psychological interventions
 – Pharmacotherapy
 – Surgery.

Scope and key changes of the 2020 Guidelines
The two key objectives in the 2020 guidelines 
are to improve the standard of care for PWOs 
and improve access to care, which means that 
PWOs needed to have access to the actual 
document available online. The target users 
for the Canadian guideline were primary care 
practitioners, policymakers, PWOs and their 
families. The latter can approach their health-
care provider and say, “There is evidence that 
there is treatment for me.”

The main aspect that was changed was the 
attention given to weight bias, weight stigma 
and weight-based discrimination. Without 
dealing with this issue, there can be little 
progress with any treatment guidelines. It is 
known that most healthcare providers are 
weight-biased and what this means is that 
there is a negative personal attitude toward 
and view of obesity and PWOs.

Check your attitude
Research has shown that up to 70% of health-
care providers have demonstrated weight bias 
or weight stigma when dealing with PWOs, so 
it is vital to check personal attitudes. 

“I don’t believe that anybody is without 
weight bias. We all have some obesity bias or 
weight bias where we have negative attitudes 
towards PWOs. I also don’t believe one is able 
to get rid of this, but I believe clinicians can 
try not to act on it; by being aware of it, one 
can put measures in place to ensure this.” 

The realisation that obesity is a chronic 
disease where abnormal, excessive body fat 
impairs health and that BMI is an indicator 
of body size, but not health, allows the clini-
cian to focus on the person’s health by check-
ing their blood pressure, looking at blood 
sugar and other comorbidities. It is important 
to understand, however, that not everyone 
with a larger body size or a high BMI will 
have obesity-related complications.
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We want to 
ensure that we 
don’t assume 
that all patients 
living with 
obesity are 
prepared to 
initiate obesity 
management 
and that’s where 
the ask comes 
from

Five-step (5As) approach to obesity management
In this approach there are five steps to obesity 
management (Figure 1). The first step is to 
ask the patient for permission to talk about 
elevated weight or to talk about treatment for 
elevated weight. This is an important step and 

not applicable to other medical conditions. If  
somebody has coronary artery disease and is 
sitting in front of the consulting cardiologist, 
they are not asked, “Can I treat your coro-
nary artery disease?”

Obesity-related consultations are different. 
Clinicians need to be asking the PWO about 
their observed overweight; the reason for 
the exploration of the topic is to create an 
opportunity to show compassion and empa-
thy. PWOs have frequently been treated very 
poorly over a very long time and are ready 
for you to do the same thing again, but as 
a clinician you can change things by being 
compassionate and empathetic. This starts 
with ‘the ask’: “Can we move forward with 
treatment for elevated weight? I will respect 
your decision.”

Frequently, the patient will not actually 
interact with you with regard to their elevated 
weight; perhaps even as the physician you are 
thinking negatively: “He is not interested in 
losing weight because he’s not bringing it up; 
he doesn’t seem to actually care about it.”

This is not the case. PWOs do care about 
their elevated weight; they would like you to 
ask them about it. They would like you to tell 
them that there are now effective treatments 
for it. Once that interaction and dialogue 
start, one can help the patient in a very sig-
nificant way.

Obesity – not all patients are in the same boat
When looking at obesity management, it is 
clear that obesity is responsible for a number 
of medical conditions; 80% of type 2 diabetes 
is caused by obesity. Coronary artery disease 
is also related to obesity, as are hypertension 

and hyperlipidaemia; these comorbid condi-
tions need to be measured and treated. If  the 
obesity is dealt with, there will be a resultant 
decrease in a number of these chronic medi-
cal conditions.

Step 1: Recognition of obesity as a chronic disease
The first A is the ask; asking the patient for 
permission to talk about this chronic disease.

“As clinicians, we know that obesity is a 
chronic disease that requires individual treat-
ment and long-term support. We know that 

weight bias in a healthcare setting can reduce 
the quality of care for PWOs and worsen 
their outcomes. We want to ensure that we 
don’t assume that all PWOs are prepared to 
initiate obesity management and that’s where 
the ask comes in (Figure 2).” 

Figure 1. Five-step (5As) approach to obesity management

Ask the patient’s 
permission

Discussion of the 
core treatment 

options

Assessment of an 
individual living 

with obesity

Agreement 
regarding goals of 

therapy
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Even if  your patient has elevated weight but 
they are not ready for treatment, we have to 
respect that decision. It is important to let 
them know that there are good treatment 

options available and, if  at any time they 
would like to discuss it, one is here to talk to 
them about their elevated weight.

Step 2: Assessment of the patient
The next step is the assessment step (Figure 
3); so we can follow the 5A framework where 
healthcare providers will look at screening, 
assessing and managing. In this step, measure 
the BMI and waist circumference. Measuring 

BMI is not the most important measure, as 
the health parameters are in fact the most 
important, but BMI is measured for epide-
miological purposes. 

Waist circumference should be measured in 
individuals with a BMI between 25 and 35. 
Below a BMI of 25, it is not necessary to 
measure this attribute; likewise in patients 
with a BMI of 35, as we already know that 
their waist circumference will certainly be ele-
vated. Waist measurement between a BMI of 
25 and 35 is most important to assess the risk 
of comorbidities. An individual with a BMI 
of 28 and an elevated waist circumference has 
an actual and increased risk of developing 
weight-related comorbidities. 

For example, white males in the overweight 
category, with a BMI of 25 to 30, mostly have 
significantly elevated waist circumferences 
and are at risk of metabolic conditions such 
as coronary artery disease.

A comprehensive history of the patient is 
needed to identify some of the root causes 
of their weight gain; it is important to assess 
why they may have gained weight in the past, 
what some of their complications are and 
particularly what some of the barriers to 
treatment are.

Blood pressure, fasting plasma glucose, 
HbA1c and lipid profiles are also meas-
ured at this stage. These can be used in 
the Edmonton Obesity Staging System 
to determine the severity of the person’s 
elevated weight.2 If  there are a number 
of medical conditions associated with the 
elevated weight, these patients are at a higher 
Edmonton Obesity Stage and that determines 
how aggressive treatment should be.

Figure 2. Recognition of obesity as a chronic disease

Figure 3. Assessment of the patient
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3

2

Chronic disease requires individualised treatment and long-term support

Weight bias in healthcare settings can reduce the quality of care for patients living with obesity 
and worsen their outcomes

Don’t assume all patients living with obesity are prepared to initiate obesity management

Ask patient’s permission to discuss obesity before proceeding
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Step 3: Advise: Discussion of treatment options – 
diet vs medical nutrition therapy 
In Step 3, treatment options are discussed 
with the patient (Figure 4). “We know that 
nobody loses weight unless fewer calories are 
consumed, so we know that medical nutrition 

therapy or having an appropriate diet is a cor-
nerstone of therapy.’’ Physical activity/getting 
healthy is another cornerstone of therapy.

The important aspect to emphasise is that 
the ability to maintain dietary options and 
physical activity is rooted in three major 
interventions: psychological intervention, 
pharmacotherapy and surgery. It is very dif-
ficult to maintain a dietary intervention or 
physical activity over the long run without 
these three major supporting pillars.

In the Canadian guidelines, we have dis-
pensed with the word ‘diet’ – ‘diet’ has a 

lot of negative connotations and is mainly 
associated with just a decrease in calories and 
nothing else – and replace it with the concept 
of medical nutrition therapy. 

What does that mean? Essentially, it means 
that the person is eating in a healthy fashion, 
appropriate for their medical condition; if  
diabetes or pre-diabetes is present, then a 
lower-carbohydrate dietary intervention is 
followed (Figure 5). 

Figure 4. Advise: Discussion of treatment options

Figure 5. Diet vs medical nutrition therapy

Medical nutrition therapy and physical activity:

• Are part of any chronic disease management strategy, including obesity management

• In combination with adjunctive obesity treatments can be tailored to meet an individual’s health-related or 
weight-related outcomes.
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Everyone should 
try to be more 
active than they 
were previously. 
The benefit of 
greater physical 
activity is better 
health.

If  there is concomitant high blood pressure, 
the DASH diet is recommended. If  there is 
coronary artery disease, the Mediterranean 
diet fits the bill. The aspect of lowering 

calories is introduced with any of the three 
major pillars already mentioned: psychologi-
cal intervention, pharmacotherapy or bari-
atric surgery.

How do the three pillars support medical nutrition and physical activity 
changes? 

Psychological intervention involves more 
than just the encouragement of will power. 
It’s more about maintaining the behavioural 
changes that a patient needs based on fea-
tures such as: emotional eating, coping 
strategies, managing sleep, time and stress. 
This cognitive behavioural therapy is a major 
supporting treatment option because ongo-
ing commitment to lifestyle change cannot 
be made easily by an individual on their 
own; it often requires the assistance of a 
healthcare provider trained in psychological 
intervention.

The pharmacotherapy options also support 

the individual’s actions, as does bariatric 
surgery.

When it comes to physical activity, 30-60 min-
utes of moderate to vigorous physical activity 
on most days of the week is recommended, 
and this should be considered for everybody. 
Everyone should try to be more active than 
they were previously. It is clear, however, that 
increased activity does not lead to a signifi-
cant amount of weight loss. The benefit of 
greater physical activity is better health, so 
exercise should always be encouraged on a 
regular basis. 

Steps 4 & 5: Agree & Assist
The last two steps are ‘the agree’ and ‘the 
assist’ concepts. The agree is to agree with the 
patient on realistic expectations, sustainable 
behaviour goals and desired health outcomes 
(Figure 6). “We would like patients to agree 
on a value attributable to the therapy, so what 
is of value to them? Is it being healthy enough 

that they are around for their grandchildren, 
which is a long-term goal, as opposed to a 
short-term goal, e.g. ‘I would like to be able 
to run 5km’. The latter is not really what we 
are looking for. We are looking for why they 
want to lose weight over the long term.”

At this step, it is important to look at the 
follow-up needed, e.g. if  somebody said that 
they are not interested in pharmacotherapy at 

one point, maybe a few years later they may 
actually be ready because weight continues to 
be challenging throughout the person’s life.

Figure 6. Agree and Assist

Agree on realistic expectations, sustainable behavioural 
goals, and health outcomes. Agree on a personlised 

action plan that is practical and sustainable and 
addresses the drivers of weight gain.

Assist in identifying and addressing drivers and barriers. 
Provide education and resources. Refer to appropriate 

providers or interdisciplinary teams (if available). 
Arrange for regular, timely follow-up.
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Considerations in the use of pharmacotherapy for 
obesity
When pharmacotherapy for obesity is consid-
ered, mechanism of action, safety, side effect 
profile and overall tolerability must be evalu-
ated; the patient’s existing comorbidities must 

also be taken into account. All four criteria 
are important with regard to selecting a phar-
macotherapy option for that patient.

Algorithm: Choice of obesity pharmacotherapy
The Canadian guidelines provide a pragmatic 
algorithm for the choice of pharmacotherapy, 
particularly with reference to primary care 
interventions (Figure 7).

Figure 7. Algorithm: Choice of obesity pharmacotherapy

Consider comorbidities  
or specific features

Diabetes, prediabetes, 
hypertension, obstructive 
sleep apnoea, polycystic 

ovarian syndrome

Craving, depression, 
smoking

BMI ≥30kg/m2 or BMI ≥27kg/m2 
plus obesity-related comorbidities

Consider stopping 
or changing meds 

associated with weight 
gain if possible

Using the algorithm, one starts with 
the patient’s BMI. If  they fit the criteria 
described earlier, pharmacotherapy can be 
advised. Firstly, consider stopping or chang-
ing medications that are associated with 
elevated weight if  at all possible. 

Secondly, the comorbidities and specific fea-
tures of the patient need to be evaluated. If  
diabetes, pre-diabetes, hypertension, obstruc-
tive sleep apnoea and/or polycystic ovarian 
syndrome are present, there is evidence for 
the GLP-1 analogues to be the first choice in 
all these areas.

On the other hand, if  attributes such as crav-
ings, depression and smoking feature strongly, 
there is evidence for the use of the naltrexone/
bupropion combination as the first-line agent.

When diabetes or pre-diabetes is present, lira-
glutide is the first choice; the second choice 
is naltrexone/bupropion and the third choice 
orlistat. If, on the other hand, the patient 

smokes and has cravings, naltrexone/bupro-
pion can be regarded as a first choice; second 
choice is liraglutide with orlistat as third 
choice (Figure 8).

*This combination is not yet available in South Africa

Figure 8. Algorithm: Choice of obesity pharmacotherapy

*Naltrexone/ 
bupropion 1st choice

Liraglutide 2nd

Orlistat 3rd

Liraglutide 1st choice 
(for DM level 1, grade A: 
preDM level 2, grade B)

*Naltrexone/ 
bupropion 2nd  

(for DM level 2, grade B)
Orlistat 3rd  

(for DM level 2, grade B)

Assess after 3 months 
on therapeutic dose

Not sufficiently 
successful for weight 

management

Discontinue medication 
and try second-line OR 

continue medication and 
add second-line agent

Successful for weight 
management

Continue medication

There is more and more evidence that the 
GLP-1 analogues have benefits within the 
mesolimbic, hedonic part of the brain that 
drives cravings, and that they therefore work 
within the craving centres.

With regard to assessment, how do you 
assess that the medication is working? After 
a three-month time frame, the patient should 
be assessed based on whether they have been 
successful in respect of the aspects that you 
are trying to prevent and treat. 

It is important to note that we are not always 
trying just to treat weight. As clinicians, our 
efforts are aimed at treating patients with 
diabetes, pre-diabetes and cravings, so if  those 

http://www.denovomedica.com


Disclaimer
The views and opinions expressed in the article are those of the presenters and do not necessarily reflect 
those of the publisher or its sponsor. In all clinical instances, medical practitioners are referred to the 
product insert documentation as approved by relevant control authorities.

8  I  AUGUST 2021

Five-step guideline approach to obesity management

EARN FREE
CPD POINTS

Are you a member of 
Southern Africa’s leading 

digital Continuing 
Professional Development 

website earning FREE 
CPD points with access to 

best practice content?

Only a few clicks and 
you can register to start 

earning today

Visit

For all Southern African 
healthcare professionals

www.denovomedica.com

DeNovo Medica

@deNovoMedica

deNovo Medica

Find us at

Published by

70 Arlington Street, Everglen, Cape Town, 7550
Tel: (021) 976 0485  I  info@denovomedica.com

© 2021 deNovo Medica
Reg: 2012/216456/07

This summary report was compiled for 
deNovo Medica from a recent talk by  
Dr Sean Wharton,  
Medical Director, Wharton Medical Clinic, 
McMaster University, Toronto, Canada

factors have improved, treatment should be 
continued. If  these aspects haven’t improved 
or have improved only marginally, a second 
medication can be added; alternatively the first 
medication can be stopped if  there wasn’t any 

benefit and a second medication introduced.

In diabetes one often starts with one medica-
tion and then adds another. This is also likely 
to be a valid strategy for treating obesity.

Key learnings

• There are three medications currently available for use in South Africa; liraglutide, naltrexone/bupropion 
and orlistat

• All three medications have been shown to be effective in producing weight loss greater than placebo for 
at least one year

• Do not use medications that are not approved as pharmacotherapy for obesity management, such as 
thyroid medications, to achieve weight loss 

• Do not use treatments that could be problematic or harmful to the patient

• It is important to know that the individual response to obesity management is a heterogeneous one; 
some people lose a lot of weight and some do not. There is a need to respect the fact that there is going 
to be variability.

• The response to medications can also differ from patient to patient and that also needs to be taken into 
account

• In choosing the most appropriate obesity pharmacotherapy, consider the mechanism of action, safety, 
potential side effects and tolerability, contraindications, drug interactions and also the mode of 
administration.
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