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Abstract
Purpose of Review While obesity-related comorbidities are frequently addressed and treated in primary care (PC), obesity itself is
undertreated. We review the current treatments for obesity and provide potential provider and system-level strategies for
integrating weight management and improving longer term obesity care within PC settings.
Recent Findings We now understand that the body develops multiple mechanisms to resist weight loss and promote weight
regain, making both weight loss and weight loss maintenance challenging. Therefore, weight management often requires
medically supervised interventions and should be treated on a long-term basis. However, there are multiple barriers to improving
obesity care within PC settings.
Summary Clinically, utilizing strategies such as a shared decision-making approach and the 5As to discuss treatment options can
facilitate formulating an obesity treatment plan. Utilizing telehealth, a team-based approach, and community partnering can
increase patient access to intensive behavioral interventions. Future studies should evaluate other cost-effective methods to
implement obesity care into the PC setting.

Keywords Obesity .Weightmanagement . Primary care . Challenges/barriers . Shared decisionmaking

Introduction

Obesity was defined as a disease by the World Health
Organization and Centers for Medicaid and Medicare in
2013 [1]. Worldwide, the prevalence of obesity has tripled
since 1975 [1], and it is one of the leading causes of death in
the United States (US) and worldwide [2]. Obesity is caused
by complex interactions between genetic, behavioral, and en-
vironmental influences [3–5]. These influences lead to accu-
mulation of adipose tissue and dysregulation of the body’s
energy regulatory systems, making weight loss difficult [5].
Obesity is associated with reduced quality of life, poorer men-
tal health, and serious comorbid conditions including cardio-
vascular disease, diabetes, and cancer [6, 7].

While obesity-related comorbidities are frequently ad-
dressed in primary care (PC), obesity itself is chronically
undertreated [8–11]. A cross-sectional study of National
Health and Nutrition Examination Survey (NHANES) data
between 2011 and 2018 showed that only 40% of adults with
overweight or obesity reported that they received counseling
to lose weight [12]. By under-treating obesity in PC, wemiss a
valuable opportunity to reach many patients and improve their
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overall health. Considering there are over 480 million PC
visits per year across the US [13], successfully integrating
obesity treatment into PC could have a substantial public
health impact and meaningfully address the obesity epidemic.
However, there are several challenges to improving the care of
obesity in PC settings.

The authors of this article are a group of primary care and
obesity clinicians and researchers, committed to improving
obesity-related treatment in PC settings. We will review the
evidence for current treatments and provide examples and
recommendations to incorporate established clinical guide-
lines into a PC practice.

Diagnosis and Classification of Obesity

In this review, we will refer to the following terms: overweight
(BMI 25.0–29.9 kg/m2), class I obesity (BMI 30–34.9 kg/m2),
class II obesity (BMI 35–39.9 kg/m2), and class III obesity
(BMI ≥ 40 kg/m2). When evaluating and treating obesity, it is
important to classify obesity to help guide treatment, as higher
obesity class is associated with increased mortality [14–16].

A Review on Current Treatments for Obesity

Lifestyle and Behavioral Therapy

Structured lifestyle intervention is fundamental to the treat-
ment of obesity, even when pharmacotherapy and surgery
are indicated [17]. The United States Preventive Services
Task Force (USPSTF) recommends that clinicians offer or
refer patients with obesity (BMI ≥ 30 kg/m2) to intensive,
multicomponent behavioral interventions as a grade B recom-
mendation [18].

Behavioral interventions are meant to improve adherence
to lifestyle recommendations. These can include self-monitor-
ing, goal-setting, stimulus control (e.g., reducing the availably
of tempting foods), stress reduction, improved sleep quantity
and quality, and/or psychological therapy [17, 18].

To qualify as “intensive”, the USPSTF recommends at
least 12 sessions where weight management is discussed over
1 year. The intervention should last at least 1–2 years, with a
3–12 month “core” phase where the majority of the weight
loss occurs followed by a 9–12 months “maintenance” phase
[18]. Evidence supports making small incremental changes
with frequent and long-term follow-up to provide accountabil-
ity and make adjustments to the approach when needed [17].

A “multicomponent” intervention combines behavior mod-
ification with other strategies (e.g., cognitive therapy, group
sessions, dietary education) to change one’s lifestyle habits
[19]. One well-known example of an intensive, multicompo-
nent intervention is the Diabetes Prevention Program (DPP),

which was originally provided as one-on-one sessions and has
been adapted to group sessions [20]. Healthcare system–based
weight management programs or interventions such as the
MOVE! Weight Management Program at the Veterans
Health Administration (VHA) [21, 22] or commercial pro-
grams such as WW (Weight Watchers) have also been found
to be effective [23].

A Healthy Meal Plan

Reduced caloric intake is necessary to create an energy deficit
and promote weight loss [17]. The American Heart
Association/American College of Cardiology/The Obesity
Society (AHA/ACC/TOS) guidelines discuss three different
strategies for prescribing a reduced calorie diet. These include
(1) 1200–1500 kcal/day for women and 1500–1800 kcal/day
for men, (2) 500–750 kcal/day energy deficit (e.g., cutting out
soda and snack foods), or (3) prescribing one of the evidence-
based diets that restrict certain food types to create an energy
deficit (e.g., DASH, Mediterranean, or low carbohydrate diet)
[24–26, 27•].

Studies show that the relationship between different mac-
ronutrients is complex and that adjusting the macronutrient
components of a patient’s meal plan can facilitate weight loss
[26]. Food properties such as satiety value, taste, and energy
density are powerful determinants of total calories ingested.
For instance, high fat diets tend to have higher energy density,
complex carbohydrates can facilitate reduction in energy in-
take, and protein has a high satiety effect [26]. We encourage
clinicians to consider these properties when discussing dietary
recommendations with patients. For instance, if a patient re-
ports hunger shortly after having a meal, increasing their pro-
tein content of each meal may prolong their satiety and stave
off hunger.

Meal replacements can also be incorporated into a patient’s
meal plan to help them adhere to a reduced calorie diet.
Multiple studies have shown that incorporating meal replace-
ments even for just one or two meals per day can lead to
greater weight loss, compared to a meal plan comprised of
the same calorie target using only “conventional” foods [28].
Meal replacements have several benefits that allow patients to
adhere to their meal plans besides calorie control, including
portion control, structured eating, stimulus narrowing and
control, and palatability [11]. Meal replacements can success-
fully be used in the PC setting for weight loss and weight
maintenance [29, 30]. Currently, there is no established defi-
nition of a “meal replacement”, and food products can include
beverages, snacks/bars, and preparedmeals/entrees and can be
purchased at a weight loss clinic, commercial weight loss
center, or over the counter. Generally, we recommend that
each meal replacement contain 20–30g of protein, at least
5 g of fiber, fewer than 10g of carbohydrates, fewer than 5g
of fat, and be supplemented with all essential vitamins and
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nutrients. A prescribed meal plan with meal replacements
should last for at least 2 weeks and can be prescribed indefi-
nitely without any laboratory monitoring if it has at least 1200
kcal/day [27•]. However, to most effectively incorporate meal
replacements and prevent attrition, regular follow-up is need-
ed to provide continued education, counseling, and track prog-
ress [31]. Patients with diabetes especially require intensive
self-monitoring of blood glucose [31].

While patients may inquire about a specific or popular diet,
there is not enough evidence to prescribe one diet over another. A
reduced calorie meal plan should be selected to reflect patients’
personal and cultural preferences to promote adherence. It is also
important to meet patients where they are in their dietary behav-
iors. For one patient, it may be reasonable to recommend a high
protein, low carbohydrate diet. For another patient who is eating
fast food for eachmeal, focusing onmakingmore meals at home
and on ensuring fruits and vegetables are consumed with each
meal may be a more achievable starting goal.

Physical Activity

Increasing physical activity (PA) and decreasing number of
sedentary hours should be discussed at every visit, as PA is
important for both initial weight loss and weight maintenance.
Multiple meta-analyses have shown that doing ≥ 150 min/
week of moderate intensity activity leads to weight loss when
combined with a reduced calorie diet [32–34]. In terms of
weight-loss maintenance, studies show that 200–300 min/
week is required to attenuate weight regain [35] and increased
exercise is associated with longer term weight loss [36–38].
Aerobic activity should be the major component of a PA plan,
as it has been shown to have the highest potential to reduce
visceral adipose tissue [39]. Resistance training should also be
included to preserve lean muscle [17], which is particularly
important in post-menopausal women [40]. We recommend
assessing patients’ current PA levels and capabilities to indi-
vidualize PA plans [17]. For some patients, a reasonable first
goal may be to reduce recreational screen time to reduce
prolonged sitting.

Pharmacotherapy

Medication Reconciliation — Reconsider Medications that
Promote Weight Gain

Before prescribing weight-loss medications, a PC provider
(PCP) should use their longitudinal relationship to ensure cur-
rent medications are not contributing to weight gain. Although
medication reconciliation is typically done at all clinic visits,
for patients with overweight or obesity, special attention
should be taken to attempt to replace medications that promote
weight gain with alternative medications that are weight neu-
tral or promote weight loss, as this may attenuate weight gain.

The Obesity Action Coalition (OAC) offers a succinct list of
common medications to consider replacing with a medication
that is weight neutral or promotes weight loss (https://www.
obesityaction.org/wp-content/uploads/prescription_
medications.pdf).

Benefits of Pharmacotherapy

Prescription medications used to treat overweight and obesity
are currently referred to as “anti-obesity medications” to em-
phasize the goal of treating a disease.

In the 2018 USPSTF systematic review, pharmacotherapy-
based weight loss trials showed greater weight loss and decrease
in waist circumference, higher likelihood of losing 5% of body
weight, and better weight-loss maintenance compared with pla-
cebo groups [41]. The expected weight loss with lifestyle is 5–
10%, and the addition of medications increases the likelihood of
attaining clinically significant weight loss [17]. While lifestyle-
based interventions are at the foundation of any obesity treatment
plan,we often see less successwhen used alone, in part due to the
pathophysiology of obesity [17]. Once obesity develops, meta-
bolic adaptations and alterations in hunger and satiety signals
often lead to weight regain [41]. The purpose of medications is
to help patients adhere to the reduced calorie diets by combating
the body’s mechanisms to resist weight loss. Typically, anti-
obesitymedications do this by controlling appetite and regulating
hunger and satiety signals. As with other diseases such as diabe-
tes and hypertension, PCPs must understand the key biological
underpinning of obesity and use any tools available for treatment,
including pharmacotherapy. Additionally, some anti-obesity
medications, such as glucagon-like peptide 1-receptor agonists
(GLP-1RAs), have beneficial effects on cardiovascular outcomes
and mortality [42, 43].

Who Should Be Started on Pharmacotherapy?

Current indications for anti-obesity medications are BMI ≥
30 kg/m2 or BMI ≥ 27 kg/m2 with obesity-related comor-
bidities [24, 44]. Pharmacotherapy should especially be
considered for patients who have not met weight-loss goals
(≥ 5% of total body weight at 3–6 months) with lifestyle
intervention alone. The decision to initiate drug therapy
should be individualized, weighing the risks and benefits
of all treatment options. Medications should always be
used as an adjunct to lifestyle modifications. A medication
should be continued for no longer than 3 months if no
significant weight loss is seen [45•], at which point the
medication options should be reassessed.

Off-Label Medications for Weight Loss

Metformin Consider metformin for patients with pre-diabetes
or diabetes with overweight or obesity who are not already on
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medical therapy. While studies have shown that metformin
can lead to greater weight loss compared to placebo even in
people who do not have diabetes or insulin resistance [46, 47],
greater weight loss is achieved in patients that have some
evidence of insulin resistance [46].

Topiramate Topiramate is FDA-approved for migraine pro-
phylaxis and epilepsy. For weight management, topiramate
has been well-studied in patients with and without type 2
diabetes. In patients with overweight/obesity and type 2 dia-
betes, topiramate produced significantly greater weight loss
compared to placebo, improvements in hemoglobin A1c [48,
49], and body fat [49]. Similarly, in patients without type 2
diabetes, topiramate was more likely to produce clinically
significant weight loss compared to placebo [50].

Topiramate has also been found to be effective in
preventing weight gain associated with binge eating disorder.
Binge eating disorder (BED) is treatable eating disorder that is
characterized by recurrent episodes of eating large quantities
or food, often associated with a feeling of a loss of control
during these episodes and shame and/or distress, and without
regular compensatory measures to prevent weight gain [51,
52].Multiple studies have shown that when used to treat binge
eating disorder in patients with obesity, topiramate can reduce
the number of binge episodes per week and per day, weight,
and BMI [53–55]. We do highly recommend considering and
discussing psychotherapy for treatment of BED even in cases
where pharmacotherapy is utilized [56].

Lastly, topiramate has also been shown to lead to weight
loss in co-administration with antipsychotics for treatment of
schizophrenia [57, 58].

GLP-1RAs The American Diabetes Association recommends
adding a GLP-1RA or an SLGT-2 inhibitor for patients with
type 2 diabetes as the next step in therapy for patients already
on metformin with a need to lose weight or minimize weight
gain if there are no contraindications [59]. Currently, only two
GLP-1Ras are approved for treatment of obesity— liraglutide
3.0mg daily and semaglutide 2.4mg weekly. However, a sys-
tematic review showed that compared to placebo, all GLP-
1RAs, except for albiglutide, significantly reduced weight
[60]. Given this data, we do encourage clinicians to highly
consider this medication class when treating patients with type
2 diabetes and obesity.

Table 1 provides an overview of common FDA-approved
anti-obesity medications as well as medications often used
off-label for weight management.

Bariatric Surgery

Patients with BMI ≥40 kg/m2 or with BMI ≥ 35 kgm2 and 1 or
more obesity-related comorbidities (e.g., diabetes, hyperlipid-
emia, or hypertension) qualify for bariatric surgery.

Qualifications for bariatric surgery will vary by health insur-
ance. Bariatric surgery is a proven intervention that can safely
lead to substantial weight loss. Expected weight loss is 20–
30% for laparoscopic sleeve gastrectomy (LSG) and 25–35%
for Roux-en-Y gastric bypass (RYGB) [61]. Referral for bar-
iatric surgery should be considered for patients who fit these
criteria and are motivated to lose weight [24].

LSG and RYGB are currently the most common bariatric
surgeries performed currently. Bariatric surgery should espe-
cially be considered in patients with uncontrolled type 2 dia-
betes, as multiple studies have shown greater weight loss,
decreased number of glucose-lowering medications including
insulin, and higher quality of life in surgical patients compared
to intensive diabetes medical therapy at 3 and 5 years after
surgery [62, 63]. More recent studies suggest that RYGBmay
have better potential at inducing diabetes remission than LSG
[64].

Endoscopic Procedures

Bariatric endoscopic procedures are emerging as another treat-
ment option for patients with obesity [65–67]. These therapies
include a variety of devices and procedures, (e.g., intragastric
balloons and sleeve gastroplasty) are minimally invasive, and
can serve as a safer option for poor surgical candidates [65,
66]. Currently, however, endoscopic procedures have mini-
mal coverage by insurance which currently limits their use
in the US.

A Word on Weight Maintenance

PCPs should be ready to support patients who have intention-
ally lost weight to help them maintain their weight loss. For
many patients, this can be a challenging phase; in fact, most
people who lose weight through lifestyle interventions regain
weight [68]. Data suggest that sustained lifestyle support and
continued self-monitoring of diet, PA, and weight are helpful
in promoting weight loss maintenance [69]. A recent interna-
tional systematic review indicated that increased PA was the
most consistent positive correlate of weight loss maintenance
[70]. Increased exercise is required because there is a decrease
in basal metabolism with weight loss, so increasing exercise
allows for a higher calorie intake per day, which may be more
sustainable. Additionally, eating more restaurant meals has
been associated with weight regain [71], so encouraging pa-
tients to prepare most of their meals at home may help.

Barriers and Challenges to Integrating Weight
Management Treatments and Improving Obesity Care
Within the PC Setting

While the number of board-certified physicians in obesity
medicine continues to increase, there are not enough obesity
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specialists to treat all patients requiring treatment. As of
February 2019, 2577 physicians were certified by the
American Board of Obesity Medicine (ABOM) [72]. With
the increasing number of persons with obesity, there are ap-
proximately 11,000 new persons with obesity per every new
ABOM diplomat [73]. Thus, PCPs must be able to provide
succinct and practical weight loss advice to their patients.

On the provider level, lack of training and perceived lack of
time are among the most commonly reported barriers to ad-
dressing weight management in PC [74, 75]. One study
showed that while 94% of internal medicine residents agreed
it was their role to discuss nutrition with patients, only 14%
felt adequately trained to provide nutrition counseling [76].
For PCPs who already have a disproportionate amount of
work outside of the-face to-face encounter, it is difficult to
find more time to conduct chart reviews, monitor patients,
and communicate with patients about their progress with med-
ications. When integrating weight management into clinical
practice, it is important to allot time for the physician to review
lifestyle modifications, behavioral changes, and monitoring
measures (if indicated), to prescribe medications safely and
effectively for obesity.

Apart from these logistical barriers, providers’ beliefs
about obesity and obesity stigma can also impact quality of
care and medical decision-making [77]. Most Americans
(59%) still believe that obesity is caused by lack of willpower
[78]. We know that this is not the case— the cause of obesity
is multi-factorial and largely to do to factors (e.g., genetics,
environment) that are beyond a person’s individual control.
For instance, the heritability index of obesity is 40–70% [79],
which is similar to height, and there are >120 loci for poly-
genic forms of obesity [80]. A national web-based survey of
health care providers showed that 59% of healthcare providers
wait for the patient to bring up their weight before discussing
treatment [75]. However, many patients report feeling stigma-
tized not only in their daily life, but also in healthcare settings
and consequently avoid seeking healthcare [81–84]. Creating
a welcoming and comfortable environment, taking on the re-
sponsibility to discuss patients’ weight, and using neutral
terms may help decrease stigma in the healthcare setting.

On the practice level, lack of reimbursement and infra-
structure make obesity care challenging [85]. The
Strategies to Overcome and Prevent (STOP) Obesity
Alliance recommends that all personnel staffs are provided
education and training on avoiding bias and stigma and
that all resources are cataloged [86••]. This requires a col-
lective staff effort, time, and investment, and cannot be
done alone by one provider. While some clinics may have
the infrastructure and support to implement these mea-
sures, many do not. Furthermore, there may be few ser-
vices available, such as dietitians, intensive behavioral pro-
grams, or even gyms. Another significant problem is the
poor reimbursement by health insurance for obesity

counseling and for anti-obesity medications [75, 87]. A
national web-based survey of healthcare professionals
showed that 53% of providers indicated that improved re-
imbursement would improve their ability to counsel pa-
tients about obesity [75].

Integrating Clinical Guidelines into PC

Counseling Frameworks for Obesity

Shared Decision-Making The shared decision-making (SDM)
approach helps the provider and patient arrive at a mutually
agreed upon treatment plan and can increase acceptance of
medical or surgical treatment for obesity [88]. Patients’weight
loss expectations largely overestimate what is achievable with
any weight loss treatment [89]. Current studies show that only
~10% of people with obesity lose 20% of their weight with
intensive lifestyle and behavioral therapy [90], compared to
over 70% of patients that lose greater than 20% of their weight
with bariatric surgery, and 32% of patients with semaglutide
2.4mg weekly [91, 90]. This dichotomy in expectation and
biologic reality may lead to a feeling of failure even though
the intervention was unlikely to give the anticipated results.
PCPs can utilize an SDMmodel for obesity treatment counsel-
ing to discuss risks, benefits, and treatment expectations to
enable patients to choose a treatment approach that will help
them reach their health goals [92].

The 5As ModelOne counseling framework for having conver-
sations about obesity is the 5As approach (assess, advise,
agree, assist, and arrange) which has been studied for behav-
ioral change in PC [19, 93]. The STOPObesity Alliance guide
recommends using this approach with a 6th “A” (ask) added
for weight management counseling in PC [86]. Rueda-
Clausen et al. showed that applying the 5As to weight man-
agement increases the initiation of treatment of obesity. On
that same note, Jay et al. showed that when physicians utilized
more components of the 5As framework and were patient-
centered in their approach, patients reported higher motivation
to lose weight and intentions to change behavior [94] and
patients of physicians trained in the 5As lost more weight at
12 months [93]. Since addressing all the “As” (described in
more detail below) may not be feasible in one visit unless it is
a dedicated weight management visit, these can be discussed
over multiple visits [95•].

Suggested Approach to Discussing Treatment Options
Incorporating the 5As Model and SDM Ask permission to
address weight — “can we talk about your weight today?”
Using language such as “I am concerned about how your
weight may be affecting your health. Today there are many
effective treatments for obesity”. Following with a question
such as “would you be interested in having a visit to discuss
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effective treatments for obesity?” is a way to make the diag-
nosis and open discussion on treatment options.

Assess the patient’s desired weight loss goal and reasons
for wanting to lose weight. The clinician should also assess
prior weight loss attempts and current diet and physical activ-
ity behaviors.

Advise about treatment options that match the patient’s
goals and are most likely to produce the desired results.
Consider using the obesity treatment pyramid (Fig. 1) as a
tool to guide this discussion. This is where the risks and
benefits of treatment options should be discussed with the
patient using the SDM approach.

Agree on weight loss, lifestyle, and behavioral goals with
the patient. If health goals are not achieved, consider escalat-
ing the intervention or adjusting treatment goals.

Assist the patient by creating a plan. Documenting an obe-
sity treatment plan can inform the care team of the patient
goals and current treatment plan to improve individual patient
success.

Arrange for patient engagement in the treatment plan and
close follow-up.

Formulating an Obesity Treatment Plan When formulating a
treatment plan, we recommend using a multi-modal approach
that matches treatment efficacy with disease burden. Much
like cancer is treated with a combination of modalities,
treating obesity in a similar fashion can enhance long-term
outcomes. Matching treatment to severity of disease is also
important to avoid harmful failure experiences, which may
limit future attempts at weight loss and likelihood of success.
An obesity treatment plan might include lifestyle interven-
tions, medications, self-monitoring, referrals (e.g., bariatric
surgery), goals for next visit, and a follow-up plan. Figure 1
summarizes the expected weight loss for each treatment

modality and may be a useful tool when speaking to patients.
We provide further recommendations for PCPs in Table 2
based on clinical guidelines and expected health benefits from
current treatments. Most importantly, an obesity treatment
plan must be individualized to the patient’s disease severity
and health risks, health goals, and personal preferences.

Expanding Access to Obesity Care in the PC setting In addi-
tion to providing one-on-one counseling, there are several
ways to change systems of care to improve obesity care in
PC settings.

Telehealth visits: The Covid-19 pandemic has brought
sweeping change to how medical care is provided, and
the option of remote clinic visits will likely remain.
With the ability to remotely monitor patients’ weights
and blood pressure, remote clinic visits may be an
ideal option for obesity management, as an in-depth
physical exam is usually not necessary for every obe-
sity medicine visit [101]. Most visits will center
around reviewing behavior changes, weight loss bar-
riers and progress, and monitoring for pharmacothera-
py side effects. Remote visits may even help patients
avoid feelings of stigma produced by the structural
environment of clinics (e.g., chairs and exam tables
not being able to accommodate their size); the act of
being weighed in public; and social stigma from med-
ical staff and providers [102–105].
Team-based care: Team- and systems-based approaches
can be utilized for lifestyle-focused treatment. Many re-
search studies done in the PC settings have demonstrated
the effectiveness of using various healthcare team mem-
bers to deliver weight management services including
nurses, lay educators, registered dietitians, behavioral

Fig. 1 Obesity treatment pyramid
developed by Angela Fitch, MD
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therapists, and health coaches to reinforce lifestyle mod-
ifications [106–111]. A systematic review of PC-based
interventions for obesity showed that several interven-
tions delivered both in-person and remotely by interdis-
ciplinary team members were more effective than usual
care [112•]. Few trials of weight maintenance interven-
tions have been conducted in primary care settings, but
both telephone- and EHR-based supportive coaching
have been shown to help prevent weight regain after in-
tentional weight loss [113, 114]. When available, PCPs
can also consider utilizing “e-consults” for brief discus-
sions with a weight management specialist.

Still, a challenge remains to sustainably staff and fund a
PC-based weight management program. One potential mech-
anism for funding is to use chronic care management (CCM)
codes, which can be used for patients with obesity and at least
one other comorbid medical condition to appropriately in-
crease the complexity of each visit and facilitate more frequent
visits.

Community Partnering

Providing adequate obesity care in PC settings can be over-
whelming, with limited time to provide in-depth behavioral
counseling, so we encourage clinics to consider partnering
with local community resources. The STOP Obesity
Alliance recommends leveraging community providers and
programs and online commercial programs [86••]. There is
evidence to support the use of commercial programs like
WW (formerlyWeightWatchers) as a way to augment clinical
care with a high-intensity weight loss program via increased
self-monitoring and group support [115]. Clinics can also
build relationships with local programs like YMCAs or
free/lower cost programs (e.g., NYC Shape Up or Take Off
Pounds Sensibly [TOPS] [116, 117]) to connect patients with
local options for supporting behavior change between clinic
visits. Additionally, multiple studies have shown that faith-

based organizations can deliver effective weight loss and
health behavior interventions, especially in predominantly
African-American communities [118, 119]. Consider compil-
ing a list of such resources to provide to patients who are
interested, as these may be their only opportunity to engage
in safe exercise or other healthy behaviors [86, 120].

Conclusion

Obesity is the most common chronic disease that PCPs
encounter. In this article, we reviewed the current treat-
ments for obesity including lifestyle and behavioral inter-
ventions, anti-obesity medications, bariatric surgery, and
endoscopic procedures. Clinically, utilizing strategies such
as a SDM approach and the 5As to discuss treatment op-
tions can facilitate formulating an obesity treatment plan.
Utilizing telehealth, a team-based approach, and commu-
nity partnering can increase patient access to intensive be-
havioral interventions. We hope this article helps PCPs feel
more comfortable discussing obesity and current treatment
options with their patients and if needed, begin looking
into ways to implement or improve obesity care in their
practice. Future studies should evaluate other cost-
effective and efficient ways to implement obesity care into
the PC setting.
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