Roadmaps for Clinical Practice
Case Studies in Disease Prevention and Health Promotion

Assessment and Management of
Adult Obesity:
A Primer for Physicians

Physical Activity
Management

-
=
(5]
=
(3]
(@)}
©
=
©
=
=
5=
=
=

o
<
=

S
wv
>

4=

[a




Reviewers continued

Evelyn L. Lewis, MD, MA, FAAFP
Department of Family Medicine,
Uniformed Services University

E Xavier Pi-Sunyer, MD, MPH

New York Obesity Research Center,
St. Luke’s Roosevelt Hospital Center;
Columbia University

Thomas A. Wadden, PhD
Department of Psychiatry, University of
Pennsylvania School of Medicine

Holly Wyatt, MD

Department of Medicine, Division of
Endocrinology, University of Colorado Health
Sciences Center

American Association of Clinical
Endocrinologists

Om P. Ganda, MD, FACE

Yehuda Handelsman, MD, FACP, FACE
John S. Kukora, MD, FACS, FACE

Bill Law, Jr., MD, FACP, FACE

John A. Seibel, MD, MACE

American Association of Public
Health Physicians

Nancy Hiner

John Poundstone, MD, MPH
Jennifer Wyatt

American College of Physicians
Patrick C. Alguire, MD, FACP
Vincenza Snow, MD, FACP

American College of Preventive Medicine
Cynthia Ball, DO

carolyn V. Brown, MD, MPH

Gary Bucher, MD, FAAFP, FACN

Ellen Remenchik, MD, MPH

American Gastroenterological Association
Samuel Klein, MD
Jeannette Newton Keith, MD

American Geriatrics Society
Suzanne Fields, MD

American Osteopathic Association
Martin S. Levine, DO

Karen J. Nichols, DO

William M. Silverman, DO

American Society for Bariatric Surgery
George S. M. Cowan, Jr., MD

American Society of Bariatric Physicians
George Bartels, MD, FAAFP

Michael Brennan, MD

Denise E. Bruner, MD, FASBP

David Bryman, DO

Ed J. Hendricks, MD

Charles R. Mabray, MD

Eneida O. Roldan, MD, MPH

Harold C. Seim, MD, MPH, FASBP

G. Michael Steelman, MD, FASBP

Council on Scientific Affairs, American
Medical Association
John F. Schneider, MD, PhD

Preface

In the United States, increasing trends in morbidity and mortality
related to chronic diseases and injuries have led the American Medical
Association (AMA) and others to address strategies for promoting
health and preventing disease and disability. Over the past decade,
the AMA has launched national campaigns against violence, alcohol
abuse, and tobacco use. Recently, the AMA launched national
programs to address low health literacy, patient safety, and disparities
in health services and outcomes.

To further address the health challenges facing our nation, the AMA
is developing a series of case-based publications for physicians as part
of a new program titled Roadmaps for Clinical Practice: Case Studies
in Disease Prevention and Health Promotion. The Roadmaps project
fulfills an AMA and US Department of Health and Human Services
(DHHS) partnership established through a Memorandum of
Understanding (MOU) signed by both organizations in the year 2000.
The series concentrates on the Healthy People 2010 objectives, which
were developed by the US Public Health Service to help professionals
address the leading causes of morbidity and mortality in this country.
The series also supports the goals of the DHHS HealthierUS initiative
which was established in 2003 to help Americans lead longer, better,
and healthier lives. This primer, produced with support from The
Robert Wood Johnson Foundation, is part of the Roadmaps series.

The Roadmaps series aims to help physicians prevent or reduce injury
and chronic disease through early detection and disease management
in addition to promoting healthier lifestyles through their medical
practices and communities. Emphasis is directed at promoting
personal behaviors that have both immediate and long-term health
benefits and at modifying behaviors that cause the greatest burden
of suffering. According to the US Preventive Services Task Force,
counseling patients about personal health practices (smoking, diet,
physical activity, drinking, injury prevention, and sexual behavior)
remains one of the most underused but important parts of the
health visit.



This primer focuses on the rising prevalence of a serious, chronic
health condition— obesity. Two weight-linked behaviors— physical
inactivity and unhealthy eating—are given important consideration.
It is estimated that 300,000 preventable deaths occur each year in
the United States due to diet and physical inactivity, both of which
contribute to obesity—only tobacco use causes more preventable
deaths in this country. Growing scientific consensus on the health
risks of physical inactivity and improper diet mandates that physi-
cians become informed and prepared to assist patients in leading
more active and healthy lives. Physicians have an important oppor-
tunity to encourage improvements in health behaviors and outcomes,
including influencing motivation and success with weight loss
treatment. It is never too late to start and have a favorable impact
on health. Patients of all ages can and will benefit.

We encourage you to review this primer and to participate in the
accompanying continuing medical education (CME) program.
Please also take some time to complete and return the evaluation form
that accompanies this primer. Your feedback is valuable for updating
this publication and for planning future physician education programs.
We invite you to use these resources and take action—in your
practice and community—to promote healthier lifestyles among
your patients, colleagues, and neighbors.
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Objectives

This primer is designed to educate primary care physicians about
providing medical care to overweight and obese adults. It is
presented in a modular format to facilitate its use as an educational
and teaching tool. Patient scenarios are included for self-evaluation
and to reinforce information presented. A continuing medical
education (CME) component worth 4.5 credit hours is also offered.
After completing this program, physician participants should be
able to:

+ identify overweight and obesity in their patients

+ describe the medical and public health implications of adult
overweight and obesity and identify opportunities for patient,
family, and community intervention

+ incorporate assessment and management of adult overweight and
obesity into their clinical practices

+ identify specific patient comorbidities and health risks that are
caused and/or exacerbated by overweight and obesity that may
interfere or even contraindicate treatment

+ understand the appropriate application of diet, physical activity,
behavior changes, pharmacotherapy, and surgery in obesity
treatment

+ locate information about culturally and linguistically appropriate
strategies and resources to prevent and treat adult overweight
and obesity

+ enhance personal and office practices to optimize sensitivity
to the needs and concerns of overweight and obese patients

This primer is not intended to function as a clinical guideline,
standard of care, or definitive resource for the assessment and
management of obesity. However, more detailed information is
available in the references and resources listed in each booklet of
this primer.
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Case presentation

John is a 47-year-old accountant whom you have treated for hypertension for the past

3 years. Until recently, his hypertension has been well controlled with medication, diet,
and exercise. During the past 18 months, however, John's work environment has changed
dramatically. Several co-workers were laid off, resulting in John’s working additional
hours. His work schedule no longer permits him to exercise during his lunch hour, and

he has lost his exercise partner due to layoffs. In addition, John is now required to travel
several days a month. Consequently, John's diet and exercise routine have become a
lower priority given the competing demands of his work schedule.

Prior to the change in his work situation, John ran 2 to 3 miles during his lunch break
at least 3 days per week. Because he is no longer able to run during his lunch break,
John's physical activity is limited to performing household chores. As a former college
athlete, John feels that if he does not have time to exercise vigorously (ie, run at least
2 miles per session), it is not worth the effort to exercise at all.

John's eating habits have also changed; he eats fast food at his desk and is limited
to food served by hotels and airlines when he travels. He finds that he eats in response
to the stress and pressures at work instead of for nourishment and pleasure.

On examination today, John's blood pressure is 180/100 mmHg and his lipid profile
has worsened (total cholesterol of 220 mg/dL; LDL of 140 mg/dL; HDL of 40 mg/dL).
He has gained 25 pounds over the past year and now has a BMI of 33 kg/m? and a
waist circumference of 44 inches. This is his highest adult weight.

You review John's physical examination findings and the results of the laboratory tests
with him. You explain that his weight places him in Class | (mild) obesity, which —
along with his waist circumference — contributes to his abnormal lab results and related
health risks. When you explain that it is important for his health that he lose weight,
John replies, “I'm not happy with the way | look, and | miss being physically fit.

But with my schedule, how can | find time to work out?” He asks you for suggestions.
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n addition to dietary management (discussed in Booklet 4),
increasing energy expenditure through physical activity is
essential for weight management and control of health risks.'
Although the home, workplace, and urban environment
frequently present barriers to physical activity, physicians
can help their patients overcome these challenges to make

physical activity a part of their daily routine.

This booklet focuses on physical activity management, including
recommendations for assessing your patients’ physical activity
patterns, helping patients create and adhere to a physical activity
prescription, and approaching a follow-up visit.

How do | assess my patients’ physical activity
patterns and attitudes?

Physical activity management begins by assessing your patients’
current levels of and attitudes toward physical activity. There are
three methods for assessment in clinical practice:

1. Ask patients to complete a Physical Activity Questionnaire.

2. Ask open-ended questions during the patient interview.

3. Ask your patients to complete a Physical Activity Time Study.

st
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Physical Activity Questionnaire

Name

your physician understand your physicalactivity ateens.

5. What types of exercise quipment or exercise tspes do
have t home?

It is important to find the method (or a
combination of the three) that works best

. for you based on your practice environ-
i ment and counseling style.

Ask your patients to complete a

. Physical Activity Questionnaire

. The Physical Activity Questionnaire

' (see Figure 5.1) saves time if your patients
can complete it at home or in the waiting
. room. Alternatively, you or your office staff
. can use the questionnaire as a structured

. guide for taking a physical activity history
- during the office visit. Once the ques-
tionnaire has been completed, scan it for

. current patterns of physical activity,

Figure 5.1 and other reduced size figures are shown at full size beginning on page 24.

Booklet 5 « Physical Activity Management 3
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When John returns for his next appointment, the two of you discuss his Physical Activity
Barriers Worksheet and review his Physical Activity Time Study. John’s barriers include a
lack of time during the work day, the loss of his running partner, the feeling that he is
"out of shape,” and his deep-seated belief that physical activity is beneficial only if it is
vigorous and substantial (eg, running at least 2 miles at a time). John is somewhat skeptical
that moderate-intensity activities performed in short bouts can produce significant

health benefits, but he would like to give it a try. He thinks that he can try taking walking
breaks at work, using the stairs instead of the elevator, and completing yard work during
the evenings and weekends. John states that his primary goal is to keep his blood
pressure and cholesterol under control, but he would also like to lose weight, if possible.

What kind of health screening should my
patients receive before initiating a physical
activity program?

Moderate-intensity physical activity is safe for most overweight and
obese patients. However, before giving your patients a physical
activity prescription, remember to complete an appropriate medical
history and physical examination to identify underlying cardiovas-
cular risk factors, functional and musculoskeletal limitations, and
medications that may affect your patients’ physical activity partici-
pation. In particular, be alert to signs and symptoms suggestive of
cardiovascular and pulmonary disease. Also, be alert to past ortho-
pedic injuries, such as plantar fasciitis and stress fractures.

In addition to the medical history and physical examination,
exercise testing is recommended for certain patients. Indications for
exercise testing are listed in Figure 5.10.

Physician supervision of the exercise testing is recommended.
Physicians should be readily available should patients experience
cardiorespiratory distress.

If your patients intend to engage in vigorous physical activity
(activity intense enough to represent a substantial cardiorespiratory
challenge), exercise testing is recommended if they meet any of the
criteria listed in Figure 5.10 or meet age criteria (men =45 years of
age; women =55 years of age). Again, physician supervision of the
exercise testing is recommended."
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Figure 5.10 Indications for Exercise Testing

Prior to initiating a program of moderate-intensity physical activity, patients

- who meet any of the following criteria should receive exercise testing: ‘

i e known cardiovascular disease, including cardiac disease, peripheral

: vascular disease, and cerebrovascular disease

. e known heart murmur

- ® known pulmonary disease, including chronic obstructive pulmonary

disease, asthma, interstitial lung disease, and cystic fibrosis

. known metabolic disease, including Type 1 or 2 diabetes mellitus, thyroid

i disorders, and renal or liver disease

. e one or more signs or symptoms suggestive of cardiovascular and !

. pulmonary disease, including pain (or any other anginal equivalent) in the
chest, neck, jaw, or arms that may be due to ischemia; shortness of breath
at rest or with mild exertion; syncope; orthopnea or paroxysmal nocturnal
dyspnea; ankle edema; palpitations or tachycardia; intermittent claudication;
and unusual fatigue or shortness of breath with usual activities 3

John does not have any signs or symptoms suggestive of cardiovascular or pulmonary
disease, but he states that when he tried jogging several months ago, he felt very short
of breath and his knees ached. You advise John to refrain from running or participating
in any other vigorous activity until his blood pressure is under better control. You also
explain to John that you would like him to complete an exercise test because he is
older than 45 years of age and has risk factors for heart disease. The exercise test will
be scheduled when John's blood pressure is under good control.* In the meantime,
John will monitor whether or not his increased walking causes pain in his knees.

How can my patients best self-monitor their
physical activity?

Self-monitoring is an important tool for lifestyle change and is a
strong predictor of successful weight management. By monitoring
physical activity, your patients may develop a better understanding
of personal activity patterns, monitor progress, and identify barriers
to change.

* According to ACSM guidelines, John’s blood pressure is not a contraindication to exercise
testing. However, it is reasonable to wait until his blood pressure is well-controlled, both for
his safety and to emphasize that he should not engage in vigorous physical activity until his
blood pressure is under good control.

Booklet 5 « Physical Activity Management 15
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When counseling your patients about self-monitoring, consider the
following strategies.

Encourage your patients to maintain a Physical Activity
Calendar Using a Physical Activity Calendar (see Figure 5.7), your
patients can record daily activity as minutes of activity, number of
steps walked, or number of miles walked. Ask your patients to bring
their completed calendar(s) to each appointment so that you can
review them together.

Recommend the use of a step counter A simple step counter
is a useful tool to help your patients monitor their physical activity.
Studies indicate that individuals who accumulate 10,000 steps or
more per day are probably performing enough physical activity

to meet the public health recommendations for physical activity.”
(For most adults, this is equivalent to walking 30 to 60 minutes

per day in addition to routine daily activities.)

If your patients are using step counters, have them first establish the
baseline number of steps accumulated during a typical day. Using
this baseline, together you can set weekly goals to increase physical
activity by approximately 200 to 500 steps per day. Ask your patients
to record the number of steps per day in a Physical Activity Calendar
and bring the completed calendar(s) to each office visit.

Encourage your patients to monitor the intensity of their
physical activity Your patients may find it useful to record the
intensity of the physical activity in which they participate. This will
enable your patients to monitor progress by both amount and
intensity of activity.

You have previously used a step counter, and you found it so useful that you purchased
several to lend to patients. You intend to lend John a step counter when he returns for

his next visit and to encourage him to purchase his own if he finds it helpful.
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What should | do on a follow-up visit?

Regardless of your patients’ stage of motivational readiness, regular
and ongoing follow-up is one of the keys to long-term success in
physical activity intervention. Remember to counsel your patients
at every visit; even a brief word of encouragement can have
tremendous impact.

A brief office visit, follow-up phone call, or E-mail 2 to 6 weeks after
a major counseling session is an opportunity for you to provide
encouragement to your patients and reinforce your recommendations.
During each follow-up visit, complete the following tasks:

+ review your patients’ current weight and progress in increasing
physical activity

+ congratulate your patients on weight loss, if achieved, and the
specific behavior changes that were made

+ ask about challenges to initiating and maintaining physical
activity modifications

+ discuss with your patients whether to continue the current
physical activity prescription, change the prescription, or develop
new prescriptions

+ schedule another follow-up visit

The sample worksheets in this booklet and others in the primer
provide tools to assist in follow-up counseling. Additional resources
may help you integrate physical activity intervention into your
practice and provide long-term follow-up to your patients. These
are listed in the Suggested additional reading and in Booklet 10.

As you optimize the management of John's hypertension, he will be visiting you for
regular follow-up appointments. You plan to include physical activity counseling in each
of these appointments. The long-term goal is to help John develop a balanced, realistic,
and enjoyable physical activity and dietary program that will help him achieve and
maintain a healthier weight and improved health.

Booklet 5 « Physical Activity Management 17
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How can | streamline physical activity
counseling in my office-based practice?

In a busy office-based practice, it may be helpful to develop a coor-
dinated system of intervention and follow-up involving your staff
and utilizing community resources. Consider using the following
strategies:

+ Evaluate your resources for providing physical activity counseling
and follow-up.

+ Discuss and develop a plan with all of your staff. To do this:
+ identify staff members who have expertise or an interest in
physical activity and/or weight management
+ enlist one or two staff members to serve as intervention coor-
dinators
« establish a protocol and office system to support the physical
activity prescription and counseling

+ Investigate programs in your area (such as local fitness centers,
YMCAs, recreational centers, and hospitals) that may have exercise
facilities and professionals to whom you can refer patients.

+ Develop a library of resources to support education and counseling.

Please also see Booklet 9: Setting Up the Office Environment for more
detailed office-based strategies to address overweight and obesity.
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