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ith more than one-fifth of the world’s popula-
Wtion currently overweight or obese, intensifying
prevention strategies is essential. These efforts,
however, come too late for those already obese—these
individuals need treatment today. Unfortunately, while
losing weight is relatively easy, recidivism is notoriously
high. Despite a proliferation of commercial weight-loss
programs, diet books, and personal trainers, the docu-
mented long-term results of weight-loss attempts are
modest at best.! “Yo-yo” dieting has become the rule
rather than the exception.

The National Weight Control Registry,? which doc-
uments successful individual weight-loss measures,
reveals that successful weight-loss maintenance
requires a lifelong reduction of energy intake to approxi-
mately 1400 kcal/d (the equivalent of one typical value
meal at most fast-food restaurants) combined with an
energy loss, through exercise, of about 2800 kcal/wk
(the equivalent of 90 minutes of walking at 4 mph daily).
This is clearly a lifestyle that even the most motivated
individuals would find difficult to adhere to.

Today, obesity is widely seen as a consequence of an
obesogenic environment acting on our complex biology,
which has evolved over eons to deal with intermittent
feast and famine, the latter being more frequent than
the former. Consequently, the biological and cultural
defences against weight gain are less robust than those
protecting against weight loss.®> Every attempt to induce
a negative energy balance—required for weight loss—
immediately sets off a complex biological response
aimed at restoring body weight. This response includes a
reduction in sympathetic activity, a fall in levels of leptin
and thyroid hormones, an increase in ghrelin (resulting
in increased hunger), and an overall reduction in energy
expenditure. The greater and more catabolic the weight
loss, the greater the counter-regulatory response and
loss of lean body mass, ensuring a rapid regain of “fat.”

Sustaining success

When considering obesity management, it is important
to make the distinction between the maintenance of a
healthy body weight (1° prevention) and obesity treat-
ment (Table 1).5 For example, 1° prevention of obesity
requires the maintenance of a eucaloric diet with mod-
erate physical activity, while obesity treatment involves
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2 distinct phases: inducing then maintaining weight loss.
Weight loss cannot be achieved without creating a neg-
ative energy balance, requiring a reduction in caloric
intake and a moderate increase in physical activity. A
daily energy deficit of approximately 500 kcal will trans-
late into a weight loss of about 1 Ib weekly until the
patient reaches a new equilibrium (weight-loss plateau).
In contrast to the weight-loss phase, maintenance of
weight loss is rarely achieved by lifestyle interventions
alone. We now recognize that powerful and complex
biological factors are involved in the long-term regula-
tion of body weight, making it exceedingly difficult for
individuals to maintain weight loss. Therefore, the key
role of pharmacologic (and surgical) treatment of obe-
sity lies not so much in its ability to promote weight loss
but rather in its ability to help patients maintain lower
body weights in the long-term. For example, sibutra-
mine, by amplifying the postprandial sense of satiety,
allows patients to maintain portion control.® Antiobesity
medication should not be referred to as “weight-loss”
drugs, as their real role is to assist in long-term weight-
loss maintenance, or 2° prevention of weight regain.

Home-grown barriers

Despite increasing evidence that modern obesity phar-
macotherapy is safe and effective, the social, regu-
latory, and political pressure against the widespread
use of such treatment remains overwhelming, even for
those who respond successfully. Part of the underuse of
antiobesity medication is clearly due to the reluctance
of medical professionals to accept obesity as a chronic
disease in its own right.” While doctors are happy
using costly, aggressive, and invasive strategies to treat

Table 1. Fundamentals of obesity prevention and
treatment
GOAL OR TREATMENT

INTERVENTION

Prevention of weight gain
(1° prevention)

Eucaloric, balanced diet
30-60 min of moderate exercise
daily

Induction of weight loss  Hypocaloric diet 60-120 min

of moderate exercise daily

Calorie-restricted diet*
90-120 min of vigorous
exercise daily

Weight-loss maintenance
(2° prevention)

*Might require addition of antiobesity medication or surgical
intervention.
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obesity complications (eg, type 2 diabetes, sleep apnea,
coronary artery disease), there is little serious consider-
ation given to providing long-term obesity treatment as
part of routine practice. This might, in part, reflect lack
of training and knowledge about the complex physiol-
ogy and treatment of excess body weight; it might also
be due to lack of incentive, financial or otherwise, to
provide such treatment. The fact that obesity treat-
ment can potentially confer a range of health benefits
is widely ignored and apparently not seen as an added
benefit.

It is hardly surprising that antiobesity medications are
largely used to induce (“jump-start”) rather than sustain
weight loss. However, the rather naive notion that short-
term use of pharmacotherapy to facilitate weight loss
would allow patients to implement the lifestyle changes
necessary to maintain a healthy body weight is con-
trary to every piece of evidence in the field. Moreover,
it clearly reflects a poor understanding of the complex
physiology of energy homeostasis and the powerful
social determinants of obesity.

Conclusion

Evidence from randomized controlled trials showing
that lifestyle changes alone can maintain substantial
weight loss in the long-term still remains sparse; how-
ever, there is now abundant evidence from pharmaco-
logic trials that drugs such as orlistat, sibutramine, and
rimonabant (a newer compound), when added to life-
style interventions, can help patients maintain clinically
meaningful weight loss for more than 2 years. Refusing
to consider long-term antiobesity medication as an inte-
gral part of obesity treatment is, more often than not,
setting the patient up for failure.

* % %

Commentary

Dr Sharma is a Professor of Medicine and Chair for
Obesity Research and Management at the University of
Alberta in Edmonton.

Competing interests

Dr Sharma has received speaker fées, consultancy
honoraria, travel assistance, or research grants from the
Jollowing pharmaceutical companies and institutions:
Abbott Laboratories, Arena Pharmaceuticals, AstraZeneca,
Boehringer Ingelheim, Canadian Institutes for Health
Research, Heart and Stroke Foundation, Merck Frosst,
Novartis, Pfizer, and Sanofi-Aventis.

Correspondence to: Dr Arya Sharma, University of
Alberta, Royal Alexandra Hospital, 10240 Kingsway Ave,
406 CSC, Edmonton, AB T5H 3V9; telephone 780 735-5859;
fax 780 735-5861; e-mail amsharm@ualberta.ca

The opinions expressed in commentaries are those of
the authors. Publication does not imply endorsement by
the College of Family Physicians of Canada.

References

1. Tsai AG, Wadden TA. Systematic review: an evaluation of major commercial
weight loss programs in the United States. Ann Intern Med 2005;142(1):56-66.

2. Wing RR, Phelan S. Long-term weight loss maintenance. Am J Clin Nutr
2005;82(Suppl 1):222S-5S.

3. Angelopoulos N, Goula A, Tolis G. Current knowledge in the neurophysi-
ologic modulation of obesity. Metabolism 2005;54(9):1202-17.

4. Montani JP, Viecelli AK, Prevot A, Dulloo AG. Weight cycling during growth
and beyond as a risk factor for later cardiovascular diseases: the ‘repeated
overshoot’ theory. Int J Obes 2006;30(Suppl 4):S58-66.

5. Merchant A, Yusuf S, Sharma AM. A cardiologist’s guide to waist manage-
ment. Heart 2006;92(7):865-6.

6. Hainer V, Kabrnova K, Aldhoon B, Kunesova M, Wagenknecht M. Serotonin
and norepinephrine reuptake inhibition and eating behavior. Ann N Y Acad
Sci 2006;1083:252-69.

7. Kristeller JL, Hoerr RA. Physician attitudes toward managing obesity: differ-
ences among six specialty groups. Prev Med 1997;26(4):542-9.

VOL 54: APRIL * AVRIL 2008 Canadian Family Physician - Le Médecin de famille canadien 499




