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Summary
Obesity is recognized as a chronic disease and one of the major healthcare
challenges facing us today. Weight loss can be achieved via lifestyle, pharmaco-
logical and surgical interventions, but weight maintenance remains a lifetime
challenge for individuals with obesity. Guidelines for the management of obesity
have highlighted the role of primary care providers (PCPs). This review examines
the long-term outcomes of clinical trials to identify effective weight maintenance
strategies that can be utilized by PCPs. Because of the broad nature of the topic,
a structured PubMed search was conducted to identify relevant research articles,
peer-reviewed reviews, guidelines and articles published by regulatory bodies.
Trials have demonstrated the benefit of sustained weight loss in managing obesity
and its comorbidities. Maintaining 5–10% weight loss for ≥1 year is known to
ameliorate many comorbidities. Weight maintenance with lifestyle modification –
although challenging – is possible but requires long-term support to reinforce diet,
physical activity and behavioural changes. The addition of pharmacotherapy to
lifestyle interventions promotes greater and more sustained weight loss. Clinical
evidence and recently approved pharmacotherapy has given PCPs improved strat-
egies to support their patients with maintenance of weight loss. Further studies are
needed to assess the translation of these strategies into clinical practice.
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Introduction

Obesity is now widely recognized as a disease (1–3) and its
increasing prevalence makes it one of the major global
health challenges of our time (4–6). In 2008, more than 200
million men and nearly 300 million women were estimated
to be obese, which represents more than 10% of the
world’s adult population (4). An additional 1.4 billion
adults are overweight (4), and both overweight and obesity
are increasing in children (7). Obesity is associated with
high morbidity and mortality; complications include
cancer, cardiovascular disease, depression, dyslipidaemia,
hypertension, obstructive sleep apnoea, osteoarthritis and
type 2 diabetes (8–11). The World Health Organization

estimates that overweight and obesity are the fifth leading
cause of death globally (4). This disease, therefore, repre-
sents a critical health challenge.

Consequently, there is an emphasis on public health cam-
paigns aimed at the primary prevention of obesity, but
these must be complemented by strategies to manage the
disease in individuals who are already obese. Patients with
overweight and obesity require secondary prevention and
treatment, or tertiary interventions if there are associated
weight-related complications (3), as is the case with other
diseases such as type 2 diabetes and hypertension.

Currently, patients with overweight or obesity can be
treated with lifestyle interventions alone, or with such inter-
ventions in combination with weight-loss medications or
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ABSTRACT

On behalf of the Society of Behavioral Medicine, we present a model of obesity management in primary
care based on the 5As counseling framework (Assess, Advise, Agree, Assist, and Arrange). Primary care
physicians can use the 5As framework to build and coordinate a multidisciplinary team that: 1) addresses
patients’ psychosocial issues and medical and psychiatric comorbidities associated with obesity treatment
failure; 2) delivers intensive counseling that consists of goal setting, self-monitoring, and problem solving;
and 3) connects patients with community resources to assist them in making healthy lifestyle changes. This
paper outlines reimbursement guidelines and weight-management counseling strategies, and provides a
framework for building a multidisciplinary team to maximize the patient’s success at weight management.
! 2015 Elsevier Inc. All rights reserved. ! The American Journal of Medicine (2015) -, ---
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Over two-thirds of US adults meet criteria for overweight or
obesity.1 Obesity has been linked to cardiovascular disease,2

type 2 diabetes,3 and several cancers.4 Intensive behavioral
therapy for obesity has produced mean weight losses of 8%-
10% of initial weight across clinical trials5 and significant
reductions in the risk for developing diabetes and cardiovas-
cular disease.6,7 Further, weight loss of this magnitude has
been associated with improved diabetes control, lipids, and
blood pressure across clinical trials.6,7 In 2011, the Center for
Medicare & Medicaid Services (CMS) passed a decision to
reimburse primary care physicians for delivering intensive
behavioral therapy to treat patients with obesity.8 The US
Preventive Services Task Force,9 and a joint statement by the
American Heart Association, American College of

Cardiology, and the Obesity Society2 also recommended that
physicians screen for overweight and obesity in their practices
and provide intensive behavioral counseling to patients with
risk factors for cardiovascular disease. However, the rates of
screening and counseling for obesity in the primary care
setting are only 30%.10-12

The Society of Behavioral Medicine is a multidisciplinary
organization devoted to the science of health behavior change,
and among itsmembership are expertswho design and deliver
evidence-based intensive behavior interventions for obesity.
The purpose of this paper is to provide physicians with
practical guidance on how to maximize obesity treatment for
their patients with obesity.

CURRENT REIMBURSEMENT GUIDELINES
The CMS now reimburses intensive behavioral therapy for
obesity delivered by primary care physicians in a primary care
setting.8 This reimbursement policy is limited to coverage for
Medicare beneficiaries and reimburses only primary care
practitioners. Alternative billing options exist for obesity
treatment but vary widely across private payer groups. In
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Durrer Schutz et al. Obesity Facts 2019;12:40-66

• Primärvården är första kontakten för patienten 
med fetma genom behandling av olika 
diagnoser med fetma som den gemensamma 
nämnaren.

• Det finns ett vetenskapligt underlag som  
medger behandling av fetma och dess 
samsjuklighet i primärvården

• EASO: evidensbaserade riktlinjer för 
fetmabehandling i primärvården
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• Bestäm realistisk målsättning
• Vilka levnadsvanor är i fokus?
• Matvanor
• Fysisk aktivitet
• Psykologiska aspekter
• Läkemedel
• Omhändertagande av psykiatrisk sjuklighet
• Kirurgi

Prioritet: Behandla samsjuklighet

Durrer Schutz et al. Obesity Facts 2019;12:40-66
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Vad? Varför?

Säkerställ motivation För ökad följsamhet, värdera om redo för förändring. Använd MI.

Undvik stigmatisering Konsekvenser: ökad förekomst av ätstörningar, depression, tankar om självmord. 
Stigmatisering kan begränsas med hjälp av MI.

Behandla samsjuklighet Prioriteras, framför allt kardiometabol sjuklighet.

Utvärdera viktminskning 5-10% tillräcklig för begränsa en del samsjuklighet. Högre BMI: mer kraftfull intervention.

Mät midjeomfång Indikator för visceral fetma. Prediktor för kardiometabol sjuklighet.

Överväg beteendeterapi Underlättar viktminskning. Kan förbättra självkänsla och livskvalitet.

Öka fysisk aktivitet Begränsar viktökning och viktvariation. Reducerad sjukdomsrisk och risk för förtidig död

Undvik viktvariation Vara uppmärksam på och sätt in åtgärder direkt vid små viktökningar

Använd tvärprofessionella team Läkare, dietist, sjuksköterska, fysioterapeut, psykolog,…

Målsättning för fetmabehandling i primärvården

Durrer Schutz et al. Obesity Facts 2019;12:40-66
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https://easo.org/practical-guide-for-gps-in-obesity-management/
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Lean et al. Lancet 2018;391:541-551.

• 12-mån RCT

• 306 patienter, BMI 35 kg/m2

• Typ 2-diabetes

• I: 26 vårdcentraler

• K: 23 vårdcentraler

• I: 12-20 v LED (825-835 kcal/d), 2-
8 v matintroduktion

• K: sedvanligt omhändertagande

12-månader:

I: ≥ -15 kg: 24%

K: ≥ -15 kg: 0%

Diabetesremission (HbA1c: <48 mmol/mol):

I: 46%

K: 4%

OR: 19,7 (95%KI, 7,8 - 49,8)
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Lean et al. Lancet 2018;391:541-551.

Ju större viktminskning,
desto större andel i diabetesremission. 
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Lean et al. Lancet Diab Endocrinol 2019;7:344-355.

298 startade behandling
2 års undersökningen (ITT): 
I: 116 av 149 (78%)
K: 140 av 149 (94%)
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Lean et al. Br J Gen Pract 2013;Feb:e115-e123

• 12 v. LED (800 kcal/ dag)

• 6-8 veckor upptrappning

• + Orlistat (frivilligt)

• Skriftligt material

• Telefonsupport

• 34 veckor weight-loss maintenance

• 16 vårdcentraler (England)

• 91 (76 K/ 17 M) patienter, BMI 
48,0±7,6 kg/m2

• 12 mån: -12±11,4 kg

• ≥ -15 kg: 44 patienter

• -10- -15 kg: 6 patienter

• -5- -10 kg: 11 patienter

• ≤ 5 kg: 21 patienter

• Okänt: 9 patienter
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Lean et al. Br J Gen Pract 2013;Feb:e115-e123

12 v LED + 6-8 v matintroduktion 0-12 månader
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Måttliga och övergående biverkningar vid behandling med lågenergipulver

Vanliga och övergående biverkningar Allvarliga adverse events

Trötthet, fatigue Cholecystit

Yrsel Förhöjt S-urat som kräver Allopurinol-
behandling

Frusenhet

Huvudvärk

Hudtorrhet

Visst ökat håravfall

Förändrade tarmtömningsvanor

Måttligt ökade leverenzymer

Mustajoki&Pekkarinen Obesity Reviews 2001;2:61-72
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• EASO: vetenskapligt baserade riktlinjer för behandling av övervikt och fetma i 
primärvården

• Prioritet: behandla samsjuklighet

• 5 – 10 % viktminskning

• Svår fetma (BMI ≥35 kg/m2): mer kraftfull intervention (lågenergipulver, kirurgi)

• Motivation för ökad följsamhet

• Stigmatisering kan undvikas med korrekt bemötande

Sammanfattning


