CPD MobDULE

Online learning opportunity
See page 155 for details.

Citation: Leong WB, Taheri S
(2014) Tackling diabesity: Weight
management for people with type
2 diabetes. Diabesity in Practice
3: 150-5 (first published in Journal
of Diabetes Nursing 18: 174-82)

Article points

1. Some anti-diabetes medications
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so it is important to warn
people with diabetes before
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2 Weight loss will lead to
improvement and potential
remission of type 2 diabetes.
Loss of 5-10% total body
weight significantly improves
cardiometabolic risk factors.

3 Intensive lifestyle
interventions, with or without
the use of orlistat, result
in modest weight loss.

4. Currently, bariatric surgery is
the most effective treatment
for type 2 diabetes for people
with extreme obesity.
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Tackling diabesity: Weight
management issues for people
with type 2 diabetes

Wen Bun Leong, Shahrad Taheri

The World Health Organization has estimated that more than 1.4 billion adults
worldwide are now classified as obese, which is defined as a BMI of >30 kg/m?. The
rising prevalence of obesity has led to a simultaneous increase in the prevalence of
type 2 diabetes, and the term “diabesity” has been coined to describe those with type 2
diabetes and obesity. The aim of this review is to describe the prevalence of obesity
and type 2 diabetes in the UK and summarise practical aspects of weight management.
It will also explore the role of healthcare professionals in weight management and the

prevention of the complications of diabesity.

besity results from a chronic surplus of
energy intake combined with inadequate
energy expenditure. It is defined as having
a BMI of =30 kg/m? (=27.5 kg/m? for South Asians).
The prevalence of obesity is on the rise globally;
the World Health Organization has estimated that
more than 1.4 billion adults worldwide are now
classified as obese (WHO, 2013). In the UK, at
least 24% of adult men and 25% of adult women
are obese (Health and Social Care Information
Centre, 2013). Of those adults who are obese, at least
3.5% of women and 1.5% of men are severely obese
(defined as having a BMI of 40 kg/m?* and above;
Health and Social Care Information Centre, 2013).
It has been projected that in 2030 there will be an
additional 11 million obese adults in the UK (Wang
et al, 2011) and the Foresight report has estimated
that more than half of the UK population will be
obese by 2050 (Butland et al, 2007). The report
also projected that, if no preventive measures are in
place, the total economic cost of obesity and people
being overweight will be £50 billion per year in 2050
(Butland et al, 2007).
Obese individuals have a higher risk of developing
metabolic abnormalities, such as type 2 diabetes,

dyslipidaemia, non-alcoholic fatty liver disease,

hypertension, and obstructive sleep apnoea (OSA).
Unsurprisingly, life expectancy is lower in people
with obesity compared with those with a normal
BMI of 18.5-24.9 kg/m? (Peeters et al, 2003). Obese
individuals are also more likely to miss work due
to sickness, have disabilities, such as immobility
(secondary to osteoarthritis), and have reduced
quality of life.

As obesity is a major risk factor for the
development of type 2 diabetes, the rising trend
in obesity has led to a simultaneous increase in
the prevalence of type 2 diabetes. Currently,
the estimated diabetes prevalence worldwide
is 366 million and this is projected to rise to
552 million by 2030 (Diabetes UK, 2012). In the
UK, at least 2.9 million people have been diagnosed
with diabetes and an additional 850 000 people have
the condition but remain undiagnosed (Diabetes
UK, 2012). The overall UK prevalence for diabetes
is 4.5%, but it is much higher in areas with high
levels of obesity. In 2025, the number of individuals
with diabetes is expected to rise to 5 million
(Diabetes UK, 2012). The parallel increase of obesity
and type 2 diabetes has led to the development
of the term “diabesity” to describe people with

both conditions.
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Weight management in diabetes

The majority of people with type 2 diabetes are
overweight or obese. Several studies have shown the
importance of lifestyle change and weight loss for the
prevention of type 2 diabetes in individuals who are
atrisk of developing the disease (Thomas et al, 2010).
Weight reduction improves diabetes and reduces
cardiovascular risk.

Pharmacological agents used for the treatment
of obesity itself have had a chequered history with
many being withdrawn because of serious side effects
(most recently, rimonobant and sibutramine) and
concerns regarding safety (Samat et al, 2008). There
is currently only one approved drug available in the
UK - odlistat. Thus, emphasis should be on lifestyle
change, appropriate selection of drugs used in diabetes
treatment, and bariatric surgery for those with severe
obesity. Box I describes the steps health professionals
should take when assessing a person with obesity. It
is important to gauge the individual’s readiness for
change and also to help to maintain momentum in
motivated people. Informing obese people that weight
loss can reduce pill or injection burden and also has
the potential to create remission of their diabetes

should be a big motivating force to lose weight.

Mental health issues
Depression is common among people with obesity,
as well as those with type 2 diabetes, and this can
affect motivation to lose weight. At the authors
clinical practice there is a routine assessment for
anxiety and depression in people with diabesity. Our
service audits and evaluations have highlighted that
both depression (66%) and anxiety (70%) are very
common in severely obese individuals, compared to
the UK’s general population, where the levels are 33%
for anxiety and 11.4% for depression (Jagielski et al,
2014). An issue with using screening tools for anxiety
and depression is that they have not been specifically
evaluated in individuals with severe obesity or obesity
complicated by diabetes. Nevertheless, there is a need
to identify mood disorders as they will hinder the
individual addressing issues with their obesity and
diabetes. Some individuals may require medication
for depression depending on severity and it should
be remembered that many anti-depressants cause
weight gain.

In some cases, an eating disorder might be present.

These include binge eating or night-eating syndrome.
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Binge eating is defined as consumption of a large
amount of food in a short period of time due to
subjective loss of control (Snyder, 2009). Night eating
is characterised by eating a significant portion of daily
calories after the main meal in the evening (Allison
et al, 2006). Both conditions are more common in
women. Individuals with these conditions should be
referred for psychological support and management.

Obesity is a chronic disorder; drastic lifestyle
change is unlikely to result in maintained long-term
weight loss, given the body’s fierce biological drive to
retain body weight. It is important for individuals to
be advised to make small sustainable changes that are
likely to be maintained. It is generally recommended
that people should aim to lose 0.5-1 kg per week
(National Heart Lung Blood Institute, National
Institute of Diabetes Digestive Kidney Diseases, 1998;
Scottish Intercollegiate Guidelines Network [SIGN],
2010).

There are several dietary interventions available
to help achieve weight loss goals, including the
600 calorie deficit diet, low energy diet (LED) and
very-low-energy diet (VLED), carbohydrate restriction
diet, low-glycaemic-index diet, Mediterranean diet
and low-fat diet (Leong and Taheri, 2012). A study has
reported remission of type 2 diabetes after 8 weeks of a
VLED but whether this can be maintained long term
is unclear (Lim et al, 2011). It is important to tailor
the dietary approach to the individual. While VLEDs
are much safer than before, NICE recommends their
use for a maximum of 12 weeks (NICE, 2006).
Emerging data show that LEDs are just as effective as
VLEDs and are better tolerated (Riecke et al, 2010).
There needs to be close supervision of people with

type 2 diabetes who embark on these diets to ensure

Page points

1. Orlistat is currently the only
approved drug available in
the UK for weight loss, thus,
emphasis should be on lifestyle
change, appropriate selection
of drugs used in diabetes
treatment, and bariatric surgery
for those with severe obesity.

2. Depression is common among

people with obesity, as well as
those with type 2 diabetes, and
this can affect motivation to
lose weight.

Box 1. General assessment of a person with obesity.

® Weight history (onset of obesity, family history).

Alcohol intake.
® Smoking history.
® Psychological issues (depression, eating disorders).

Individual’s expectation (realistic or unrealistic).

® Social circumstances and emotional support.

® Dieting history (positive/negative aspects from previous weight loss attempts).
® Eating patterns (skipping meals, snack intake, binge eating, fast-food intake).
¢ Dietary intake (food diary, usually assessed by a dietitian).

® Physical activity (use of pedometer, levels of sedentary behaviour).

Individual’s motivation (willingness and ability to change).
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they have support and they are safe by, for example,
avoiding hypoglycaemia in insulin-treated individuals.

Intensive lifestyle intervention is useful for
weight loss and diabetes control in people with
type 2 diabetes. The Look AHEAD study showed
that a 5% reduction of total initial body weight
resulted in significant reduction in cardiovascular
risk factors (Look and Wing, 2010). The treatment
programme is well structured with regular weekly
or fortnightly follow-up for the first 3—6 months.
Group sessions are more cost effective and are shown
to provide better initial weight reduction as they offer
greater support and healthy competition between
members.

Currently, the only anti-obesity ~medication
available is the pancreatic lipase inhibitor, orlistat,
which works by inhibiting absorption of fat in the
intestine. It is recommended by NICE (2006) to
be used as an adjunct to other weight management
interventions, and the drug should be prescribed only
with accompanying lifestyle advice and support. Use
of orlistat beyond 12 months is mainly for weight

maintenance as many people regain weight they have

Table 1. Summary of currently available diabetes treatments and their effects

on HbA , body weight and their adverse side effects (Nathan et al, 2009;
Inzucchi et al, 2012; Munro et al, 2013).

General
Diabetes treatment effects on Adverse side effects
body weight
Biguanides No weight Gastrointestinal side effects; very rare
gain cases of lactic acidosis
Sulphonylureas Weight gain Hypoglycaemia
a-Glucosidase inhibitors Weight Gastrointestinal side effects
neutral
Glucagon-like peptide-1 Weight loss Nausea, vomiting, pancreatitis
(GLP-1) analogue
Pramlintide Weight loss Gastrointestinal side effects
Glinides Weight gain Gastrointestinal side effects
Insulin Weight gain Hypoglycaemia
Thiazolidinediones Weight gain Fluid retention, heart failure
Dipeptidyl peptidase-4 Weight Upper respiratory tract infection,
(DPP-4) inhibitor neutral nasopharyngitis, headache
Sodium—glucose Weight loss Urinary tract and genital infection

cotransporter 2 (SGLT-2)
inhibitors
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lost after the treatment is discontinued (Torgerson et
al, 2004). In rare cases, orlistat can result in deficiency
of fatsoluble vitamins, particularly vitamin D, which
is normally found in low levels in people with obesity
and diabetes (Compher et al, 2008).

Glycaemic control and reduction in hypertension
and dyslipidaemia are the cornerstones of diabetes
care, with best results obtained for blood pressure and
cholesterol reduction. Unfortunately, the emphasis on
these factors has somewhat detracted from lifestyle
change and weight loss, and the focus on glycaemic
control has paradoxically resulted in weight gain.
Weight gain further exacerbates glycaemic control
resulting in further treatment intensification, thus
creating a vicious cycle. A summary of diabetes
medications and their effects on weight and other
side effects are shown in 7able I. These factors should
be considered when deciding diabetes management

strategies for people with obesity.

Role of healthcare professionals

During a consultation with a person who has type 2

diabetes and obesity, healthcare professionals should

use their often limited time to cover the areas

summarised below:

® Medication review: It is essential to exclude
unnecessary medications and alter those that may
cause weight gain. An individualised approach to
diabetes medication means choosing drugs that are
either weight neutral or that can promote weight
loss in people with diabesity. Box 2 shows a list of
common drugs that may induce weight gain (Leong
and Taheri, 2012).

® Smoking cessation: This is important as part of
cardiovascular and cancer risk assessment. The
Framingham Heart Study has reported that a
40-year-old obese smoker can lose 13 years in life
expectancy compared with a normal-weight non-
smoking counterpart (Peeters et al, 2003); therefore,
smoking cessation advice is extremely important.
Unfortunately, the process of smoking cessation
may lead to higher food consumption and alteration
of the body’s metabolism, which may result in
weight gain (Williamson et al, 1991; Chiolero
et al, 2008). Nicotine replacement or chewing
gum may help to prevent snacking. Buproprion, a
smoking cessation drug, could be considered as it
has been shown to result in weight loss. Appropriate

preparation for the individual’s quit date, and
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Box 2. Common drugs that promote weight
gain (Leong and Taheri, 2012).

® Anti-diabetes medications (insulin,
sulphonylurea, thiazolidinedione, glinides)

* Anti-hypertensives (beta-blockers,
calcium-channel blockers)

Diabetic neuropathy treatment (amitriptyline,
gabapentin)

® Anti-depressants (tricyclic anti-depressants,
some serotonin-specific reuptake inhibitors,
mirtazapine)

Corticosteroids

Antihistamines

Anti-psychotics (clozapine, olanzapine,
risperidone, quetiapine)

Mood stabilisers (lithium)
Anti-neoplastic agents (tamoxifen)

beyond, should help avoid excessive weight gain.

@ Alcohol and carbonated drinks: Cutting down on
alcohol intake is very beneficial as some alcoholic
drinks are high in calories and can cause weight
gain. Some individuals can lose a significant
amount of weight after cutting down on alcohol.
Carbonated drink intake is a particularly common
issue for people with obesity and diabetes so they
should be encouraged to switch to water.

® Advice and goal setting: Several studies have found
a discrepancy in the expectation of successful
weight loss between patients and healthcare
professionals (Foster et al, 2001; Wee et al, 2006).
It is necessary to set achievable targets at initial
assessment to prevent unrealistic expectations or
negative emotions and attitudes. The recommended
goal is 0.5-1 kg or 1-2 Ib weight reduction per week
(SIGN, 2010) and losing 5-10% of body weight
in 6 months. This could be achieved by reducing
portion sizes, avoiding second helpings, cutting
down on alcohol and a carbohydrate restriction diet.

® Eating disorders: When eating disorders, such as
comfort eating, emotional eating, binge eating and
night-time eating are suspected, appropriate dietary
and/or psychological assessment is required.

® Orlistat:  Studies have shown modest weight
reduction (5 kg) with most weight loss occurring
in the first 6 months of treatment with orlistat in
conjunction with lifestyle changes (Wadden et
al, 2011). NICE has recommended that orlistat

should be used in addition to lifestyle intervention
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(NICE, 2006). Orlistat can be used for more than
12 months for weight maintenance as long-term
weight regain occurs frequently.

® Additional issues: Identifying additional issues that
may impinge on body weight and diabetes, such as

OSA, is essential when addressing the individual’s

cardiometabolic risk and addressing these issues

would help to improve quality of life.

When individuals experience difficulties with
losing even the minimum amount of weight, which
is common in people with type 2 diabetes, a holistic
review is necessary. There might be underlying
psychological issues, such as eating disorders or
previous experience of abuse, social factors, such as
marital discordance, or healthcare issues, such as

disabilities, causing problems with physical activity.

Bariatric surgery

Currently, bariatric surgery is the most effective
treatment available for weight reduction for people
with type 2 diabetes and extreme obesity. NICE
(2006) and the International Diabetes Federation
(IDF; Dixon et al, 2011) have recommended the
use of bariatric surgery in this population. Bariatric
surgery is recommended for people with type 2
diabetes with a BMI =35 kg/m?. Besides weight loss,
studies have shown that bariatric surgery prolongs life
expectancy, possibly from a reduction in incidence
of malignancies, and it lowers cardiometabolic risk
factors, resulting in decreased cardiovascular events
(Sjostrom et al, 2007). The procedures commonly
carried out in the NHS are laparoscopic Roux-enY
gastric bypass surgery (RYGB), laparoscopic adjustable
gastric band (LAGB) and
gastrectomy (LSG). RYGB is both restrictive (reducing

laparoscopic  sleeve
the amount of food eaten) and malabsorptive
(reducing the absorption of food), while LSG and
LAGB are anatomically restrictive surgeries with
differential physiological effects.

Apart from weight loss, bariatric surgery can lead
to remission of type 2 diabetes. The success rates
differ with different techniques; for LAGB, remission
is reported to be between 58% and 62%, while for
RYGB it is between 71% and 83% (Buchwald et al,
2004; 2009). One hypothesis for the difference in
remission is the effect of hormonal changes, especially
glucagon-like peptide-1 (GLP-1) following RYGB.
Post-prandial GLP-1 levels are increased after RYGB
(Yousseif et al, 2014). Although weight loss and type 2

Page points

1. Cutting down on alcohol intake
is very beneficial as some
alcoholic drinks are high in
calories and can cause weight
gain. Some individuals can lose
a significant amount of weight
after cutting down on alcohol.

2. When eating disorders,
such as comfort eating,
emotional eating, binge
eating and night-time eating
are suspected, appropriate
dietary and/or psychological
assessment is required.

w

. Currently, bariatric surgery is
the most effective treatment
available for weight reduction
for people with type 2 diabetes
and extreme obesity.
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“Currently, for those
with type 2 diabetes
and extreme obesity,
the most effective
treatment is bariatric
surgery.”
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diabetes remission results are better for RYGB, it is
the most costly option, requires a longer hospital stay,
and has a higher short-term complication rate and
mortality, as well as the need for life-long nutritional
supplementation after the operation. Over time,
weight regain is common after both procedures and
while diabetes may initially go into remission, it may

well reappear at a later date.

Conclusion

The rising prevalence in obesity has led to the
increasing prevalence of type 2 diabetes and this
had led to the use of the term “diabesity”. Smoking
cessation and reduction in alcohol intake, alongside
dietary and lifestyle advice, will help in weight
reduction and if not, at the very least promote weight
maintenance and prevention of complications. Modest
weight loss can be achieved through dietary changes
and intensive lifestyle interventions. Helping people
with type 2 diabetes achieve weight loss will improve
HbA, _control and other cardiometabolic risk factors.
Life expectancy may also be prolonged from weight
loss. Currently, for those with type 2 diabetes and
extreme obesity, the most effective treatment is

bariatric surgery. |

Allison KC, Wadden TA, Sarwer DB et al (2006) Night eating
syndrome and binge eating disorder among persons seeking
bariatric surgery: Prevalence and related features. Obesity (Silver
Spring) 14 (Suppl 2): 775-82S

Buchwald H, Avidor Y, Braunwald E et al (2004) Bariatric surgery:
A systematic review and meta-analysis. JAMA 292: 1724-37

Buchwald H, Estok R, Fahrbach K et al (2009) Weight and type
2 diabetes after bariatric surgery: Systematic review and
meta-analysis. Am | Med 122: 248-56

Butland B, Jebb S, Kopelman P et al (2007) Tackling obesities:
Future Choices — Project Report (2" edition). UK Government’s
Foresight Programme, London

Chiolero A, Faeh D, Paccaud F, Cornuz J (2008) Consequences
of smoking for body weight, body fat distribution, and insulin
resistance. Am J Clin Nutr 87: 801-9

Compher CW, Badellino KO, Boullata JI (2008) Vitamin D and the
bariatric surgical patient: A review. Obes Surg 18: 220-4

Diabetes UK (2012) Diabetes in the UK 2012: Key Statistics on
Diabetes. Diabetes UK, London. Available at: http://bit.ly/Thgdld)
(accessed 01.05.14)

Dixon JB, Zimmet P, Alberti KG, Rubino F (2011) Bariatric surgery:
An IDF statement for obese Type 2 diabetes. Surg Obes Relat
Dis 7: 433-47

Foster GD, Wadden TA, Phelan S et al (2001) Obese patients’
perceptions of treatment outcomes and the factors that influence
them. Arch Intern Med 161: 2133-9

Health & Social Care Information Centre (2013) Health Survey for
England — 2012, Trend tables. HSCIC, Leeds. Available at: http://bit.
ly/ThZRPt3 (accessed 01.05.14)

Inzucchi SE, Bergenstal RM, Buse JB et al (2012) Management of
hyperglycemia in type 2 diabetes: A patient-centered approach.
Diabetes Care 35: 1364-79

Jagielski AC, Brown A, Hosseini-Araghi M et al (2014) The
association between adiposity, mental well-being, and quality of

life in extreme obesity. PLoS One 26: €92859

Leong W, Taheri S (2012) Medical assessment and preparation of
patients undergoing bariatric surgery In: Huang C (ed). Advanced
Bariatric and Metabolic Surgery. InTech, Croatia: 87-116

Lim EL, Hollingsworth KG, Aribisala BS et al (2011) Reversal of type
2 diabetes: Normalisation of beta cell function in association with
decreased pancreas and liver triacylglycerol. Diabetologia 54:
2506-14

Look ARG, Wing RR (2010) Long-term effects of a lifestyle
intervention on weight and cardiovascular risk factors in
individuals with type 2 diabetes mellitus: Four-year results of the
Look AHEAD trial. Arch Intern Med 170: 1566-75

Munro N, Feher M, Watters K (2013) Frequently asked questions:
SGLT2 inhibitors —a novel approach to managing hyperglycaemia.
Diabetes & Primary Care 15: 172-9

Nathan DM, Buse JB, Davidson MB et al (2009) Medical
management of hyperglycaemia in type 2 diabetes mellitus: A
consensus algorithm for the initiation and adjustment of therapy.
Diabetologia 52: 17-30

National Heart Lung Blood Institute, National Institute of Diabetes
Digestive Kidney Diseases (1998) Clinical Guidelines on the
Identification, Evaluation and Treatment of Overweight and Obesity
in Adults: the Evidence Report. NHLBI, Bethesda, MD, USA

NICE (2006) Obesity: the Prevention, Identification, Assessment and
Management of Overweight and Obesity in Adults and Children
(CG43). NICE, London. Available at: www.nice.org.uk/CG43
(accessed 01.05.14)

Peeters A, Barendregt JJ, Willekens F et al (2003) Obesity in
adulthood and its consequences for life expectancy: A life-table
analysis. Ann Intern Med 138: 24-32

Riecke BF, Christensen R, Christensen P et al (2010) Comparing
two low-energy diets for the treatment of knee osteoarthritis
symptoms in obese patients: a pragmatic randomized clinical
trial. Osteoarthritis Cartilage 18: 746-54

Samat A, Tomlinson B, Taheri S, Thomas GN (2008) Rimonabant
for the treatment of obesity. Recent Pat Cardiovasc Drug Discov
3:187-93

Scottish Intercollegiate Guidelines Network (2010) Management
of Obesity: A National Clinical Cuideline. SIGN, Edinburgh.
Available at: http://www.sign.ac.uk/pdf/sign115.pdf (accessed
01.05.14)

Sjostrom L, Narbro K, Sjostrom CD et al (2007) Effects of bariatric
surgery on mortality in Swedish obese subjects. New Engl ] Med
357: 741-52

Snyder AG (2009) Psychological assessment of the patient
undergoing bariatric surgery. Ochsner | 9: 144-8

Thomas GN, Jiang CQ, Taheri S et al (2010) A systematic review of
lifestyle modification and glucose intolerance in the prevention
of type 2 diabetes. Current Diabetes Reviews 6: 378-87

Torgerson JS, Hauptman J, Boldrin MN, Sjostrom L (2004) XENical
in the prevention of diabetes in obese subjects (XENDOS) study:
A randomized study of orlistat as an adjunct to lifestyle changes
for the prevention of type 2 diabetes in obese patients. Diabetes
Care 27: 155-61

Wadden TA, Volger S, Sarwer DB etal (2011) A two-year randomized
trial of obesity treatment in primary care practice. New Engl |
Med 365: 1969-79

Wang YC, McPherson K, Marsh T et al (2011) Health and economic
burden of the projected obesity trends in the USA and the UK.
Lancet 378: 815-25

Wee CC, Jones DB, Davis RB (2006) Understanding patients’ value
of weight loss and expectations for bariatric surgery. Obes Surg
16: 496-500

Williamson DF, Madans J, Anda RF et al (1991) Smoking cessation
and severity of weight gain in a national cohort. New Engl | Med
324:739-45

World Health Organization (2013) Obesity and Overweight.
Factsheet no 311. World Health Organization, Geneva,
Switzerland. Available at: http:/bit.ly/18pCdAN  (accessed
01.05.14)

Yousseif A, Emmanuel J, Karra E et al (2014) Differential effects of
laparoscopic sleeve gastrectomy and laparoscopic gastric bypass
on appetite, circulating acyl-ghrelin, peptide YY3-36 and active
GLP-1 levels in non-diabetic humans. Obes Surg 24: 241-52

Diabesity in Practice Vol 3 No 4 2014



Tackling diabesity: Weight management for people with type 2 diabetes

Online CPD activity

Visit www.diabetesonthenet.com/cpd to record your answers and gain a certificate of participation

Participants should read the preceding article before answering the multiple choice questions below. There is ONE correct answer to each question.
After submitting your answers online, you will be immediately notified of your score. A pass mark of 70% is required to obtain a certificate of

successful participation; however, it is possible to take the test a maximum of three times. A short explanation of the correct answer is provided. Before

accessing your certificate, you will be given the opportunity to evaluate the activity and reflect on the module, stating how you will use what you have
learnt in practice. The CPD centre keeps a record of your CPD activities and provides the option to add items to an action plan, which will help you to

collate evidence for your annual appraisal.

1. According to the updated obesity NICE
guideline that was published in November
2014, among people with type 2 diabetes,
what patient characteristics denote who
should receive an expedited assessment for
bariatric surgery? Select ONE option only.

A.BMI 30-34 kg/m? and type 2 diabetes onset
within the last 10 years as long as they are
receiving or will receive assessment in a
tier 3 service

B. BMI >35 kg/m? and type 2 diabetes onset
within the last 5 years as long as they are
receiving or will receive assessment in a
tier 3 service

C. BMI >35 kg/m? and type 2 diabetes onset
within the last 10 years as long as they are
receiving or will receive assessment in a
tier 3 service

D.BMI >35 kg/m?* and type 2 diabetes with new
onset diabetes as long as they are receiving or
will receive assessment in a tier 3 service

E. BMI >38 kg/m? and type 2 diabetes onset
within the last 5 years as long as they are
receiving or will receive assessment in a
tier 3 service

2. Which ONE of the following
has been linked to weight gain?
Select ONE option only.

A. Metformin

B. Sulphonylurea

C. DPP-4 inhibitors
D.GLP-1 receptor agonists

E. None of the above

3. The NICE obesity guideline published in

November 2014 includes the follow-up care

package that is recommended following
bariatric surgery. How long should follow-
up care go on for? Select ONE option only.

A. A minimum of 1 year

X

. A minimum of 2 year

C. Until the individual has a BMI in the “healthy
weight” range for their height

D. Until the individual maintains a BMI in the
“healthy weight” range for 2 years

m

. A minimum of 5 years

4. What is the projected number of people
with overweight and obesity by 2015
as predicted by the World Health
Organization? Select ONE option only.

230 million overweight, 70 million obese
1.2 billion overweight, 500 million obese
2.3 billion overweight, 700 million obese

2.5 billion overweight, 1 billion obese

mo 0w >

3 billion overweight, 500 million obese

5. According to SIGN, what is the
recommended goal for people who are
trying to lose weight?

Select ONE option only.

.5-10% of body weight in 6 months

. 10-12% of body weight in 6 months

.1.9-5.0 kg per week

.5.3-10.0 kg per week

. 5.3-10.0 kg per month

mo 0 ® >

6. A 34-year-old Asian man has a BMI of
27.5 kg/m?. Which ONE of the following
is the MOST appropriate classification
of his BMI? Select ONE option only.

. Underweight
. Healthy weight

.Obese (Grade 1)

A
B
C. Overweight
D
E. Obese (Grade 2)

N

Which of these statements are
CORRECT about very-low-calorie
diets? Select ONE option only.

A.They are defined as 800 kcal/day or fewer

B. They should be used for a maximum of
12 weeks

C. The person following the diet should be given

ongoing clinical support

D. Very-low-calorie diets should be considered
for people who are obese and who have a
clinically-assessed need for rapid weight loss

E. All of the above

8. Which of these statements is NOT true
for orlistat? Select ONE option only.

A. Orlistat can lead to malabsorption of vitamin A
B. Orlistat cannot be used in children
C. Orlistat should be discontinued if no weight
loss is achieved after 3 months of treatment
D. Orlistat should be continued for more than
12 months for weight maintenance

E. Orlistat has been shown to be effective for
modest weight reduction

9. Which of the following statements
is NOT true regarding weight
management? Select ONE option only.

A. At 12 months, a very-low-energy diet and a
low-energy diet both result in similar weight
reduction

B. The recommended amount of physical activity
is 300 minutes of moderate intensity activity
per week

C. Young women should seek early pregnancy
after bariatric surgery as the body is most
fertile at that time

D. Patients often have unrealistic expectations of
successful weight loss

E. Smoking cessation is associated with weight
gain, while reducing alcohol intake can help in
weight reduction

10. Which of the following common
drugs PROMOTE weight gain?
Select ONE option only.

A. Beta-blockers
B. Amitriptyline
C. Clozapine

D. Lithium

E. All of the above
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