
By now I am sure everyone is tired of hear-
ing the statistics; Americans are obese and 
the common diseases associated with obesity 
are increasing at rapid rates.  
 
It is estimated that 64 percent of Americans 
are overweight or obese (those with a body 
mass index greater than 25). The costs asso-
ciated with obesity are also mind boggling 
(approximately $117 billion in 2000) and 
continually on the rise. With all of this re-
search and information, why are we not able 
to make a significant change in our approach 
and to treating obesity?  
 
The answer lies in the fact that obesity is one 
of the most complex and confusing problems 
in medicine today. The etiology of obesity 
includes multiple factors that need to be ad-
dressed in order to achieve any significant 
and sustained weight-loss. In addition, physi-
cians have minimal, or no, training in the 
management of obesity and often lack the 
time or interest to properly treat these com-
plex patients. The goal of this article is to 
provide a broad overview for patients to un-
derstand their treatment options.  
 
Measuring Obesity 
 
The initial step in any approach to obesity 
treatment is the assessment. All patients 
should be aware of their body mass index 
(BMI), which is a simple formula using 
height and weight to determine the level of 
obesity. (To view the formulas, please see 
box on page six. To interpret your BMI re-
sults, please see the chart on page 11.)  
 

Patients should also have a waist circum-
ference assessment because it enables 
physicians to estimate the amount of ab-
dominal adiposity, which is an independ-
ent risk factor for disease. Patients with 
an increased waist circumference (greater 
than 35 inches in women or greater than 
40 in men) have higher chances of devel-
oping diabetes, fatty liver disease, dyslip-
idemia, sleep apnea and cardiovascular 
disease.  
 
Additionally there are more specialized 
tests typically found only in a bariatri-
cian’s (physicians with specialty training 
in weight-loss treatment) office such as 
machines that assess metabolism by oxy-
gen consumption and estimate lean body 
mass by bioimpedance.  
 
Determining a Patient’s Readiness 
 
After the initial diagnosis of obesity is 
made, the physician and patient should 
determine whether, and the extent to 
which, the patient is prepared and/or 
ready to lose weight. Bariatricians and 
their patients typically discuss the risks of 
obesity and the potential benefits of 
weight-loss; evaluate previous attempts, 
successes and failures; and most impor-
tantly, rule out any significant depression 
or depressive symptoms as a casual fac-
tor. In the latter regard, depression is very 
often associated with binge eating disor-
der or other forms of emotional eating 
and is a significant barrier to any long 
term success. 
 

By Lisa Saff Koche, MD 
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A Message from President and CEO, Joseph Nadglowski, Jr.  

It is with great pleasure that I intro-
duce you to the first issue of the OAC 
News, the official newsletter of the 
Obesity Action Coalition (OAC).   
 
As part of our mission to elevate and 
empower those affected by obesity, in 
this and future issues, you will find a 
variety of educational articles discuss-

ing obesity, its treatments and consequences. You will also 
find inspiration from fellow patients who have successfully 
treated and managed their obesity.  
 
In addition, this newsletter provides more information about 
how the OAC represents those affected by obesity in public 
policy issues and how you can become an advocate for posi-
tive change. 
 
The OAC was created when a legislator pointed out that those 
affected by obesity did not have organized and independent 
representation in the healthcare community — specifically, 
that no group spoke on the behalf of obese patients. The OAC 

aims to fill this gap by advocating on behalf of and 
teaching fellow patients to become effective advocates.   
 
If you have already joined the OAC, thank you! Please 
help us spread the word by sharing this newsletter with 
your family, friends and healthcare professionals. If you 
have not joined, I encourage you to become part of the 
OAC by completing the membership application in-
cluded in this newsletter. Whether a patient, family 
member, friend or healthcare professional, the greater 
our membership, the stronger our voice.   
 
If you have any questions about the newsletter or any of 
the OAC’s activities, please do not hesitate to contact 
our National Office at (800) 717-3117 or 
info@obesityaction.org.  Thank you! 
 
Sincerely, 
 
 
 

 

Welcome to the debut issue of OAC News! 

The Obesity Action Coalition (OAC) is an 
independent national non-profit patient 
organization dedicated to educating and 
advocating for those affected by obesity.  
 
The mission of the OAC is to elevate and 
empower those affected by obesity through 
education, advocacy and support.  

Obesity Action Coalition 
4511 North Himes Avenue, Suite 250 

Tampa, FL 33614 
(800) 717-3117 

Fax: (813) 873-7838 
www.obesityaction.org  
info@obesityaction.org 

OAC News is a quarterly educational and 
advocacy newsletter. OAC News is distrib-
uted in October, January, April and July. 
Subscription to OAC News is a membership 
benefit, however, anyone is welcome to re-
quest copies at any time.  
 
Opinions expressed by the authors are their 
own and do not necessarily reflect those of 
the OAC Board of Directors and staff. Infor-
mation contained herein should not be con-

The OAC is governed under the authority 
of a National Board of Directors. Charter 
members of the OAC Board of Directors 
include: 
 

Robin Blackstone, MD 
Georgeann Mallory, RD 
Christopher Still, DO, FACN, FACP 

strued as delivery of medical advice or 
care. The OAC recommends consultation 
with your doctor or healthcare professional. 
 
If you are interested in contributing to this 
publication, or for reprint requests, please 
contact the OAC National Office. 
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Obesity and type 2 diabetes are diseases that can 
substantially decrease life expectancy, diminish 
quality of life and increase healthcare costs. The 
incidence of obesity and diabetes continues to 
rise by epidemic proportions. The term 
“diabesity” has been coined to describe obesity-
dependent diabetes.  
 
According to the American Diabetes Associa-
tion, in 2002 18.2 million people, or 6.3 percent 
of the population, had diabetes. Diabetes was the 
sixth leading cause of death listed on U.S. death 
certificates in 2000. The direct and indirect cost 
of diabetes in the U.S. in 2002 was estimated at 
$132 billion. It has been estimated that the an-
nual cost of overweight and obesity in the U.S. is 
$122.9 billion. This estimate accounts for $64.1 
billion in direct costs and $58.8 billion in indi-
rect costs.  
 

What is Diabetes?  
 
Diabetes is a disease characterized by high levels 
of blood glucose resulting from defects in insulin 
production, insulin action or both. Type 1 diabe-
tes develops when the body's immune system 
destroys pancreatic beta cells, the only cells in 
the body that make the hormone insulin that 
regulates blood glucose. This form of diabetes 
usually strikes children and young adults, al-
though disease onset can occur at any age.  
 
Type 1 diabetes accounts for only five to 10 per-
cent of all diagnosed cases of diabetes. Risk fac-
tors for type 1 diabetes include autoimmune, ge-
netic and environmental factors. 
 
Type 2 diabetes accounts for some 90 to 95 per-
cent of all diagnosed cases of diabetes. It usually 
begins as insulin resistance, a disorder in which 
the cells do not use insulin properly. As the need 
for insulin rises, the pancreas gradually loses its 
ability to produce insulin.  

By Joanne Z. Rogers, MSN, RN, CNSN, APRN, BC-AD  
and Christopher D. Still, DO, FACN, FACP 

 

Risk of Type 2 Diabetes 
 
The risk of developing type 2 diabetes is 
determined by some factors that can be 
modified and others that cannot. Some 
people are at higher risk for developing 
type 2 diabetes because of their genes. A 
first-degree relative of a person with 
types 2 diabetes has a risk five to 10 
times higher than a person without a fam-
ily history.  
 
Another factor that may increase the risk 
of type 2 diabetes is low birth weight. 
Intrauterine growth restriction leading to 
low birth weight seems to be associated 
with increased risk in adulthood of insu-
lin resistance, glucose intolerance and 
type 2 diabetes. However, encouraging 
research studies in the U.S. and abroad 
have found that lifestyle changes, such as 
changes in diet and exercise, can prevent 
or delay the onset of type 2 diabetes 
among high-risk adults.  
 
At all ages, the risk of type 2 diabetes 
rises with increasing body weight. The 
prevalence of type 2 diabetes is three to 
seven times higher in those who are 
obese than in normal weight adults, and 
is 20 times more likely in those with a 
body mass index (BMI) greater than 35 
kg/m2. 
 

Obesity’s Role in the Development 
of Type 2 Diabetes 
 
It is not known for sure why some people 
develop insulin resistance, but it is 
known that obesity and lack of physical 
activity make it worse. The development 
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of insulin resistance is an important component in the devel-
opment of type 2 diabetes. The connection is also seen in the 
fact that weight-loss can improve control or cure type 2 dia-
betes. In addition to the degree of obesity, where the excess 
body fat is deposited is important in determining the risk of 
type 2 diabetes.  
 
The degree of insulin resistance and 
the incidence of type 2 diabetes is 
highest in a person with an “apple” 
shape. These persons carry the major-
ity of their excess body weight around 
their abdomen. In contrast, the “pear” 
shaped person carries most of their 
weight in the hips and thighs and this 
is not as likely to be associated with 
insulin resistance. 
 

Treating Obesity Will Treat 
Type 2 Diabetes 
 
Weight-loss is an important goal for 
overweight or obese persons, particularly those with type 2 
diabetes. Moderate and sustained weight-loss (five percent to 
10 percent of body weight) can improve insulin action, de-
crease fasting glucose concentrations and reduce the need for 
some diabetes medications. A program of diet, exercise and 
behavior modification can successfully treat obesity, but 
pharmacotherapy and/or surgery may be warranted. 
 

Diet 
 
Weight-loss occurs when energy expenditure exceeds energy 
intake. Creating an energy deficit of 500-1,000 calories per 
day will result in a one to two pound weight-loss per week. 
Writing down the food, portion size and calorie amount has 
been found to increase awareness and will provide objective 
evidence of calorie intake. 
 
For effective weight-loss, it is the calories that count, not the 

proportion of fat, carbohy-
drates or protein. However, 
when individuals are losing 
weight they should follow a 
diet similar to that recom-
mended in the U.S. Dietary 
Guidelines for 2005: fat 20-35 
percent of calories; carbohy-
drates 45-65 percent; protein 
10-35 percent. 

For the obese patient with diabetes or insulin resistance, 
limiting servings of complex carbohydrates may be bene-
ficial. These foods include bread, rice, pasta, potatoes, ce-
real, peas and sweet potatoes. Complex carbohydrates 
tend to raise blood sugar more than other foods and will 
cause the body to produce more insulin. With insulin re-
sistance, these increased amounts of insulin can promote 
weight gain. 
 
Increasing the amount of fiber in ones diet may be benefi-

cial for both diabetes and obesity. A high intake of dietary 
fiber, particularly of the soluble type, may improve glyce-
mic control, decreases hyperinsulinemia and lower plasma 
lipid concentrations in patients with type 2 diabetes. Addi-
tionally, high fiber foods assist in weight-loss and long-
term weight maintenance by: requiring more chewing and 
taking longer to eat, providing fewer calories per serving, 
creating a sense of abdominal fullness and enhancing full-
ness between meals. 
 

Physical Activity 
 
Regular physical activity helps maintain weight-loss and 
prevent regain. It also improves insulin sensitivity and 
glycemic control, may decrease the risk of developing dia-
betes and reduces mortality in patients with diabetes.  
 
A goal should be set for 30 to 45 minutes of moderate ex-
ercise five times per week. The exercise does not need to 
occur in a single session to be beneficial. Dividing the ac-
tivity into multiple and short episodes produces similar 
benefits and can enhance compliance. Using a pedometer 
can help set objective exercise goals. Gradually increasing 
the number of steps per day, with a goal of 8,000 steps, is 
ideal. Any increase in activity over baseline will help in 
balancing the equation of less calories in and more calo-
ries out to promote weight-loss. 
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Age         Sedentary       Moderate Active    Active 

  19-30       2000          2000-2200           2400 
31-50       1800          2000            2200 
51+       1600          1800            2200 
19-30       2400          2600-2800               3000  
31-50       2200                2400-2600           2800-3000 
51+       2000          2000-2400           2400-2800 

Female 

Male 

Calorie Requirements 



Medication 
 
There are several medi-
cations intended to treat 
diabetes, insulin resis-
tance and obesity. A full 
review of these medica-
tions is beyond the scope 
of this article. However, 
metformin is one medication that has been found helpful in 
reducing the risk of type 2 diabetes in patients with insulin 
resistance. Metformin reduced the rate of progression to dia-
betes in obese persons with impaired glucose tolerance.  
 
Men treated with metformin who had central obesity and 
other features of metabolic syndrome (insulin resistance, hy-
pertension, hyperlipidemia) had slightly more weight-loss and 
slightly lower fasting blood glucoses that those given a pla-
cebo. 
 

Bariatric Surgery 
 
According to the National Institute of Health (NIH), bariatric 
surgery should be considered by those who have a BMI 
greater than 40, or have a BMI of 35-39.9 and medical prob-
lems such as diabetes, heart disease or sleep apnea. 
 
Bariatric surgery changes the normal digestive process. There 
are three types of surgery: restrictive, malabsorptive and com-
bined restrictive/malabsorptive. The NIH Web site provides 
an overview of the procedures and how they produce weight-
loss. 
 
Studies continue to show that diabetes can be cured in many 
patients using bariatric surgery. These clinical improvements 
occur not only because of the significant weight-loss, but be-
cause of hormonal changes that occur when foods bypass the 
stomach.  
 
Patients and their doctors need to consider the risk of bariatric 
surgery compared to the risk of obesity and the associated 
medical problems. When other methods of weight-loss have 
failed, bariatric surgery may be the best chance for significant 
and sustained weight-loss. 
 

Prevention 
 
Preventing and treating obesity will help in the prevention and 
treatment of diabetes. Promoting a healthy lifestyle in children 
and adolescents will put them on a path that will decrease 
their risk of diabetes and its complications. Helping adults at 
high risk for diabetes to change their diet and lifestyle may 
prevent them from developing diabetes and its consequences. 
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• Heart Disease 
• Stroke 
• Kidney Disease 

• Dental Disease 
• High Blood Pressure 
• Nervous System Disease 

• Blindness 
• Amputations 
• Pregnancy Complications  
 

Complications of Diabetes 



“Doctor, is my child overweight?” “Oh no, it is just baby fat 
and he’ll grow out it.” Is your son or daughter obese or over-
weight? Is it indeed just baby fat, and will they outgrow it?  
 
Pediatric obesity is now of epidemic proportions in the United 
States. Pediatric overweight and obesity now affects more than 
30 percent of children, making it the most common chronic dis-
ease of childhood.  
 
Pediatric obesity is not just a cosmetic problem; it is a real 
health problem that can be associated with significant issues in 
childhood and in adulthood. Therefore, parents of overweight 
young children should not just ignore this issue, but 
should actively seek out help to determine why their 
child is overweight and what they can do to help rectify 
the situation. 
 

Understanding Obesity in Children 
 
When infants are born, they have comparatively more 
fat; however, this is normal and appropriate. This rela-
tively greater amount of fat provides the infant with 
some nutritional reserve when they are most vulnerable 
and adjusting to life outside the womb. This greater 
amount of fat decreases as the infant grows older and through-
out the first several years of life.  
 
Around five years of age, children have the lowest amount of 
fat and have the lowest body mass index (BMI) – a relationship 
between weight and height. If a child is getting overweight be-
tween two and five years of age, this is not normal and it is not 
just “baby fat.” Likewise, after five years of age, an overweight 
child should not be treated as if it is just “baby fat” and told 
they will outgrow it and not to worry.  
 
In reality, if your child is overweight or obese, you do have a 

cause for worry. The earlier in the child’s life that you 
make changes a child’s lifestyle in regards to nutrition 
and physical activity, the easier it is.  
 

Measuring Obesity in Children 
 
You may be confused with the many new terms related 
to obesity. There is good reason for this confusion as 
there is controversy over the definitions related to obe-
sity. For adults more than 18 years of age, the defini-
tions are based on BMI. BMI can be calculated using 
pounds, inches or kilograms and meters using the fol-
lowing formulas: 

 
The normal range of BMI for adults is 18.5-24.9. A 
BMI of less than 18.5 is considered underweight. A 
BMI between 25 and 29.9 is considered overweight 
while a BMI of 30 and over is considered obese. Some 
also define morbid obesity as a BMI greater than 40. 
 
For children, BMI is calculated in the same fashion as 
for adults, but there are no absolute numbers of BMI 
defining normal and overweight. Instead, you have to 
calculate BMI and plot it on a BMI curve and find the 

By William Cochran, MD 

Using pounds and inches: 

BMI =       Weight in pounds   
 (Height in inches) x (Height in inches) 
 
Using kilograms and meters: 
BMI =       Weight in kilograms   
 (Height in meters) x (Height in meters) 

Calculating Body Mass Index (BMI) 

x    703 

Understanding the Childhood  
Obesity Epidemic 
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percentile for a child. There is a BMI curve for males and a 
separate one for females, ages two to 18 years  
(www.cdc.gov/growthcharts).  

 
The exact definition does not matter as much as knowing what 
the BMI percentile of the child is and if it is normal or abnor-
mal, increasing or decreasing. For simplicity sake, we will use 
overweight and obese interchangeably. 
 
For children less than two years of age there is no BMI curve 
available. Instead, you can plot the measurement on the “weight 
for length curve” that can be found on the “growth curve” used 
by healthcare providers. Normal weight is when this measure-
ment falls between the five and 95 percentiles. A child with a 
“weight for length” that plots less than five percent is consid-
ered underweight and greater than the 95 percent is considered 
overweight. 
 

Causes of Childhood Obesity 
 
Changes in the living environment (how we live, eat and act) is 
the major factor that has contributed to the current problem. 
There have been several dietary changes that have transpired 
over the last 20 to 30 years which have contributed to obesity.  
 
One major factor is the frequency with which people eat out. It 
is now estimated that approximately 40 to 50 percent of every 
dollar that is spent on food is spent on food outside the home 
(i.e. restaurants, cafeterias, sporting events, etc.). When people 
eat out they tend to eat a larger quantity of food (calories) than 
when they eat at home. Also, foods 
that are consumed in restaurants 
tend to have more fat (higher ca-
loric density) which in turn contrib-
utes to excessive intake of calories. 
This also tends to be true for meals 
purchased in the school cafeteria. 
Providing children with money to 
buy their lunch at school also poses 
another potential problem.  
 
Portion sizes have also increased. 

This is true for packaged foods and fast food restau-
rants. Take french fries for example. A portion size is 
actually 12 french fries. Most fast food restaurants 
have small or medium french fries, but sell more large 
or extra-large french fries. People do not think that a 
large order may actually be two or three portions.  
 
Also, soda sizes have significantly increased. The aver-
age serving size of a soda was 6 and a half ounces in 
1950, and increased to 12 ounces in the 1960’s and 20 
ounces in the 1990’s. Currently, 24 and 32 ounce sodas 
are marketed, with a 32 ounce soda containing approxi-
mately 400 calories. The consumption of soda by chil-
dren has increased throughout the last 20 years by 300 
percent. Fifty to more than 80 percent of children con-
sume at least one soda per day and 20 percent of chil-
dren consume more than four per day. Scientific stud-
ies have documented a 60 percent increase risk of obe-
sity for every regular soda consumed per day.  
 
Box drinks, juice, fruit drinks and sports drinks present 
another significant problem. These beverages contain a 
significant amount of calories and it is estimated that 
20 percent of children who are currently overweight 
are overweight due to excessive caloric intake from 
beverages.  
 
Another major factor in contributing to the pediatric 
obesity epidemic is the increased sedentary lifestyle of 
children. School-aged children spend most of their day 
in school where their only activity comes during recess 
or physical education classes. In the past, physical edu-
cation was required on a daily basis. Currently, only 
eight percent of elementary schools and less than seven 
percent of middle schools and high schools have daily 
physical education requirements in the U.S.  
 
Children are also more sedentary outside of school, 
which is due to increased time spent doing sedentary 
activities such as watching television, playing video 
games or using the computer. Only 50 percent of chil-

dren, 12 to 21 years of age, regularly 
participate in rigorous physical ac-
tivity, while 25 percent of children 
report no physical activity. The aver-
age child spends two hours a day 
watching television, but 26 percent 
of children watch at least four hours 
of television per day.  
 
Studies indicate that when children 
watch more than two hours of televi-

Less than 5 percentile = Underweight 
5 - 85 percentile = Normal  
85 - 94.9 percentile = Overweight 
95 percentile and above = Obese 

BMI Ranges in Children 

Defined by the Centers for Disease Control and Prevention 

Childhood Obesity continued on page 8 
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sion per day there is a significant increased risk of obe-
sity as well as high blood pressure. Studies have also 
determined that children who eat in front of the televi-
sion consume higher fat and salt containing foods and 
less fruits and vegetables than children who do not eat in 
front of the TV. 
 

Correlation Between Childhood Obesity and 
Adulthood Obesity 
 
Pediatric obesity is a real and very significant health 
problem that is associated with adverse effects on health 
in childhood as well as adulthood. There is a high likeli-
hood of an obese child becoming an obese adult. This 
risk increases as the child gets older.  
 
The risk that an obese five year-old child remains obese 
as an adult is approximately 50 percent. This increases to 
more than 80 percent for an obese adolescent. On the 
other hand, the risk of a normal weight child becoming 
obese as an adult is only seven percent.  
 
Childhood obesity also has adverse effects on health dur-
ing childhood. The most common consequence of child-
hood obesity is the psychosocial effect. It has been 
shown that obese adolescents have higher rates of poor 
self esteem, and this negative self image may carry over 
into adulthood. There may also be increased rates of de-
pression in children who are overweight.  
 
Our society also discriminates against obese individuals, 
females more so than males. It has been documented that 
obese females have lower acceptance rates for college 
than non-obese females with the same grades and stan-
dardized test scores. The National Longitudinal Survey 
of Youth study noted that obese adolescent females as 
young adults had less education, less income, higher pov-
erty rate and decreased rate of marriage as compared to 
non-obese adolescent females. 
 

Health Risks of Childhood Obesity 
 
There are multiple medical conditions associated with 
obesity in childhood. The most common include insulin 
resistance (the first step towards developing diabetes), 
hypertension, liver problems and hyperlipidemia 
(elevated cholesterol and/or triglyceride). While these 
typically do not cause many problems in childhood, some 
children will develop diabetes or severe liver disease, in-
cluding cirrhosis. Other problems that can occur include 

Childhood Obesity 
Childhood Obesity continued from page 7 

Staggering Statistics 
• Only eight percent of elementary schools, and less 

than seven percent of middle schools and high 
schools, have daily physical education require-
ments in the U.S.  

 

• Only 50 percent of children, 12 to 21 years of age, 
regularly participate in rigorous physical activity 

 

• Twenty-five percent of children, 12 to 21 years of 
age, report no physical activity 

 

• The average child spends two hours a day watch-
ing television 

 

• Twenty-six percent of children watch at 
least four hours of television per day 

joint problems, menstrual problems, gallbladder 
disease, sleep apnea and headaches. 
 

Treating Childhood Obesity 
 
Treatment of pediatric obesity is a family affair and needs to 
be directed at the family, not just the child. This is extremely 
important since the home environment and family support 
are important factors when trying to address pediatric obe-
sity. If the child is the only one making changes in their life, 
they are less likely to be successful and are then made to feel 
different. Likewise, parents who do not make healthier 
changes in their lives are likely to undermine the child’s at-
tempts.  
 
Prior to addressing the treatment of childhood obesity, you 
must first assess the readiness of the child and the family to 
make changes. If the child is very depressed, this needs to be 
addressed prior to working on the child’s weight problem. If 
a depressed child attempts weight-loss and is unsuccessful, 
this may worsen their depression or lower their self-esteem.  
 
Similarly, if there is a lot of stress in the family at that time it 
is not ideal to try and tackle yet another major issue. In some 
situations where there is significant depression or stress, it 
may be most appropriate for the child and the family to seek 
counseling to address these issues. In addition, if parents ex-
press little concern regarding their child being overweight, 
they are not ready to make the necessary changes. 
 
Treatment of pediatric obesity is not accomplished by just 
dieting. You need to address multiple aspects of the child’s 
and the family’s lifestyle, nutrition and physical activity pat-
terns. Prior to discussing any treatment plans, you first must 
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determine what the desired goals are. If your child is 
overweight, or at risk for becoming overweight, it is 
important to work with your healthcare provider to de-
velop an individualized plan of care that includes real-
istic goals and action steps.  
 

Treatment Goals 
 
The goals of treatment of pediatric obesity can be di-
vided into three major areas: behavioral goals, medical 
goals and weight goals. The behavioral goals are to 
promote lifelong healthy eating and activity behaviors. 
Medical goals are to prevent complications of obesity 
in childhood and potentially adulthood, as well as im-
prove or resolve existing complications of obesity. The 
weight goals are dependent on the child’s age and the 
presence or absence of associated co-morbidities.  
 

Taking the First Steps 
 
The first step for all overweight children is to establish 
weight maintenance. For children two to seven years of 
age with a BMI between 85-95 percent, weight mainte-
nance is the primary goal. This is because the child will 
be growing taller and they have the time as well as the 
ability to “grow into their weight.” For those with a 
BMI greater than 95 percent and no associated compli-
cations, weight maintenance is still the overall goal. For 
those whose BMI is greater than 95 percent and have 
an associated co-morbidity, weight-loss should be 
strived for after weight maintenance is achieved. Chil-
dren seven to 18 years of age with a BMI between 85-
95 percent and who have no complications, weight 
maintenance is reasonable. However, close follow-up is 
needed to ensure that they are not becoming more over-
weight or develop a complication of obesity.  
 
For those who have an associated co-morbidity and/or 
whose BMI is greater than 95 percent, weight-loss 
should be strived for after weight maintenance is achieved. 
When weight-loss is desired, it needs to be stressed that grad-
ual weight-loss is preferable to rapid weight-loss. It is better to 
make gradual changes that can be maintained over time, result-
ing in gradual weight-loss. Ideally, you should not try to lose 
more than one to two pounds per week. 

 

Parents and Treating 
Childhood Obesity 
 
Parents are of vital impor-
tance in the treatment of pedi-
atric obesity. Parents act as 
role models for their children 
regarding nutrition and physi-

cal activity. It is extremely important for an overweight 
child to see the parents being an example of what they 
want their child to do. Treatment needs to be family-
based and individualized. By obtaining a good dietary, 
physical and lifestyle history, areas of potential concern 
for that child and family can be identified and then ad-
dressed. 
 

Three Major Areas of Treatment 
 
Treatment of pediatric obesity needs to focus on three 
major areas: lifestyle, nutrition and physical activity. 
(See box above for tips on changing family behaviors.) 
As you approach the treatment of obesity, it is important 

Changing Family Behaviors 

Childhood Obesity continued on page 17 

Here are tips to help change a family’s lifestyle, nu-
trition habits and activity level: 
 
Lifestyle 

1. Eat as a family. 
2. Slow down the eating process. 
3. Have special family time that is physically active. 
4. Limit eating out or getting take-out food. 
5. Pack lunch for school instead of buying lunch. 
6. Do not have a television in the child’s bedroom. 
7. Limit computer time to a maximum of 1-2 hours  

per day. 
8. Do not eat in front of the television. 
9. Do not use food as a reward. 

 

Nutrition 
1. Eat healthy, well balanced meals and snacks. 
2. Plan meals and snacks in advance. 
3. Offer the child a choice of healthy foods to eat. 
4. Limit intake of calories from beverages. 
5. Eat appropriate portion size for the child’s age. 
6. Limit calorically dense foods (i.e. high fat, high 

sugary foods). 
7. Limit treats, but do not eliminate them. 

 

Physical Activity 
1. Encourage daily physical activity. 
2. Have a variety of physical activities that can be 

done. 
3. Be physically active with others. 
4. Limit sedentary activity. 
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Modifying Your Diet 
 
The second phase in the treatment of obesity involves a dis-
cussion of dietary options. A good general rule is to get the 
patient to decrease their current oral intake by 500-1000 calo-
ries per day, which translates into a one or two pound weight-
loss per week. The typical caloric intake recommendation is 
1000-1200 for women and 1200-1600 for men. Of particular 
significance, it is unsafe to fall below 800 calories per day.  
 
As everyone is well aware, because of substantial media cov-
erage, the choices of diets is astonishing. In general, a chronic 
dieter (the classic “yo-yo dieter”) knows more about the dif-
ferent fad diets than most physicians. Fad diets have ranged 
from the grapefruit to cabbage soup, to the most recent pita 
pocket diet. Each of these diets claim to be the next answer to 
long term success with weight-loss.  
 
Perhaps the biggest and most recent craze, the “low carb” 
diet, is based on the fact that patients are more satiated and 
seem to lose more weight (at least initially) when diet plans 
such as Atkins and South Beach are closely followed. A col-
lateral benefit of these diets may be that less processed food is 
eaten and blood glucose levels tend to stay in the normal 
range.   
 
The most important and basic principle universal to all diets is 
that intake greater than output leads to weight gain. For this 
reason, I recommend portion control, avoidance of all proc-
essed foods (stick to the all natural vegetables, lean protein 
and fruit), consuming some good fat (olive oil, nuts, etc.) and 
eating small frequent meals. Patients with a higher BMI 
(greater than 30) may want to consider one of the very low 
calorie plans (such as Medifast) but should only do so under 
the guidance and supervision of a properly trained physician 
(preferably a bariatrician). 
 
Behavior Therapy 
 
It became very clear to me when I started to treat obesity that 
behavioral therapy is, not surprisingly, a huge key to long 
term success. There are so many emotional ties to food in that 
food is cheap, legal and always around when you “need it.” 
People eat in celebration, sadness, stress, boredom and some-
times (but not often) even when they are hungry.  
 
Patients need to evaluate how much emotional eating exists in 
their day-to-day life and learn to control it in order to succeed. 
The quickest tool that is easy (and free) is self-monitoring. 
For this purpose, I recommend that patients keep a journal 
with every oral intake documented (be certain to carry the 
journal at all times, as 30 percent of calories are forgotten if 

recorded at the end of the day). The patient should also 
write down his/her mood at the time so that the reason 
for eating can eventually be shifted to hunger and meal 
times.  
 
Often the “yo-yo dieter” will have issues such as binge 
eating, night eating syndrome (when 70 percent or 
more of the daily calories are consumed after 7 p.m.) or 
untreated depression. These conditions need more ag-
gressive psychotherapy and treatment prior to attempt-
ing any aggressive weight-loss program. 
 
Exercise 
 
Additionally, most patients will not succeed without 
incorporating exercise into their daily routine. Studies 
have shown that patients who lose weight become more 
efficient at any activity. This means if you have lost 
any significant weight, the energy you burn walking to 
the mailbox will essentially be cut in half. The body 
adopts a “starvation” mentality and conserves energy. 
Therefore, you will have to make two trips to the mail-
box in order to burn the same number of calories that 
you spent before losing weight. This explains why ex-
ercise is such a critical part of long term weight mainte-
nance.  
 
Many times patients 
just need some guide-
lines on what exercises 
they should be doing. 
Often it is a schedul-
ing issue. I tell my pa-
tients that exercise 
should be treated as if 
it is one of their most 
important meetings or 
clients for the day. 
Many of my corporate 
patients actually 
schedule their activity 
time on their calendar 
to be sure not to miss a 
workout. 
 

Obesity Treatments continued from page 1  
 

Recommended Caloric  
Intake For Weight-loss: 

 

Women   1000-1200 calories/day 
Men      1200-1600 calories/day 
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Treating Obesity Using Medications  
and Supplements  
 
The medical approach to obesity treatment is complex. 
The initial evaluation needs to include testing to rule out 
a medical reason for the weight issue. Hormones such as 
cortisol and thyroid disorders may be culprits. Patients 
also need to be stable enough to handle a weight-loss 
plan (i.e. without active coronary artery disease or going 
through cancer therapy).  
 
Unfortunately there are only a few weight-loss medica-
tions approved by the Food and Drug Administration 
(FDA). Sibutramine, Xenical and the anorexant class, 
such as Phentermine or Phendimetrazine, are the most 
commonly prescribed medications. A new medicine, Ri-
monabant, will likely be available for prescribing some-
time after the first of the year. Rimonabant is generally 
safe for all patients and is said to help achieve a 20 pound 
weight-loss in one year.  
 
There are also many nutritional supplements that have 
been advertised as treatment options for weight-loss, 
such as CLA and L-Carnitine, but these supplements gen-
erally lack substantial evidence supporting their efficacy. 
 
Treating Morbid Obesity 
 
Unfortunately, medical treatment of severe obesity using 
medications and supplements is weak at best (four to 
eight percent decrease in body weight typically seen with 
the above mentioned modalities). Therefore, for patients 
with a BMI greater than 40, bariatric surgery should be 
considered as the best chance at long term significant 
weight-loss (up to 65-75 percent decrease of excess body 
weight).  
 
The most common procedure is the Roux-en-Y gastric 
bypass, where a portion of the small bowel is bypassed 
promoting weight-loss via restrictive (a small pouch size) 
and malabsorptive means.  
 
The Lap-Band® procedure is a less invasive option now 
being commonly performed with good results. There are 
also some endoscopic procedures (through the mouth) 
being developed that may soon become an additional, 
less invasive, choice. 
 
The Results of Treating Obesity 
 
The great news about the treatment of obesity (and why 
those of us that choose this field love our jobs) is that 
most of the significant associated co-morbidities seen 

with obesity are resolved with weight-loss. Weight-loss 
can lower the mortality rate by up to 24 percent. Even 
losing 10 percent of your total body weight can signifi-
cantly improve blood pressure, diabetic control, lipids 
and arthritis. Many people are also able to get off some, 
or even all, of their medications. Patients with diabetes 
or metabolic syndrome can see 75-90 percent improve-
ment rates after gastric bypass surgery.  
 
Therefore, patients and physicians need to approach 
weight-loss as a chronic disease with a focused treat-
ment plan, which includes a team of healthcare provid-
ers. The team should include dietitians, psychologists 
and exercise specialists, in addition to the medical pro-
viders.  
 
With a focused team approach, patients will have all the 
tools they need to not only succeed in their weight-loss 
attempts, but to achieve long term maintenance.  
 
 
About the Author:  
Lisa Saff Koche, MD, is the Medical Director for Spec-
tra Healthcare and an Associate Clinical Professor at 
the University of South Florida in Tampa. Dr. Koche 
has practiced in obesity for seven years with aggressive 
medical management as well as complete medical sup-
port for bariatric surgery patients.  

Body Mass Index  
Chart 

Body Mass Index (BMI) is a measurement tool 
for indicating weight status. For adults 20 years 
and older, BMI falls into one of the following 
categories: 

Underweight  Less than 18.4 
Normal    18.5 - 24.9 
Overweight  25 - 29.9 
Obese   30 - 39.9 
Morbidly Obese Greater than 40 

To calculate your BMI, please visit the “All 
About Obesity” section on the OAC Web site 

at www.obesityaction.org.  



12 OAC News October/November 2005 

Each issue of OAC News will feature an update on the current advocacy efforts of the OAC and give you, our 
reader, an opportunity to get involved. The OAC encourages patients to become advocates for change. You can 
impact how others view obesity and influence decision makers. Help us to eliminate the negative stigma associ-
ated with obesity and make sure that obesity is treated as a disease, allowing for increased access to safe and 
effective medical treatment. 

Advocacy is defined as the act of pleading or arguing 
in favor of something, such as a cause, idea or policy. 
Advocacy comes in many forms. It can be communi-
cating with your elected officials, government regula-
tors, insurers, the media and the general public. 

What is Advocacy? How to Learn More 

Why is Advocacy Important? 

The OAC’s Initial Focus 

Elected officials, government regulators, insurers and 
the media play a significant role in our society and 
healthcare. Often, the laws, rules and/or perceptions 
they create directly influence our day-to-day lives and 
the medical treatments we receive. However, the ma-
jority of decision makers know little about obesity, its 
effects and treatments. The OAC seeks to increase 
awareness by encouraging those affected by obesity to 
become advocates. It is through the voice of patients, 
family members and medical professionals that we can 
spread how current, pending and future laws, regula-
tions, policies and perceptions impact obese Ameri-
cans.   

The OAC’s initial focus will be to improve access to 
the medical treatment of obesity. Whether medical 
weight management and/or weight-loss surgery, the 
OAC believes that patients, with guidance from 
healthcare professionals, should have access to and 
insurance coverage for the treatment of obesity. Too 
often insurers, employers and other payors of health 
benefits specifically limit or exclude the treatment of 
obesity. The OAC believes obesity is a disease and 
coverage of its treatment should be included in insur-
ance policies. The decision not to provide coverage is 
a short-term economic decision that endangers the 
long-term health and increases future costs for obese 
Americans.  

How do you learn more about advocacy and becoming 
an advocate? The OAC has produced a variety of mate-
rials to guide you in becoming an effective advocate. 
They include our advocacy primer, “Your Voice 
Makes A Difference. A Guide On How You Can 
Help Fellow Patients Affected By Obesity,” state spe-
cific advocacy guides (see below) and a fact sheet ti-
tled, “Fact Sheet: Why it makes sense to provide 
treatment for obesity through bariatric surgery.”   
 
These resources are available under the “Advocacy” 
section of the OAC Web site (www.obesityaction.org) 
or by contacting the OAC National Office at (800) 717-
3117. The OAC encourages you to become an advocate 
for change.    

Advocacy News 
Medicaid Coverage of Obesity Surgery Comes  
Under Attack 
 
Recently, efforts were made to eliminate coverage of 
weight-loss surgery under the Medicaid and low-
income insurance programs in Tennessee and Wiscon-
sin.  
 
The OAC, among a wide group of other organizations, 
surgeons, physicians and patients, successfully edu-
cated legislators and regulators on the importance of 
accessing weight-loss surgery as a treatment option for 
the morbidly obese. As a result of these efforts, both 
Tennessee and Wisconsin have retained weight-loss 
surgery as a covered benefit. 

Want to learn about the complimentary  
advocacy resources offered by the OAC?  
To learn more, please see page 13. ? 



The OAC is grateful for the generous support of its 
Chairman’s Council Members: 

American Society for Bariatric Surgery 

Ethicon Endo-Surgery 

Lee Grossbard, MD 

John Pilcher, MD 

Scottsdale Bariatric/Scottsdale Healthcare 

About the OAC Chairman’s Council: 
The Chairman's Council is the OAC's most prestigious mem-
bership level. The Chairman’s Council is designed to allow 
individuals, companies and organizations to join at a higher 
level of commitment and is accompanied with several exclu-
sive benefits.  
 

An annual gift of $1,000 or more automatically entitles you 
to membership in the Council. To learn more, please con-
tact the OAC National Office at (800) 717-3117. 
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      OAC Membership Strengthens 
       the Voice of Patients 
 
Membership in the OAC strengthens the voice of the 
millions of Americans who suffer from obesity.  
 
The OAC needs patients, professionals and members 
of the public to join the Coalition to help raise the 
voice of those living with this disease. Membership 
is on an annual basis and gives you access to numer-
ous resources. As a member of the OAC, you will 
enjoy exclusive benefits such as a subscription to 
OAC News, the Obesity Action Alert - a monthly 
electronic newsletter, an official membership card 
and much more! 
 
Various membership levels are available. To join, 
please complete the membership application found 
on page 20 and send it to the OAC National Office. 
For more information on OAC membership or to 
join immediately, please contact us at (800) 717-
3117 or visit www.obesityaction.org.  
 
Take Advantage of the OAC’s Advocacy 
and Educational Resources 
The OAC has several beneficial resources 
for patients, as well as professionals. Here 
is a brief look at what the OAC offers: 
 
Obesity Action Alert: Sign-up for OAC’s 
electronic newsletter distributed on the 
first of each month. This free e-newsletter 
contains current information in the obesity 
community, in addition to news about the 
OAC and how patients can get involved.  

Visit us on the Web! 
www.obesityaction.org 

OAC Advocacy Primer: Request a copy of Your 
Voice Makes a Difference. A Guide on How You 
Can Help Fellow Patients Affected by Obesity. 
This resource teaches patients how to become ef-
fective advocates and illustrates the importance of 
becoming an active participant in the advocacy 
issues affecting patients.  
 
State-specific Guides to Advocating for Im-
proved Access to Obesity Treatments: The OAC 
has begun compiling guides for states with access 
to care issues. These guides specifically address 
the issues for the particular state, in addition to 
what action patients can take to get involved. Cur-
rently, guides are available for Connecticut and 
South Carolina. Additional guides will be avail-
able in the near future for Florida, Georgia, Indi-
ana, Kansas and Virginia. 
 
All OAC materials are complimentary. To place 
an order, please contact the National Office at 
(800) 717-3117. You may also visit the OAC 
Web site for a complete list of resources. 
 



Laparoscopic Adjustable Gastric Banding, a restrictive surgical 
procedure using the Lap-Band®, is gaining popularity and ac-
ceptance in the United States healthcare industry as a safe and 
effective procedure for the treatment of obesity.1  With this ac-
ceptance comes a multitude of considerations. These include 
dietary, behavioral and lifestyle modifications that patients 
must be willing to adopt for life to promote successful, long 
term weight-loss and improved nutritional status, health and 
well being. 
 
Diet Modifications Prior to Surgery 
 
The procedure and related dietary protocols are relatively new 
to registered dietitians in the U.S. Several preoperative weight-
loss strategies and dietary protocols exist and their use varies 
among bariatric surgeons. One surgeon may require a 10 per-
cent weight-loss or more from their patients before surgical 
placement of the band and another may require their patients 
not to gain weight during the preoperative screening process, 
using their initial weight as the baseline value.   
 
While one dietary protocol may promote the use of a total liq-
uid, very low calorie diet for two weeks prior to surgery, an-
other may choose to use a controlled carbohydrate, low calorie 
diet with the use of total liquids a minimum of 24 hours prior 
to surgery.  
 
The nutritional status of the patient prior to surgery and the 
safety of the patient during the surgical procedure are primary 
concerns of the surgeon, registered dietitian and weight-loss 
team. No matter which one is chosen, both of the above-
mentioned preoperative dietary choices are designed to support 
these primary concerns, and both have proven to be effective 
in producing positive results. 
 
The size and condition of the patient’s liver prior to surgical 
placement of the band is the primary safety concern of the sur-
geon. The left lobe of the liver is positioned over the site of the 
band placement and must be repositioned to allow the surgeon 
access to the site. An enlarged, fatty liver is common in the 

morbidly obese patient and can cause the surgeon diffi-
culty during the procedure by obstructing the view or 
preventing completion of the procedure due to the in-
creased risk of damage upon repositioning.2  
 
A common preoperative goal is to emphasize the im-
portance of reducing the size of the liver prior to sur-
gery. Other important goals address improvement of 
overall nutritional status, setting the stage for weight-
loss, implementing healthier nutrition and dietary life-
style habits and strategies that will ensure long-term 
success.  
 
Dietitians provide a framework of guidelines to help 
patients understand, learn and embrace how these goals 
may be accomplished by initiating sound nutritional 
and dietary lifestyle behavior modifications. These 
guidelines are explored below: 

The human body will experience uncomfortable symp-
toms such as fatigue and headaches when certain foods, 
such as bread and desserts, are eliminated from the diet, 
but those symptoms last only a few days. Eliminating 

By Felicia Cordier, RD, LD 
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Preparing for Lap-Band® Surgery:  
Nutritional Information to Know  

We encourage patients to make proper food 
choices from these categories: 
 

• Protein foods to include very lean cuts of 
beef, game, lamb, pork, poultry, seafood, 
eggs and soy foods 

• Fresh vegetables and fruits (frozen, 
canned, low sodium, without sugar) 

• Low-fat or fat-free dairy products 

Nutrition and Lifestyle Goals 
to Achieve  

Prior to Surgery 



some foods decreases the physical dependency on these 
foods.  
 
This results in an increase in the patient’s energy level, 
an improvement in nutritional status and most impor-
tantly, a smaller liver. The following foods should be 
immediately eliminated after the first preoperative 
screening visit and continuing on through completion 
of surgery: 
 

• Bread, rice, pasta and potatoes 
• Crackers, chips, pretzels, or any other high-

carbohydrate snack food 
• Cookies, cakes, pies, candy or any sugar-

sweetened food 
• Sweetened drinks and full-strength juices 
• Processed, fast, fried, breaded and saucy foods 
 

Certain rules must be practiced prior to surgery to en-

sure success and to pre-
vent possible complica-
tions, however more rules 
apply postoperatively: 3 

 
• Cut food into small 

pieces and chew thor-
oughly. 

• Eat slowly and pay 
attention to signs of 
fullness. 

• Eliminate distractions 
while eating. 

• Stop drinking 30 min-
utes before a meal 
and wait 30 minutes 
to drink after a meal. 

 
It is noteworthy to reiter-
ate that preoperative die-
tary protocols will vary 
among practitioners, and these protocols are effective in pro-
ducing a positive result. The bariatric patient will benefit from 
explicitly following the dietary plan prescribed by their 
weight-loss team. Pre and postoperatively, if the patient em-
braces healthier dietary and lifestyle behaviors and they are 
empowered by a strong motivation and commitment to suc-
ceed, this indeed is the recipe for positive results and long 
term weight-loss success. 
 
Please Note: The information contained in this article is for 
educational purposes only and should not be substituted for 
medical advice or treatment from a healthcare professional. 
The OAC recommends consultation with your doctor or 
healthcare professional before initiating any dietary plans.  
 
About the Author: 
Felicia Cordier, RD, LD, has worked for the state of Florida 
in public health for more than eight years. She is a contract 
nutritionist for Suwannee River Economic Council providing 
nutrition and food safety services to Putnam County Senior 
Congregate Meal sites. 
 

References:  
1. Ponce, J., Paynter, S., and Fromm, R. Laparoscopic Ad-

justable Gastric Banding: 1,014 Consecutive Cases.  J. 
Am. Coll. Surg., 2005; Vol. 201, No. 4, 529-535. 

2. Fris, R.J. Preoperative Low Energy Diet Diminishes Liver 
Size. 2004, Obesity Surgery, Vol. 14, 1165-1170. 

3. Inamed Corporation. Taking the Next Step, The Preferred 
Choice for the Surgical Treatment of Morbid Obesity 
booklet.  2004, page 10. 
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• Plan meals to ensure proper food choices 
• Eat three meals a day at consistent times - 

no snacks 
• Include protein foods with each meal 
• Include unlimited non-starchy vegetables 

with at least two meals 
• Include fruit once per day 
• Limit starchy vegetables  
• Limit overall carbohydrate intake to 20-30 

grams per day (including dairy, fruit, and 
starchy vegetables) 

• Drink at least 64 ounces of water daily 
(sugar-free beverages are allowed) 

• Avoid the use of alcohol 
• Begin taking a multivitamin and mineral 

and calcium supplement 
• Keep a detailed record of all foods and 

drinks 
• Initiate a minimum of 10 minutes of daily 

activity 

Tips to Help Initiate New  
Eating Habits 



There are a number of different surgical procedures utilized 
for weight-loss. The most common procedure utilized is 
gastric bypass. In this surgery, stapling is used to create a 
small, upper stomach pouch which restricts the amount of 
food able to be consumed. A portion of the small bowel is 
bypassed, thus delaying food from mixing with digestive 
fluids to avoid complete calorie absorption. This process 
may cause a degree of malabsorption. 
 
There are also procedures that restrict the capacity of the 
stomach by use of bands. Vertical banded gastroplasty or 
“stomach stapling” creates a pouch and uses a prosthetic 
band to restrict the outlet of this pouch. This procedure does 
not change the movement of food or nutrients through the 
alimentary pathway, and should not affect nutrient absorp-
tion. 
 

Drug Absorption 
 
Absorption of drugs occurs primarily in the small intestine, 
due to the increased surface area relative to other portions of 
the gastrointestinal tract. Absorption occurs by passage 
through the intestinal membrane and is influenced by the 
amount of time it takes for the stomach to empty. Delayed 
or accelerated gastric emptying could affect absorption. 
 
Absorption theoretically may be affected by the chemical 
properties of the drug. Drugs, depending on acid hydrolysis 
to be absorbed, may have varied absorption due to the de-
creased gastric acid in the stomachs of gastric bypass pa-
tients. 
 

Drug Side Effects 
 
When evaluating medication dosing in a gastric bypass pa-
tient, we must be aware of that drug’s side effects. There is 
a wide range of side effects associated with medication ther-
apy, such as increased appetite, fluid retention (edema), gas-
trointestinal irritation, bleeding or ulceration, nausea and 
vomiting, diarrhea, constipation, dyspepsia, increased blood 
pressure, etc. 

 

Medications 
 
Use of some chronic medications has been evaluated and 
there appear to be a few changes in absorption. Cardiac 
medication levels, like Digoxin, should be closely moni-
tored to avoid toxicity during rapid weight changes. Some 
other drugs show no changes in absorption. 
 
The formulation of a medication may also affect how well 
it is absorbed by patients. Some drugs require high levels 
of fluid to facilitate their action. Erythromycin base (film 
tab) has been shown to have a lower concentration of drug 
due to delays in absorption in gastric bypass patients. 
Speculation is that a change in gastric emptying time, re-
sulting in increased drug time in the acidic environment of 
the stomach, may have eliminated the buffer or protective 
system in the drug and caused the erythromycin to be de-
stroyed.  
 
Extended-release preparations should be avoided in these 
patients, since the means of delayed absorption might be 
affected. These products can-
not be crushed for easier 
swallowing. The delayed re-
lease system will be cor-
rupted and can lead to an un-
usually large amount of medi-
cation released into the sys-
tem all at once.  
 
Drugs that are corrosive to 
the gastric lining are not rec-
ommended for patients. (i.e.: 
Aspirin, Non steroidal anti-
inflammatory drugs - Ibupro-
fen and naproxen, Potassium 
supplements, to name a few). 
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Q: I am a bariatric surgery  
patient. What medications are  
recommended and which ones should 
I avoid? 

QUESTION OF THE ISSUE 

 
Answer provided by Ralph L. Guatelli, RPh, BSPH 



As gastric bypass patients, you must protect yourselves. When 
your physician prescribes a drug for you, ask questions. Re-
mind him or her that you are a gastric bypass patient. Request 
to know the effects of the drug(s) as they pertain to you. You 
may need to change your primary doctor to one who is knowl-
edgeable of gastric bypass and patient needs.  
 

Educate Yourself 
 
Utilize your pharmacists. Pharmacists are experts in medica-
tion action and usage. If they do not have an immediate an-
swer for you, they can research information in a short period 
of time. Select a pharmacy that you trust. "Select your phar-
macist as you would select your doctor" is an old saying. You 
can also access various Web sites on the Internet for answers 
to your medication questions.  
 

Until more research is done in this area, there are no 
standard rules for adjustments of medications follow-
ing gastric bypass. Many patients are able to stop drug 
therapy for chronic conditions such as diabetes and 
hypertension. However, patients taking any medica-
tions should be monitored for both toxicity and in-
creased side effects. Drugs whose dose has been estab-
lished based on weight criteria should be frequently 
evaluated as weight-loss continues to occur.  
 
About the Author:  
Ralph L. Guatelli, RPH, BSPH, is currently a Phar-
macy Operations Manager for PMSI of PharMerica, 
Inc. located in Brandon, Fla. Mr. Guatelli has also 
taught a pharmaceutical course at Florida Metropoli-
tan University for the past two years. 

this is done in a gradual and stepwise fashion. Once some 
problem areas are identified, you may consider discuss-
ing a few of them and then ask the child to pick one to 
work on at that time. If you present a long list of things 
that the child and family need to change, they may feel 
overwhelmed and are likely to not make any attempt. 
 
In addition, once one or two issues are agreed upon, close 
follow-up is required to monitor changes, as well as to 
give positive reinforcement for change in behavior even 
if no weight is lost. The greater the period of time be-
tween appointments with the primary care provider the 
less likely they are to be successful. Once the initial be-
havior change has been successfully accomplished, the 
child and family should move on to the next desired 
change, but at the same time continue to monitor the ini-
tial change.  
 

Medications and Childhood Obesity  
 
There are a number of medications both over-the-counter 
and prescription that are available for the treatment of 
obesity. These are not frequently used in the initial phase 
of treatment of pediatric obesity; however, the primary 
treatment modality is behavior modification and lifestyle 

Childhood Obesity continued from page 9 changes. Some children with significant obesity, especially 
those associated with other co-morbidities, may benefit from 
pharmacologic therapy as well. This should be done only un-
der the direction of a physician knowledgeable in the area of 
pediatric obesity  
 

Surgery and Treating Childhood Obesity 
 
Bariatric surgery (weight-loss surgery) for adults with severe 
obesity is now being done with increased frequency. This sur-
gery is safe and effective, but is to be used only for those with 
morbid obesity who meet specific criteria. At this time bariat-
ric surgery should be considered investigational and should 
only be done in institutions with a comprehensive pediatric 
weight management program and by surgeons experienced 
with this type of surgery in children.  
 
About the Author: 
William Cochran, MD, has been a pediatric gastroenterolo-
gist & nutritionist at the Geisinger Clinic in Danville, PA 
since 1987. Dr. Cochran is Director of the Pediatric Weight 
Management Program at Geisinger. He is also a member of 
the American Academy of Pediatrics Task Force on Obesity 
and chairman of the Section of Gastroenterology & Nutrition 
of the American Academy of Pediatrics.   
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Cortisone 
Excedrin 
Fiorinal  
Ibuprofen 
Motrin 
Pepto-Bismol 

Advil 
Alka-Seltzer 
Vanquish 
Aspirin 
Bufferin  
Coricidin 

Medications  
to Avoid 

Benadryl 
Dimetapp 
Robitussin 
Sudafed 
Triaminic 
Tylenol Cold Products 

Medications  
Recommended for Colds 

Panadol 
Tylenol 
Gas-X 
Phazyme 

Tylenol Extra Strength 
Dulcolax Suppositories 
Fleet Enemas 
Glycerin Suppositories 

Medications Usually  
Well Tolerated 

(Try to obtain sugar free or diabetic formulas 
for any of these products.) 



Like many others suffering from morbid obesity, the deci-
sion to choose a treatment option can be a difficult one. 
Much research, thought and emotion are put into this proc-
ess. During this difficult time many spouses, loved ones or 
friends look to one another for advice and support regarding 
treatment choices. But, what if 
the one looked to for support 
was also searching for a mor-
bid obesity treatment option? 
 
Let’s journey back to Novem-
ber 2002. Jim Fivecoat eagerly 
searched the Internet and read 
many books looking for information on bariatric surgery. At 
the time, Jim weighed more than 300 pounds. The long days 
and nights of back aches, sore knees, blood pressure medi-
cations and cholesterol medications had finally caught up 
with him. He knew he had to do something quick.  

By James Zervios, OAC Director of Communications 

Just the Two of Us 
“I tried everything. You name it and I tried it. The diets 
never worked and if they did it was only temporary. The 
only thing left to try was surgery,” said Jim. Jim’s feelings 
of disgust and aggravation with dieting are not uncommon 
among those suffering from morbid obesity. 

 
Wanting to discuss the op-
tion of surgery with his 
wife Karen, in January 
2003 he approached her 
about the topic. To Jim’s 
surprise, Karen was also 
researching the topic ex-

tensively, but not for him, for herself.  
 
Karen was also morbidly obese and weighed 305 pounds. 
It was on a trip to St. Thomas that Karen was not able to 
get up out of a seat. This moment was a true realization 

Pre-surgery: Jim Fivecoat and his wife, Karen, pose in front of 
Mendenhall Glacier located in Juneau, Alaska. 

for Karen. She knew she too had to do something 
soon. 
 
“I started to talk to Karen about the surgery, and 
right then I knew she had been researching it too. 
We actually started to laugh about it. We found it 
ironic, but we both knew it was time to do some-
thing,” said Jim. 
 
Eating was a recreation for Karen and Jim. Every 
time the family was together they ate a feast. This 
behavior led them to realize they were putting their 
bodies through a tremendous amount of unneeded 
stress.  
 
Making a bold and brave move, Karen decided to 
have the surgery first. “I was a little nervous, but I 
knew I had to have it. I tried every diet on the mar-
ket,” said Karen. 
 
Finding support through each other, Jim now felt 
comfortable having the surgery as well. He saw 
how well Karen handled the surgery and felt it was 
time. Both Jim and Karen decided on the Roux-
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“I started to talk to Karen about the surgery, and right 
then I knew she had been researching it too. We actu-
ally started to laugh about it. We found it ironic, but 
we both knew it was time to do something,”  
  -  Jim Fivecoat, Bariatric Surgery Patient 



Post-surgery: Karen and Jim take a moment to pose in front of the 
Church of the Spilled Blood in St. Petersburg, Russia. 

EN-Y procedure. “We were cautious about the 
other types. We knew a friend who ‘ate through’ 
the Lap-Band® (a common expression used to 
describe the drawback of the procedure) and we 
wanted to make sure the treatment option we 
chose would be one that would last,” said Jim. 
 
As much as Jim and Karen prepared for the sur-
gery, it was the after effects that seemed to leave 
the lasting impression with them. “A lot of people 
say that surgery is the easy way out. I can tell you 
personally that surgery is not the ‘easy way.’ 
Mind hunger is incredibly hard to overcome. You 
see the food, you want the food, but you’re not 
hungry. It takes a while to get past that,” said 
Karen. 
 
“Our surgeries were very successful. We both 
were back at work shortly after and felt great,” 
said Jim. 
 
Like many others who choose bariatric surgery 
and are successful with it, Karen and Jim also 
started to notice changes at work and even with 
friends. “Losing the weight helped my career. I 
feel that the obesity had actually stagnated my 
career. I saw a lot of changes in the way people 
treated me,” said Jim.  
 
Agreeing completely, Karen stated, “Obesity is 
one of the last sanctioned prejudices. After the 
surgery, guys treated me differently and I even 
lost some friends. You have the friends that you 
would eat with and now that you had the surgery 
you can’t do that anymore. Sometimes they un-
derstand and sometimes you just have to do 
what’s best for you. We need a societal change in 
the acceptance of obesity. We need to realize that 
it is a disease and it needs to be treated as one 
too,” strongly said Karen.  
 
Karen and Jim have been very successful with 
their weight-loss and are definitely enjoying all 
the benefits. Jim eliminated all of his co-
morbidities by losing weight.  
 
One specific area where Jim and Karen pay spe-
cial attention to is the follow-up care for bariatric 
surgery.  
 
“The follow up care can make all the difference. 
We find it extremely helpful and enjoy participat-
ing. This is not an easy thing to take on, and it 
never hurts to have support especially from some-

one who had the surgery themselves, in this case, my husband,” said 
Karen. 
 
Today, Karen and Jim are enjoying themselves doing things they 
have not done in a very long time. For the first time in 30 years, 
Karen put a swimsuit on and Jim has taken up scuba diving, a sport 
once off limits due to his weight.  
 
 
Editor’s Note: The information views and opinions contained in the “Patient 
Stories” section is that of the interviewee and is for educational purposes 
only. It should not be substituted for medical advice or treatment from a 
healthcare professional. The OAC recommends consultation with your doc-
tor or healthcare professional before initiating any treatment options. 
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Do you or someone you know have an interesting story to tell 
about obesity and/or morbid obesity? The OAC wants to hear 
it! If you are interested in sharing your story with others, please 

contact the OAC National Office at (800) 717-3117 or 
info@obesityaction.org.  

Share Your Story! 



The Obesity Action Coalition is a non profit patient organization dedicated to educating and advocating on behalf 
of the millions of Americans affected by obesity. By strictly representing the interests and concerns of obese patients, 
the OAC is a unique organization with a patient-focused approach to obesity. To learn more about the OAC, visit 
www.obesityaction.org or contact the National Office at (800) 717-3117.  

The mission of the Obesity Action Coalition is to  
elevate and empower those affected by obesity through 
education, advocacy and support.  

Through education and advocacy, patients need to get involved to help drive change in the obesity community. The 
OAC provides several beneficial resources for patients, as well as professionals.  

• OAC Introductory Brochure 
• Obesity Action Alert 
• OAC News 
• State-specific Guides to Advocating for Improved 

Access to Obesity Treatments 

• Your Voice Makes a Difference. A Guide on How 
You Can Help Fellow Patients Affected by Obesity 

• Weight-loss Surgery Coverage Fact Sheet 
• The OAC Web site: www.obesityaction.org 
     

All OAC resources are complimentary and may be ordered in bulk. To request materials or an order form, please 
contact the OAC National Office at (800) 717-3117 or send an email to info@obesityaction.org.  

About the OAC 

OAC Resources 


