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Preface & Acknowledgement
	This ‘article’ has morphed three times. I last looked at it in May 2025 and have been too busy ever since crafting an office space to live out my dreams of getting the people of my community living longer, healthier lives. Back in May, the article was a version of my manuscript from my Doctorate degree. It was called ‘Managing Obesity and Overweight from Primary Care; My Work is Just Beginning’.  As I was finalizing it, my best friend and biggest inspiration for breaking out on my own told me to give it a rest. Teaching my community through writing an article had to take a back seat to give me the chance to build my practice. “Wait until you have somewhere for them to go after they read it”. I think he was right. 
I would never be where I am now without my inspiration, Eric-Paul Olsson, PMHNP-BC, or my husband, also known as my what, how, and my ‘WHY’, Jonathan Costa, DO. 

How I got here
            I want to use my experience, research, and advanced education to make a difference in the lives of as many people as I can. As I started my new career as a Family Nurse Practitioner in the summer of 2021, I had just enrolled for my Doctor of Nursing Practice (DNP) degree. To obtain a DNP degree, one must find a clinical site equipped with a DNP-prepared preceptor, choose a current gap in practice, and create a quality improvement (QI) project using evidence-based interventions supported by current research to combat the problem. 
It is every scholar’s dream to have a passion project. Yet the reality of it is, graduating is the goal. Most students are left taking what they can get based on DNP preceptorship/available placement. This was where my luck began. The job I was already submerged in had a wonderful DNP-prepared nurse, and a supervising physician that was nothing short of a Saint. The third gift after these two individuals was the gap in practice that needed mending; Obesity. Did I just call obesity a gift? Let me explain.
  For my DNP QI project, I got to follow my heart and passion for healthy living, and research more about what I already had a decent background in.  I have been in the fitness industry for 19 years, upholding my certifications each year by attending the American Aerobic Association International and International Sports Medicine Association (AAAI/ISMA) annual conferences. My background in exercise precedes my career as a nurse. 

The Gap in Practice
As I collected data, I learned greater than 60% of patients at my clinical site suffered from overweight (BMI>25) or obesity (BMI>30). None of these patients’ weight was being supported or managed. It is important to note that this shortcoming in care comes at no fault to the practice or providers, as the barriers to appropriate management of overweight and obesity are bordering endless. 


Background on Obesity as a disease process
	For the purposes of this article, let me provide some insight into the facts surrounding overweight and obesity.  Overweight leads to obesity, and prevention of both would be ideal. Prevention starts with education, which is what brings me here. So, while I write about obesity, keep in mind, the same scientific dysregulation is going on in those that are overweight. In its simplest definition, a disease is a disorder of structure or function; overweight and obesity are both.   
While genetics, hypothalamic, iatrogenic, and other endocrine/hormonal characteristics might make a person susceptible to development of overweight and obesity, the environment (food, social, & work environments) often causes weight gain or sustains a person’s current weight. Additionally, dysregulated or poor sleep patterns may be a result or a contributor to obesity. This is because hormones control appetite and the body’s break down of nutrients for energy. Stress, which we all have different degrees of, causes the production of hormones (one of the biggest contributors to weight gain being cortisol) that lead to increases in inflammatory responses, and gut hormones that tell us we are hungry. 
Cortisol is supposed to wake us up in the morning, not be fired off at night before bed. Reduced or poor sleep, chronic stress, or untreated sleep apnea increases the release of cortisol. To put untreated sleep apnea’s relation to obesity into perspective let me provide an example. I had a patient suffering from both obesity and sleep apnea (who was not ready or trying to lose weight I might add) get fit for CPAP, and one month into appropriate use of his machine he was 15 pounds lighter. Nothing else in his life had changed. 
Long-term elevations of cortisol increase central adiposity and risk for developing metabolic disease, cardiovascular disease, and more than 200 other diseases! Unfortunately, given the current state of our world, most of us are chronically stressed. Another mechanism I’ll mention (before you toss the paper aside or fall asleep), by which cortisol contributes to obesity, is that cortisol increases ghrelin (gut hormone that says we are hungry, think “grrrrr” or growling stomach to remember). What follows is decreases in leptin (which tells us we are full) and ultimately the cycle leads to insulin and leptin resistance. As a result of insulin and leptin resistance there is an increase in appetite for foods rich in fat and sucrose. In other words, a person with obesity literally doesn’t have appropriate firing of hormonal signals saying, “I’m full”.
There’s more. It’s all a big, vicious cycle that could go in any direction. All directions are dysregulated and a product of this chronic disease. 
	Adiposopathy is a term that means “sick fat” and is meant to describe adipose or fat tissue and the dysregulation it causes. Much like the stress-cortisol-gut hormone problem, this dysregulation is cyclic in nature. Adipokines are cytokines released by adipose tissue that mediate signaling between adipose tissues and the immune, endocrine, and cardiovascular system, impacting the regulation of appetite and eating behaviors, and modulating immune function and inflammation. More simply put, they cause widespread inflammation, and are related directly to insulin resistance, ultimately contributing to further endocrinopathies (hormone dysfunction). Adiposopathy is sustained by adipocyte hypertrophy (overgrowth of the fat cells), visceral adiposity (around the organs) and ⁄or ectopic fat deposition and secretion of hormones such as ghrelin, proinflammatory proteins, and a plethora of cytokines, that in turn lead to an umbrella of metabolic diseases (atherosclerosis, hypertension, dyslipidemia, DMT2, hyperandrogenemia in women, and hypoandrogenemia/hyperestrogenemia in men) (De Lorenzo et al., 2019). This all piles on top of the state of chronic inflammation, overworking of the immune system, and putting overweight and obese people at greater risk of contracting illnesses or having their allergies flare, among many other chronic symptoms such as generalized fatigue or feeling unwell.
           All these mechanisms (multiple inputs) are the foundation of the pathophysiology of obesity as a disease process.  In addition, there are a plethora of structural problems that result from this physiological dysregulation and the pressure of excess adipose tissue on organs and the skeletal system. Sleep apnea (which untreated often leads to the sustainment of obesity for hormonal reasons explained), osteoarthritis, congestive heart failure, varicosities, gastrointestinal problems, and the list goes on. Female structural problems include hyperandrogenemia, urinary stress incontinence, pelvic prolapse, menstrual disorders, PCOS, Polycystic ovary syndrome, infertility, increased risk of miscarriage & stillbirth, pregnancy complications including gestational diabetes, preeclampsia, and thrombosis. Male structural problems include hypoandrogenemia, hyperestrogenism, buried or hidden penis, erectile dysfunction, low sperm count, and infertility. Both sexes suffering from obesity are also faced with psychological barriers to sexual behavior. Sexual health is, in my opinion, as important as food, air, and water. 
Whew. 
While this scratch on the surface of obesity is complex, I want my patients and the providers of our community to begin to think about and understand why 40% of all cancers are related to overweight and obesity. 
 I want providers and patients alike to understand the health consequences of obesity. I want people to stop the judgement, stereotyping, bias, blame, and disgust. This is a disease. A disease that leads to all the other problems we ARE treating. Prediabetes, type two diabetes, metabolic syndrome, hypertension, dyslipidemia (increased triglycerides, suppressed HDL, elevated LDL particle number, small LDL particles), cardiovascular disease, poorly controlled asthma (related to immune and endocrine responses), gout and other inflammatory diseases (osteoarthritis, atherosclerosis), cholelithiasis (gallstones), nephrolithiasis (kidney stones),  sex hormone irregularities (Polycystic ovary syndrome (PCOS), hypogonadism-men), hepatic steatosis (fatty liver), prothrombotic state (higher risks for clotting), and neuropsychiatric disease (worsening depression, loss of gray matter in the brain due to immune & endocrine responses). 
As providers we don’t send someone out of the office with significantly abnormal lab work or blood pressure through the roof without a plan. Yet we send our overweight and obese patients out without mentioning help is available. Truth is, it’s a sensitive subject, and there isn’t ever enough time. Heck, half the time the person may not want to address their weight, change, or to even talk about it, and the provider might believe they are just being respectful to their patients. But I am proposing we start by asking.

Quick background of obesity and economic ramifications on a larger scale 
As aforementioned, despite worsening or causal association with other diseases, the management of obesity in primary care is far behind that of other chronic diseases. This is not surprising if we consider that it wasn’t until 2013 that the American Medical Association recognized obesity as a disease process. In terms of the medical field and clinical practice, this might as well have been five minutes ago. 
As of 2021-2023, the United States obesity prevalence was 40.3% (Centers for Disease Control and Prevention, 2022). This isn’t counting overweight. It’s estimated that by 2035, global economic ramifications will reach more than $4.3 trillion (about $13,000 per person in the United States [US]) annually (Mahase, 2023). In Massachusetts alone, it’s estimated that over $3 billion a year in healthcare costs is directly related to the ramifications of obesity (Commonwealth of Massachusetts, 2022).


The short explanation of my QI project

There was no shortage of rigor for all the components of a solid QI project: practice problem selection, research on the problem itself, review of the literature including evidence collection and analysis of existing research on interventions that work, clinical site data collection supporting the gap/problem, subject recruitment, theoretical framework selection and use, inclusion and exclusion criteria, internal review board approvals, consents, and finally implementation of evidence-based intervention selection and use. 
During the first year (research collection portion of my education), with some help from colleagues, I found twelve lovely participants willing to endure my 10-week lifestyle intervention. Unfortunately, in week four, I lost two. One was due to unforeseen events, and another that was not ready/wanting to change their lifestyle. Rightfully this left me feeling defeated and scared. 10 participants left, which was the bare minimum for graduation/program completion. I didn’t know if my others would hang in with me. But they did. I am forever indebted to my preceptor, supervising physician, office manager, and these 10 individuals. 
 I met with these patients initially in the office for a 45–60-minute comprehensive weight management visit where initial biometric data was collected (weight in lb.) I then met with them again via weekly telehealth check-in visits for the next 8 weeks, and then finally in person in the office again week 10 for final data collection. All visits were conducted using the 5A framework for obesity management (ask, assess, advise, agree, assist) template that I created, derived/borrowed from Obesity Canada. The reason I chose this intervention was because it was all-encompassing and allowed me to take a multifaceted approach using multiple rather than one evidence-based intervention shown to work for weight loss. Following each visit, a compliance checklist for the 5As use was completed, as well as the participants’ compliance with the intervention, I also kept notes of all qualitative data (things that were said at check-ins) and completed a personal reflection. At the final in-person visit, I passed out a questionnaire that while not vetted for validity or reliability (I created it), was a measure of patient reception of the intervention, qualitative exploration, and a means to improve the interventions moving forward. 


Findings; the qualitative findings FAR outweighed the statistical significance

After running all my data and statistical analysis (with much help from my ridiculously smart husband and computer programs) ….my intervention was statistically significant! The weight pre- and post-intervention were analyzed using the paired-t test. This type of descriptive statistical data analysis was used because the sample of people remained the same, with the independent variable being the intervention over ten weeks, and the dependent variable being weight loss (or not). Using these pre- and post- biometric measures, the mean difference scores were calculated (-8.09). Next, the standard deviation of difference was calculated (8.641), followed by a standard difference error (2.732), and the t score (-2.961). To adjust for the low number of participants, the critical t table value was used to calculate the level of statistical significance (2.26) (Gray & Grove, 2021), and finally the resulting p value calculated (0.015). With the resulting p value being <0.05, the weight loss of this quality improvement project was a statistically significant outcome! 

Even participants who lost lower amounts of weight saw a reduction in abdominal waist circumference, blood pressure, and reported that they felt both physically and mentally better than pre-intervention. The personal reflections each week, compliance checklist completion, and final summative evaluation questionnaires meant more to me. Afterall, I cared more about what my participants felt like. I cared more about the things that they said. Weight loss became a secondary benefit to living well and implementing proposed interventions.

So, while my QI project and outcomes fell short of criteria for publication, to me, they were remarkable. This was a benign lifestyle intervention that literally started on Halloween and ended at Christmas. It was this irony that gave me greater pride in my outcomes. It made me want to disseminate my findings, and more importantly, it made me want to do this for the rest of my life. It had been one of my early post-graduate goals to aspire to share my findings to a broader audience (aim for publication in a nursing journal), and now it is most important for me simply to educate, share, network, and to hopefully begin to make my community healthier. I want to mitigate stigma and bias towards overweight and obesity and raise awareness of obesity as a disease. I also want to treat it comprehensively. 


So what’s with the injectables?

Glucagon-like peptide-1 (GLP-1) and Gastric Inhibitory polypeptide (GIP) agonists are some of the most wonderful tools for effective and comprehensive weight management. Unfortunately, they are either stigmatized, or more commonly misused, and they are being given a poor reputation. These medications slow gastric emptying, and essentially curb appetite, quiet ‘food noise’ and help reduce caloric intake. However, without appropriate supervision they can be dangerous, leading to malnourishment, sarcopenia, weakness, fatigue, syncopal events, and the list carries on. 
To provide a few common problems/misconceptions with the GLP-1 agonists (semaglutide aka Wegovy for weight loss, Ozempic for type 2 diabetes), and GIP/GLP-1 agonists (tirzepatide aka Zepbound for weight loss, Mounjaro for type 2 diabetes) when it comes to being utilized for weight loss: 1.) These medications can be highly effective and safe to use adjunctively alongside a multimodal treatment plan that includes frequent follow-ups/check-ins for at least the first 6 months, thorough patient education, adequate nutrition, hydration, strength and resistance training, and active lifestyle (they also don’t work for everyone as medications affect everyone differently). 2.) These are CHRONIC medications, with most research of sustained weight loss pointing to possibly dialing back to every other week or once monthly injections, but continuation of the medication indefinitely for maintaining weight loss. 3.) Compounded versions of these medications are not FDA approved, and the person injecting the compounded form is doing so at their own risk. 
          As an ethically sound provider and healthy lifestyle enthusiast, I fear those taking these medications compounded without appropriate teaching, acquisition of knowledge surrounding mechanism of action and pharmacology, or support throughout treatment/titration of the drug, are at risk. So, while the human part of me doesn’t blame a desperate person that is fighting obesity when insurance won’t cover the pure and safe FDA approved forms, it is extremely scary to me, the fashion in which they are dispensed. I fear that a comprehensive visit by a certified obesity medicine specialist is not being provided. The information on the way the medication works, nutritional needs of protein, fiber, hydration, foods to avoid for aid in mitigating side effects, as well as the essential activity requirements while on these types of medications may be lacking. 
In addition, strength and resistance training are non-debatable if taking these medications in ANY form. As we lose weight, we don’t just lose adipose tissue, we lose muscle mass. No one that is aging (and we all are), can afford to be malnourished or muscle wasting. Education on body composition, and goals for maintaining/building muscle while losing weight is essential for safe weight loss and maintaining metabolic health. Finally, not only do we not know what may be in compounded forms (no guarantee when there is no regulation, testing, or rigor as with pure FDA approved forms), but these medications are completely contraindicated in patients with certain medical histories. I worry that when ordered online or picked up at the med spa or botox clinic, ethical soundness may be lost. 
 

Appropriate Course of Action

When appropriate and clinically indicated, weight loss medications are a wonderful tool. Clinical indication for an injectable medication is a BMI of 27 or greater with a serious comorbidity, or BMI greater than 30. To explain how they work (pharmacological mechanism of action) in laymen’s terms, they act to slow gastric emptying, quiet “food noise”, curb or remove cravings, and thereby reduce overall caloric intake. More recently in the research, Wegovy has been found to have cardiovascular event risk reduction and renal (kidney) benefits. Zepbound has been approved for sleep apnea.
I both prescribe and adore these medications. However, I do so with full disclosure that they are chronic medications (meant to be continued for life rather than goal weight is met). I do so with full verbal and written education on the medication itself and how it works, dosing, and so on.  I also do so after a thorough weight history is taken, joint decision making, and thorough education on nutritional and hydration needs, and plans for the absolute lifestyle change necessity of incorporating strength and resistance training 2-3 times per week. 
 Outside of absolute contraindications or just plain inability to be physically tolerated, these medications are safe and can be remarkably efficacious. However, with high demand and low supply, paired with lack of insurance coverage, patients are desperate, and some prescribers are benefiting financially. 







What overweight and obese patients need 

I consistently have an obesity medicine lecturer in my head that claimed the word ‘die’ is in diet, and ‘life’ is in lifestyle. This has stuck with me.

           Knowledge is power. I found this out firsthand during the research, planning, and then even more so during implementation and evaluation phases of my QI project. I used the Knowledge-to-Action theoretical framework to support my efforts. When providing an understanding of obesity as a disease process, patients begin to rid themselves of shame, blame, or guilt. They can learn what is going on in their bodies and be empowered to take control of it. 

My approach with my patients is and will continue to be knowledge empowerment. When educated about the risks that this chronic disease causes, patients are more apt to gain the intrinsic motivation necessary to begin the fight. Lifestyle changes that are forever, not diets. Realistic goal setting. Mindfulness and self-regulation in some way shape or form that fits the individual. Creation of healthy habits. Learning to love to cook, meal prep, and explore different foods and recipes. Prioritizing and harvesting a healthy relationship with food. Continued support and education from appropriate medical professionals. Changing and maintaining a healthier body composition rather than focusing on BMI. Support from the clinical team as well as family and friends. Sometimes referrals, or possibly surgery. Sometimes pharmacological intervention. Finally, consistently throughout treatment, the importance of nutrition, hydration, stress-reduction, adequate sleep, activity, mindfulness, and self-regulation remains exponentially important.

     I had one of my QI project participants say something to me, four weeks into my intervention that moved me:
       “I don’t care about weight loss anymore, I just want to keep feeling well, getting stronger, and feeling younger”. This was just four weeks into the ten. 


Stronger bodies for longer lives

	         Ever heard someone say, “muscle weighs more than fat”? This is wrong. This is also why I invested in a 5lb replica of fat and muscle that sits with me in my office. Five pounds is five pounds. Muscle fits into a smaller package, because it is denser. If you are confused or still in disbelief, imagine the space five pounds of feathers would occupy. 
           
          Lean tissue, aka muscle (the only endocrine organ we have autonomic control over), is the basis for our metabolic health, longevity, function of our skeletal frame, and ultimately quality of life. As mentioned before, with weight loss journeys OR simply aging naturally, we lose muscle. The only way to mitigate this is to strength train and appropriately nourish yourself. There are too many benefits of having more muscle to mention. But getting stronger alongside attempts to lose weight is essential. This is a concept that I am an expert in, and one that I more readily stress to my patients because of my background. It is also the reason I invested in one of the most accurate body composition machines that there are, short of a DEXA. With my Seca mBCA Ultra (bioimpedance analysis machine), I can provide my patients with biometric measures that will keep them not only motivated and empowered, but also to keep them safe, and knowing what is going on inside their bodies through analyzing personal trends and adjusting treatment plans accordingly.

My Dream Practice	

  You can find my office in North Falmouth. Its name is a long story, and an assessment question; “What’s Your Why?” PLLC.  Since the beginning of this journey, and my first participant’s visit for my QI project, I have wanted to do this for the rest of my life. While I don’t have a large patient panel, yet, I am in heaven when I am sitting in my office with each of them. 
  More recently, I have also decided that with my Doctorate in Nursing and Educational Leadership, I should put my curriculum building experience to work and offer group courses called “Fuel for your ‘WHY’”.  Afterall, it is not only nutrients that quite literally fuels our bodies, but it is new information and perspectives that fuel our intrinsic motivation to grow and become our healthiest selves. 

 My husband has made everything possible. As aforementioned, he is my ‘why’, and my how. ‘Thank you’ will never be enough. I love you, Jon. 

	MOVE for your ‘WHY’
	
	Wywwellness.org



