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Development of Edmonton Adult Obesity Program

2002
Bariatric Clinic

2 MD (Part time)
2 Surgeons
1 Dietition

1 Nurse
1 Psychologist

General Surgery OPD

2004 Adult Bariatric Clinic

3 MD (Part time)
3 Surgeons
3 Dietition
3 Nurses

2 Psychologists
1 Consultant Psychiatrist

1 Consultant Sleep Medicine
Dedicated OPD Space

2005 
Roll out of 5 Provincial 

Bariatric Centres

2006 
Bariatric 

Revision Clinic

2019
Pre-Surgical Weight-

Loss Clinic

2020
Bariatric Clinic

5 MD (Part time)
4 Surgeons
5 Dietitions

5 Nurses
4 Psychologists

2 Consultant Psychiatrists
1 Consultant Sleep Medicine



Some of my Contributions to Obesity Medicine 

• Recognizing the importance of weight bias

• Limitations of “eat-less and move-more”

• Edmonton Obesity Staging System

• 5As of Obesity Management

• 4Ms of Obesity Assessment

• Non-BMI definition of obesity

• Canadian Obesity Practice Guidelines

• Change focus from “weight-loss” to “health-gain”



Canadian Adult Obesity 
Clinical Practice 
Guidelines

Wharton S et al. Obesity in Adults CPG.  
CMAJ 2020 Aug 4;192:E875-91



Definition of Obesity

Previously obesity has been defined primarily by BMI, it is time to move 
away from a weight centric definition and focus on health.

Obesity is defined as a prevalent, complex, progressive, and relapsing 
chronic disease characterized by abnormal or excessive body fat 
(adiposity) that impairs health. 

• BMI and waist circumference can be used as screening tools.

• Diagnosis of obesity should be based on the presence of functional, 
medical, and/or psychosocial impairments related to the presence of 
abnormal or excess body fat rather than on anthropometric 
measures alone.



Key Principles of Obesity Management
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• Obesity should be managed using evidence-based chronic disease 
management principles, must validate patients’ lived experiences, 
move beyond the simplistic approaches of “eat less, move more”, and 
address the root drivers of obesity.

• People who are living with obesity should have access to evidence-
informed interventions, which should include medical nutrition therapy, 
physical activity, psychological interventions, pharmacotherapy, and 
surgery.
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Obesity Facts 2022

Irish Health Organisations launch Irish adaptation of Canadian 
Clinical Practice Guidelines for Adult Obesity



Chilean Health Organisations launch Chilean adaptation of Canadian 
Clinical Practice Guidelines for Adult Obesity

Medwave, Nov 2022



CMA website (link)

https://www.cma.ca/En/Pages/cma-recognizes-obesity-as-a-disease.aspx


“The RCP is calling for 
obesity to urgently be 

recognised as a disease 
by government and the 

broader health 
sector…”6

“Obesity is a recurring 
chronic disease due to 

dysfunction of 
physiological-genetic 

mechanisms and is not 
due to behavioral 

weakness”7

“We need care for 
people with obesity by 

family doctors and 
specialists that is worthy 

of its name, first and 
foremost, decent 

outpatient 
treatment...”8

“Camera dei Deputati of 
the Italian Parliament 
voted unanimously to 
approve a motion that 
recognises obesity as a 

chronic disease...”9

“Obesity is a chronic 
relapsing health risk 

defined by excess body 
fat”5

“Obesity is a chronic, 
relapsing, progressive 

disease process ….need 
for immediate action for 
prevention and control 

of this global epidemic”1

“The Canadian Medical 
Association (CMA) has 

declared obesity to be a 
chronic medical disease 

requiring enhanced 
research, treatment and 

prevention efforts”3

“A progressive disease, 
impacting severely on 
individuals and society 

alike…” 4

“AMA recognizes obesity 
and overweight as a 

chronic medical 
condition (de facto 
disease state) and 

urgent public health 
problem…”2

Israel Medical 
Association

Government 
of Italy

Government 
of Germany

“Obesity is recognised 
as a chronic clinical 

condition and is 
considered to be the 

result of interactions of 
genetic, metabolic, 
environmental and 

behavioral factors...”10

1. Bray G et al. Obes Rev 2017;18:715–723; 2. AMA resolutions. June 2012. Available at https://www.ama-assn.org (accessed February 2020); 
3. Obesity Canada. Available at https://obesitycanada.ca; 4. EASO. 2015. Milan Declaration: A Call to Action on Obesity. Available at https://easo.org (accessed June 2019); 

5. Food & Drug Administration. Guidance for Industry Developing Products for Weight Management, 2007. Available at: https://www.fda.gov/ (accessed October 2020); 
6. Royal College of Physicians. Obesity should be recognised as a disease, July 2018. Available at https://www.rcplondon.ac.uk (accessed October 2020); 

7. Israeli Medical Association, statement, May 2018. Available at: https://www.israelnationalnews.com/ (accessed October 2020); 8. Statement from German Parliament, July 2020. 
Available at https://easo.org (accessed October 2020); 9. Camera dei Deputati of the Italian Parliament, November 2019 Available at https://easo.org (accessed October 2020); 

10. EMA Draft Guideline on clinical evaluation of medicinal products used in weight control EMA/CHMP/311805/2014. Available at: https://www.ema.europa.eu (accessed October 2020)

Obesity is a chronic disease requiring 
sustained intervention



Mhojhos Research.com

United States Weight Loss Industry, in $ Billions



Of the total pool of PwO:

Few PwO achieve pronounced and sustained weight loss
ACTION: Awareness, Care & Treatment in Obesity Management

PwO, people with obesity
1. Kaplan et al. Obesity (Silver Spring) 2018;261:61–9; 2. Sharma et al. Clin Obes 2019;9:e12329; 3. Caterson et al. Diabetes Obes Metab 2019;21:1914–24

Only 11%
maintained ≥10% 
weight loss for a year or 
more1

Only 10%
maintained ≥10% 
weight loss for a year or 
more2

Only 5%
maintained ≥10% 
weight loss for a year or 
more3
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Maintenance of Weight Loss is Challenging

Mann et al. Am Psychol 2007;62:220–33

Follow-up range from 4 to 7 years, Medicare assessing to fund calorie restricting diets for treatment of obesity, Grading system, 83% 
regained weight, third to two thirds regain more weight

Mean change from baseline to end of diet (kg)

Mean change from baseline to follow-up (kg)
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Weight Loss Alters the Body's Homoeostatic System 
Favouring Weight Regain

AgRP, agouti-related peptide; CART, cocaine-amphetamine related transcript; GLP-1, glucagon-like peptide 1; NPY, neuropeptide Y; POMC, pro-opiomelanocortin; PYY, peptide YY. 
Melby et al. Nutrients 2017; 9(5); Sumithran et.al J. Clin Sci 2013;124:231–241; Fothergill E et al. Obesity (Silver Spring) 2016;24:1612–1619; 
Melby CL et al. Nutrients 2017, 9, 468; doi:10.3390; Sumithran P et al. N Engl J Med 2011;365:1597–1604.

BEFORE WEIGHT LOSS AFTER WEIGHT LOSS

ENERGY GAP

Hunger
Prefer calorie 
dense foods 

Hormone levels
Satiety hormones 
(leptin, POMC, PYY, GLP-1, CART)
Hunger hormones 
(ghrelin, NPY, AgRP)

Energy 
expenditure

Nervous system activity
Body Mass
Leptin
Energy Efficiency

Metabolism:
Fat oxidation
Cortisol



The Role of the Brain in Controlling Appetite

GLP-1, glucagon-like peptide-1. Badman MK and Flier JS. Science 2005;307:1909–1914; van Bloemendaal L et al. Diabetes 2014;63:4186–4196; 
Klok MD et al. Obes Rev 2007;8:21–34; Berridge KC et al. Brain Res 2010;1350:43–64; Vallis M. Clin Obes 2019;9:e12299.

Homeostatic eating

‘eating for hunger’

Hedonic
eating

‘eating for pleasure’

Executive function

‘deciding to eat’

GLP-1 and other hormones
increase satiety

Ghrelin increases hunger

Dopamine controls WANTING, 
the motivation/drive to eat

Opioid and cannabinoid receptors 
control LIKING, the pleasure associated 

with food

Behavioural interventions 
empower sustainable behaviours in 

controlling eating

“Lifestyle”

“Psychology”

“Medication
&

Surgery”

“Biology”



Barriers to Implementing Obesity Care

Obesity 

ManagementHealth Policy Provider 
Competencies

Patient Demand



Health Policy Barriers

• Failure to recognise obesity as a chronic disease

• Lack of funding for obesity programs – size of the 
problem

• Lack of reimbursement for obesity treatments



Provider Competency Barriers

• Failure to recognise obesity as a chronic disease

• Weight bias and discrimination

• Lack of training in obesity management 

• Lack of remuneration for delivering obesity care



Patient Demand Barriers

• Failure to recognise obesity as a chronic disease – focus 
on maximising short-term weight loss 

• Internalised weight bias

• Unrealistic expectations

• Not seeking professional help – “do-it-yourself”, 
“fad diets”, relying on ineffective approaches (e.g. 
focus on exercise)

• Shame/fear of medical and surgical treatments



Issues in Establishing an Obesity Program

• Administrative support

• Personnel

• Space

• Referral pathway

• Consultant network

• Standards and procedures

• Patient transition

• Education and training

• Managing expectations

• Community support



Administrative Support

• High-level enthusiasm for obesity care

• Recognising obesity as chronic disease

• Recognising limitations of Eat-Less-Move-More

• Educating Administrators on needs of the clinic (space, 
personnel, support staff)

• Funding pathways (public or private)

• Managing competing interest (other disciplines)

• Managing expectations



Personnel

• MDs/Surgeons

• Allied health (nursing, dietitian, psychology, exercise, OT, PT)

• Support staff



Space

• Dedicated space

• Accessibility

• Bariatric seating and equipment

• Individual and group sessions

• Appropriate setting and ambience



Referral Pathway

• Scope of clinic

• Self-referral or physician-referral

• Referral criteria (BMI, EOSS, etc.)

• Intake forms



Consultant Network

• Consultants (psychiatry, sleep medicine, cardiology, 
endocrinology, hepatology, etc.)

• Diagnostic imaging

• Pharmacy



Standards and Procedures

• Treatment pathways

• Standards of care

• Sequencing of care

• Measuring services and outcomes

• On-going quality improvement



Patient Transition

• From specialty clinic to primary care

• Ensuring ongoing obesity care

• Education of patient and primary provider

• Pathway for re-referral

• Criteria for discharge



Education and Training

• Continuing medical education in obesity

• Seminars – rounds – case conference

• Courses and conferences

• Certification

• Professional associations



Managing Expectations

• Addressing weight bias and misinformation

– Administration

– Funders

– Clinic staff

– Patients

– Referring providers

– Public



Community Support

• Mental health

• Social services

• Cooking – culinary skills

• Sport and leisure facilities

• Bariatric equipment and supplies

• Electronic and virtual support

• Peer-support groups



Key Policy Requirements

• Recognition of the complex nature of obesity and the limited effectiveness of policy 
measures to prevent it

• Recognition of obesity as a relapsing chronic disease

• Recognition of the limited effectiveness of “lifestyle” interventions

• Public education on the importance of seeking professional advice

• Developing professional competencies in obesity prevention and management

• Integration of obesity care into health care services

• Funding of projects on surveillance, implementation, and outcomes

• Public policies to address stigma and discrimination

• Regulation of the predatory and ineffective “weight-loss” industry



Obesity is associated with multiple complications

*Including breast, colorectal, endometrial, oesophageal, kidney, ovarian, pancreatic and prostate. GERD, gastro-oesophageal reflux disease; HFpEF, heart failure with preserved ejection fraction; NAFLD, non-alcoholic fatty liver disease.
Adapted from Sharma AM. Obes Rev 2010;11:808–809; Guh DP et al. BMC Public Health 2009;9:88; Luppino FS et al. Arch Gen Psychiatry 2010;67:220–229; Simon GE et al. Arch Gen Psychiatry 2006;63:824–830; 
Church TS et al. Gastroenterology 2006;130:2023–2030; Li C et al. Prev Med 2010;51:18–23; Hosler AS. Prev Chronic Dis 2009;6:A48.

Depression
Anxiety

Cardiovascular disease:
• Stroke
• Dyslipidaemia 
• Hypertension
• Coronary artery disease
• Pulmonary embolism
• HFpEF
• Thrombosis

Sleep Apnoea
Asthma

NALFD

Cancers*

GERD
Incontinence

Hypogonadism
PCOS
Pregnancy complications
Infertility/subfertility

Type 2 diabetes
Prediabetes

Chronic back pain

Knee osteoarthritis

Metabolic MentalMechanical

Gout



Full chapters of the
Adult Obesity Clinical Practice Guidelines 
can be found at 
www.obesitycanada.ca/guidelines

about:blank

