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How to Help My Older Patient With Obesity
Lose Weight Safely When the Evidence Is
Not Clear
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Until recently, despite the deleterious the health conse-
quences of their obesity, intentional weight loss by older
adults usually was not recommended. Factors such as mal-
adaptive metabolic changes and declines in physiologic
function predispose this population to sarcopenic obesity,
frailty, and impairedmobility, while accumulation of chronic
comorbidities often results in polypharmacy. These consid-
erations and more complicate both the decision to pursue
weight loss and the safest method of doing so. Currently,
specific guidelines for managingweight loss in older adults
with obesity are widely lacking. We present a case from
our Family Medicine practice of an older woman with obe-
sity struggling with weight management. We present our
recommendations for safely navigating the weight loss
she desires using an evidence-based approach that incor-
porates a medically supervised calorie restricted diet, im-
proved diet quality, and healthy physical activity recom-
mendations that include resistance exercise. Nutr Today
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O besity continues to be a growing public health con-
cern, resulting in increased health risks and sub-
stantial economic burden among older Americans.

As life expectancy and rates of obesity increase, so too does
the proportion of the older adult population for whom
weight is a significant concern.1 From 1999–2000 through
2017–2018, proportions of the adult population with both
obesity and severe obesity increased, with the prevalence
of obesity in 2017–2018 estimated at 42.8%, and of severe
obesity at 5.8%, among those 60 years and older.2 These
trends indicate that aging adults are at significant risk for
obesity-related complications secondary to age-related de-
generative and metabolic changes, complicating the deci-
sion to encourage weight loss. Healthcare professionals,
including clinicians, are asking if obesity in this age group
can effectively and safely be treated, considering the evi-
dence that weight loss in older adults is associated with
an increased risk of frailty and premature death.

Intentional weight loss in older adults

could be safe and have positive effects

on relevant health-related outcomes.

Although evidence-based guidelines for the management of
overweight and obesity have been available since 1998, they
have either not specifically addressed the safety and efficacy
of caloric restriction in the management of individuals older
than 65 years or suggest that the safety was controversial.3–8

In 2012, The European Association for the Study of Obesity
(EASO) recommended that obesity treatment should be of-
fered only to older adults who have functional impairments,
metabolic complications, or obesity-related diseases that can
benefit fromweight loss.9 The set of guidelines issuedbyEASO
focused on the prevalence, pathophysiology, health conse-
quences, and treatment options for obesity in older adults. It
noted that therapy should aim to minimize muscle and bone
loss. Their report ended with a call for research to define
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obesity in the older adult population, identify clinical tools
for evaluating sarcopenia, and determine the optimal diet,
pharmacotherapy, and cost-benefit for obesity manage-
ment in older adults.9

By 2018, researchers suggested that the evidence, although
limited, was sufficient to conclude that intentional weight loss
in older adults could be safe and have positive effects on rele-
vant health-related outcomes, including physical function and
cardiovascular parameters10–13; however, the controversy con-
tinued. The 2019 Guidelines on Clinical Nutrition and Hydra-
tion in Geriatrics issued by the European Society for Clinical
Nutrition and Metabolism1 included 4 specific recommenda-
tions for obesity treatment in older adults. Notably, it sug-
gested that “weight-reducing diets should only be considered
in obese older persons (BMI > 30 kg/m2) with weight-related
health problems.” Furthermore, the European Society for Clini-
cal Nutrition and Metabolism noted that before intervening,
risks and benefits should be assessed, such as “individual func-
tional resources, metabolic risk, comorbidities, and the patients’
perspective and priorities,” as well as quality of life (QoL).

Despite the controversy over promoting weight loss in the
older adult with obesity, emerging research shows that modest
weight loss can positively impact health-related QoL in older
adults.Wepresent the case of anolderwomanwith severe obe-
sity desiring modest, sustainable weight loss, who receives care
in our Family Medicine Geriatric practice. We cite the literature
supporting our decision to individualize her obesity treatment
plan throughmodest caloric restriction, improvements in dietary
quality, and targeted resistance and other exercise interventions.

Recognizing that more than 61% of older Americans have a
low-quality diet,14 we discuss nutrients of particular concern in
older adults with obesity, including protein and the amino acid
leucine, calcium, and vitamin D, as well as evidence-based
healthy dietary patterns. Increasing protein intakewill probably
help preserve muscle strength and quality, and supplemental
FIGURE. Patient weight fluctuations over time. Despite various attempts at im
between 306 lb (achieved in January 2019 and July 2019) and 341 lb (reached
that is considered “extremely obese” for her demographic profile.
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additions of amino acids, calcium, and vitamin D may further
mitigate the negative effects associated with weight loss.15,16

We also describe the type of physical activity demon-
strated to protect against bone loss duringweight loss therapy
for older adults with obesity, and which modalities may be
available for those unable or unwilling to exercise. We will
not discuss pharmacotherapy for treating obesity, as it is not
indicated for this age group,17 nor will we discuss bariatric
surgery, whichmay be an option for patients who have failed
conservative treatment.17 Pursuing surgical intervention re-
quires assessment and follow-up with a multidisciplinary
team to ensure patient safety.

CASE INTRODUCTION

Ms PC is a 66-year-old woman who has been followed in our
outpatient Family Medicine clinic for over 15 years. Her medi-
cal history is significant for hypertension (HTN), severe obesity,
hyperlipidemia, hepatic steatosis, obstructive sleep apnea,
chronic pain secondary to degenerative joint disease, delayed
gastric emptying, and asthma. She and her medical providers
agree that many of her chronic illnesses and her QoL would
benefit from weight loss—the benefits outweighing the risks
ofmodestweight loss. Despite years of trying to bettermanage
herweight, her bodymass index (BMI) remains 39kg/m2. The
Figure reflects her weight history.

She and her medical providers agree
that many of her chronic illnesses
and her QoL would benefit from
weight loss—the benefits outweighing
the risks of modest weight loss.
proving weight management, the patient has continued to fluctuate
in February 2010) over the past 12 years, remaining at a bodymass index
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Ms PC completed a weight loss readiness quiz with her
family physician, and her score indicated she was ready
to make lifestyle changes that would lead to a modest
weight loss. Ms PC’s physician then referred her for a visit
with our registered dietitian nutritionist (RDN). Before her
visit, she was asked to keep a 5-day diet diary and to fast
for 8 hours before the visit to allow for resting energy ex-
penditure (REE) measurement.

Ms PC currently takes multiple medications tomanage her
blood pressure, lipid levels, asthma, ongoing nausea second-
ary to delayed gastric emptying, and chronic pain. None of
her medications are known to increase weight gain or in-
hibit weight loss. She also takes dietary supplements recom-
mended by her physicians, including vitamin E 90 mcg
(200 IU) twice daily and vitamin D3 25 μg (1000 units) daily.

She lives alone and often picks up her lunch from local
eating establishments for convenience, but sometimes
cooks 1 meal-per-day day at home. She is a retired school
social worker and is grieving the recent loss of both her
mother and her sister. She had retired to care for her ill sis-
ter, and although she keeps herself busy reading, doing
math puzzles, and watching movies, she has not yet settled
into any particular activity schedule. Of note, she has ade-
quate financial resources and is food secure.

Previous attempts at weight loss included a trial of phenter-
mineHCL (Adipex-P, Jerusalem, Israel), enrollment in structured
weight loss programs,medical nutrition therapy for obesitywith
an RDN, and transitioning away from the use of obesogenic
medications. Shewasmost successful at losingweightwhenen-
rolled in a structured program like “Weight Watchers.”

She previously enjoyed physical activity, including aquatic
exercises, physical therapy, chair exercises, and resistance
training, but is currently sedentary, stating that life stressors
and physical activity limitations due to the coronavirus pan-
demic, Achilles’ tendonitis, osteoarthritis of the knee, andwors-
ening levels of chronic pain have greatly limited her mobility.
She was previously counseled on pursuing bariatric surgery
as an option but is not interested in having the procedure.

She is enrolled in a Medicare Advantage program, which
provides a membership in a health and fitness program that
can be followed at home or at a participating fitness center.
BACKGROUND

Many clinicians are hesitant to advise their older patients with
obesity to loseweight becauseof the concerns and risks that loss
of lean body mass would worsen physical function and di-
minish any benefit gained with weight loss. It is difficult to
make an informed clinical decision, as the results from stud-
ies are difficult to compare. The studies vary in the ages and
types of older adults studied (eg, frail, sedentary, those with
osteoarthritis or cardiometabolic disease), the definitions
and severity of obesity and sarcopenia, primary out-
comes, and the types and duration of interventions.
Volume 57, Number 6, November/December 2022
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Physiologic Adaptations of Aging and Weight
Age-related physiologic adaptations contributing to the ac-
cumulation of excess adiposity in the older adult were well
described in 2012 by Mathus and the Obesity Management
Task Force.9 Declines in fat-free mass and the integration of
fat mass into lean body tissues, such as skeletal muscle and
various organs,may result in sarcopenic obesity.10 Decreased
muscle quality and quantity further perpetuate declines in
functional capacity and QoL and increase risks for disability,
frailty, loss of independence, morbidity, and early mortality.10

Other changes, including declines in REE secondary to re-
ductions in physical activity and possibly mitochondrial vol-
ume and oxidative capacity, promote greater adiposity in older
age and further complicate attempts at weight management.10

Furthermore, loss of fat-free mass and declines in meta-
bolic function contribute to many of the medical complica-
tions of obesity in the older adult, which include metabolic
syndrome (ie, glucose intolerance, HTN, dyslipidemia, and
cardiovascular disease), stroke and cognitive impairment,
osteoarthritis, pulmonary dysfunction (eg, obesity-related
hypoventilation syndrome and obstructive sleep apnea),
certain hormone-dependent cancers, sexual dysfunction,
ophthalmologic concerns (eg, cataracts and age-related
macular degeneration), and urinary incontinence.10

The Obesity Paradox
Despite the many negative health effects of obesity, the
metabolic function of adipose tissue may prove beneficial
in the older adult. For example, adipose tissue plays a role
in stimulating bone growth and inhibiting bone remodel-
ing, which helps preserve bone mineral density (BMD)
and lowers the risk of osteoporosis and hip fractures.9 Con-
versely, weight loss may be associated with reductions in
bone strength and integrity, which may increase frailty
and risk of fractures.18 Furthermore, low body weight in
the older adult is linked to increases in mortality, likely ow-
ing to the associated loss of muscle mass and strength and
dramatic fluid shifts that occur, causing imbalances in wa-
ter and electrolyte concentrations.9 This paradox between
the pathologic and protective aspects of adipose tissue in
older adult populations is largely why weight loss recom-
mendations have been restricted to individuals with clinical
obesity and co-occurring health-related issues.8,18

RECOMMENDATIONS FOR
PROMOTING SAFE, VOLUNTARY
WEIGHT LOSS IN OLDER ADULTS
WITH OBESITY

The various risks and benefits associated with weight loss
in the older adult greatly complicate recommendations for
managing obesity in older populations. Although somepub-
lished guidelines provide generalized suggestions for ap-
proaching weight loss in older adult populations, none of
themgive specific recommendations forweightmanagement
Nutrition Today® 319
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in older adults.3–8 In this article,wehighlight relevant research
findings that may help guide the management of older adults
requiring or requesting voluntary weight loss interventions,
summarized in Table 1.
None of the general practice guide-

lines for the management of obesity

give specific recommendations for

weight management in older adults.
TABLE 1 Recommendations for Safe, Voluntar
General Guidelines

• Clinicians should individualize treatment, focusing on wellness, p
consider the patient’s motivation, attitudes, cognitive function, so

• Weight loss should be recommended only in those who have co-
problems, and only after considering the associated benefits and

• Strategies should minimize loss of bone, muscle, and functional d

• An interprofessional team should carefully monitor any weight lo

Energy Restriction

• Prescribe a moderate energy restriction, combined with resistance

• Prescribe a caloric restriction that yields a 250–600 calorie deficit
varies.12,19,22

• Prescribe an evidence-based high-quality eating approach shown
include the DASH and Mediterranean diets.12,26–29

• Aim for a 5% weight loss over 1 year, at a rate of about 0.25-1 k

• Do not prescribe medications for weight loss as the evidence doe
age group.13,17

Nutrient Recommendations

• Protein: Daily protein intake should be at least 1.0 to 1.4 g/kg bo

• Leucine: There is evidence of benefit for ensuring adequate dieta

• Calcium and vitamin D. Dietary intake of 1200 mg calcium and 2
Supplementation is recommended if dietary intake is insufficient.

Physical Activity Recommendations

• Prescribe resistance training, critical for the prevention or mitigati

• Prescribe a multicomponent exercise program including strength,
training to improve and maintain physical function.9,11,19,20,23–25,

• Incorporate patient desires (improved QoL, climbing stairs, increas
training activities.19,30,38

Abbreviation: QoL, quality of life.
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As compared with the 2012 EASO guidelines9 for the treat-
ment of older adults with obesity, the 2022 guidelines place
a greater emphasis on treatment individualization. The
consensus has been that weight loss should be recom-
mended only in those who have comorbid metabolic, or-
thopedic, or other weight-related health problems, and
only after considering the associated benefits and risks.1,9,20,21

Even so, weight loss recommendations remain somewhat
controversial, and clinicians are left wondering if promot-
ing weight loss among older adults with obesity might do
more harm than good.

As noted above, summarizing the evidence is difficult be-
cause of the lack of standardized definitions and inconsistencies
y Weight Loss in Older Adults with Obesity

revention of sarcopenia, and preservation of bone health. Also
cial environment, and support system.17,19

morbid metabolic, orthopedic, or other weight-related health
risks.1,9,20,21

ecline.1,22,23

ss intervention.17-20

training and other physical activity.1,9,18,24,25

(with no less than 1000 calories per day). However, evidence

to prevent or manage diet-related chronic disease. Examples

g per week.12,22

s not currently support the use of weight loss medications in this

dy weight.1,9,10,16,19,23,30–34

ry intake of leucine.9,23,33–35

5 μg (1000 IU) vitamin D is recommended.29,33,36–38

on of sarcopenia, to increase muscle mass and strength.32,34,39

resistance, endurance, balance and flexibility, and/or aerobic
32,38–41

ing walking distance or strength) when recommending specific
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between research trials. In 2020, Goisser and colleagues19

noted the lack of studies elucidating the risks and benefits
of weight reduction in older adults over 70 years, and evi-
dence from a systematic review of randomized controlled
trials from 2005-2015 to improve physical function and
QoL was of low to moderate quality.22 Even so, certain in-
terventions consistently show promise in safely managing
weight in older adult populations. Notably, the advantages
of combining moderate caloric restriction with exercise
have become more evident.20,22 For example, 1 analysis
suggested that older adults with obesity can significantly
lower cardiometabolic risk by engaging in 12 months of ei-
ther exercise plus weight maintenance, or exercise plus
weight loss through moderate caloric restriction, with no
significant changes in total lean mass or total BMD.26 Nev-
ertheless, questions remain as to the long-term effects of in-
tervention, the most effective dietary composition and
level of caloric restriction, and the most effective types
and amounts of exercise utilized.19

Dietary Recommendations
Current literature suggests that dietarymodifications gener-
ating a caloric energy deficit aid in adipose tissue loss. In
addition, optimizing protein intake and supplementing cal-
cium, vitamin D, and certain amino acids may mitigate loss
of fat-free mass and BMD. Whereas general obesity guide-
lines recommend a goal of 7% to 10% weight loss from
baseline, recent studies demonstrate that a goal of 5% is
achievable and beneficial.11,12

Energy Restriction
In the older than in a younger adult, energy deficits from
reduced food intake alone are associated with greater pro-
portions of fat-free mass loss in the older adult, predispos-
ing them to frailty, bone mineral loss, and increased risk of
fractures. These risks make very low-calorie diets (about
800 calories per day) inappropriate for older adults.19 Rec-
ommendations vary in the amount of caloric restriction
that is safe and effective, but a moderate range of 250 to
600 kcal/d below energy needs, while maintaining caloric
intake of no less than 1,000 kcal/d,19 is considered safe.
Very-low-calorie diets (about 800 calories per day) are
deemed inappropriate for the older person.

Protein
Science regarding protein requirements for older adult re-
mains controversial, and research is limited. The current
recommended dietary allowance is 0.8 g/kg/d,31 and re-
sults of several studies indicate that many do not consume
enough daily protein. To slow or prevent muscle protein
catabolism, an intake of 1.2 to 1.5 g/kg/d of high-quality
protein has been recommended, especially if the individ-
ual is exercising or has comorbidities.9,16,22,23,32–35 There
also is evidence suggesting that an intake of 5 to 7 g of leu-
Volume 57, Number 6, November/December 2022
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cine per day may augment protein anabolism and discour-
age protein breakdown.9,34,35 Older adults with sarcopenia
may improve muscle mass with leucine supplementation
or increased consumption through many animal-based
foods, although the evidence is insufficient to make that
recommendation.30,35

The specifics of protein quality, timing of ingestion, and
other meal components may also play a role in conserving
fat-freemasswhen pursuingweight loss in older adults, but
findings remain controversial.35
The specifics of protein quality,

timing of ingestion, and other meal

components may also play a role in

conserving fat-free mass when pur-

suing weight loss in older adults,

but findings remain controversial.
For example, some researchers suggest that protein intake be-
tween 20 and 50 g per meal promotes protein anabolism and
preventsweight loss-induced sarcopenia,22,32whereas a recent
review of the literature on the impact of protein intake during
weight loss suggested that a greater intake of protein distrib-
uted evenly throughout the day, in combination with resis-
tance training, may improve functional status.16 In addition,
using actual body weight may overestimate protein needs,
further complicating recommendations when managing
weight in older adult populations with obesity.
Vitamin D, Calcium, Amino Acid Supplementation
Intake of vitamin D and calcium is frequently insufficient in
many populations.34,42 Supplemental calcium and vitamin
D have been shown to minimize the effects of weight loss
on bone metabolism, to improve muscle function and
proximal weakness in older adults with sarcopenic obesity,
and to decrease the risk of falls and fractures.10,34,36–38 Rec-
ommended dosages are those already cited by The US Pre-
ventive Services Task Force and the American Geriatrics
Society: 25 μg (1000 IU) of vitamin D per day, along with
1200 mg of calcium, in all adults 65 years or older.10

Vitamin, mineral, or amino acid supplementation is not
a replacement for adequate, high-quality nutrition, but
can be used to augment improvements in strength and
muscle quality in older individuals pursuing weight loss,
while mitigating the potential negative effects associated
with declines in fat-free mass.
Nutrition Today® 321
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Vitamin,mineral, or amino acid sup-

plementation is not a replacement

for adequate, high-quality nutrition.

Dietary Pattern Recommendation
All studies included in our review suggest that a high-
quality diet is important for promoting healthy aging. How-
ever, we were unable to find studies focused on safe
weight loss in older adults with obesity that recommended
a specific diet. Two dietary patterns, the Mediterranean29

and DASH42 diets, are healthy eating patterns that empha-
size foods rich in protein, fiber, magnesium, and calcium.
Many of the recommended dietary components, such as
fruits, vegetables, beans, nuts, whole grains, lean meats,
fish, and low-fat dairy, have been included in the Dietary
Guidelines for Americans as healthy food choices.42 The
Mediterranean Diet has been shown to prevent reductions
in muscle mass and BMD and help in the management of
chronic diseases,29 whereas combining the DASH diet with
exercise resulted in improvements in weight and blood
pressure in older adults with obesity and HTN.27,28

Physical Activity
Combining caloric restriction and physical activity can lead
to weight loss with increased preservation of lean body
mass and may also lead to better physical functioning and
improved QoL.25 In particular, resistance training may pre-
vent muscle loss induced by caloric restriction and has
proven beneficial in limiting sarcopenia in older adults pur-
suing weight loss.19 It is unlikely that older adults, or those
with limited mobility or severe obesity, would be able to
exercise with sufficient intensity and duration to achieve
weight loss without caloric restriction.

In 2019, researchers performed a head-to-head compar-
ison of aerobic versus resistance exercise, or a combination
of both, in older adults restricting calories. They concluded
that both resistance exercise alone, or combined aerobic
and resistance exercises, can be recommended to protect
against bone loss duringweight loss therapy of older adults
with obesity.24 The following are 2 examples of exercise
prescriptions found to be effective.

The first focused on incorporating resistance exercises
3 times weekly at 1 to 2 sets of 8 to 12 repetitions per exer-
cise, with the goal of advancing to 2 to 3 sets per session,
performed at an intensity of 65% to 75% to prevent injury,
while also encouraging strength building and increased en-
durance.10 Examples of resistance exercises included flex-
ibility exercises, and upper- and lower-body exercises
using weight-lifting machines.10 The second routine in-
cluded 15 minutes of balance training, 15 minutes of flexi-
bility, 30 minutes of aerobic exercise, and 30 minutes of
322 Nutrition Today®
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high-resistance training over a 90-minute session 3 times
a week.9 Aerobic exercises included those performed at
moderate intensity utilizing a treadmill or elliptical, while
resistance exercises included those performed to volitional
fatigue on weight machine such as leg press, latissimus
pulldown, and bicep curl.9

Importantly, incorporation of physical activity should be
sustainable. Many effective regimens take months to see
improvements in muscle quality and physical function.
Gielen and colleagues found that progressive resistance
training of at least 24 weeks, in combination with protein
supplementation, achieves optimal effects on muscle mass
and strength in older adults, particularly those with obe-
sity.23 Achievable, effective exercise interventions are best
utilized when they are individualized to the physical limita-
tions of the patient and modified as the patient’s mobility
varies throughout the intervention.

Fanning and colleagues25 note the importance of iden-
tifying the patient’s goals or motivation, such as overall
mobility, stair climbing self-efficacy, or improvements in
strength, flexibility, or satisfaction with physical function,
when prescribing aerobic and/or resistant exercise. For
more information on optimizing exercise and physical ac-
tivity for weight management in older adults with obesity,
please refer to the 2021 International Exercise Recommen-
dations in Older Adults, which were proposed to bridge
the gaps in the current literature.40

Identify the patient’s goals or motiva-

tion, such as overall mobility, stair

climbing self-efficacy, or improvements

in strength, flexibility, or satisfaction

with physical function, when prescrib-

ing aerobic and/or resistant exercise.

Considerations for Bone Health
Despite the benefits of weight loss and increased physical
activity in the older adult, the potential for bone mineral
loss cannot be ignored. Weight loss significantly reduces
BMD in the older adult, increasing the risk for osteoporosis,
frailty, and fractures. Short-termweight loss of 3 to 6months
is associated with both total and regional reductions in
BMD, especially in the hip and femoral neck.39 These ef-
fects are especially pronounced when individuals are per-
forming aerobic exercise as their only physical activity.24

However, caloric restriction combined with a multicom-
ponent physical activity regimenmay helpmitigate the loss
of BMD associated with caloric restriction or aerobic exer-
cise alone.
Volume 57, Number 6, November/December 2022
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A study of 65-year-old participants by Yarizadeh and
colleagues39 found that caloric restriction, in conjunction
with combined exercise training, for more than 200 days
significantly improved BMD of the hip and femoral neck.
This study highlights the importance of incorporating phys-
ical activity into weight management strategies, to con-
serve bone strength in older adults with obesity. Further in-
vestigation into how various exercise modalities affect
BMD at different sites is needed.41

Other studies report similar findings: when compared to
aerobic exercise alone, resistance and combined aerobic
and resistance exercises are associated with less weight
loss–induced reductions in BMD of the hip, as well as re-
duced intensity of bone turnover.23 Thus, both resistance
and combined aerobic and resistance exercises can be rec-
ommended to protect against reductions in BMD for older
adults with obesity who are pursuing weight loss.23

Intensive Behavioral Therapy for Obesity
In 2011, Intensive Behavioral Therapy for Obesity (IBTO)
was initiated by The Centers for Medicare and Medicaid
Services to provide Medicare beneficiaries with brief,
scheduled, individual counseling sessions.43 The Centers
for Medicare and Medicaid Services offers general recom-
mendations for delivering the program, which includes
screening for obesity, a dietary or nutritional assessment,
and intensive behavioral counseling and therapy using
the 5-A structure.43

An IBTO protocol developed by Wadden44 includes a
total of 21 visits over 1 year, which are delivered weekly
from weeks 1 to 4, and then every other week from weeks
6 to 24. Visits are then provided monthly for the remainder
of the year. This protocol has a guide for the clinician,
handouts for the participants, and weekly skill building as-
signments for each visit. Participants record their daily food
and calorie intake using an available phone or computer
app, to be reviewed with the clinician at the next visit.
Physical activity and body weight also are monitored.

The efficacy of this evidence-based treatment protocol
was recently assessed in a clinical trial and was found both
safe and effective.44 In this clinical trial, the 50 participants
with obesity assigned to a specific IBTO protocol lost a
mean of 5.4% of their initial bodyweight at week 24, with
46% of participants losing 5% or more of their baseline
weight. At 1 year, the mean loss was 6.1%, and 44% of par-
ticipants lost 5% or more, supporting both the effectiveness
and sustainability of IBTO in aiding older adults with
weight management.
CASE REVISITED

Review of the literature suggests that a combination of
moderate calorie reduction and increased protein intake,
along with regular resistance exercise, would give Ms PC
Volume 57, Number 6, November/December 2022
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the best chance of safely achieving and maintaining a 5%
weight loss. Such changes would also promote a favorable
shift in body composition, with co-occurring improve-
ments in strength, flexibility, and overall mobility.9,38,44

Use of dietary supplements to meet the recommended in-
take of calcium and vitamin D may be necessary.

The Individualized Plan for Ms PC
Ms PC and her interprofessional team agreed that weight
loss of 5%would greatly benefit many of her chronic health
conditions, reduce her medication use, and improve her
QoL. Her REE measured at 1899 calories per day. Given
that Ms PC was sedentary and reported limited physical ac-
tivity, her medical team decided to use a 1.1 to 1.2 physical
activity factor, subtracted a calorie deficit of 500 calories
per day, and agreed on a calorie goal of 1600 per day.
Ms PC and her interprofessional

team agreed that weight loss of 5%

would greatly benefit many of her

chronic health conditions, reduce

her medication use, and improve

her QoL.

Ms PC’s 5-day diet diary was analyzed using the ESHA
Food Processor. Table 2 includes foods, calories, and nutri-
ents she consumed on a typical day. Nutrients of concern
included folate, vitamin D, calcium, magnesium, and po-
tassium.

Based on this information, advice on achieving a daily
caloric intake of 1600 calories per day was provided, with
a recommended eating structure of 3-meals-per-day with
1 evening snack and protein intake spread throughout
the day. Table 3 describes the basic number of servings
and food choices calculated to create her meal pattern.
Table 2 shows a sample day. Ms PC was cautioned by the
RDN that she may need to further divide her nutrition into
smaller meals and snacks, given her history with delayed
gastric emptying, and that she should monitor her symp-
toms accordingly.

Given the severity of her obesity, we used an adjusted
weight as described by Hamdy and coworkers,45 calcu-
lated at 186 lb (84.37 kg), to individualize her recommen-
dations. Shewas advised to consume 102 g of protein daily,
in accordance with a 1.2 g/kg/d recommendation. Although
Ms PC preferred to consume most of her protein in 1 meal,
she agreed to spread it throughout the day to help increase
her total daily intake and ameliorate discomfort that could
be caused by her delayed gastric emptying.
Nutrition Today® 323
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TABLE 2 Single-Day Comparison of Typical Dietary Intake vs. Recommended Nutritional
Intervention

Meal Typical Dietary Intake Before Counseling Recommended Dietary Changes to Meet Goals

Item How Much Item How Much

Breakfast -Orange, fresh 1 medium –Whole wheat bread 1 slice, toasted

–Cereal, CHERRIOS 2 cups –Scrambled egg white Cooked in 1 tsp olive
oil

–KIND bar 1 serving –Fresh ham, lean 1 oz

–Swiss cheese 1 slice, melted

–Banana 1 medium

–Vegetable juice ½ cup

–Yogurt, vanilla
(fat-free, no sugar added)

1 cup

Lunch –Apple 1 medium –Whole wheat bun 1 toasted

–Subway 6-in turkey, bacon,
cheese sub

1 each –Chicken breast 3 oz grilled boneless

–Chips, multigrain, French onion 1 single-serve
bag

–Mixed green salad
(kale, spinach)

2 cups, chopped

–Cherry tomatoes ½ cup

–Raisins 2 tbsp

–Pumpkin seeds 2 tbsp

–Balsamic vinaigrette 1 tbsp

Dinner –Chicken parmesan 1 entrée –Sirloin steak 3 oz grilled

–Greek chicken salad 1 serving –Baked potato 3 oz baked

–Ice cream sandwich 1 serving –Butter 1 tbsp

–Black bean salad with vinaigrette
dressing

½ cup

–Broccoli florets 1 cup, steamed

–Orange 1 medium

Snack Not typically consumed –Yogurt, vanilla, fat-free no sugar
added

1 cup

–Strawberries 1 cup, fresh

–Almonds 100-calorie pack

(continues)
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TABLE 2 Single-Day Comparison of Typical Dietary Intake vs. Recommended Nutritional
Intervention, Continued

Nutritional Analysis for Intake Before Counseling Nutritional Analysis for Suggested Intake

Total Cals
(kcal)

Carbs (g) Added
Sugar (g)

Fiber
(g)

Protein
(g)

Total Cals
(kcal)

Carbs (g) Added
Sugar (g)

Fiber
(g)

Protein
(g)

2,053 231
(45%)

22 20 99
(20%)

1,630 186
(46%)

12 22 110
(27%)

Fat (g) Calcium
(mg)

Vitamin
D (μg)

Potassium
(mg)

Sat.
Fat (g)

Leucine
(g)

Fat (g) Calcium
(mg)

Vitamin
D (μg)

Potassium
(mg)

Sat.
Fat (g)

Leucine
(g)

79
(35%)

517 2.11 1,925 25
(11%)

1.24 55
(30%)

979 1.48 4,063.38 16.61
(9%)

8.4
She was counseled on choosing leaner protein
sources like poultry and fish, as well as plant-based op-
tions to help improve her cholesterol, decrease her sat-
urated fat intake, and increase her daily consumption
of leucine. Ms PC was educated on the potential benefit
of increasing leucine in her diet. The RDN reviewed a
list of leucine-rich foods published by the US Depart-
ment of Agriculture,30 from which she could choose. Af-
ter a discussion of different evidenced-based eating plans,
Ms PC, agreed to follow the DASH eating pattern.42 Some
modifications were made to ensure consuming adequate
intake of leucine in a dietary pattern she could sustain
over time.

It also was determined that she would benefit from sup-
plemental calcium (250 mg/d) and vitamin D (25 μg), to
augment the amount planned from food. With careful diet
selection, Ms PC would approach meeting her daily need
for magnesium, potassium, and folate, but a daily multivitamin-
mineral supplement was considered a reasonable addition
while restricting her caloric intake.
TABLE 3 Pattern to Build a Meal Plan for Ms P
No. Servings Food Choice CHO,

5 Starch 75

4 Fruit 60

2 Dairy (fat free) 24

4 Nonstarchy veg 20

4 Meat (lean) 0

5 Meat (med fat) 0

3 Fat 0

Total 179 (43%

Abbreviations: CHO, Carbohydrate; Pro, proteins.
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For physical activity,Ms PC hadpreviously expressed inter-
est in going to the local Physical Medicine and Rehabilitation
Therapy Pool for aquatic exercise. Not only would this pro-
vide her with structure and support around safe and healthy
movement, but also the low-impact, resistance environment
of water-based exercise would help increase her strength
and endurance without causing deleterious effects on her
joints.Ms PCwas agreeable to starting outwith 2–3 aquatic ex-
ercise sessions perweek to ease intomore regular physical ac-
tivity. She expressed interest in learning chair exercises, and
ways to be accountable for setting aside time to prioritize her
health. Finally, she was also referred to physical therapy for
guidance on how to integrate more balance, resistance, and
strength-based exercises into her daily routine.

Although these recommendations would likely benefit
Ms PC, her ability to maintain these changes will be vital in
promoting long-term health benefits. Regular check-ins with
members of her interprofessional team would provide nec-
essary structure and support for sustaining these changes,
but the cost associated with multiple office visits may serve
C
g Pro, g Fat, g kcal

15 5 400

0 0 240

16 0 180

8 0 100

28 12 220

35 25 375

0 15 135

) 102 (25%) 57 (31%) 1650
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as a barrier to continuation of care. She will talk with her
family physician about accessing Medicare’s IBTO services.
SUMMARY

Ms PC’s medical history and continued struggles with
weight loss highlight the unique nuances involved with
weight management in older adults. There is currently in-
sufficient literature to identify themost effective dietary pat-
tern, level of caloric restriction, and types and amounts of
physical activity needed to treat obesity-related health
problems in older adults, while sparing lean tissue and
bone mass to preserve strength and independence. This
is especially true for those older than 70 years and those
unwilling or unable to exercise. In the meantime, individu-
alizing diet, integrating dietary supplements and physical
activity plans as needed, and providing continued support
are important for encouraging patients to prioritize their
health and safely pursue positive lifestyle changes.

Effective weight loss strategies should be considered in
older adults. Although there are potential risks, utilizing
practical clinical approaches can minimize potential harms
and maximize the benefits of improved weight manage-
ment in older adults with obesity.

Appropriate dietary modifications can foster improve-
ments in physical function, QoL, cardiovascular and meta-
bolic parameters, and other obesity-related comorbidities.
In addition,multimodal exercise interventions help promote
improvements inmuscle quality and strength, flexibility, and
endurance, while reducing risk of falls and frailty. Physical
activity regimens incorporating both resistance and aerobic
exercises optimize fat mass loss, while preserving lean body
mass and maintaining beneficial weight changes.

Implementing both dietary and multicomponent exer-
cise interventions helps maximize fat mass loss, while atten-
uating loss of muscle and bone in older adults pursuing
weight loss. This combined approach also improves physio-
logic functioning, mobility, and overall body composition.

It is important to note that many of the studies refer-
enced in this article utilized patient populations with BMIs
of 30 to 39 kg/m2, making it difficult to conclude that these
recommendations are sufficient for patients with greater
bodymass. Such patients may present with additional chal-
lenges that warrant cautious consideration when pursuing
weight management strategies.

Additionally, whereas many of the studies included par-
ticipants 65 years and older, we also referenced a study
and guidelines for adults older than 70 years. Although there
may be differences between chronological and biological
age, the presence of obesity and other metabolic derange-
ments, such as diabetes mellitus, are known to accelerate
vascular aging.46 This effect is associated with a shortened
life span in mammalian species, potentially in part because
of chronic inflammation.46 The nuance between the effects
326 Nutrition Today®
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of chronological and biological aging makes it difficult, at
this time, to precisely define an “older adult.”

Nevertheless, all older adults with obesity pursuing
weight loss interventions require careful monitoring by
medical professionals to treat and prevent the develop-
ment of maladaptive physiologic changes, such as sarco-
penic obesity, decreases in BMD, nutrient deficiencies,
and exacerbation of cognitive impairment. With proper man-
agement and maintenance of both dietary and exercise-
based interventions, weight loss can be achieved both safely
and sustainably in older adults with obesity.

Acknowledgment
We acknowledge Jamie Bloss, MLIS, AHIP, Liaison Librarian, Al-

lied Health Sciences and Dental Medicine, Laupus Health Sciences Li-
brary, East Carolina University, for her assistance with the review of
the literature and the patient who cooperated with our work.

REFERENCES
1. Volkert D, Beck AM, Cederholm T, et al. ESPEN guideline on clin-

ical nutrition and hydration in geriatrics. Clin Nutr. 2019;38:
10–47.

2. Hales CM, Carroll MD, Fryar CD, et al. Prevalence of obesity and
severe obesity among adults: United States, 2017-2018. NCHS
Data Brief. 2020;(360):1–8.

3. National Institutes of Health. Clinical guidelines on the identifi-
cation, evaluation, and treatment of overweight and obesity in
adults—the evidence report. Obes Res. 1998;6:51S–209S. www.
ncbi.nlm.nih.gov/books/NBK2003/pdf/Bookshelf_NBK2003.
pdf. Accessed April 2, 2022.

4. Villareal DT, Apovian CM, Kushner RF, et al. Obesity in older
adults: technical review and position statement of the American
Society for Nutrition and NAASO. Obes Res. 2005;13:1849–1863.

5. Jensen MD, Ryan DH, Apovian CM, et al. 2013 AHA/ACC/TOS
guideline for the management of overweight and obesity in adults:
a report of the American College of Cardiology/AmericanHeart As-
sociation Task Force on Practice Guidelines and the Obesity Soci-
ety. Circulation. 2014;129(25 suppl 2):s102–s238.

6. Garvey WT, Mechanick JL, Brett EM, et al. American Association
of Clinical Endocrinologists and American College of Endocrinol-
ogy comprehensive clinical practice guidelines for medical care
of patients with obesity. Endocr Pract. 2016;22(suppl 3):1–205.

7. Veteran’s Affairs/Department of Defense. Management of adults
with overweight and obesity (OBE). 2020. www.healthquality.
va.gov/guidelines/CD/obesity/. Accessed March 10, 2022.

8. Bays HE, McCarthy W, Burridge K, et al. Obesity algorithm eBook.
Obesity Medicine Association. https://obesitymedicine.org/
obesity-algorithm. Accessed March 20, 2022.

9. Mathus-Vliegen EM, Obesity Management Task Force of the
European association for the Study of Obesity. Prevalence, path-
ophysiology, health consequences and treatment options of obe-
sity in the elderly: a guideline.Obes Facts. 2012;5:460–483. doi:10.
1159/000341193.

10. Batsis JA, Villareal DT. Sarcopenic obesity in older adults: aetiol-
ogy, epidemiology, and treatment strategies. Nat Rev Endocrinol.
2018;14(9):513–537. doi:10.1038/s41574-018-0062-9.

11. Batsis JA, Zagaria BA. Addressing obesity in aging patients.
Med Clin N Am. 2018;102:65–85.

12. Ard JD, Gower B, Hunter G, et al. Effects of calorie restriction in
obese older adults: the CROSSROADS randomized controlled
trial. J Gerontol A Biol Sci Med Sci. 2018;73(1):73–80. doi:10.
1093/gerona/glw237.

13. Haywood C, Sumithran P. Treatment of obesity in older persons:
a systematic review.ObesRev. 2019;20(4):588–598.doi:10.1111/obr.12815.
Volume 57, Number 6, November/December 2022

 Health, Inc. All rights reserved.

http://www.ncbi.nlm.nih.gov/books/NBK2003/pdf/Bookshelf_NBK2003.pdf
http://www.ncbi.nlm.nih.gov/books/NBK2003/pdf/Bookshelf_NBK2003.pdf
http://www.ncbi.nlm.nih.gov/books/NBK2003/pdf/Bookshelf_NBK2003.pdf
http://www.healthquality.va.gov/guidelines/CD/obesity/
http://www.healthquality.va.gov/guidelines/CD/obesity/
https://obesitymedicine.org/obesity-algorithm
https://obesitymedicine.org/obesity-algorithm


14. Long T, Zhang K, ChenY, et al. Trends in diet quality among older
US adults from 2001 to 2018. JAMA Network Open. 2022;5(3):
e221880. doi:10.1001/jamanetworkopen.2022.1880 Network.

15. Morley JE, Argiles JM, Evans WJ, et al. Nutritional recommendations for
the management of sarcopenia. J AmMed Dir Assoc. 2010;11:391–396.

16. Al-Nimr RI. Optimal protein intake during weight loss interven-
tions in older adults with obesity. J Nutr Gerontol Geriatr. 2019;
38(1):50–68. doi:10.1080/21551197.2018.1544533.

17. Buch A, Marcus Y, Shefer G, et al. Approach to obesity in the
older adult population. J Clin Endocrinol Metab. 2021;106(9):
2788–2805.

18. Kammire DE, Walkup MP, Ambrosius WT, et al. Effect of weight
change following intentional weight loss on bone health in older
adults with obesity.Obesity. 2019;27(11):1839–1845. doi:10.1002/
oby.22604.

19. Goisser S, Kiesswetter E, Schoene D, et al. Dietary weight-loss inter-
ventions for the management of obesity in older adults. Rev Endocr
Metab Disord. 2020;21:355–368. doi:10.1007/s11154-020-09577.

20. Ramel A, Stenholm S. Obesity and health in older adults. In: Inter-
disciplinary Nutritional Management and Care for Older Adults.
An Evidence Based Practical Guide for Nurses. Geirdottir OG,
Bell JJ, eds. Chapter 16. Perspectives in Nutrition Management
and Care for Older Adults. Cham, Switzerland: Springer; 2021:
207–2014. doi.org/10.1007/978-3-03-63892-4_16.

21. Javed AA, Ma J, Anderson LN, et al. Age-appropriate BMI cut offs
for cardiometabolic health risk: a cross sectional analysis of the
Canadian Longitudinal Study on Aging. Int J Obes (Lond). 2022;
46(5):1027–1035. https://doi.org/10/1038/s41366-022-01069-4.

22. Batsis JA, Gill LE, Masutani RK, et al. Weight loss interventions in
older adults with obesity: a systematic review of randomized con-
trolled trials since 2005. J Am Geriatr Soc. 2017;65(2):257–268.
doi:10.1111/jgs.14514.

23. Gielen E, BeckweeD,Delaere A, et al. Nutritional interventions to
improvemusclemass, muscle strength, and physical performance in
older people: an umbrella review of systematic reviews and meta-
analyses. Nutr Rev. 2020;79(2):121–147. doi:10.1093/nutrit/nuaa011.

24. Armamento-Villareal R, Aguirre L, Waters DL, et al. Effect of aero-
bic or resistance exercise, or both, and bone mineral density and
bone metabolism in obese older adults while dieting: a random-
ized controlled trial. J Bone Min Res. 2020;35(3):430–439. doi:10.
1002/jbmr.3905.

25. Fanning J, Walkup MP, Ambrosius WT, et al. Change in health-
related quality of life and social cognitive outcomes in obese,
older adults in a randomized controlled weight loss trial: does
physical activity behavior matter?J Behav Med. 2018;41(3):299–308.
doi:10.1007/s10865-017-9903-6.

26. Bragg A, Crowe-White KM, Ellis AC, et al. Changes in cardiomet-
abolic risk among older adults with obesity: an ancillary analysis
of a randomized controlled trial investigating exercise plusweight
maintenance and exercise plus intentional weight loss by caloric
restriction. J Acad Nutr Dietet. 2022;122(2):354–362.

27. Blumenthal JA, Babyak MA, Hinderliter A, et al. Effects of the
DASH diet alone and in combination with exercise and weight loss on
bloodpressure and cardiovascular biomarkers inmen andwomenwith
high blood pressure. Arch Intern Med. 2010;170(2):126–135.

28. Steinberg D, Bennett GG, Svetkey L. The DASH diet 20 years
later. JAMA. 2017;371(15):1529–1530.

29. MazzaE,FerroY,PujiaR, et al.Mediterraneandiet inhealthyaging. JNutr
Health Aging. 2021;25:1076–1083. doi:10.1007/s12603-021-1675-6.

30. USDA. USDANational Nutrition Database: leucine. https://www.
nal.usda.gov/legacy/sites/default/files/leucine.pdf. Accessed March
31, 2022.

31. Institute of Medicine. Dietary Reference Intakes for Energy,
Carbohydrate, Fiber, Fat, Acids, Cholesterol, Protein, and Amino
Volume 57, Number 6, November/December 2022

Copyright © 2022 Wolters Kluwer H
Acids. Washington, DC: The National Academies Press; 2005. doi:
10.17226/10490. https://nap.nationalacademies.org/download/
10490. Accessed April 2, 2022.

32. Bauer J, Biolo G, Cederholm T, et al. Evidence-based recommen-
dations for optimal dietary protein intake in older people: a posi-
tion paper from the PROT-AGE StudyGroup. J AmMedDir Assoc.
2013;14(8):542–559. doi:10.1016/j.jamda.2013.05.021.

33. Oliveira CLP, Dionne IJ, Prado CM. Are Canadian protein and
physical activity guidelines optimal for sarcopenia prevention in
older adults. Appl Physiol Nutr Metab. 2018;43:1215–1223.

34. Dewansingh P, Reckman GAR, Mijlius CF, et al. Protein, calcium,
vitamin D intake and 25(OH)D status in normal weight, over-
weight, and obese older adults: a systematic review and meta-
analysis. Front Nutr. 2021;8:718658. doi:10.3389/fnut.2021.718658a.

35. Stuart PM. Protein in the dietary management of sarcopenia.
Webinar presented by the Canadian Nutrition Society. April 5,
2022. https://cns-scn.ca/dashboard/education-portal/dietary-
protein-in-the-management-of-sarcopenia-not-too-much-not-
too-little-but-just-right. Accessed April 16, 2022.

36. Moyer VA. Vitamin D and calcium supplementation to prevent
fractures in adults: U.S. Preventive Services Task Force recom-
mendation statement. Ann Intern Med. 2013;158(9):691–696.
doi:10.7326/0003-4819-158-9-201305070-00603.

37. Anderson JJB, Kruszka B, Delaney JAC, et al. Calcium intake from
diet and supplements and the risk of coronary artery calcification
and its progression among older adults: 10-year follow-up of the
Multi-Ethnic Study of Atherosclerosis (MESA). J Am Heart Assoc.
2016;5(10):e003815. doi:10.1161/JAHA.116.003815.

38. DiMilia PR, Mittman AC, Batsis JA. Benefit-to-risk balance of weight
loss interventions in older adults with obesity. Curr Diabetes
Rep. 2019;19(11):114. doi:10.1007/s11892-019-1249-8.

39. Yarizadeh H, Asadi S, Baharlooi H, et al. Beneficial impact of ex-
ercise on bonemass in individuals under calorie restriction: a sys-
tematic review and meta-analysis of randomized clinical trials.
Crit Rev Food Sci Nutr. 2021;61(4):553–565. doi:10.1080/10408398.
2020.1739620.

40. Izquierdo M, Merchant RA, Morley JE, et al. International Exercise
Recommendations in Older Adults (ICRSR): expert consensus
guidelines. J Nutr Health Aging. 2021;25(7):824–853.

41. Beavers KM, Ambrosius WT, Rejeski WJ, et al. Effect of exercise
type during intentional weight loss on body composition in older
adults with obesity. Obesity (Silver Spring, Md). 2017;25(11):
1823–1829. doi:10.1002/oby.21977.

42. US Department of Health &Human Services. The Dietary Guidelines
for Americans, 2020–2025. DietaryGuidelines@hhs.gov. Accessed
April 17, 2022.

43. CMS.gov. NCA—Intensive Behavioral Therapy for Obesity
(CAG-00423 N)—Decision Memo. 2011. https://www.cms.gov/
medicare-coverage-database/view/ncacal-decision-memo.aspx?
proposed=N&&NcaName=Intensive%20Behavioral%20Therapy
%20for%20Obesity&NCAId=253. Accessed February 26, 2022.

44. Wadden TA, Tsai AG, Tronieri JS. A protocol to deliver intensive
behavioral therapy (IBT) for obesity in primary care settings—
the MODEL-IBT Program. Obesity. 2019;27:1562–1566. doi:10.
1002/oby.22594.

45. Hamdy O, Ganda OP, Maryniuk M, et al. Chapter 2. Clinical nutri-
tion guidelines for overweight and obesity with type 2 diabetes or
prediabetes or those at risk for developing type 2 diabetes. Evid
Based Diabetes Manag. 2018:24(7). https://www.ajmc.com/
view/chapter-2-clinical-nutrition-guideline-for-overweight-and-
obese-adults-with-type-2-diabetes-t2d-or-prediabetes-or-those-
at-high-risk-for-developing-t2d. Accessed March 31, 2022.

46. Hamczyk MR, Nevado RM, Barettino A, et al. Biological versus
chronological aging JACC focus seminar. J Am Coll Cardiol.
2020;75:919–930.
Nutrition Today® 327

ealth, Inc. All rights reserved.

https://doi.org/10/1038/s41366-022-01069-4
https://www.nal.usda.gov/legacy/sites/default/files/leucine.pdf
https://www.nal.usda.gov/legacy/sites/default/files/leucine.pdf
https://nap.nationalacademies.org/download/10490
https://nap.nationalacademies.org/download/10490
https://cns-scn.ca/dashboard/education-portal/dietary-protein-in-the-management-of-sarcopenia-not-too-much-not-too-little-but-just-right
https://cns-scn.ca/dashboard/education-portal/dietary-protein-in-the-management-of-sarcopenia-not-too-much-not-too-little-but-just-right
https://cns-scn.ca/dashboard/education-portal/dietary-protein-in-the-management-of-sarcopenia-not-too-much-not-too-little-but-just-right
https://www.cms.gov/medicare-coverage-database/view/ncacal-decision-memo.aspx?proposed=N&amp;&amp;NcaName=Intensive%20Behavioral%20Therapy%20for%20Obesity&amp;NCAId=253%3e
https://www.cms.gov/medicare-coverage-database/view/ncacal-decision-memo.aspx?proposed=N&amp;&amp;NcaName=Intensive%20Behavioral%20Therapy%20for%20Obesity&amp;NCAId=253%3e
https://www.cms.gov/medicare-coverage-database/view/ncacal-decision-memo.aspx?proposed=N&amp;&amp;NcaName=Intensive%20Behavioral%20Therapy%20for%20Obesity&amp;NCAId=253%3e
https://www.cms.gov/medicare-coverage-database/view/ncacal-decision-memo.aspx?proposed=N&amp;&amp;NcaName=Intensive%20Behavioral%20Therapy%20for%20Obesity&amp;NCAId=253%3e
https://www.ajmc.com/view/chapter-2-clinical-nutrition-guideline-for-overweight-and-obese-adults-with-type-2-diabetes-t2d-or-prediabetes-or-those-at-high-risk-for-developing-t2d
https://www.ajmc.com/view/chapter-2-clinical-nutrition-guideline-for-overweight-and-obese-adults-with-type-2-diabetes-t2d-or-prediabetes-or-those-at-high-risk-for-developing-t2d
https://www.ajmc.com/view/chapter-2-clinical-nutrition-guideline-for-overweight-and-obese-adults-with-type-2-diabetes-t2d-or-prediabetes-or-those-at-high-risk-for-developing-t2d
https://www.ajmc.com/view/chapter-2-clinical-nutrition-guideline-for-overweight-and-obese-adults-with-type-2-diabetes-t2d-or-prediabetes-or-those-at-high-risk-for-developing-t2d


32
For more than 90 additional continuing education articles related to Nutrition topics, go to NursingCenter.com/CE.
Nursing Continuing 
Professional Development

INSTRUCTIONS
How to Help My Older Patient With Obesity Lose Weight Safely When the Evidence Is Not Clear

TEST INSTRUCTIONS
• Read the article. The test for this nursing continuing professional
development (NCPD) activity is to be taken online at www.nursingcenter.
com/CE. Tests can no longer be mailed or faxed.
• You'll need to create an account (it's free!) and log in to access My
Planner before taking online tests. Your planner will keep track of all your
Lippincott Professional Development online NCPD activities for you.
• There's only one correct answer for each question. A passing score for
this test is 7 correct answers. If you pass, you can print your certificate
of earned contact hours and access the answer key. If you fail, you have
the option of taking the test again at no additional cost.
• For questions, contact Lippincott Professional Development:
1-800-787-8985.
• Registration deadline is March 1, 2024

CONTINUING EDUCATION INFORMATION FOR
REGISTERED DIETICIANS AND DIETETIC TECHNICIANS,
REGISTERED:
The test for this activity for dietetic professionals is located online at
http://alliedhealth.ceconnection.com. Lippincott Professional Development
(LPD) is a Continuing Professional Education (CPE) Accredited Provider
with the Commission on Dietetic Registration (CDR), provider
number LI001. Registered dietitians (RDs) will receive 1.0

continuing professional education units (CPEUs) for
successful completion of this program/material, CPE Level 2.
Dietetics practitioners may submit evaluations of the quality
of programs/materials on the CDR website: www.cdrnet.org.
LPD is approved as a provider of continuing education for the
Florida Council for Dietetics and Nutrition, CE Broker # 50-1223.

PROVIDER ACCREDITATION
Lippincott Professional Development will award 2.5 contact hours contact
hours for this for this nursing continuing professional development activity.

Lippincott Professional Development is accredited as a provider of
nursing continuing professional development by the American Nurses
Credentialing Center's Commission on Accreditation.

This activity is also provider approved by the California Board of
Registered Nursing, Provider Number CEP 11749 for 2.5 contact hours.
Lippincott Professional Development is also an approved provider of
continuing nursing education by the District of Columbia, Georgia, West
Virginia, New Mexico, South Carolina, and Florida, CE Broker #50-1223.
Your certificate is valid in all states.

Payment: The registration fee for this test is $24.95.
Disclosure Statement The author and planners have disclosed no

potential relevant financial relationships or otherwise.
8 Nutrition Today®

Copyright © 2022 Wolters Kluwer
Volume 57, Number 6, November/December 2022

 Health, Inc. All rights reserved.

https://www.NursingCenter.com/CE
http://www.nursingcenter.com/CE
http://www.nursingcenter.com/CE

