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Obesity:
Are shared medical appointments
part of the answer?

ABSTRACT

BESITY IS A MAJOR health problem in the
United States. The facts are well known:

Shared medical appointments, in which a multidisci-
plinary team of healthcare providers meets with multiple
patients in a group setting, may be an option for treating
patients with obesity. To be effective, shared medical ap-
pointments need to address patients’ nutrition, physical
activity, appetite suppression, stress management, and
sleep.

KEY POINTS

Shared medical appointments have been shown to im-
prove clinical outcomes and patient satisfaction com-
pared with traditional care. However, they have not been
well studied in patients with obesity.

A shared medical appointment allows multiple patients
to be medically managed by a multidisciplinary team,
promoting more efficient delivery of care.

Both patients and practitioners are satisfied with shared
medical appointments and find them clinically useful.
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e [ts prevalence has almost tripled since the
early 1960s!

e More than 35% of US adults are obese
(body mass index [BMI] > 30 kg/m?)*

e Itincreases the risk of comorbid conditions
including type 2 diabetes mellitus, heart
disease, hypertension, obstructive sleep ap-
nea, certain cancers, asthma, and osteoar-
thritis*

e It decreases life expectancy’

Medical costs are up to 6 times higher per

patient.®

Moreover, obesity is often not appropri-
ately managed, owing to a variety of factors. In
this article, we describe use of shared medical
appointments as a strategy to improve the ef-
ficiency and effectiveness of treating patients
with obesity.

Big benefits from small changes in weight
As little as 3% to 5% weight loss is associated
with significant clinical benefits, such as im-
proved glycemic control, reduced blood pres-
sure, and reduced cholesterol levels.”® How-
ever, many patients are unable to reach this
modest goal using current approaches to obe-
sity management.

This failure is partially related to the com-
plexity and chronic nature of obesity, which
requires continued medical management
from a multidisciplinary team. We believe
this is an area of care that can be appropri-
ately addressed through shared medical ap-
pointments.
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@ CURRENT APPROACHES

Interventions for obesity have increased along
with the prevalence of the disease. Hundreds
of diets, exercise plans, natural products, and
behavioral interventions are marketed, all
claiming to be successful. More-intense treat-
ment options include antiobesity medications,
intra-abdominal weight loss devices, and bar-
iatric surgery. Despite the availability of treat-
ments, rates of obesity have not declined.

Counseling is important, but underused
Lifestyle modifications that encompass nutri-
tion, physical activity, and behavioral inter-
ventions are the mainstay of obesity treat-
ment.

Intensive interventions work better than
less-intensive ones. In large clinical trials in
overweight patients with diabetes, those who
received intensive lifestyle interventions lost
3 to 5 kg more (3% to 8% of body weight)
than those who received brief diet and nutri-
tion counseling, as is often performed in a phy-
sician’s office.”!> The US Preventive Services
Task Force recommends that patients whose
BMI is 30 kg/m? or higher be offered intensive
lifestyle intervention consisting of at least 12
sessions in 1 year."”

But fewer than half of primary care practi-
tioners consistently provide specific guidance
on diet, exercise, or weight control to patients
with obesity, including those with a weight-
related comorbidity."* The rate has decreased
since the 1990s despite the increase in obesity."

One reason for the underuse is that many
primary care practitioners do not have the
training or time to deliver the recommended
high-intensity obesity treatment.'* Plus, evi-
dence does not clearly show a weight loss ben-
efit from low-intensity interventions. Even
when patients lose weight, most regain it, and
only 20% are able to maintain their weight
loss 1 year after treatment ends.!®

Drugs and surgery also underused
Antiobesity medications and bariatric surgery
are effective when added to lifestyle interven-
tions, but they are also underused.

Bariatric surgery provides the greatest
and most durable weight loss—15% to 30%
of body weight—along with improvement in
comorbidities such as type 2 diabetes, and its
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benefits are sustained for at least 10 years.!’
However, fewer than 1% of eligible patients
undergo bariatric surgery because of its limited
availability, invasive nature, potential compli-
cations, limited insurance coverage, and high
cost.?

The story is similar for antiobesity drugs.
They are useful adjuncts to lifestyle inter-
ventions, providing an additional 3% to 7%
weight loss,!® but fewer than 2% of eligible
patients receive them.!” This may be attrib-
uted to their modest effectiveness, weight re-
gain after discontinuation, potential adverse
effects, and expense due to lack of insurance
coverage.

I ARE SHARED MEDICAL APPOINTMENTS
AN ANSWER?

Although treatments have shown some ef-
fectiveness at producing weight loss, none has
had a widespread impact on obesity. Lifestyle
interventions, drugs, and bariatric surgery
continue to be underused. Current treatment
models are not providing patients with the in-
tensive interventions needed.

Providers often find themselves offering
repetitive advice to patients with obesity re-
garding nutrition and exercise, while simulta-
neously trying to manage obesity-related co-
morbidities, all in a 20-minute appointment.
Too often, a patient returns home with pre-
scriptions for hypertension or diabetes but no
clear plan for weight management.

What can a shared medical appointment do?
A shared medical appointment is a group
medical visit in which several patients with a
similar clinical diagnosis, such as obesity, see
a multidisciplinary team of healthcare provid-
ers. Typically, 5 to 10 patients have consulta-
tions with providers during a 60- to 90-minute
appointment.?°

Part of the session is dedicated to educa-
tion on the patients’ common medical con-
dition with the goal of improving their self-
management, but most of the time is spent
addressing individual patient concerns.

Each patient takes a turn consulting with
a provider, as in a traditional medical appoint-
ment, but in a group setting. This allows oth-
ers in the group to observe and learn from
their peers’ experiences. During this consul-
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tation, the patient’s concerns are addressed,
medications are managed, necessary tests are
ordered, and a treatment plan is made.

Patients can continue to receive follow-up
care through shared medical appointments at
predetermined times, instead of traditional in-
dividual medical appointments.

I BENEFITS OF SHARED APPOINTMENTS

Shared medical appointments could improve
patient access, clinical outcomes, and pa-
tient and provider satisfaction and decrease
costs.???! Since being introduced in the 1990s,
their use has dramatically increased. For ex-
ample, in the first 2 years of conducting shared
medical appointments at Cleveland Clinic
(2002-2004), there were just 385 shared
medical appointments,®! but in 2017 there
were approximately 12,300. They are used in
a variety of medical and surgical specialties,

and have been studied most for treating dia-
betes.?? 4

Increased face time and access
Individual patient follow-up visits typically
last 15 to 20 minutes, limiting the provider to
seeing a maximum of 6 patients in 90 minutes.
In that same time in the setting of a shared ap-
pointment, a multidisciplinary team can see
up to 10 patients, and the patients receive up
to 90 minutes of time with multiple providers.
Additionally, shared medical appointments
can improve patient access to timely appoint-
ments. In a busy bariatric surgery practice,
implementing shared medical appointments
reduced patients’ wait time for an appointment
by more than half.”® This is particularly impor-
tant for patients with obesity, who usually re-
quire 12 to 26 appointments per year.

Improved patient outcomes

Use of shared medical appointments has im-
proved clinical outcomes compared with tra-
ditional care. Patients with type 2 diabetes
who attend shared medical appointments are
more likely to reach target hemoglobin A,
and blood pressure levels.??”** These benefits
may be attributed to increased access to care,
improved self-management skills, more fre-
quent visits, peer support of the group, and the
synergistic knowledge of multiple providers on
the shared medical appointment team.
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Although some trials reported patient re-
tention rates of 75% to 90% in shared medical
appointments, many trials did not report their
rates. It is likely that some patients declined
randomization to avoid shared medical ap-
pointments, which could have led to potential
attrition and selection biases.?

Increased patient and provider satisfaction
Both patients and providers report high
satisfaction with shared medical appoint-
ments.’>?* Although patients may initially
hesitate to participate, their opinions signifi-
cantly improve after attending 1 session.?
From 85% to 90% of patients who attend a
shared medical appointment schedule their
next follow-up appointment as a shared ap-
pointment as well.21%

In comparative studies, patients who at-
tended shared medical appointments had sat-
isfaction rates equal to or higher than rates
in patients who participated in usual care,?
noting better access to care and more sensi-
tivity to their needs.?’” Providers report greater
satisfaction from working more directly with
a team of providers, clearing up a backlogged
schedule, and adding variety to their prac-
tice.2l

Decreased costs

Data on the cost-effectiveness of shared medi-
cal appointments are mixed; however, some
studies have shown that they are associated
with a decrease in hospital admissions and
emergency department visits.? It seems rea-
sonable to assume that, in an appropriate
patient population, shared medical appoint-
ments can be cost-effective owing to increased
provider productivity, but more research is
needed to verify this.

B CHALLENGES TO STARTING
SHARED APPOINTMENTS FOR OBESITY

Despite their potential to provide comprehen-
sive care to patients, shared medical appoint-
ments have limitations. These need to be ad-
dressed before implementing a shared medical
appointment program.

Adequate resources and staff training

To be successful, a shared medical appoint-
ment program needs to have intensive physi-
cal and staffing resources. You need a space
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large enough to accommodate the group and
access to the necessary equipment (eg, pro-
jector, whiteboard) for educational sessions.
Larger or armless chairs may better accommo-
date patients with obesity. Facilitators need
training in how to lead the group sessions,
including time management and handling
conflicts between patients. Schedulers and
clinical intake staff need training in answer-
ing patient questions regarding these appoint-
ments.

Maintaining patient attendance

The benefits of provider efficiency rest on
having an adequate number of patients attend
the shared appointments.?! Patient cancella-
tions and no-shows decrease both the efficien-
cy and cost-effectiveness of this model, and
they detract from the peer support and group
learning that occurs in the group dynamic. To
help minimize patient dropout, a discussion of
patient expectations should take place prior to
enrollment in shared medical appointments.
This should include information on the con-
cept of shared appointments, frequency and
duration of appointments, and realistic weight
loss goals.

Logistical challenges

A shared medical appointment requires a lon-
ger patient time slot and is usually less flex-
ible than an individual appointment. Not all
patients can take the time for a prescheduled
60- to 90-minute appointment. However, re-
duced waiting-room time and increased face
time with a provider offset some of these chal-
lenges.

Recruiting patients

A shared medical appointment is a novel
experience for some, and concerns about it
may make it a challenge to recruit patients.
Patients might worry that the presence of the
group will compromise the patient-doctor re-
lationship. Other concerns include potential
irrelevance of other patients’ medical issues
and reluctance to participate because of body
image and the stigma of obesity.

One solution is to select patients from your
existing practice so that the individual patient-
provider relationship is established before in-
troducing the concept of shared appointments.
You will need to explain how shared appoint-
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ments work, discuss their pros and cons, stress
your expectations about attendance and con-
fidentiality, and address any concerns of the
patient. It is also important to emphasize that
nearly all patients find shared medical appoint-
ments useful.

Once a group is established, it may be a
challenge to keep a constant group member-
ship to promote positive group dynamics. In
practice, patients may drop out or be added,
and facilitators need to be able to integrate
new members into the group. It is impor-
tant to emphasize to the group that obesity
is chronic and that patients at all stages and
levels of treatment can contribute to group
learning.

Despite the advantages of shared medi-
cal appointments, some patients may not
find them useful, even after attending sev-
eral sessions. These patients should be of-
fered individual follow-up visits. Also,
shared appointments may not be suitable
for patients who cannot speak English very
well, are hearing-impaired, have significant
cognitive impairment, or have acute medi-
cal issues.

Maintaining patient confidentiality
Maintaining confidentiality of personal and
health information in a shared medical ap-
pointment is an important concern for pa-
tients but can be appropriately managed. In
a survey of patients attending pulmonary hy-
pertension shared medical appointments, 24%
had concerns about confidentiality before par-
ticipating, but after a few sessions, this rate
was cut in half.?8

Patients have reported initially withhold-
ing some information, but over time, they usu-
ally become more comfortable with the group
and disclose more helpful information.? Strat-
egies to ensure confidentiality include having
patients sign a confidentiality agreement at
each appointment, providing specific instruc-
tion on what characterizes confidentiality
breaches, and allowing patients the opportu-
nity to schedule individual appointments as
needed.

Ensuring insurance coverage

A shared medical appointment should be
billed as an individual medical appointment
for level of care, rather than time spent with
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the provider. This ensures that insurance cov-
erage and copayments are the same as for indi-
vidual medical appointments.

Lack of insurance coverage is a major
barrier to obesity treatment in general. The
US Centers for Medicare and Medicaid Ser-
vices reimburses intensive behavioral obesity
treatment delivered by a primary care prac-
titioner, but limits it to 1 year of treatment
and requires patients to meet weight loss
goals. Some individual and employer-based
healthcare plans do not cover dietitian visits,
weight management programs, or antiobesity
prescriptions.

M EVIDENCE OF EFFECTIVENESS IN OBESITY

Few studies have investigated the use of
shared medical appointments in obesity
treatment. In the pediatric population,
these programs significantly decreased BMI
and some other anthropometric measure-
ments,’>* but they did not consistently
involve a prescribing provider. This means
they did not manage medications or comor-
bidities as would be expected in a shared
medical appointment.

In adults, reported effects have been en-
couraging, although the studies are not par-
ticularly robust. In a 2-year observational
study of a single physician conducting bi-
weekly weight management shared medical
appointments, participants lost 1% of their
baseline weight, while those continuing with
usual care gained 0.8%, a statistically signifi-
cant difference.” However, participation rates
were low, with patients attending an average
of only 3 shared medical appointments during
the study.

In a meta-analysis of 13 randomized
controlled trials of shared medical appoint-
ments for patients with type 2 diabetes, only
3 studies reported weight outcomes.” These
results indicated a trend toward weight loss
among patients attending shared appoint-
ments, but they were not statistically sig-
nificant.

Positive results also were reported by the
Veterans Administration’s MOVE! (Man-
aging Overweight/obesity for Veterans Ev-
erywhere) program.’* Participants in shared
medical appointments reported that they
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felt empowered to make positive lifestyle
changes, gained knowledge about obesity,
were held accountable by their peers, and
appreciated the individualized care they
received from the multidisciplinary health-
care teams.

A systematic review involving 336 par-
ticipants in group-based obesity interven-
tions found group treatment produced more
robust weight loss than individual treat-
ment.”> However, shared medical appoint-
ments are different from weight loss groups
in that they combine an educational session
and a medical appointment in a peer-group
setting, which requires a provider with
prescribing privileges to be present. Thus,
shared medical appointments can manage
medications as well as weight-related co-
morbidities such as diabetes, hypertension,
polycystic ovarian syndrome, and hyperlip-
idemia.

One more point is that continued atten-
dance at shared medical appointments, even
after successful weight loss, may help to main-
tain the weight loss, which has otherwise been
found to be extremely challenging using tradi-
tional medical approaches.

B WHO SHOULD BE ON THE TEAM?

Because obesity is multifactorial, it requires a
comprehensive treatment approach that can
be difficult to deliver given the limited time
of an individual appointment. In a shared ap-
pointment, providers across multiple special-
ties can meet with patients at the same time to
coordinate approaches to obesity treatment.

A multidisciplinary team for shared medi-
cal appointments for obesity needs a physician
or a nurse practitioner—or ideally, both—
who specializes in obesity to facilitate the ses-
sion. Other key providers include a registered
dietitian, an exercise physiologist, a behav-
ioral health specialist, a sleep specialist, and
a social worker to participate as needed in the
educational component of the appointment
or act as outside consultants.

I WHAT ARE REALISTIC TARGETS?

A shared medical appointment program for
obesity should target 5 areas of weight man-
agement (Table 1):
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TABLE 1

SHARED MEDICAL APPOINTMENTS FOR OBESITY

Interventions to address
in shared medical appointments for obesity

Weight loss

Interactive education at each appointment

Led by a prescribing practitioner (physician or nurse practitioner)

Goal: 7%—-10% weight loss in 1 year

Nutrition

Structured diet program

Supervised by a registered dietitian
Goal: calorie deficit of 500-750/day

Physical activity

Individualized exercise program

Evaluated by an exercise physiologist

Goals: > 150 minutes/week of aerobic exercise
200-300 minutes/week for long-term maintenance

Appetite control

Evaluation for drug use, as indicated

Assessed by a prescribing practitioner

Education on drug use and purpose in obesity treatment

Sleep

Education on impact of sleep on weight control

Screen for sleep apnea

Refer to a sleep specialist, if indicated

Promote healthy sleep habits

Stress and mood disorders

Structured behavioral program to promote self-management
and adherence to treatment

Refer to a behavioral health specialist, if indicated

704 CLEVELAND CLINIC JOURNAL OF MEDICINE

Nutrition

Physical activity

Appetite control

Sleep

Stress and mood disorders.

Nutrition
A calorie deficit of 500 to 750 calories per
day is recommended for weight loss.”® Al-
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though there is no consensus on the best
nutritional content of a diet, adherence to a
diet is a significant predictor of weight loss.*
One reason diets fail to bring about weight
loss is that patients tend to underestimate
their caloric intake by almost 50%.’7 Thus,
they may benefit from a structured and super-
vised diet plan.

A dietitian can help patients develop an
individualized diet plan that will promote ad-
herence, which includes specific information
on food choices, portion sizes, and timing of
meals.

Physical activity
At least 150 minutes of physical activity per
week is recommended for weight loss, and 200
to 300 minutes per week is recommended for
long-term weight maintenance.”®

An exercise physiologist can help patients
design a personalized exercise plan to help
achieve these goals. This plan should take
into account the patient’s cardiac status, ac-
tivity level, degree of mobility, and lifestyle.

Most patients are not able to achieve the
recommended physical activity goals ini-
tially, and activity levels need to be gradually
increased over a period of weeks to months.
Patients who were previously inactive or have
evidence of cardiovascular, renal, or metabolic
disease may require a cardiopulmonary assess-
ment, including an electrocardiogram and
cardiac stress test, before starting an exercise
program.

Appetite control
It is very difficult for patients to lose weight
without appetite control. Weight loss that
results from diet and exercise is often ac-
companied by a change in weight-regulating
hormones (eg, leptin, ghrelin, peptide YY,
and cholecystokinin) that promote weight
regain.*® Thus, multiple compensatory mecha-
nisms promote weight regain through increas-
es in appetite and decreases in energy expen-
diture, resisting weight loss efforts.
Antiobesity drugs can help mitigate these
adaptive weight-promoting responses through
several mechanisms. They are indicated for
use with lifestyle interventions for patients
with a BMI of at least 30 mg/kg? or a BMI of at
least 27 kg/m? with an obesity-related comor-

bidity.
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These drugs promote an additional 3% to
7% weight loss when added to lifestyle inter-
ventions.'® But their effects are limited with-
out appropriate lifestyle interventions.

Sleep

Adequate sleep is an often-overlooked com-
ponent of obesity treatment. Inadequate sleep
is associated with weight gain and an appetite-
inducing hormone profile.*” Just 2 days of sleep
deprivation in healthy normal-weight adult
men was associated with a 70% increase in the
ghrelin-to-leptin ratio, which showed a linear
relationship with self-reported increased hun-
ger.”® Sleep disorders, especially obstructive
sleep apnea, are common in patients with
obesity but are often underdiagnosed and un-
dertreated.*

Healthy sleep habits and sleep qual-
ity should be addressed in shared medical
appointments for obesity, as patients may be
unaware of the impact that sleep may be hav-
ing on their obesity treatment. The STOP-
BANG questionnaire (snoring, tiredness, ob-
served apnea, high blood pressure, BMI, age,
neck circumference, and male sex) is a simple
and reliable tool to screen for obstructive sleep
apnea.!! Patients with symptoms of a sleep dis-
order should be referred to a sleep specialist for
diagnosis and management.

Stress management and mood disorders
Stress and psychiatric disorders are under-
appreciated contributors to obesity. All pa-
tients receiving obesity treatment need to be
screened for mood disorders and suicidal ide-
ation.’

Chronic stress promotes weight gain
through activation of the hypothalamic-pitu-

itary-adrenocortical axis, whereby increased
cortisol levels enhance appetite and accumu-
lation of visceral fat.* In addition, obesity is
associated with a 25% increased risk of mood
disorders, although the mechanism and direc-
tion of this association are unclear.¥® Weight
gain as a side effect of antidepressant or other
psychiatric medications is another important
consideration.

Management of stress and psychiatric dis-
orders through goal-setting, self-monitoring,
and patient education is vital to help pa-
tients fully participate in lifestyle changes and
maximize weight loss. Patients participating
in shared medical appointments usually ben-
efit from consultations with psychiatrists or
psychologists to manage psychiatric comor-
bidities and assist with adherence to behavior
modification.

M IN FAVOR OF SHARED MEDICAL
APPOINTMENTS FOR OBESITY

Shared medical appointments can be an ef-
fective method of addressing the challenges of
treating patients with obesity, using a multidis-
ciplinary approach that combines nutrition,
physical activity, appetite suppression, sleep
improvement, and stress management. In addi-
tion, shared appointments allow practitioners
to treat the primary problem of excess weight,
rather than just its comorbidities, recognizing
that obesity is a chronic disease that requires
long-term, individualized treatment. Satisfac-
tion rates are high for both patients and pro-
viders. Overall, education is essential to imple-
menting and maintaining a successful shared
medical appointment program. [ |
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