CLINICAL CONSULTATION PLAYBOOK

50 Deep Questions to Ask Your Weight Management Provider

A Patient Guide for Evidence-Based Weight Care. This playbook provides a comprehensive set of 50 deep
questions with fully grounded, scientifically vetted clinical answers. Each section is designed to empower

patients during medical weight management consultations, bridging the gap between clinical research and daily
patient-centered interactions.

How to use this playbook: Print this document and bring it to your next appointment. The questions are
structured across five primary clinical categories. Highlight the questions most relevant to your journey and
use the grounded answers as a baseline to explore personalized strategies with your board-certified provider.
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CLINICAL CONSULTATION PLAYBOOK PATIENT-CENTERED CLINICAL GUIDE

Category 1: Anti-Obesity Medications (AOMs) & Biological Mechanisms

Takeaway: Anti-obesity medications are most effective as adjunctive therapies alongside structured caloric
restriction and physical activity. GLP-1 agonists represent a significant shift in efficacy, though weight regain upon
cessation is a primary clinical consideration.

Table 1: Placebo-Adjusted Weight Loss of FDA-Approved Medications

Placebo-Adjusted

Medication Name Trade Name Mechanism of Action Weight Lost (Highest
Dose)

Tirzepatide Mounjaro / Zepbound Dual GLP-1 and GIP receptor agonist 18.4%

Semaglutide Wegovy Selective GLP-1 receptor agonist 12%

Phentermine/topiramate | Qsymia Amphetamine stimulant + Unknown mechanism | 10%

Naltrexone/bupropion Contrave Mesolimbic reward system inhibitor 5%

Liraglutide Saxenda GLP-1 receptor agonist 4%

Orlistat Xenical Pancreatic lipase absorption inhibitor 3 kg (unspecified %)

Gelesis100 (Device) Plenity Nonsystemic oral hydrogel spacer 2%

Q: What is the clinical difference between once-weekly subcutaneous injections like semaglutide
and tirzepatide?

Both are FDA-approved medications for chronic weight management, but they target different receptor
pathways. Semaglutide is a selective glucagon-like peptide-1 (GLP-1) receptor agonist. Tirzepatide, on the
other hand, is a dual agonist targeting both GLP-1 and glucose-dependent insulinotropic polypeptide (GIP)
receptors. In clinical trials, tirzepatide achieved a significantly higher placebo-adjusted body weight loss (18.4%
at the highest dose studied) compared to semaglutide (12% weight loss).

Q: How do GLP-1 receptor agonists actually work biologically to reduce my calorie intake?

GLP-1 receptor agonists primarily work through two mechanisms: they slow gastric emptying (keeping food in
your stomach longer to prolong physical fullness) and they exert neurologically driven effects on your brain's
appetite centers to suppress overall hunger and cravings.

Q: Is weight regain a major risk if | ever decide to stop taking these GLP-1 medications?

Yes, weight regain is highly common upon the discontinuation of weight-loss medications. Clinical evidence
shows that after stopping treatment with GLP-1 agonists like semaglutide, liraglutide, or tirzepatide, patients
regain on average 50% to 70% of their lost weight within 1 year, and typically return completely to their baseline
weight within 1.5 years.
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Q: How do lipase inhibitors like Xenical (orlistat) compare to GLP-1 medications in terms of
mechanism and side effects?

Unlike GLP-1s, which act on brain receptors and stomach emptying, orlistat acts locally in the gut as an
absorption inhibitor. It works by inhibiting pancreatic lipase—the enzyme that breaks down triglycerides in the
intestine. This prevents dietary fat from being hydrolyzed and absorbed, causing it to be excreted undigested. A
common, notable side effect of this fat malabsorption is frequent oily bowel movements (steatorrhea).

Q: What are the medical criteria (such as BMI or comorbidities) required to qualify for prescription
anti-obesity medications?

The FDA and European Medicines Agency approve weight loss medications for adults with a body mass index
(BMI) of 30 or higher, or a BMI of 27 or higher in the presence of at least one weight-related comorbidity such
as hypertension, hyperlipidemia, cardiovascular disease, or obstructive sleep apnea.

Q: Why are older stimulant medications, like phentermine, typically restricted to short-term clinical
use?

Stimulant medications like phentermine (substituted amphetamines) are only FDA-approved for short-term
weight management. Because of their central nervous system stimulant properties, they are not recommended
for long-term use, making them less useful for patients who need to reduce and maintain weight over months or
years.

Q: What are the historical safety lessons of older weight loss drugs, like "fen-phen" or ephedra?

Historical weight loss drugs have frequently been banned or withdrawn due to severe, sometimes lethal,
adverse effects. For example, the popular "fen-phen” (fenfluramine/phentermine) combination was withdrawn in
1997 after evidence showed it caused abnormal echocardiograms and valvular heart disease in up to 30% of
patients. Ephedra was banned in 2004 because it raised blood pressure, leading to strokes, cardiac risks, and
death.

Q: Why did the FDA withdraw Lorcaserin (Belviq) from the market if it successfully targeted
serotonin receptors?

Lorcaserin acted as a 5-HT2C receptor agonist, reducing appetite by working on serotonin receptors in the
stomach-appetite centers of the hypothalamus. Although initially approved, the FDA requested its complete
withdrawal from the market in 2019 after a safety clinical trial demonstrated an increased occurrence of cancer
among users.

Q: Are there any dual-action medications that combine a central nervous stimulant with other
signaling pathway blockers?

Yes, phentermine/topiramate (Qsymia) is a combination medication approved by the FDA for weight
management. It combines phentermine (a substituted amphetamine stimulant) with topiramate, which has an
unknown mechanism of action, achieving a placebo-adjusted bodyweight loss of about 10% in clinical trials.
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Q: How does Contrave (naltrexonel/bupropion) work to target food cravings instead of physical
hunger?

Contrave acts on the brain’s reward center. It reduces food cravings by inhibiting the mesolimbic system via the
activation of proopiomelanocortin (POMC) neurons in the hypothalamus, yielding an average placebo-adjusted
weight loss of 5% in clinical trials.

Q: What are some upcoming weight-loss medications currently in clinical trials, such as
retatrutide?

Retatrutide is a "triple agonist” currently in phase Il clinical trials. It targets three different hormone receptors:
GLP-1, GIP, and the glucagon receptor, showing an impressive 24% body weight loss in its phase Il trials.

Q: How do experimental drugs like bimagrumab represent a new paradigm in weight loss?

Bimagrumab is an experimental drug that works by inhibiting myostatin, a protein that naturally limits skeletal
muscle size. By blocking myostatin, it has shown the unique ability in clinical trials to decrease fat mass while
simultaneously increasing lean muscle mass, preserving a patient's energy expenditure.
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Category 2: Diet, Nutrition, & Metabolic Adaptation

Takeaway: Clinical evidence strongly supports HPD to preserve resting energy expenditure and prevent lean mass
loss. Conversely, ultra-processed food formulations trigger rapid consumption and overeating regardless of
matched fiber or caloric density.

Diet-Induced Thermogenesis (DIT) Comparison
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Figure 1: High protein intake induces a significantly higher diet-induced thermogenesis (DIT) than fats and carbohydrates.

Q: Why does eating ultra-processed foods cause me to overeat, even if they have the same
calories as whole foods?

In a tightly controlled clinical trial at the NIH, researchers matched ultra-processed and unprocessed diets for
total calories, sugar, fat, salt, and fiber. Despite these matches, participants on the ultra-processed diet
consumed 500 more calories per day and gained about 2 pounds in two weeks. They also ate significantly
faster (more calories per minute), suggesting that industrial formulations and additives disrupt natural satiety
timing.

Q: Does dissolving fiber supplements into a processed diet prevent weight gain as effectively as
eating natural whole foods?

No. In the NIH clinical trial, researchers dissolved fiber supplements into the beverages of the ultra-processed
meals to match the fiber naturally present in the unprocessed foods. Despite this matched fiber, participants still
overate by 500 calories a day and gained weight. This indicates that the physical structure of fiber in whole,
unprocessed foods is essential for regulating intake.

Q: What is the scientific definition of an ultra-processed food according to the NOVA classification
system?

Under the NOVA classification, ultra-processed foods are defined as those containing ingredients and additives
predominantly found in industrial food manufacturing, such as hydrogenated oils, high-fructose corn syrup,
flavoring agents, and emulsifiers. They are typically high in added sugars, saturated fats, and processed
ingredients.
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Q: Why does a high-protein diet help prevent the biological slowdown of my metabolism during
weight loss?

Standard caloric restriction often causes a loss of both body fat and fat-free mass (FFM/lean muscle), which
slows down your resting energy expenditure (REE). A high-protein diet preserves your lean mass, which keeps
your REE higher and prevents metabolic slowdown even as you lose weight.

Q: What is "diet-induced thermogenesis" (DIT), and why is it so much higher for protein than other
hutrients?

DIT is the energy your body must expend to digest, absorb, metabolize, and store nutrients. Dietary protein has
a dramatically higher thermic effect (20% to 30% of its energy content is burned during digestion) compared to
carbohydrates (5% to 10%) and fats (0% to 3%), meaning protein actively boosts daily energy expenditure.

Q: How does consuming a high-protein diet affect the gut hormones that signal hunger and
fullness?

High-protein intake actively regulates your gut-derived satiety hormones. It stimulates the enteroendocrine cells
in the gut to release appetite-suppressing hormones like GLP-1, cholecystokinin (CCK), and peptide
tyrosine-tyrosine (PYY), while simultaneously decreasing plasma levels of the hunger-stimulating hormone
ghrelin.

Q: Does protein suppress ghrelin better than carbohydrates like glucose?

Yes. Clinical studies show that protein-rich liquid preloads suppress the release of the hunger hormone ghrelin
significantly more effectively than glucose-rich preloads, helping to curb appetite for longer periods.

Q: What is the "aminostatic hypothesis" of appetite control?

First introduced in 1956, the aminostatic hypothesis proposes that elevated levels of plasma amino acids in the
blood signal the brain’s satiety network to reduce hunger. It suggests that surplus amino acids not utilized for
the body's protein synthesis directly stimulate these central satiety pathways.

Q: How does hepatic gluconeogenesis play a role in protein-induced fullness?

On a high-protein diet, excess amino acids are channeled into gluconeogenesis (the metabolic creation of
glucose in the liver). This process is energy-intensive, boosting energy expenditure. Furthermore, the resulting
synthesis of glycogen and elevation of glucose in the liver trigger potent satiety signals in the brain.

Q: Does a high-protein diet cause ketogenesis, and how does that affect appetite?

Yes. High-protein, low-carbohydrate diets elevate fasting levels of the ketone body beta-hydroxybutyrate.
Elevated beta-hydroxybutyrate is known to act directly on the central nervous system to suppress appetite and
increase feelings of fullness.
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Q: Is a high-protein diet safe for my bones and kidneys over the long term?

Clinical evidence indicates that up to 1.66 g of protein per kilogram of body weight daily does not pose a health
hazard to healthy adults. A meta-analysis of 74 trials showed no difference in bone mineral density of the spine
or hips between high and low protein diets. Furthermore, 2-year studies found no decline in renal function (GFR
or albuminuria) in obese adults with normal kidney function, though protein can harm those with pre-existing
kidney disease.

Q: How does a high-protein diet affect weight regain after a major weight loss program?

Clinical trials demonstrate that adding protein to the diet prevents rebound weight gain. In studies of post-diet
weight maintenance, participants given extra protein experienced 50% to 64% less weight regain than controls.
Additionally, the minor weight regained by the protein group consisted of lean mass, whereas the control group
regained weight as fat mass.
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Category 3: Surgical Interventions & Clinical Outcomes

Takeaway: Bariatric surgery remains the most effective intervention for severe obesity. Adolescents experience
higher rates of complete clinical remission of diabetes and hypertension than adults, but also face higher nutritional
risk profiles.

Q: Is bariatric surgery more effective than medical weight loss therapies?

Yes, in terms of sheer magnitude. Clinical evidence indicates that no current anti-obesity medication has been
shown to be as effective at achieving long-term weight reduction as bariatric surgery.

Q: How do gastric bypass outcomes differ between adolescents and adults?

A 5-year clinical study found that teens who underwent Roux-en-Y gastric bypass achieved weight loss similar
in magnitude to adults, but were significantly more likely to achieve complete remission of type 2 diabetes and
high blood pressure. For instance, no teens required diabetes medication 5 years post-surgery.

Q: What are the unique nutritional risks for teenagers who undergo bariatric surgery?

Despite superior clinical resolution of diabetes and hypertension, adolescents face higher risk profiles
post-surgery. They are significantly more likely to exhibit low levels of iron and vitamin D—frequently driven by
nonadherence to daily vitamin supplements—and have an increased need for subsequent abdominal surgeries.

Q: Is there an increased risk of mental health or substance use issues after bariatric surgery?

Yes. Clinical follow-ups note that deaths occurred within 5 years post-surgery in both adolescent and adult
cohorts. Notably, deaths in the adolescent group were related to substance use, which aligns with prior
research indicating an elevated risk of developing substance use disorders following bariatric surgery.

Q: How does bariatric surgery impact postsurgery compliance and patient support needs?

Patient-centered qualitative reviews show that bariatric surgery patients often report receiving very little
communication or support from their physicians post-procedure. Furthermore, experiencing weight stigma from
healthcare providers actively impairs their ability to adhere to essential post-surgery dietary protocols and
creates a major barrier to seeking necessary mental healthcare.

Q: Are there non-surgical medical devices that can physically reduce stomach volume?

Yes. Gelesis100 (Plenity) is an FDA-approved oral hydrogel device designed for chronic weight management. It
acts non-systemically by physically occupying space in the stomach to promote fullness, though some medical
groups recommend its use be limited to clinical trials due to limited evidence.

Q: What are the metabolic benefits of resolving severe obesity through gastric bypass?

Resolving severe obesity through bariatric surgery can reverse devastating chronic conditions. It leads to
significant long-term weight loss, a 50% higher likelihood of blood pressure returning to normal in teenagers
compared to adults, and the complete resolution of type 2 diabetes.
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Q: Does the timing of bariatric surgery matter for long-term health outcomes?

Yes. Initiating surgery at a younger age (during adolescence) can prevent the adverse cumulative health effects
of suffering from severe obesity for decades into adulthood. However, because the lifetime risks of adolescent
bariatric surgery remain unknown, the optimal timing must be carefully evaluated on a patient-by-patient basis.
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Category 4: Weight Stigma, Communication, & Clinical Environment

Takeaway: Clinical weight bias remains a primary barrier to patient care, strongly associated with reduced patient
trust, nonadherence, delayed healthcare utilization, and worse overall weight-loss success.

Q: How common is weight-based stigma among healthcare providers?

Weight stigma is incredibly prevalent in healthcare. Studies show that healthcare professionals across nearly all
specialties—including primary care doctors, nurses, dietitians, and even obesity specialists—express explicit
and implicit weight-biased attitudes similar to the general population.

Q: How does weight stigma in a clinical setting affect a patient’s health and behavior?

Experiencing weight-based judgment or shame is highly damaging. It is clinically associated with depressive
symptoms, low self-esteem, disordered eating, increased physiological stress, reduced physical activity, poorer
treatment adherence, and an increased risk of mortality.

Q: Does feeling judged by a doctor reduce a patient's clinical weight loss success?

Yes. Research shows that patients with obesity who perceive weight-based judgment from their primary care
providers have lower trust in them. Additionally, patients who feel judged are statistically less likely to achieve a
clinically meaningful weight loss of 10% or greater compared to those who do not perceive such judgment.

Q: How does weight stigma influence how doctors communicate with patients about their weight?

Physicians frequently demonstrate less emotional rapport—such as making fewer empathic statements,
showing less reassurance, and building weaker partnerships—in clinical visits with patients who have a higher
BMI compared to patients of a lower weight.

Q: What terminology should providers use when discussing my body weight to ensure respectful
communication?

Clinicians are advised to avoid words that patients commonly find shaming, such as "fat" or "obese." Instead,
providers must practice patient-centered care by directly asking each individual patient for their preferred
term(s) to describe their weight and using those terms exclusively.

Q: How does weight bias lead to medical diagnostic errors or poor clinical care?

Providers influenced by weight bias have a documented tendency to attribute a patient's presenting symptoms
entirely to their body weight without taking a proper medical history or performing a comprehensive physical
examination, which can delay the diagnosis of other serious underlying conditions.

Q: Why does weight stigma lead many patients to avoid or delay necessary medical care?

Patients who anticipate disrespectful treatment, who fear being weighed, or who have experienced insensitive
comments from medical staff will actively delay or avoid preventive care. This healthcare avoidance is directly
mediated by previous stigmatizing clinical encounters rather than the patient's BMI.
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Q: How can a clinic physically structure its space to accommodate patients of all body sizes?

A stigma-free clinic should ensure that its physical environment is fully welcoming. This includes providing wide,
sturdy seating options without armrests, properly sized patient gowns, larger blood pressure cuffs, and scales
placed in private areas that can accurately and respectfully accommodate patients with larger body sizes.

Q: What role does internalized weight bias play in healthcare outcomes?

Internalized weight bias occurs when patients apply negative societal stereotypes to themselves. Highly
internalized bias is strongly associated with clinical attrition (dropping out of weight loss programs), severe
psychological distress, increased healthcare stress, and overall worse healthcare quality.

Q: How are international medical organizations responding to clinical weight stigma?

In 2020, an international consensus statement signed by over 1,000 medical and scientific organizations called
for the complete elimination of weight stigma. It recommended integrating weight stigma training into medical
school curricula and establishing standards to ensure clinical spaces are equipped to deliver supportive,
non-blaming care.
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Category 5: Special Populations, Genetics, & Hypothalamic Biology

Takeaway: Hypothalamic genetic mutations represent severe, non-behavioral drivers of obesity. In maternal care,
rigorous clinical evidence demonstrates that calorie mobilization from existing fat stores of pregnant mothers with
obesity completely meets fetal needs without additional calorie intake.

Q: Are there rare genetic mutations that cause severe, early-onset obesity in humans?

Yes. Mutations in genes involved in hypothalamic brain development, specifically within the semaphorin
signaling and melanocortin pathways, are found at a significantly higher frequency in individuals with severe,
early-onset obesity.

Q: What are semaphorins, and how do they regulate our body weight?

Semaphorins are a family of signaling molecules abundant in the hypothalamus during development. They
guide the "wiring" of the brain's weight-regulatory circuit by promoting the growth of cell projections, allowing
brain cells to form proper connections with other brain regions that govern energy balance.

Q: What happens to energy expenditure and body weight if semaphorin receptors are deleted?

In animal models, genetically depleting the surface receptor that semaphorins bind to blocks the growth of
hypothalamic cell projections. This structural failure in the brain's circuitry results in significantly higher body
weights and severely reduced energy expenditure (slowed calorie burning).

Q: What are the current evidence-based calorie recommendations for pregnant women with
obesity?

Rigorous, objective metabolic studies show that pregnant women with obesity should not consume any extra
calories during their second and third trimesters. This directly challenges older guidelines advising an additional
200-300 calories/day, as the energy needs of the growing fetus can be fully met by mobilizing the mother's
existing fat stores.

Q: How does excess weight gain during pregnhancy impact both maternal and child health?

Gaining excess weight during pregnancy occurs in two-thirds of pregnancies and can cause metabolic
impairments in the mother. Furthermore, it significantly increases the child's long-term risk of developing
childhood obesity.

Q: Can parenting interventions during infancy help prevent childhood obesity?

Yes. The INSIGHT clinical trial showed that educating first-time mothers on "responsive parenting"—such as
recognizing hunger and fullness cues, soothing fussy infants without food, and establishing healthy sleep
routines—resulted in children having significantly healthier body weights at age 3.
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Q: How does a high-fiber diet reshape the gut microbiome to protect against obesity?

High-fiber diets support complex, highly interactive, and densely interconnected bacterial networks in the gut.
These diverse, stable networks ferment dietary fiber to produce short-chain fatty acids (SCFAs), which serve as
critical signaling molecules that help regulate metabolism and protect against weight gain.

Q: Does getting adequate sleep impact the amount of body fat | lose during a calorie deficit?

Yes, dramatically. Clinical studies demonstrate that sleep plays a massive role in fat reduction. In randomized
trials, dieters who obtained a full night's sleep lost more than twice as much body fat as sleep-deprived dieters
on the exact same caloric deficit.
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