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Editorial

Appreciating the Importance of Unmet Needs Associated
With Obesity in Cardiac Rehabilitation: A Call for Critical
Improvement in Program Availability
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We're only as needy as our unmet needs.

—John Bowlby, Attachment

Complexities of Addressing Obesity in Cardiac
Rehabilitation

Numerous countries recognize obesity as a chronic dis-
ease." Although not officially recognized at the federal level,
the American and Canadian medical associations voted to
recognize obesity as a disease in 2013 and 2015, respectively.
The disease process is initiated through excess adipose tissue
that impairs health via metabolic and inflammatory conse-
quences resulting from the oversecretion of peptides by
enlarged fat cells, along with ectopic deposition of lipids (eg,
in the liver).” Like many other chronic diseases, obesity has a
multifactorial etiology including genetic, epigenetic, physio-
logical, behavioural, sociocultural, and environmental factors
that influence energy intake/expenditures.’

The article in this i issue of the Canadian Journal of Car-
diology by Terada et al.” is a strong reminder that obese in-
dividuals who undergo cardiac rehabilitation are faced with
the struggle of overcoming 2 comorbid chronic medical
conditions and might require a greater level of individualized
treatment to optimize recovery and longevity. Terada et al.
evaluated whether engagement in cardiac rehabilitation pro-
vided comparable improvement in cardiometabolic risk fac-
tors, mood, and quality of life among patients with varying
body mass index (BMI). Medical records of 582 patients (117
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classified as normal weight, 264 as overweight, 126 as obese,
and 75 as severely obese) who completed a 3-month outpa-
tient program in cardiac rehabilitation were examined. Pa-
tients with severe obesity were characterized by lower physical
health, higher cardiometabolic risk factor profile, and greater
symptoms of depression and anxiety at baseline relative to
their normal-weight counterparts. Greater weight loss, smaller
improvements in physical function, and comparable change in
cardiometabolic risk factors were observed among patients
with obesity and severe obesity after cardlac rehabilitation
relative to normal-weight counterparts.” Achieving greater
weight loss with smaller improvements in physical function
might be the result of requiring greater energy expenditures to
move the obese body combined with greater “wear and tear”
in doing so. It should also be recognized that individuals with
obesity and severe obesity reported higher rates of chronic
pain at baseline.

Although the results are encouraging, patients reported
poorer psychosocial and cardiometabolic health at baseline
and presumably post cardiac rehabilitation. This is an
important consideration because bidirectional associations
likely exist between psychological distress (1e, depressmn and
anxiety), obesity,” and cardiovascular disease.”” Psychological
distress among cardiac patlents also contributes to poor
adherence in rehabilitation® and might represent an often
overlooked target for therapeutic intervention durmg cardiac
rehabilitation that is particularly relevant to patients who
experience obesity.”

Limitations Associated With Assessment of
Initial Weight Loss in Completers

The initial results reported by Terada et al.* are encour-
aging and significant weight loss among individuals with
obesity after cardiac rehabilitation aligns well with the
observed 10.6-kg weight loss after diet and physical activity
lifestyle interventions observed in a recent systematic review
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and meta-analysis of 45 randomized controlled trials of
nonsurgical weight loss interventions that reported on 7788
obese adults."” Unfortunately, weight loss is usually transient
after such interventions if further support is not offered."" All
else being equal, long-term weight loss represents a greater
challenge among individuals who experience obesity because
of genetic and physiological dysregulation of weight. Although
estimates vary, twin, family, and adoption studies indicate that
BMI has a heritability ranging between 10% and 70%."”
When it does occur, weight loss among individuals with
obesity results in adaptations in their dysregulated homeo-
static system that controls body weight, promoting overeating
and return to obesity.'” Adipose tissue itself is obesogenic and
weight loss results in changes that prime adipose tissue to store
ingested energy,” presenting significant challenges to weight
maintenance. Moreover, mediators of appetite that encourage
weight regain (eg, postprandial leptin, ghrelin, peptide YY,
gastric inhibitory polypeptide, pancreatic polypeptide, amylin,
and cholecystokinin) are elevated after weight loss and remain
elevated after 12-month follow-up.'

It is important to realize that the results reported by Terada
et al.” likely represent a “best case scenario,” because the au-
thors reported on a sample with the highest likelihood to
achieve meaningful effects (ie, individuals who completed
cardiac rehabilitation) at a follow-up time when effects are
likely to be observed (ie, 3 months after initiation of treat-
ment, likely before the first weight plateau). Data from more
than 12,000 patients indicated that adults with obesity are
56% less likely to be optimally adherent to cardiac rehabili-
tation than their nonobese counterparts.'” Moreover, a sys-
tematic review of randomized controlled trials that evaluated
multicomponent behavioural/lifestyle interventions among
people with cardiovascular disease and/or type 2 diabetes
indicate that weight regain between 3 and 12 months post-
intervention is the rule rather than the exception.'® Because of
such considerations, the Canadian Task force on Preventive
Healthcare recommends that adults with obesity be offered
structured behavioural interventions aimed at weight loss to
manage obesity in primary care.'’

Weight Loss Maintenance in Cardiac
Rehabilitation: What Could Work?

The results observed by Terada et al. make it abundantly
clear that a single approach to cardiac rehabilitation will not
work similarly for every patient. Rather, efforts should be
made to move toward the precision treatment of cardiac pa-
tients by providing interventions that are individually tailored
to the patient’s unique risk factor profile and preferences. The
focus might need to change from targeting weight loss to
improvement in physical function and mental well-being, in a
manner analogous to the focus on physical function when
improving outcomes among adults who live with chronic
pain. The selective focus on weight as the most important
outcome is at odds with the evidence of the powerful meta-
bolic counter-regulatory response to weight loss, and to the
fact that weight is not a behaviour (although having strong
behavioural determinants) and therefore not under behav-
ioural control. This latter point is critical for clinical man-
agement. When the focus of obesity management is on weight
loss and the individual hits the inevitable weight plateau this is
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interpreted by the patient and provider as failure. Patients
often respond to failure by abandoning their behavioural ef-
forts and reverting to preintervention (weight-gaining) be-
haviours. Best weight is the weight achieved through sustained
positive health behaviours and is defined as whatever weight a
person can achieve while living the healthiest lifestyle they can
truly enjoy.'®

Behavioural weight loss therapy is a lifestyle intervention
that involves the application of goal setting, self-monitoring,
stimulus control, and often cognitive restructuring to
improve eating behaviour and physical activity level. This is
largely achieved by controlling cues and stimuli in the envi-
ronment that trigger eating or sedentary behaviour. For
example, the Diabetes Prevention Program (DPP'?) is an
intensive lifestyle-change behavioural weight loss program that
is feasible, safe, and effective in achieving a minimum of 7%
weight loss and a minimum of 150 minutes of physical ac-
tivity similar in intensity to brisk walking among partici-
pants.”’ The core components of the DPP are presented in
Table 1. Effects in the original DPP study persisted
throughout the program, which was terminated because of
significant benefit in the intervention group, and then began
to attenuate until 10-year follow-up.”" The methods used to
achieve these lifestyle goals include individual case managers
or “lifestyle coaches,” frequent contact with participants,
behavioural self-management strategies for weight loss and
physical activity, supervised physical activity sessions, and a
flexible maintenance intervention tailored to the needs of the
individual. In addition, successful methods of improving
weight loss maintenance include facilitating long-term pa-
tient-provider contact in person or via the Internet or tele-
phone; promoting higher levels of physical activity; and
combining behavioural interventions with medication.
Finally, bariatric surgery is widely considered the most effec-
tive way to achieve and sustain effective weight loss, resulting
in a mean 28.9% weight loss at l-year postsurgery with
66.1% of patients no longer requiring medication for type 2
diabetes.”” Preliminary evidence suggests that bariatric surgery
is effective in elderly individuals”’ and among individuals with
cardiomyopathy.”’

The Need for Dissemination of Treatment
Unfortunately, intensive, multicomponent weight loss in-
terventions are unavailable to most overweight or obese in-
dividuals. A nationally representative survey conducted in
2011 indicated that there are approximately 9 weight man-
agement programs per 1 million overweight or obese Cana-
dians, and many programs do not meet standards for best
practice in the prevention and treatment of obesity.”” Obesity
Canada published a report card on access to obesity treatment
for adults in Canada in 2017 which showed that of 80,544
MDs in Canada only 40 had obtained certification through
the American Board of Obesity Medicine, that no province
covered antiobesity medication, all provinces except Quebec
were given an “F” in access to bariatric surgery, and that in-
dividuals have to pay out of pocket for programs such as su-
pervised meal replacement  programs.”®  Traditionally
successful, rigourous lifestyle interventions use dieticians,
psychologists, physicians, and other professionals who have
specific expertise in the behavioural, pharmacological, and
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Table 1. Primary components of the Diabetes Prevention Program’s
Intensive Lifestyle Intervention

Component Description

Goal-setting: weight loss A weight loss target of 7% of initial
body weight within the first 6
months of the trial was set with the
goal to maintain this weight loss
throughout the trial

A goal of achieving > 150 minutes of
moderate physical activities similar
in intensity to brisk walking per
week was set. Brisk walking was
stressed as the means of achieving
this physical activity goal.
Encouragement was provided to
distribute activities throughout the
week with a minimum exercise
frequency of 3 times per week, with
at least 10 minutes per session. A
maximum of 75 minutes of strength
training could be applied to the 150-
minute weekly physical activity goal

An individual lifestyle coach was
assigned to each person who would
be responsible for delivering the core
curriculum, conducting
maintenance sessions, and eliciting
motivation from patients

Sixteen-session core curriculum to be
completed within 24 weeks. The
first 8 sessions focused on nutrition,
physical activity, self-monitoring,
and behavioural weight
management. The second 8 sessions
focused on psychological, social, and
motivational challenges involved in
maintaining healthy lifestyle
behaviours in the long term

In-person sessions once every 2 months
to engage in problem-solving with
issues surrounding adherence. Given
option to attend group sessions
during maintenance phase that
spanned 4-8 weeks and focused on
physical activity, healthy eating, or
motivation

Provided option of attending
supervised physical activity sessions
that occurred twice per week during
the intervention (eg, community
walking group, enrollment in cardiac
rehabilitation, personal training).

Up to $100 was available per year to
incorporate individualized
programming to overcome barriers
(eg, enrollment in community
exercise class or cardiac
rehabilitation).

Goal-setting: exercise

Individual case
managers or “coaches”

Intensive ongoing intervention

Adherence/maintenance

Supervised activity session

Individualization through toolbox

surgical treatment of obesity; however, there are insufficient
numbers of these health care providers to treat the growing
need among individuals who would benefit from weight loss
intervention. It seems imperative, therefore, that innovative
ways to adapt these approaches to reach a larger proportion of
the };opulation be developed. The use of Internet technol-
ogy”’ and building competency of health care providers in
cardiac rehabilitation/secondary prevention settings represent
2 methods for achieving such goals. In particular, despite the
clear benefits of weight loss among individuals with obesity for
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numerous cardiovascular conditions, cardiac rehabilitation
programs in Canada do not typically include a targeted weight
loss component, and cardiac rehabilitation often has negligible
effects on BMIL** Because clinically relevant improvements in
prognosis might be achieved through moderate body weight
loss among patients with obesity, the additional use of
behavioural weight loss therapy with cardiac rehabilitation
might be crucial for improving outcomes in this population.
The results from Terada et al.” highlight an urgent need for
greater accessibility to guidelines-based weight loss programs
for those who would benefit from such treatment.
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