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INTRODUCTION

The vexing problem of the increasing weight of Americans has grown to epidemic proportions in recent 
decades. As millions of Baby Boomers enter older adulthood, they bring with them added pounds and the 
challenges of excessive body fat. Now recognized as a chronic medical condition, obesity is associated with 
serious health problems that increase morbidity and mortality, stigmatization at work and in social settings, 
decreased physical function, lower health-related quality of life, and increased direct and indirect health 
care costs. When combined with common aging-related challenges, obesity can create complex clinical 
situations without easy solutions.

Views on the nature of obesity have been evolving for a half century, and this progress culminated in 
recognition of obesity as a complex chronic disease with a pathophysiologic basis by the American Medical 
Association in 2013. This increasing recognition of obesity as a chronic disease that should be diagnosed 
and treated helps to avoid the stigma and confusion associated with the condition.1,2

During the coronavirus disease 2019 (COVID-19) pandemic, advanced age was the most common risk 
factor for virus-related hospitalization, intensive-care-unit admission, intubation or mechanical ventilation, 
or death, followed by obesity among all age groups. The severe acute respiratory syndrome coronavirus 2 
(SARS-CoV-2) infected people in all demographic and socioeconomic categories,3 but mortality was most 
common in people of advanced age, those with obesity, residents of long-term care facilities, and men. 
Other risk factors for severe illness included diabetes, heart disease, chronic respiratory disease, kidney 
disease, and cancers.4,5

Combining these realities with those inherent in the aging process, obesity in older adults provokes 
serious problems. In this overview, the evaluation, consequences, and clinical management of obesity and 
overweight are reviewed with a focus on the unique challenges of this condition in older adults with other 
chronic diseases, mobility deficits, and other compromises in activities of daily living.

EVALUATING OVERWEIGHT/OBESITY IN OLDER ADULTS
Overweight. Obesity. Severe obesity. What do these terms mean, and how are people diagnosed with these 
conditions? What causes weight gain, and why is the situation worsening so quickly?

One thing is for sure: People’s body sizes have increased greatly over the past 4 decades. By 2016, more 
than 1.9 billion adults worldwide were overweight, including 650 million people with obesity.6 The 
situation was even more dire for adults aged 20 years or older in the United States, where the age-adjusted 
prevalence statistics for obesity and severe obesity were 42.4% and 9.2%, respectively, in 2017–2018. 
Among Americans aged 60 years or older, 42.2% of men and 43.3% of women had obesity.7 The trend is 
expected to continue throughout the 2020s; by 2030, nearly half of Americans will have obesity, and severe 
obesity will be the most common weight category among women, non-Hispanic Black adults, and low-
income adults.8

Obesity is now recognized by experts as a disease of body weight regulation; outdated ideas stating that 
obesity is a problem of willpower are not accurate. Current evidence shows that weight is regulated just 
like blood pressure or blood glucose, and obesity is a disease of weight regulation just as hypertension is 
a disease of blood pressure regulation and diabetes is a disease of glucose regulation. Emerging concepts 
especially pertinent to older adults include new findings on hormonal influences of weight homeostasis, 
the effects of age at onset of obesity, nutrition and sarcopenia, and the impact of exercise, comorbid 
conditions, and functional status.



Diagnosing Overweight/Obesity in Older Adults
Obesity implies 3 defects of body fat: excess, distribution, and/or function. The presence of excessive fat 
mass can be measured through weight and the commonly used metric of body mass index (BMI), and altered 
distribution of fat is evident through body measurements such as waist circumference. Function is more difficult 
to measure, as measures of changes in biochemical indicators are not yet available in most clinical settings. This 
scientific recognition of obesity is important nevertheless, because it implies that this is a medical condition that 
can be prevented (primary), treated to prevent worsening and development of complications (secondary), and 
treated if complications develop to prevent progressive disease and manage the complications (tertiary).

While emphasis has been placed on a person’s BMI—calculated as mass (weight) in kilograms divided by the 
square of height in meters (kg/m2)—emerging evidence is showing that waist circumference is an equally if not 
more important measure for avoiding adverse health risks in both men and women.9 Central obesity, reflected in 
larger-than-optimal girth, is associated with increased risks of conditions such as metabolic syndrome, diabetes, 
and hypertension and other cardiovascular disorders.10

The American Association of Clinical Endocrinology recommends the use of the 
World Health Organization (WHO) body fat thresholds for the diagnosis of obesity—men 
with more than 25% body fat and women who have more than 35% body fat. However, 
most people do not have access to an accurate way of measuring body fat; the WHO 
thresholds also use waist circumference (men ≥102 cm [≥40 inches] and women ≥88 cm 
[≥35 inches]) as a visceral fat surrogate.10

In older adults, the loss of protein-rich skeletal muscle tissues is common. Termed sarcopenia, age-related loss 
of muscle mass and muscle strength can result from disuse of muscles because of activity-limiting conditions 
or a sedentary lifestyle, hormonal changes, poor nutrition, and/or altered neurologic or vascular activity that 
compromises muscle function (Figure 1). With aging, muscle mass can decline while fat mass increases, leaving 
overall weight relatively unchanged. In this situation, obesity-related complications continue as a result of the 
body’s higher percentage of fat—a condition termed sarcopenic obesity.11-14

Source: Adapted  from reference 14. Published by Oxford University Press on behalf of the American Society for Nutrition.  
This work is written by U.S. Government employees and is in the public domain in the United States.

Figure 1. Effects of Aging and Obesity on Muscle Quality and Function
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Table 1. Clinical Characteristics and Interventions in Patients With Obesity

BMIa Comorbidity Risk
Chronic 
Disease 
Phase

Interventions

Normal WCb Increased 
WCb

<18.5 (underweight)
Low but 
other 
concerns

Primary Not addressed in this publication

18.5–24.9 (<23 
for some races/
ethnicities) (normal 
weight)

Average Primary

Reinforce healthy habits

Lifestyle: 
Diet, physical 
activity, 
behavioral 
therapy

Medications Surgery

25–26.9 (overweight) Increased High Secondary + (with 
comorbidity) 

27–29.9 (overweight) Increased High Secondary + (with 
comorbidity)

30–34.9 (obesity class 
I—mild) Moderate Very high Tertiary + + 

35–39.9 (obesity class 
II—moderate) High Very high Tertiary +  + + (with 

comorbidity)

≥40 (obesity class III—
severe) Very high Very high Tertiary + + + 

aBMI is calculated as mass (weight) in kilograms divided by square of height in meters (kg/m2).
bIn the United States and Canada, waist circumference is normal when 40 inches (102 cm) or less in men and 35 inches (89 cm) or less in 
women. Lower cutoff points are appropriate in other countries (94 cm and 80 cm for men and women, respectively).
Abbreviations: BMI, body mass index; WC, waist circumference.

Source: Reference 10.

BMI, used as a proxy for weight status, fails to provide a direct measure of obesity. However, since BMI has been central 
to assessment of obesity for several decades, most clinicians rely on this measure to determine when action is needed 
and to talk with patients about the need for interventions. As shown in Table 1, BMIs of 18.5–24.9 are considered healthy 
for most people; BMIs should be 23 or less in certain racial/ethnic groups with smaller body frames.10 The BMI cutoffs, 
when defined by gender and race/ethnicity (Black, Hispanic, White) and associated with the components of metabolic 
syndrome (hypertension, dyslipidemia, diabetes), range from 26 to 33.15

In older adults and in menopause, loss of bone mass can complicate assessment of obesity. Especially common in those 
with limited mobility or disabilities, bone mass must be considered in evaluating weight in older adults and other affected 
individuals. Measurement of bone density is useful in this evaluation, as is presence of bone-depleting conditions such as 
osteomalacia and osteoporosis.14



The potential deficiencies in protein and bone mass in older adults—combined with lower than optimal levels of vitamin 
D secondary to decreased outdoor activities and poor nutrition resulting from changes in taste, smell, appetite, dentition, 
and swallowing that can occur in aging—create additional barriers to safe dietary modification. Further, in older adults, 
traditional weight loss regimens can lead to 25% or more of total weight loss16 and loss of bone mineral density.17

To combat loss of muscle mass with caloric restriction alone, interventions that should be considered are adequate protein 
intake, resistance exercise, and aerobic exercise (Figure 2). Registered dietitians and registered dietitian nutritionists can 
assess older adults who are striving to lose weight with caloric restriction and help make sure they have their required 
dietary intake of macronutrients and micronutrients. Health care providers should be cautious when recommending 
weight loss alone without providing the necessary information to prevent further muscle and bone loss.18-20

Source: Reference 19. This work is written by U.S. Government employees and is in the public domain in the United States.

Figure 2. Recommended Amount and Types of Weekly Activity for Adults
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Older adults also face a unique set of social isolation and equity concerns based on social determinants of health that can 
affect their nutritional status and ability to address excessive fat mass. During the COVID-19 pandemic, these concerns 
have become more common as well as more apparent for older adults, affecting the three A’s—accessible, affordable, and 
available—with respect to diet, nutrition, and options for exercise outside the home and weight management in general.

Already socially isolated by mobility deficits and loss of spouses and companions, many older adults face challenges 
related to the social determinants of health. In addition to needing to live within fixed incomes, older adults may live 
in “food deserts” where access to healthy nutrients is difficult or impossible. Transportation options have been reduced 
during stay-at-home orders, and many older adults are not venturing into the community for fear of becoming infected 
with SARS-CoV-2. Food insecurity has increased, and older adults are more often dependent on home delivery of foods 
or meals, decreasing their ability to control their dietary intake.

Poor diet quality and obesity have also been associated with increased risks of cognitive impairment, possibly due 
to systemic inflammation, hormonal changes, and glucoregulatory and cardiovascular changes. Decline in cognitive 
function presents yet another challenge as people age with obesity.21

Emerging Concepts in Etiology and Pathophysiology of Obesity
A range of factors play an important role in the regulation of weight and the development of obesity, including genetics, 
environmental factors, and hormones (e.g., appetite modifiers, estrogen, testosterone).

Specific genes or mutations have been identified that affect weight and the distribution of fat stores, and genetics is 
thought to play a major role in obesity and overweight. As much as 40% to 70% of the variance in BMI and body fat 
distribution could be determined by people’s genetics.22

Family and social networks are also important in weight gain. Obesity and overweight can be common among groups 
of people with similar dietary habits. In fact, the overall American society has been dubbed obesogenic because of the 
wide availability of large portions of highly palatable, energy-dense foods and beverages in the United States.23 Highly 
processed foods are particularly problematic in this environment. For preventing and treating obesity, limiting the intake 
of highly processed foods could be an effective strategy.24

Medical conditions and medications have important influences on weight. Binge eating disorder and depression affect 
nutrient intake, and some medications are associated with weight gain (particularly agents used for the treatment of 
psychological conditions such as depression and anxiety, and some medications used to treat diabetes, hypertension, 
nerve pain, and other conditions).25 Use of antidepressants, beta-blockers, and insulin has been associated with weight 
gain.26

Research into the regulation of appetite and energy balance has produced a number of potential therapeutic targets 
with utility in pharmacotherapeutic management of weight. Increasingly, weight loss and maintenance of weight loss 
are recognized as challenging in some individuals because of the effects of intrinsic factors and signaling molecules that 
control appetite, satiety, and energy utilization through effects in the brain, hypothalamus, gastrointestinal tract, and 
other organs. Because weight is regulated, a loss of body mass leads to adaptive responses, including increased appetite 
and reduced energy expenditure that promote weight regain. However, long-term weight loss is possible, as shown by 
people who have had long-term success such as those in the National Weight Control Registry.27

The age of onset of obesity is also recognized as important in development of complications, particularly type 2 diabetes. 
Reduction in the cumulative exposure to obesity by preventing or delaying weight gain is an emerging goal of health 
promotion efforts in this field. Weight tends to gradually increase as people age, leading to an increased prevalence of 
obesity with age until about age 70, after which many people experience modest weight loss.28



THERAPEUTIC MANAGEMENT OF OBESITY
Management of excessive or maldistributed fat mass begins with recognition of obesity as a chronic 
medical condition that must be addressed over the life course through multimodal interventions. As 
with many conditions presenting when people reach older adulthood, decisions should be tempered 
by consideration of which interventions are most likely to be successful given the presence of other 
conditions and which are worthwhile given the fewer number of expected life-years remaining.

For many people with overweight and obesity, a 3-pronged lifestyle therapy approach can be 
successful through use of dietary modification, physical activity, and behavioral modifications. Even 
then, though, the weight can be difficult to lose and often returns after the intervention period.10

More aggressive treatments such as antiobesity medications and surgery provide more weight loss 
but can be associated with more cost and potential adverse effects. With each treatment, there is 
tremendous variability in response from person to person; flexibility and learning from the response 
to treatment is critical. Because obesity is a chronic disease, treatments will only work as long as a 
person adheres to them. This means that the person and care provider should strive to find sustainable 
solutions that balance the desire for more weight loss with the level of commitment to treatment and 
acceptance of risk that is right for that person.10

In older adults with overweight and obesity, structured lifestyle interventions with dietary 
modifications and exercise should have clear clinical goals, such as prevention of type 2 diabetes, 
reductions in blood pressure, and/or improvements in mobility and conditions that limit physical 
function (e.g., osteoarthritis). The relationship between BMI and mortality is curvilinear with increased 
mortality as BMI increases. However, the shape of this curve is flatter in older individuals.29 Thus, the 
relative risk of obesity is less in older adults than in younger individuals. Additionally, since sarcopenia 
is a common problem in older adults and weight loss through caloric restriction alone can lead to a 
loss of lean mass, the benefits of dieting are less and the risks greater in older adults as compared with 
younger individuals, making a focus on discrete clinical goals more important drivers of the decision for 
weight loss in these people.10
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Barriers to Treatment
As a condition that often begins in childhood and continues throughout life, obesity can be challenging in that 
the body responds to weight loss by conserving energy and altering appetite and satiety signals in a manner 
that increases the drive for food intake. Inaccurate messages focused on individual choices and behaviors are 
perpetuated in the media further compromising people’s control over their weight; the recognition of obesity 
by the public health and scientific communities as a disease with medical and community components needs 
to diffuse into consumer media.30

During encounters with health care providers, weight bias remains a barrier to obesity treatment. The 
persistent belief that obesity is not a disease but a lifestyle choice leads many physicians to view patients with 
obesity negatively or harbor an unconscious bias. This can stem from the difficulties that clinicians who do not 
personally struggle with weight have in understanding how people can become obese.31,32

Beyond those challenges, other barriers await individuals with overweight and obesity. These include policy 
decisions made in the past based on now-outdated assumptions that excess fat stores are a problem of the 
individual with a lack of willpower. Even the Medicare program is flawed in this regard; simple nonpharmacologic, 
behavioral, and pharmacologic interventions are not reimbursed by the insurance program that covers most 
older Americans, yet the program will pay for surgical interventions. Intensive behavioral interventions are 
reimbursed only when provided by primary care physicians or other providers, but such programs are generally 
and best offered by interprofessional care teams comprising dietitians, nurses, educators, physical therapists (or, as 
appropriate, physical activity trainers or coaches), and clinical psychologists.10

Such situations further challenge older adults who are trying to overcome this chronic disease in a society 
where excess calories are plentiful and heavily marketed.
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Nonpharmacologic and Behavioral Approaches
The 3-pronged approach to therapy for people with overweight or obesity includes reduced-calorie healthy 
meal plans, physical activity, and behavioral interventions. For older adults, these efforts may require 
modification by the interprofessional team. Physical activity is key for older adults, and caution is needed to 
be sure that weight loss does not lead to further muscle and bone loss and increased risk of falls.

Dietary approaches to weight loss are part of the popular culture in the United States and other countries. 
Fad diets such as Atkins, Zone, and South Beach typically focus on modifying dietary macronutrients—
carbohydrates, proteins, and fats—and this can be problematic in older adults who may have sarcopenic 
obesity or other protein-wasting conditions. An adequate supply of high-quality protein has been shown to 
positively affect health and physical function during dieting, and the intake of calcium is very important for 
bone health. Vitamin D supplements are also often needed to maintain serum levels of this nutrient sufficient 
to ensure proper bone modeling.14,33

The second component of a structured lifestyle intervention program for weight loss is physical activity. 
This is needed for both burning calories through resistance and aerobic exercise and for maintaining bone 
health through stimulation of bone modeling. Older adults with excess weight, those with disabilities or 
activity-limiting conditions such as knee osteoarthritis, and people with cognitive decline may have difficulty 
with activity regimens. Special programs tailored by physical therapists or other exercise professionals with 
experience working with older individuals are needed. In addition to intensive physical activity, an increase in 
leisure-time activities such as walking is important for long-term maintenance of weight loss.11,34

Increased physical activity alone does not typically provide much weight loss but appears to be important in 
preventing weight gain and maintenance of weight loss. Thus, exercise is a potentially important approach 
in older adults and postmenopausal women for preventing weight gain.35 The Centers for Disease Control 
and Prevention (CDC) recommends that people aged 65 years or older get at least 150 minutes per week 
of moderate-intensity activity such as brisk walking plus at least 2 days per week of muscle-strengthening 
activities (Figure 2 and Table 2).19,20,36

Flexibility and balance training are very important in physical activity exercises, the CDC recommends. Maintaining 
the ability to bend over and avoid tipping over can help prevent falls that result in fractures and can be exceptionally 
detrimental in older adults, especially those with depleted calcium stores or osteomalacia/osteoporosis. Standing on 
1 foot is a particularly useful exercise for older adults to use in balance training.19,20,36

Sources: References 13, 19, and 20.

Table 2. Components of Therapy of Sarcopenic Obesity

Dietary Interventions
Aerobic  
Exercises

Resistance 
Exercises

• Caloric restriction (500–1,000 kcal/day) or weight loss goal of about  
0.5 kg/week (8% to 10% loss at 6 months), then weight maintenance

• Protein supplements to mitigate loss of muscle mass and strength

• Calcium (1,200 mg/day supplemental calcium, preferably through 
dietary measures), vitamin D supplements (1,000 IU/day as needed to 
maintain serum concentrations of ≥30 ng/mL) to maintain bone health

150 minutes/
week of moderate 
to vigorous 
aerobic exercise

60–75 minutes 2–3 
times weekly with 
focus on strength, 
balance, and 
flexibility



Phentermine/Topiramate ER
Phentermine is frequently prescribed as an individual agent for short-term weight loss. Combined with the 
antiepileptic drug topiramate in an extended-release formulation, phentermine is approved by FDA for chronic 
weight management in patients with obesity.10 This combination is the most effective of the currently available 
medications.37

The product is recommended for patients with depression or seizure disorders, in those on chronic opioid 
therapy, and in patients who have regained weight after bariatric surgery.10,38 Side effects can include 
numbness and tingling of fingers and some fuzziness of thinking in some patients. These side effects 
resolve when the medication is stopped. While effects on heart rate and blood pressure must be monitored, 
phentermine/topiramate ER can be used with caution for weight management in patients with controlled 
hypertension or stable cardiovascular disease.10,38

Phentermine/topiramate ER is contraindicated in the conditions listed in Table 3, and its use in patients with 
severe renal impairment is not recommended. Caution is recommended if the product is used in patients with 
a history of nephrolithiasis, and the dose should be lowered in patients with hepatic impairment.10

Phentermine is the most commonly prescribed antiobesity medication even though it is not approved by FDA for 
long-term use; 76.6% of prescriptions for antiobesity medications in 2009 through 2015 were for phentermine.39 
There are concerns about its potential to increase cardiovascular risk through increased blood pressure and pulse, 
making it relatively contraindicated in older individuals who are at higher risk for heart disease. 

Pharmacologic Interventions
Antiobesity medications can be a useful adjunct to lifestyle interventions in selected individuals. They produce 
larger decreases in body weight than are achieved with lifestyle changes alone, and their continued use helps 
keep the weight off. Because obesity is a chronic disease similar to hypertension and diabetes, antiobesity 
medications need to be used long term for sustained benefits. If people take blood pressure medication and 
their blood pressure comes down, it will not stay down if their medication is stopped. The same is true of 
antiobesity medications. The benefits of the medication will dissipate, and weight will gradually return if the 
medications are stopped. In older adults, the presence of multiple health conditions requiring drug treatment 
creates the potential for detrimental drug interactions, adverse effects, and polypharmacy; therefore, a careful 
consideration of these potential interactions is needed.

Four products are currently approved by the U.S. Food and Drug Administration (FDA) for long-term weight 
management. As shown in Table 3, the agents fall into different pharmacologic categories, creating the need to 
tailor therapy to the specific clinical situation of each patient. 

Guidelines suggest weight loss medications could be considered in patients with a BMI greater than 27 with a 
weight-related comorbidity or a BMI greater than 30 without associated comorbidities. If the patient wants to 
try an antiobesity medication, a choice can be made regarding which medication to use and a therapeutic trial 
undertaken to monitor for effectiveness and side effects. If the patient has not lost 5% or more of baseline weight 
by 3 months, a reassessment is in order. Adherence should be addressed if this is a factor, along with intolerance 
and other reasons that the patient may not be taking the medication as directed. If these factors are not present or 
patients continue to not lose weight, the medication should be stopped due to a lack of efficacy and consideration 
of another medication entertained.

Changing daily habits and the ways people think about food and activity is the third component of 
nonpharmacologic weight loss. Behavioral interventions offered by the interprofessional care team include 
self-monitoring of weight, food intake, and physical activity; clearly defined and achievable goals; education 
pertaining to obesity, nutrition, and physical activity; individual and group meetings; stimulus control; 
systematic approaches for problem solving; stress reduction; cognitive restructuring through cognitive 
behavioral therapy; motivational interviewing; behavioral contracting; psychological counseling; and 
mobilization of social support structures.11
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Table 3. FDA-Approved Medications for Long-Term Management of Obesity

Agents
Mechanisms 
of Action

Approved Indications
Considerations When 
Used in 
Older Adults

Key Feature

Phentermine/
topiramate ER 

Anorexiant/ 
anticonvulsant/ 
sympathomimetic

Chronic weight management 
as adjunct to reduced-
calorie diet and increased 
physical activity in adults 
with BMI ≥30 or ≥27 in 
presence of other risk factors 
(e.g., hypertension, type 2 
diabetes, dyslipidemia) 

•  Is a Schedule IV controlled 
substance

•  Has numerous drug 
interactions and requires 
close monitoring

•  Contraindicated in 
glaucoma, hyperthyroidism, 
and during or within 14 days 
of MAOI therapy

• REMS program restricts 
availability to certified 
pharmacies; warns of 
increases in suicidal ideation 
and other ADRs 

Produced the 
greatest weight 
loss in clinical 
trials

Naltrexone ER/
bupropion ER

Opioid 
antagonist/ 
antidepressant

Chronic weight management 
as adjunct to reduced-
calorie diet and increased 
physical activity in adults 
with initial BMI ≥30 or ≥27 in 
presence of other risk factors 
(e.g., hypertension, type 2 
diabetes, dyslipidemia)

•  Has boxed warning about 
increases in suicidal ideation

• Has contraindications, 
including use in 
uncontrolled hypertension 
and current long-term use 
of opioids

• May make patients 
susceptible to anxiety

May be useful 
in patients with 
depression or 
food cravings

Liraglutide 3mg GLP-1 receptor 
agonist

Chronic weight management 
in adults with initial BMI 
≥30 or ≥27 in presence 
of other risk factors (e.g., 
hypertension, type 2 
diabetes, dyslipidemia) 
and in adolescents aged 
12 years or older with body 
weight >60 kg and initial BMI 
corresponding to 30 in adults

•  Should not be used with 
other products containing 
liraglutide or other GLP-1 
receptor agonists

•  Patients should be 
monitored for depression or 
suicidal thoughts

•  Contraindicated in patients 
with personal or family 
history of MTC/MEN2 

Orlistat Lipase inhibitor

Weight loss and 
maintenance in conjunction 
with reduced-calorie diet 
in adolescents or adults 
aged 12 years or older with 
BMI ≥30 or ≥27 in presence 
of other risk factors (e.g., 
hypertension, diabetes, 
dyslipidemia)

•  Available by prescription 
and over the counter

•  No dosage adjustments 
needed in renal or hepatic 
dysfunction/failure

Available 
without a 
prescription; 
while not 
tolerable for 
many patients, 
this is the safest 
of the available 
products

BMI is calculated as mass (weight) in kilograms divided by square of height in meters (kg/m2).
Abbreviations: ADRs, adverse drug reactions; BMI, body mass index; ER, extended release; FDA, U.S. Food and Drug Administration; 
GLP-1, glucagon-like peptide 1; MAOI, monoamine oxidase inhibitor; MEN2, Multiple Endocrine Neoplasia syndrome type 2;  
MTC, medullary thyroid carcinoma; REMS, Risk Evaluation and Mitigation Strategy.
Source: Reference 10 and product labeling (available online at Drugs@FDA). 



Naltrexone ER/Bupropion ER
Naltrexone, an opioid antagonist used for alcohol and opioid use disorders, and bupropion, an 
antidepressant also used for smoking cessation, have been shown to decrease appetite when used in 
combination in an extended-release formulation. The complementary effects of these 2 drugs reduce food 
intake through actions on the hypothalamus and central reduction of compulsive feeding behaviors.10,12

Naltrexone ER/bupropion ER can be used in patients with cardiovascular disease with monitoring and is a 
preferred agent (as is liraglutide 3 mg) in patients with a history of nephrolithiasis. Dosage adjustments are 
needed when naltrexone/bupropion are used in patients with moderate hepatic impairment (maximum 
dosage of naltrexone 8 mg/ bupropion 90 mg in the morning).10

This combination product should not be used in patients with severe renal impairment, and caution 
is needed in those with mild-to-moderate renal impairment. It can be used in people with controlled 
hypertension and stable cardiac disease. Monitoring of heart rate and rhythm is required when this product 
is used in patients with cardiac arrhythmias. The combination should not be used in patients being treated 
with another selective serotonin reuptake inhibitor and/or opiate.10 This combination is intermediate in 
effectiveness and side effects compared with other currently available agents.

Liraglutide 3 mg
Liraglutide in doses of 3 mg—higher than the 1.2 mg and 1.8 mg doses used for glycemic control in 
people with type 2 diabetes—is approved by FDA for the treatment of obesity. This agent, an analogue of 
gastrointestinal hormone glucagon-like peptide 1 (GLP-1), acts in the gut to slow gastric emptying and in 
the brain to increase satiety. It is given by a daily injection.10,12

The main adverse effects of liraglutide 3 mg are nausea and vomiting, which occur at higher rates than 
those seen at the lower doses used to treat hyperglycemia. The agent can be used in patients with renal 
failure when management of obesity is a reasonable therapeutic goal in these individuals.10

Liraglutide 3 mg is a preferred agent in patients with existing hypertension (as is orlistat). It is also a 
preferred agent in patients with a history of nephrolithiasis or glaucoma. Monitoring of heart rate and 
rhythm is required when this product is used in patients with cardiac arrhythmias.10

Liraglutide 3 mg has a boxed warning about an increased risk of thyroid C-cell tumors, including 
medullary thyroid carcinoma, and is contraindicated in people with a personal or family history of this 
condition or multiple endocrine neoplasia syndrome type 2. Liraglutide may be associated with an 
increased risk of pancreatitis and should be used with caution in people with a history of pancreatitis. Like 
other medications used for weight management, use of liraglutide 3 mg should be avoided in patients 
with severe hepatic impairment and used with caution in those with hepatitis impairment.10

Another GLP-1 agonist, semaglutide, is in clinical trials for use in people with overweight and obesity and 
under review by FDA.40 Administered once weekly by subcutaneous injection, semaglutide plus lifestyle 
intervention produced mean changes in body weight of nearly 15% in a 68-week trial, compared with 
reductions of 2.4% among those on placebo plus lifestyle intervention.41,42 An oral formulation of this drug 
is marketed for treatment of type 2 diabetes.
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Orlistat
Available in both prescription and nonprescription formulations, orlistat inhibits intestinal lipase, an enzyme 
needed for fat absorption. Because little of the drug is absorbed, it causes few systemic adverse effects and 
is safe to use in many of the concomitant conditions common in patients with obesity. However, weight loss 
is modest with this product, and its effects on the gastrointestinal tract have limited its acceptability to many 
patients. Orlistat leaves much of the dietary fat in the stool, thereby creating side effects such as abdominal 
pain, flatulence, soft stools, or even fecal incontinence. Limiting the dietary intake of fat can help minimize the 
adverse gastrointestinal effects.10

Because of the potential for deficiencies in fat-soluble vitamins, people using orlistat should use a multivitamin 
daily. Orlistat should be used with caution in patients with nephrolithiasis.10

Metabolic and Bariatric Surgery
Bariatric surgery is recognized as a viable option for patients with class II (moderate) obesity (BMI ≥35 but <40) 
with obesity-related comorbidities such as type 2 diabetes, and obstructive sleep apnea, and class III obesity 
(BMI ≥40) when lifestyle interventions and medications have failed to reduce fat stores sufficiently. When 
needed and used in a motivated patient, positive outcomes result, regardless of age. With the mean age at 
death of people in developed countries now at 80 years or more, the use of bariatric surgery to treat severe 
obesity in people older than 60 years of age is a reasonable option to consider.43,44

In older adults, a variety of factors must be assessed in deciding whether bariatric surgery is a good choice. Any 
surgical procedure involving general anesthesia is challenging in older adulthood, and the risks are increased 
when the gastrointestinal tract is involved. Most patients with this degree of obesity after age 65 have other 
complications, which may increase surgical risks. Further, physical and/or cognitive limitations can limit a 
person’s ability to manage the postoperative period, obtain and prepare the special diets and nutrients needed 
after this surgery, and combine those interventions with an adequate exercise regimen.

Older adults who undergo metabolic and bariatric surgery should receive the necessary attention to presurgical 
nutrition and postsurgical care. As discussed earlier, protein supplementation is especially important in older 
adults to avoid inducing muscle wasting and the complications associated with sarcopenia. Following bariatric 
surgery, patients will need ongoing vitamin supplementation and monitoring to prevent deficiencies of 
vitamins and micronutrients, including vitamin D and calcium to prevent osteoporosis, vitamin B12, iron, folate, 
and others.45

CONCLUSION
The chronic medical condition of obesity is increasingly common in older adults and is initially addressed 
through lifestyle interventions, including diet modifications and exercise programs. When these do not achieve 
the necessary reductions in fat mass, medications can be added judiciously with careful attention to comorbid 
conditions. Metabolic and bariatric surgery is the treatment that can produce the most weight loss, but also 
carries greater risk than either lifestyle treatments or medications. It is viewed as a viable option given the long 
lifespans people currently enjoy. Without these efforts, obesity leads to complications, increased morbidity and 
mortality, compromises in activities of daily living, and increased direct and indirect medical costs.
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