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x
Medical Expert (as Medical Experts, physicians integrate all of the CanMEDS Roles, 

applying medical knowledge, clinical skills, and professional values in their provision of high-

quality and safe patient-centered care. Medical Expert is the central physician Role in the 

CanMEDS Framework and defines the physician’s clinical scope of practice.)

x
Communicator (as Communicators, physicians form relationships with patients and their 

families that facilitate the gathering and sharing of essential information for effective health 

care.) 

x
Collaborator (as Collaborators, physicians work effectively with other health care 

professionals to provide safe, high-quality, patient-centred care.) 

x
Leader (as Leaders, physicians engage with others to contribute to a vision of a high-quality 

health care system and take responsibility for the delivery of excellent patient care through 

their activities as clinicians, administrators, scholars, or teachers.)

x
Health Advocate (as Health Advocates, physicians contribute their expertise and influence 

as they work with communities or patient populations to improve health. They work with 

those they serve to determine and understand needs, speak on behalf of others when 

required, and support the mobilization of resources to effect change.)

x
Scholar (as Scholars, physicians demonstrate a lifelong commitment to excellence in 

practice through continuous learning and by teaching others, evaluating evidence, and  

contributing to scholarship.) 

x
Professional (as Professionals, physicians are committed to the health and well-being of 

individual patients and society through ethical practice, high personal standards of 

behaviour, accountability to the profession and society, physician-led regulation, and 

maintenance of personal health.) 

CanMEDS Roles Covered: Alsulaimi - “Canadian Obesity Weekend 2022”

http://rcpsc.medical.org/canmeds
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Objectives

At the end of this session, participants should be able to:

• Describe the association between obesity and orthopedic conditions (osteoarthritis)

• Identify the perioperative risks of obesity in patients undergoing orthopedic procedures

• Discuss the current practice of preoperative weight management prior to orthopedic procedures
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Case

Ms. O is a 63 yo F

PMH: hypertension, diabetes, obstructive sleep apnea, bilateral knee osteoarthritis

Self-reported Ht 59’’, wt 205 lbs, calculated BMI 41

Over the past year, R knee pain is worsening despite PT and intra-articular steroid 
injections q 3 months with severe difficulty of performing activities of daily living 

She was referred to the Total Joint Assessment Clinic (TJAC) for evaluation for possible 
R total knee arthroplasty

• Ms. O was giving an appointment to see an orthopedist for first consult in 6 months
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To address the weight, what would you do?

A. Give the patient brief counseling on weight loss and surgery risks

B. Refer the patient for a supervised weight program

C. Start AOMs

D. Refer the patient for bariatric surgery

E. None of the above
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A global pandemic!

WHO. Obesity and overweight. Fact sheet N°311. Geneva: World Health Organization; 2015. 

Worldwide:
1.3 billion (BMI >25 to <30)
600 million (BMI ≥30)

> 10% obesity in both genders
Doubled in the past 40 years
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Osteoarthritis and Obesity

Blagojevic M, Jinks C, Jeffery A, et al. Risk factors for onset of osteoarthritis of the knee in older adults: a systematic review and meta-
analysis. Osteoarthritis Cartilage. 2010;18(1):24–33. doi:10.1016/j.joca.2009.08.010

Worldwide:
~302 million have OA

GBD 2015 DALYs and HALE Collaborators. Global, regional, and national disability-adjusted life-years (DALYs) for 315 diseases and injuries and 
healthy life expectancy (HALE), 1990–2015: a systematic analysis for the Global Burden of Disease Study 2015. Lancet 2016;388:P1603–58.

2010 systemic review; identified obesity 
as a risk factor for knee OA 
(pooled OR 2.63, 95% CI 2.28–3.05)
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Increasing rate of elective procedures

• In one institution in North America; total joint arthroplasty with obesity 
increased from 30.4% in 1990 to 52.1% in 2005 

• Canadian Joint Replacement Registry data; 33 times higher TKA and 9 
times higher THA in severe obesity compared to normal weight

Bourne R, Mukhi S, Zhu N, Keresteci M, Marin M. Role of obesity on the risk for total hip or knee arthroplasty. Clin Orthop Relat Res. 2007;465:185–188.

T.K. Fehring, S.M. Odum, W.L. Griffin, et al.The obesity epidemic: its effect on total joint arthroplasty
J Arthroplasty, 22 (6 suppl 2) (2007), p. 71
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Perioperative risks of obesity in TJA

Intraoperative Postoperative

Difficult intubation Increased revision and 
component malpositioning

Increase risk of blood 
transfusion

Increase risk of VTE

Prolong OR time Increase risk of infections

Challenges with ventilatory 
support

Increase length of stay
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Preoperative medical weight management
Practice guidelines

American Association of Hip and Knee Surgeons- Evidence Based Committee 
position statement (2013):

“Patients who are morbidly obese with (BMI > 40) have complication profiles that may 
outweigh the functional benefits of total joint arthroplasty.”

Workgroup of the American Association of Hip and Knee Surgeons Evidence Based Committee Obesity and total joint arthroplasty: A literature 
based review. J Arthroplasty. 2013;28:714-721. 
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Preoperative medical weight management
Practice guidelines
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Preoperative weight management

• Surgical
Bariatric surgery

• Non-surgical
Behavioral, dietary (including meal replacement), exercise programs or pharmacological

Self-directed or supervised 
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Preoperative medical weight management
Non- surgical interventions
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Non- surgical interventions
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Preoperative medical weight management
Non- surgical interventions
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Preoperative medical weight management
Non- surgical interventions - dose response relationship 
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Preoperative medical weight management
Safety concerns

• Retrospective cohort

• 444 patients underwent THR

• 937 patients underwent TKA

• BMI 30 and above

• Exposure: weight loss and maintenance 
at 1 y of 5% and more

• Outcomes: SSI and 90-day readmission

Inacio MC, Kritz-Silverstein D, Raman R, Macera CA, Nichols JF, Shaffer RA, et al. The risk of surgical site infection and re-admission in obese 
patients undergoing total joint replacement who lose weight before surgery and keep it off post-operatively. Bone Joint J 2014;96-B:629e35.
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Preoperative medical weight management
Safety concerns

A retrospective review of 3058 primary TKAs 

Follow up for 3.2 years

Change in BMI by 5% predicted:

• Longer mean hospital LOS

• More 90-day ED visits (post op loss and gain)

• More 90-day readmissions (post op gain)

• Higher risk of revisions (pre op loss)

• Higher risk of PJIs (post op gain)

Billy I. Kim, Niall H. Cochrane, Jeffrey A. O’Donnell, Mark Wu, Samuel S. Wellman, Sean Ryan, Thorsten M. Seyler, Preoperative Weight Loss and Postoperative 
Weight Gain Independently Increase Risk for Revision After Primary Total Knee Arthroplasty, The Journal of Arthroplasty, Volume 37, Issue 4, 2022
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What comes first

Toby O Smith, Tariq Aboelmagd, Caroline Hing AM. Does bariatric surgery prior to total hip or knee replacement reduce post-operative complications 
and improve clinical outcomes for obese patients? Systematic review and metaanalysis. Bone Joint J [Internet]. 2016;98-B(9):1160–6.
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Other non-scale predictors of perioperative risks 

• Percent body fat

• Nutritional status

• Presence of comorbidities

Middleton AH, Kleven AD, Creager AE, Hanson R, Tarima SS, Edelstein AI. Association Between Nonsurgical Weight Loss From Body Mass Index >40 to Body Mass Index <40 and Complications and Readmissions Following Total Hip 
Arthroplasty. J Arthroplasty. 2022
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Mo 6-9 BMI > 40

OrthoTJAC

BLOOM

BLOOM
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MD + RD

1 : 1

BLOOM

MD every month 1 : 1

RD biweekly in groups

TJAC

Info session 

BLOOM
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BLOOM
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60.42% lost at least 
5% of weight

12 wks 

74% lost at least 

35% lost at least

10 Ibs
20 Ibs

BLOOM
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24 wks 

BLOOM

Mediterranean diet score

QoL

The Oxford hip and knee scores

Change in weight and BMI

Stay Tuned!

Non-scale wins

change in:
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• We do have significant body of evidence to say: obesity is associated with increased risk of perioperative 

complications in TJA

• Currently preoperative weight loss studies (mostly observational studies) are showing mixed results in 

terms of its effect on perioperative risks and functional outcomes of arthroplasty in both weight loss with 

bariatric surgeries and nonsurgical methods (mostly behavioral and dietary non- pharmacological 

approaches)

• There is paucity of evidence (and need for prospective controlled studies) to determine the type of weight 

loss interventions, duration, timing, and amount of the preoperative weight loss. These are important to 

develop optimization programs

Take home messages
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• The current BMI cut off is center/surgeon dependent (but most common one is BMI of 40) for eligibility of 

TJA

• For medical preoperative weight management, at this time until we have better clearer answers, we 

suggest a comprehensive professional guided programs focusing on optimizing nutrition, physical activity 

and medical comorbidities with careful monitoring for risk of malnutrition and postoperative follow up to 

help maintain this state throughout the perioperative high-risk period

• Can elective surgery present an opportunity for starting a weight management effort for the purpose of 

long-term chronic weight management beyond the perioperative period?

Take home messages
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Any questions?

Thank you!


