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Lifestyle patterns are influenced by an over-
abundance of energy-dense food choices and
decreased opportunities and motivation for
physical activity.1-5 According to the U.S. sur-
geon general, approximately 25 percent of
American adults are completely sedentary, and
more than 60 percent are not regularly active at
the recommended level of 30 minutes per day.5

About 14 percent of young people between 12
and 21 years of age report no recent physical
activity. Nearly one half of young persons
between these ages are not vigorously active.
An estimated 300,000 preventable deaths
occur each year in the United States because of
unhealthy diet and physical inactivity,6 which
are known contributors to obesity.

Nature of the Problem
DEFINITIONS OF OVERWEIGHT AND OBESITY

Obesity is a condition in which excess body
fat may put a person at health risk.1-4,7-10

Excess body fat results from an imbalance of
energy intake and energy expenditure (total

C
auses of obesity in the United
States are complex and multi-
factorial. Increasing evidence
suggests that obesity is not a
simple problem of will power

or self-control but a complex disorder involv-
ing appetite regulation and energy metabo-
lism that is associated with a variety of comor-
bid conditions.1-4 Although its etiology is not
firmly established, genetic, metabolic, bio-
chemical, cultural and psychosocial factors
contribute to obesity. Some individuals may
become overweight or obese partly because
they have a genetic or biologic predisposition
to gain weight readily. In most cases, however,
the increasing prevalence of overweight and
obesity reflects changes in society and behav-
iors over the past 20 to 30 years.

Obesity is a complex, multifactorial condition in which excess body fat may put a person at
health risk. National data indicate that the prevalence of obesity in the United States is
increasing in children and adults. Reversing these trends requires changes in individual
behavior and the elimination of societal barriers to healthy lifestyle choices. Basic treatment
of overweight and obese patients requires a comprehensive approach involving diet and
nutrition, regular physical activity, and behavioral change, with an emphasis on long-term
weight management rather than short-term extreme weight reduction. Physicians and other
health professionals have an important role in promoting preventive measures and encour-
aging positive lifestyle behaviors, as well as identifying and treating obesity-related comor-
bidities. Health professionals also have a role in counseling patients about safe and effective
weight loss and weight maintenance programs. Recent evidence-based guidelines from the
National Heart, Lung, and Blood Institute, as well as recommendations from the American
Academy of Pediatrics, American Association of Clinical Endocrinologists/American College
of Endocrinology, American Obesity Association, U.S. Clinical Preventive Services Task Force,
Institute of Medicine, and World Health Organization can be consulted for information and
guidance on the identification and management of overweight and obese patients. (Am Fam
Physician 2001;63:2185-96.)
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energy expenditure includes energy expended
at rest, in physical activity and for metabo-
lism). Table 111 provides reference values for
the average daily energy needs of children and
adults. These values vary by age and gender
but also can be affected by body size and
composition, genetic factors, physiologic state
(e.g., growth, pregnancy, lactation), coexist-
ing pathologic conditions and ambient tem-
peratures.11 For more specific estimates, a
person’s daily caloric requirements can be cal-
culated3,7 (Table 27).

Presently, there is no precise clinical defini-
tion of obesity based on the degree of excess
body fat that places an individual at increased

health risk. General consensus exists for an indi-
rect measure of body fatness, called the weight-
for-height index or body mass index (BMI).
The BMI is an easily obtained and reliable mea-
surement for overweight and obesity and is
defined as a person’s weight (in kilograms)
divided by the square of the person’s height (in
meters). If weight is measured in pounds and
inches, the BMI is calculated as [weight (in
pounds)/height (in inches)2] � 703.1

In 1997, the International Obesity Task
Force,10 convened by the World Health Orga-
nization (WHO), recommended a standard
classification of adult overweight and obesity
based on the following BMI calculations: a
BMI of 25.0 to 29.9 kg per m2 is defined as
overweight; a BMI of 30.0 kg per m2 or more
is defined as obesity. In 1998, the Expert Panel
on the Identification, Evaluation, and Treat-
ment of Overweight and Obesity in Adults,1

convened by the National Heart, Lung, and
Blood Institute (NHLBI) of the National
Institutes of Health, adopted the WHO classi-
fication system. In adults, overweight and
obesity are defined as BMI levels at which
adverse health risks increase.

Rapid changes in body size and composition
during growth make assessment of overweight
and obesity more complicated in children and
adolescents than in adults.9 Assessment gener-
ally involves comparing a child’s BMI level to
age- and sex-specific target values.

EPIDEMIOLOGY

According to the most recent National
Health and Nutrition Examination Survey
(NHANES III, 1988 to 1994),1,12 between one
third and one half of U.S. men and women 20
years and older are overweight; nearly one
fourth are clinically obese (i.e., BMI ≥ 30.0 kg
per m2). The combined prevalence of over-
weight and obesity (defined as a BMI ≥ 25.0
kg per m2) in persons 20 years or older is
about 60 percent in men and 51 percent in
women. This contrasts with the results of
NHANES II (1976 to 1980), which showed
the combined prevalence of overweight and
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A BMI of 25.0 to 29.9 kg per m2 is defined as overweight; a
BMI of 30.0 kg per m2 or more is defined as obesity.

TABLE 1

Recommended Average Daily Energy Allowances 
for Children and Adults*

Population group Age (years) Kcal per kg Kcal per day

Children 1 to 3 102 1,300
4 to 6 90 1,800
7 to 10 70 2,000

Men 11 to 14 55 2,500
15 to 18 45 3,000
19 to 24 40 2,900
25 to 50 37 2,900
51+ 30 2,300

Women (non-pregnant, 11 to 14 47 2,200
non-lactating) 15 to 18 40 2,200

19 to 24 38 2,200
25 to 50 36 2,200
51+ 30 1,900

*—For reference populations, engaged in light to moderate physical activity,
with no underlying medical condition.

Adapted from National Research Council. Recommended dietary allowances. Sub-
committee on the Tenth Edition of the RDAs, Food Nutrition Board, Commission
on Life Sciences. 10th ed. Washington, D.C.: National Academy Press, 1989:32.



obesity to be 51 percent in men and 41 per-
cent in women. It should be noted that essen-
tially all of the increased prevalence from
NHANES II to NHANES III is due to an
increase in the prevalence of obesity rather
than overweight. Results of NHANES III
indicate that overweight and obesity are com-
mon in both sexes and all age groups but par-
ticularly high in Mexican-American men,
black and Mexican-American women, and
women of low socioeconomic status.

Results of NHANES III also show an
increasing prevalence of overweight in chil-
dren six years and older, in both sexes and all
subpopulations surveyed.13 In the past 30
years, the prevalence of overweight among
children and adolescents has doubled.
National data indicate that approximately 14
percent of children (6 to 11 years of age) and
12 percent of adolescents (12 to 17 years of
age) are overweight at the 95th percentile of
BMI.14 (Note: In NHANES III, overweight in
children and adolescents is defined as a BMI
level at or above sex- and age-specific 95th per-
centile values derived from the second and
third National Health Examination Surveys
[NHES II, 1963 to 1965 and NHES III, 1966 to
1970.])13

HEALTH IMPLICATIONS

Whereas little evidence exists from
prospective studies showing that weight loss
by obese individuals improves long-term
morbidity and mortality, strong evidence
suggests that obesity is associated with
increased morbidity and mortality and that
weight loss in obese persons reduces impor-
tant disease risk factors.1,8

In adults, disease risk increases indepen-
dently with increasing BMI and excess abdom-
inal fat.1 Cardiovascular and other obesity-
related disease risks increase significantly when
BMI exceeds 25.0 kg per m2. Overall mortality
begins to increase with BMI levels greater than
25 kg per m2 and increases most dramatically
as BMI levels surpass 30 kg per m2. Waist cir-
cumference measurements greater than 40

inches (102 cm) in men and 35 inches (89 cm)
in women also indicate an increased risk of
obesity-related comorbidities.1 Table 31,10 sum-
marizes a recent classification of disease risk
relative to BMI and waist circumference. As
shown in Table 4,1-4 obesity in adults is linked
to a variety of diseases and conditions.

Surgery in obese patients may require spe-
cial precautions and monitoring, particularly
with regard to anesthesia, and cardiac and
respiratory care, to minimize the risk of seri-
ous complications during surgical and peri-
operative periods.15 Under most circum-
stances, obese patients can be treated safely
and should not be denied surgical treatment
for any disorder when surgery constitutes the
most appropriate therapy.15 While obesity in
children and adolescents also has immediate
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TABLE 2

Calculating Daily Caloric Requirements 

Step 1
Estimate the recommended individual caloric requirement (kcal per day) by 
calculating the REE.
For adult men:

REE = 10 � weight (in kg) + 6.25 � height (in cm) −− 5 � age (in years) + 5
For adult women:

REE = 10 � weight (in kg) + 6.25 � height (in cm) −− 5 � age (in years) −− 161

Step 2
Multiply REE by an activity factor (AF) of 1.5 for women and 1.6 for men for
light activity to estimate daily caloric need or by 1.6 for women and 1.7 for
men for higher activity.

REE � AF = estimated total caloric need (kcal per day) to maintain weight

REE = resting energy expenditure.

Adapted from American Obesity Association. Guidance for treatment of adult
obesity. 2d ed. Bethesda, Md.: Shape Up America! 1998. Retrieved September
2000 from: http://www.shapeup.org/library/indexall.htm#guidance.

Waist circumference measurements greater than 40 inches
(102 cm) in men or 35 inches (89 cm) in women indicate an
increased risk of obesity-related comorbidities.



health and psychosocial implications, a prin-
cipal concern is that persistence of overweight
and obesity into adulthood increases the risk
for some chronic diseases later in life.2,4,9

Some disagreement exists about whether
the known hazards of being obese pose a
greater health risk than the potential hazards
of treatment.1,4,16 Arguments against treating
obesity often cite the difficulty in maintaining
long-term weight loss, the potentially nega-
tive consequences of weight cycling (losing
and regaining weight) and the possibility that
weight loss is associated with increased mor-
tality.1,4,17-20 Uncertainty also exists as to
whether relationships between BMI values
and health risk are consistent in different
adult age and ethnic groups.

In adults, the rationale for treatment is based

on evidence relating obesity to increased mor-
tality and showing that weight loss reduces risk
factors for disease. Even a small weight loss (as
little as 10 percent of initial body weight) in
overweight and obese adults appears to reduce
various chronic disease risk factors (e.g.,
hypertension, hyperlipidemia, hyperglycemia)
and may decrease morbidity and mortality.1

Treatment must be prudent to avoid complica-
tions such as excessive loss of lean body mass,
dehydration, electrolyte imbalance, gallbladder
disease and psychologic distress.2,4,16 In chil-
dren and adolescents, careful consideration
must be given to potential adverse psychologic
and emotional consequences of weight loss
programs, such as social stigmatization and
precipitation of eating disorders,2-4,21 and to
ensuring that weight loss in children and ado-
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TABLE 3

Disease Risk Associated with Overweight and Obesity by BMI and Waist Circumference

Disease risk* relative to normal weight and waist circumference

Waist circumference Waist circumference
Men ≤102 cm (≤40 in) Men >102 cm (> 40 in)

Weight category BMI (kg per m2) Women ≤89 cm (≤35 in) Women >89 cm (>35 in)

Underweight <18.5 Low (but risk of other clinical —
problems may be increased)

Normal 18.5 to 24.9 — †

Overweight 25.0 to 29.9 Increased High

Obesity class I 30.0 to 34.9 High Very high

Obesity class II 35.0 to 39.9 Very high Very high

Obesity class III ≥40 Extremely high Extremely high
(extreme obesity)

BMI = body mass index.

*—Disease risk for type 2 diabetes (formerly non–insulin-dependent diabetes), hypertension and cardiovas-
cular disease.
†—Increased waist circumference can also be a marker for increased risk even in persons of normal weight.

Adapted with permission from National Institutes of Health, National Heart, Lung, and Blood Institute. Clini-
cal guidelines on the identification, evaluation, and treatment of overweight and obesity in adults—the evi-
dence report. Obes Res 1998;6(suppl 2):51S-209S [Published erratum appears in Obes Res 1998;6:464], and
World Health Organization. Obesity: preventing and managing the global epidemic. WHO/NUT/98.1. Geneva,
Switzerland: World Health Organization; 1998.



lescents does not impair linear growth and
normal development.

Expert Guidance for the Evaluation
and Management of Obesity
EVIDENCE-BASED CLINICAL GUIDELINES

FOR ADULTS

In 1998, the NHLBI, in cooperation with
the National Institute of Diabetes and Diges-
tive and Kidney Diseases, released the first
federal guidelines for the management of
overweight and obese adults.1 The guidelines
were developed by a 24-member panel (using
an evidence-based methodology) to answer
35 clinical questions relating to ways different
treatment strategies affect weight loss and
how weight control affects major chronic dis-
ease risk factors. In developing recommenda-
tions, the NHLBI panel assumed that in most
adults the benefits of weight loss on overall
health exceed harmful effects and that many
people can maintain weight loss, with result-
ing long-term health benefits.

The NHLBI panel recommends that treat-
ment for obesity involve a two-step process of
assessment and management. Assessment
requires determination of the degree of over-
weight and a patient’s overall risk status. As
shown in Tables 31,10 and 5,1 and Figure 1,1 this
determination encompasses evaluation of
total body fat, abdominal body fat and various
risk factors for diseases and conditions associ-
ated with obesity, including a family history of

Obesity
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TABLE 4

Physical and Psychologic 
Complications of Obesity

Heart disease
Type 2 (formerly non–insulin-dependent) diabetes

mellitus
Hypertension
Stroke
Certain types of cancer (endometrial, breast,

prostate, colon)
Dyslipidemia
Gallbladder disease
Sleep apnea and other respiratory problems
Reduced fertility
Osteoarthritis
Increase in all-cause mortality
Emotional distress
Discrimination
Social stigmatization

Information from references 1 through 4.

TABLE 5

Factors to Consider When Evaluating 
Disease Risk Status in Adults

Assess degree of overweight based on BMI (see Table 3).

Assess presence of abdominal obesity based on waist circumference (see Table 3).

Assess presence of underlying diseases and conditions:
Coronary heart disease
Other atherosclerotic diseases:

Peripheral arterial disease
Abdominal aortic aneurysm
Symptomatic carotid artery disease

Type 2 (formerly non–insulin-dependent) diabetes mellitus
Sleep apnea
Gynecologic abnormalities
Osteoarthritis
Stress incontinence
Gallstones and their complications

Assess presence of cardiovascular disease risk factors:
Cigarette smoking
Hypertension
High low-density lipoprotein cholesterol
Low high-density lipoprotein cholesterol
Impaired fasting glucose
Family history of premature coronary heart disease
Age (men ≥ 45 years; women ≥ 55 years or postmenopausal)

Assess other risk factors:
Physical inactivity
Elevated serum triglyceride level

BMI = body mass index.

Adapted from National Institutes of Health, National Heart, Lung, and Blood Insti-
tute. Clinical guidelines on the identification, evaluation, and treatment of over-
weight and obesity in adults—the evidence report. Obesity Res 1998; 6(suppl2):
51S-209S [Published erratum appears in Obes Res 1998;6:464]. Retrieved Sep-
tember 2000 from: http://www.nhlbi.nih.gov/guidelines/obesity/ob_home.htm.



obesity-related disease. BMI is significantly
correlated with total body fat content and
should be used to assess overweight and obe-
sity as well as to monitor changes in body
weight. Abdominal fat content should be
assessed before and during weight loss treat-
ment by measurement of waist circumference.

Treatment is recommended for patients
with a BMI of 25.0 to 29.9 kg per m2 or a high

waist circumference, and two or more risk fac-
tors. Treatment is also recommended for
patients with a BMI of 30 or more kg per m2

regardless of risk factors. Overweight persons
without risk factors should be encouraged to
avoid further weight gain. When determining
treatment options, possible comorbidities
should be considered as well as the patient’s
motivation to lose weight. General treatment
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Patient encounter

History of ≥ 25 BMI?

BMI measured 
in past 
two years?

No

Measure weight, height
and waist circumference.

Calculate BMI.

Yes

BMI ≥ 25 or waist 
circumference 
> 89 cm (F), 
> 102 cm (M)

Assess risk 
factors for 
cardiovascular
disease and 
diabetes.

BMI ≥ 30 or 
BMI 25 to 29.9
or waist 
circumference 
≥ 89 cm (F) 
[≥ 102 cm (M)]
and two or more
risk factors History of BMI ≥ 25?

No

Brief reinforcement /
education about
weight management

No

Advise to
maintain
weight;
address 
other risk
factors.

Periodic weight check

Yes

Does patient want to lose weight?

Yes
Clinician and 

patient devise goals
and treatment strategy
for weight loss 
and risk factor control.

Progress 
being 
made; goal
achieved?

Assess reasons for 
failure to lose
weight.

Maintenance counseling: 
Dietary therapy
Behavior therapy
Physical activity

Yes

No

NOTE: This algorithm applies only to the assessment for overweight and obesity and subsequent decisions based on that assessment. It does
not reflect any initial overall assessment for other conditions and diseases that the physician may wish to do.

FIGURE 1. Treatment algorithm for obesity. (BMI = body mass index; F = female; M = male)

Adapted from National Institutes of Health, National Heart, Lung, and Blood Institute. Clinical guidelines on the identification, evaluation,
and treatment of overweight and obesity in adults—the evidence report. Obes Res 1998;6(suppl 2):51S-209S [Published erratum appears
in Obes Res 1998:6:464]. Retrieved September 2000 from: http://www.nhlbi.nih.gov/guidelines/obesity/ob_home.htm.

Yes No

Yes

Treatment for Obesity

No



goals are to reduce body weight, maintain a
lower body weight over the long term, prevent
further weight gain and control accompany-
ing disease risk factors. Effective medical

approaches include dietary therapy, increasing
physical activity, behavior therapy, pharma-
cotherapy and combinations of these tech-
niques (Table 6).1 A combined intervention

Obesity
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TABLE 6

Recommendations for Adult Weight Loss Therapy

Goals
Initially, attempt to reduce body weight by approximately 10 

percent from baseline. With success, attempt further weight
loss, if indicated, through further assessment.

Reduce weight at a rate of about 1 to 2 lb per week for six
months.

Base subsequent strategies on the amount of weight lost.

Dietary therapy
Encourage low-calorie diets for overweight and obese adults.
As part of a low-calorie diet, fat reduction is a practical way to

reduce calories.
Reducing dietary fat alone without reducing total calories is not

sufficient for weight loss.
Reducing dietary fat along with dietary carbohydrates facilitates

caloric reduction.
An individually planned diet creating a deficit of 500 to 1,000 kcal

per day should be an integral part of any program aimed at
achieving a weight loss of 1 to 2 lb per week. (See Table 1 for
recommended daily energy allowances for adults.)

Physical activity
Exercise contributes modestly to weight loss in overweight 

and obese adults.
Physical activity may decrease abdominal fat.
Physical activity increases cardiorespiratory fitness.
Physical activity may help maintain weight loss.
Physical activity should be an integral part of weight loss therapy

and weight maintenance.
Initially, encourage moderate levels of activity for 30 to 40 minutes

per day, three to five days per week.
Set a long-term goal to accumulate at least 30 minutes or more

of moderate-intensity physical activity on most, preferably all,
days of the week.

Behavior therapy
Behavior therapy is a useful adjunct to diet and physical activity.
Assess patient motivation and readiness to implement the weight

management plan and take steps to motivate patient for
treatment.

Behavior strategies to promote diet and exercise should be used
routinely, as they are helpful in achieving weight loss and
maintenance.

Combined therapy
Weight loss and weight maintenance therapy should involve a

combination of low-calorie diets, increased physical activity and
behavior therapy. The combination of a reduced-calorie diet
and increased physical activity has been shown to:

Produce weight loss
Decrease abdominal fat
Increase cardiorespiratory fitness

Pharmacotherapy
Lifestyle therapy should be considered before drug therapy.
Weight loss drugs approved by the FDA may be used as part of a

comprehensive weight loss program for patients with a BMI
≥30 kg per m2 with no accompanying obesity-related risk 
factors or diseases, and for patients with a BMI ≥27 kg per m2

with accompanying obesity-related risk factors or diseases.
Avoid use of drugs without accompanying lifestyle modification.
Assess drug efficacy and safety continually.
Discontinue use if the drug is ineffective in weight loss or weight

maintenance, or if there are serious adverse effects.
Pharmacotherapy cannot be expected to continue to be effective

in weight loss or weight management after cessation of drug
therapy.

Surgery  
Weight loss surgery is an option in carefully selected patients with

clinically severe obesity (i.e., persons with a BMI ≥40 kg per m2

or with a BMI ≥35 kg per m2 with comorbid conditions) when
less invasive methods have failed and the patient is at high risk
for obesity-related morbidity and mortality.

FDA = U.S. Food and Drug Administration; BMI = body mass index.

Adapted from National Institutes of Health, National Heart, Lung, and Blood Institute. Clinical guidelines on the identification, evaluation, and
treatment of overweight and obesity in adults—the evidence report. Obesity Res 1998;6(suppl 2):51S-209S [Published erratum appears in Obes
Res 1998;6:464]. Retrieved September 2000 from: http://www.nhlbi.nih.gov/guidelines/obesity/ob_home.htm.



consisting of a low-calorie diet, increased
physical activity and behavior therapy is the
most effective therapy for weight loss and
maintenance. As an initial goal, this regimen
should be maintained for at least six months,
and the patient should strive for a 10 percent
reduction from initial body weight. Ongoing
treatment then focuses on altering or sustain-
ing lifestyle behaviors to produce further
weight loss, maintaining the desired weight
and, ultimately, avoiding additional weight
gain.

Weight loss drugs should be used only as
part of a comprehensive treatment program
including diet, physical activity and behavior
therapy. Currently, an appetite suppressant,
sibutramine (Meridia), and a lipase inhibitor,
orlistat (Xenical), are labeled by the U.S. Food
and Drug Administration for long-term use
and may be helpful in the treatment of eligible
high-risk patients. Pharmacotherapy is lim-
ited to use in patients with a BMI of 30 or
more kg per m2 and no accompanying obe-
sity-related risk factors or diseases, or patients
with a BMI of 27 or more kg per m2 with
accompanying obesity-related risk factors or
diseases (i.e., hypertension, dyslipidemia,
coronary heart disease, type 2 diabetes [for-
merly non–insulin-dependent diabetes] and
sleep apnea). Patients receiving weight loss
drugs should be carefully monitored by the
physician to ensure the safety and efficacy of
the drug therapy.

Surgery may be considered for severely obese
patients who do not respond to medical treat-
ment because such individuals are at high risk
for the comorbidities associated with obesity.
Surgical treatment of clinically severe obesity
usually consists of operations to restrict caloric

intake (e.g., vertical banded gastroplasty) or to
combine caloric restriction with some degree
of malabsorption (e.g., Roux-en-Y gastric
bypass, biliopancreatic bypass).

CONSENSUS RECOMMENDATIONS FOR CHILDREN

AND ADOLESCENTS

Treatment issues for overweight children
and adolescents differ from those affecting
adults. Consequently, the NHLBI panel that
developed adult guidelines called for the sep-
arate development of evidence-based clinical
guidelines for youth.1 Until such guidelines
are established, physicians can consider fol-
lowing recommendations of a committee of
eight pediatric experts who were convened
by the Maternal and Child Health Bureau
and the Health Resources and Services
Administration to develop practical guid-
ance for physicians, nurse practitioners and
nutritionists on the evaluation and treatment
of overweight children and adolescents.2 

In addition, physicians can consider the rec-
ommendations in a recent joint statement of
the American College of Endocrinology 
and the American Association of Clinical
Endocrinologists.3

Clinical assessment of pediatric patients
should include determination of the BMI
percentile (for age and sex) and careful evalu-
ation to identify possible complications of
obesity such as hypertension, dyslipidemias,
orthopedic disorders, sleep disorders, gall-
bladder disease and insulin resistance.2 Chil-
dren with a BMI higher than the 85th per-
centile and complications of obesity, or a BMI
higher than the 95th percentile with or with-
out complications should undergo evaluation
and possible treatment. Further evaluation
should include a detailed assessment of
dietary habits and physical activity, and con-
sideration of genetic, endocrine and psycho-
logic factors that may influence overeating.

Physicians need to emphasize the impor-
tant influence of the patient’s family (particu-
larly parents) in any treatment program.2,3

Families of at-risk children must be educated
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A weight loss plan should include setting reasonable weight
loss goals, selecting appropriate weight loss programs, refer-
ring patients to ancillary personnel when appropriate, and
providing monitoring support and encouragement.



about the medical complications and long-
term risks of obesity and must actively partic-
ipate in the treatment program. Considera-
tion must be given to the patient’s and
family’s readiness to participate in a weight
management program and their combined
motivation to adopt permanent lifestyle
changes.

As a primary goal, interventions should
focus on achieving healthy eating and physical
activity habits rather than attainment of an
ideal body weight.2 After completing an initial
weight management program, the child and
family must continue to work to maintain a
desired weight as the child develops. Success-
ful treatment requires long-term follow-up,
with frequent physician visits, continual mon-
itoring and reinforcement. Throughout these
encounters, physicians must remain sensitive,
compassionate and supportive of the patient
and family to foster necessary improvements
and lifestyle changes.

Physician’s Role
The rising prevalence of obesity in the

United States has given physicians an
increased role in its identification and man-
agement. Considering the public health
implications of obesity, it is essential that
physicians increase their knowledge of obe-
sity and related comorbidities and recognize
it as a complex disorder that requires long-
term follow-up and care. To provide scientif-
ically sound advice about weight loss or
weight maintenance to their patients, physi-
cians are encouraged to improve their under-
standing of the nature of obesity, the diffi-
culty of treating this condition and the
importance of counseling patients about real-
istic goals for weight reduction. Some physi-
cians may be reluctant to become more
actively involved in the evaluation and treat-
ment of obese patients because of the barriers
indicated in Table 7.4,22,23

Various health organizations recommend
that physicians assess their patients for over-
weight and that patients receive appropriate

counseling about safe weight management
and the benefits of physical activity and a
healthy diet.1-4,7-9 If treatment is indicated,
physicians can help patients develop weight
loss or management plans tailored to individ-
ual needs; this includes setting reasonable
weight loss goals; selecting appropriate
weight loss programs; referring patients to
ancillary personnel when appropriate; and
providing monitoring, support and encour-
agement.1-4,7,24 In determining the appropri-
ateness of any weight loss program, it is essen-
tial for physicians and patients to realize that
the goal of treatment is not necessarily weight
loss alone, but weight management to achieve
the best possible weight for improved health.4

Physicians engaging in weight loss counseling
also should consider their own weight and set

Obesity
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TABLE 7

Physician Barriers to Evaluation 
and Treatment of Obesity

Lack of payment by most health-insurance and
managed-care plans for obesity-related treatment
programs

Lack of time for dedicated patient education 
and counseling on weight loss and weight 
maintenance

Lack of recognition of obesity as a chronic condition
that is difficult to treat, requires continuous and
long-term management, and has high recidivism
rates

Insufficient data on the effectiveness of physician
weight loss counseling and skepticism about the
success of any medical treatment of obesity

Lack of data on the long-term safety and efficacy
of pharmacotherapeutic agents for obesity

Lack of patient interest or readiness for treatment
Negative and unsympathetic perceptions that 

obesity represents a lack of patient discipline, 
self-control or will power rather than a chronic
disease

Inadequate training and lack of training mechanisms
for physicians in the medical management of
obesity

Information from references 4, 22 and 23.



an example for their patients by demonstrat-
ing healthy weight management.25

The American Medical Association (AMA)
recommends that any person considering a
weight loss program first consult a physician
for a physical examination and an objective
evaluation of the proposed weight loss pro-
gram as it relates to the individual’s physical
condition.26 For assistance with counseling or
patient referrals, physicians can use the ser-
vices of medical specialists with a special
interest and expertise in the treatment of obe-
sity, as well as registered dietitians, nurses,
behavior therapists, clinical psychologists and
exercise physiologists.

For many overweight and obese patients,
achieving and maintaining a healthy weight is
a difficult, often life-long challenge. Despite
considerable public interest and economic
investment in weight loss and weight control
programs, without a long-term commitment

to lifestyle change, most adults regain any
weight loss within five years.4 To benefit from
a weight loss program, patients must be moti-
vated to lose weight, must have access to an
effective method of reducing weight and
must maintain the resulting weight loss.1-4

Because of the difficulty in maintaining
weight loss over time, prevention continues
to be the most viable option for controlling
overweight. Physicians have an important
role in helping patients prevent the develop-
ment of obesity by alerting them to the risks
of inappropriate weight gain and advocating
lifestyles that promote a healthier weight.
Such efforts should begin in childhood and
include encouraging patients to prevent the
initial development of overweight and obe-
sity, to avoid regaining weight following a
weight loss and to avoid further weight gain if
they are unable to lose weight.

In children and adolescents, tailored mes-
sages should emphasize the importance of
regular physical activity accompanied by a
properly balanced diet so that growth is not
impaired. In adults, effective measures for
achieving a desired weight include promoting
healthy diets of lower energy density, regular
physical activity and behavioral change, with
emphasis on long-term weight management
rather than short-term, extreme weight
reduction. To maintain a healthy weight,
good dietary habits must be coupled with
increasing physical activity, and these must
become permanent lifestyle changes.

Recommendations
The following statements, recommended by

the Council on Scientific Affairs, were adopted
as AMA policy in June 1999. The AMA:

• Urges physicians, as well as managed care
organizations and other third-party payors,
to recognize obesity as a complex disorder
involving appetite regulation and energy
metabolism that is associated with a variety of
comorbid conditions.

• Will work with appropriate federal agen-
cies, medical specialty societies and public
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health organizations to educate physicians
about the prevention and management of
overweight and obesity in children and
adults, including education in basic principles
and practices of physical activity and nutri-
tion counseling; such training should be
included in undergraduate and graduate
medical education and through accredited
continuing medical education programs.

• Urges federal support of research to deter-
mine: (1) the causes and mechanisms of over-
weight and obesity, including biologic, social
and epidemiologic influences on weight gain,
weight loss and weight maintenance; (2) the
long-term safety and efficacy of voluntary
weight maintenance and weight loss practices
and therapies, including surgery; (3) effective
interventions to prevent obesity in children
and adults; and (4) the effectiveness of weight
loss counseling by physicians.

• Encourages national efforts to educate the
public about the health risks of being over-
weight and obese, and provide information
about how to achieve and maintain a healthy
weight.

• Urges physicians to assess their patients
for overweight and obesity during routine
medical examinations and discuss with at-
risk patients the health consequences of fur-
ther weight gain; if treatment is indicated,
physicians should encourage and facilitate
weight maintenance or reduction efforts in
their patients or refer them to a physician
with a special interest and expertise in the
clinical management of obesity.

• Urges all physicians and patients to main-
tain a desired weight and prevent inappropri-
ate weight gain.

• Encourages physicians to become knowl-
edgeable about community resources and
referral services that can assist with the man-
agement of overweight and obese patients.

• Urges the appropriate federal agencies to
work with organized medicine and the health
insurance industry to develop coding and
payment mechanisms for the evaluation and
management of obesity.

Members and staff of the Council on Scientific Affairs
at the time this report was prepared include the fol-
lowing: Joseph A. Riggs, M.D.; Myron Genel, M.D.;
Roy D. Altman, M.D.; Hunter C. Champion; Ronald
M. Davis, M.D.; Scott D. Deitchman, M.D., M.P.H.; J.
Chris Hawk III, M.D.; John P. Howe III, M.D.;
Mohamed Khaleem Khan, M.D., Ph.D.; Nancy H.
Nielsen, M.D., Ph.D.; Michael A. Williams, M.D., and
Donald C. Young, M.D. Staff: Barry D. Dickinson,
Ph.D., and James M. Lyznicki, M.S., M.P.H. 
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