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Screening for Obesity in Adults: Recommendations and Rationale

U.S. Preventive Services Task Force*

This statement summarizes the U.S. Preventive Services Task Force
(USPSTF) recommendations on screening for obesity in adults
based on the USPSTF's examination of evidence specific to obesity
and overweight in adults and updates the 1996 recommendations
on this topic. The complete USPSTF recommendation and rationale
statement on this topic, which includes a brief review of the
supporting evidence, is available through the USPSTF Web site
(www.preventiveservices.gov), the National Guideline Clearing-
house (www.guideline.gov), and in print through the Agency for
Healthcare Research and Quality Publications Clearinghouse (tele-
phone, 800-358-9295; e-mail, ahrqpubs@ahrq.gov). The complete

information on which this statement is based, including evidence
tables and references, is available in the accompanying article in
this issue and in the summary of the evidence and systematic
evidence review on the Web sites already mentioned. The sum-
mary of the evidence is also available in print through the Agency
for Healthcare Research and Quality Publications Clearinghouse.
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Appendix.

SUMMARY OF RECOMMENDATIONS

The U.S. Preventive Services Task Force (USPSTF)
recommends that clinicians screen all adult patients for
obesity and offer intensive counseling and behavioral inter-
ventions to promote sustained weight loss for obese adults.
This is a grade B recommendation. (See Appendix Table
1 for a description of the USPSTF classification of recom-
mendations.)

The USPSTF found good evidence that body mass index
(BMI), calculated as weight in kilograms divided by height in
meters squared, is reliable and valid for identifying adults at
increased risk for mortality and morbidity due ro overweight
and obesity. (See Appendix Table 2 for a description of the
USPSTF classification of levels of evidence.) There is fair to
good evidence that high-intensity counseling—abour diet, ex-
ercise, or both—rogether with behavioral interventions aimed
at skill development, motivation, and support strategies pro-
duces modest, sustained weight loss (typically 3 to 5 kg for =1
year) in adults who are obese (as defined by BMI = 30 kg/
m°). Although the USPSTF did not find direct evidence that
bebavioral interventions lower mortality or morbidity from
obesity, the USPSTF concluded thar changes in intermediate
outcomes, such as improved glucose metabolism, lipid levels,
and blood pressure, from modest weight loss provide indirect
evidence of health benefits. No evidence was found that ad-
dressed the harms of counseling and behavioral interventions.
The USPSTF concluded that the benefits of screening and

bebavioral interventions outweigh potential harms.

The USPSTF concludes that the evidence is insuffi-
cient to recommend for or against the use of moderate- or
low-intensity counseling together with behavioral interven-
tions to promote sustained weight loss in obese adults. This
is a grade I recommendation.

The USPSTF found limited evidence to determine
whether moderate- or low-intensity counseling with behav-

ioral interventions produces sustained weight loss in obese
(as defined by BMI = 30 kg/m’) adults. The relevant
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studies were of fair to good quality but showed mixed re-
sults. In addition, studies were limited by small sample
sizes, high dropout rates, potential for selection bias, and
reporting the average weight change instead of the fre-
quency of response to the intervention. As a result, the
USPSTF could not determine the balance of benefits and
potential harms of these types of interventions.

The USPSTF concludes that the evidence is insuffi-
cient to recommend for or against the use of counseling of
any intensity and behavioral interventions to promote sus-
tained weight loss in overweight adults. This is a grade I
recommendation.

The USPSTF found limited data that addressed the effi-
cacy of counseling-based interventions in overweight adulss (as
defined by BMI from 25 to 29.9 kg/mz). As a result, the
USPSTF could not determine the balance of benefits and po-
tential harms of counseling to promote sustained weight loss in
overweight adults.

CLiNicAL CONSIDERATIONS

A number of techniques, such as bioelectrical imped-
ance, dual-energy x-ray absorptiometry, and total body wa-
ter, can measure body fat, but it is impractical to use them
routinely. Body mass index, which is simply weight ad-
justed for height, is a more practical and widely used
method to screen for obesity. Increased BMI is associated
with an increase in adverse health effects. Central adiposity
increases the risk for cardiovascular and other diseases in-
dependent of obesity. Clinicians may use the waist circum-
ference as a measure of central adiposity. Men with waist
circumferences greater than 102 cm (>40 inches) and
women with waist circumferences greater than 88 cm
(>35 inches) are at increased risk for cardiovascular dis-
ease. The waist circumference thresholds are not reliable

for patients with a BMI greater than 35 kg/ m>.
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Expert committees have issued guidelines defining
overweight and obesity based on BMI. Persons with a BMI
between 25 and 29.9 kg/ m?” are overweight, and those with
a BMI of 30 kg/m2 or more are obese. There are 3 classes
of obesity: class I (BMI 30 to 34.9 kg/m?), class II (BMI
35 to 39.9 kg/m?), and class III (BMI =40 kg/m?). Body
mass index is calculated either as weight in pounds divided
by height in inches squared multiplied by 703, or as weight
in kilograms divided by height in meters squared. The
National Institutes of Health (NIH) provides a BMI cal-
culator at www.nhlbisupport.com/bmi/ and a table at www

.nhlbi.nih.gov/guidelines/obesity/bmi_tbL.htm.

The most effective interventions combine nutrition
education and diet and exercise counseling with behavioral
strategies to help patients acquire the skills and supports
needed to change eating patterns and to become physically
active. The 5-A framework (Assess, Advise, Agree, Assist,
and Arrange) has been used in behavioral counseling inter-
ventions such as smoking cessation and may be a useful
tool to help clinicians guide interventions for weight loss.
Initial interventions paired with maintenance interventions
help ensure that weight loss will be sustained over time.

It is advisable to refer obese patients to programs that
offer intensive counseling and behavioral interventions for
optimal weight loss. The USPSTF defined intensity of
counseling by the frequency of the intervention. A high-
intensity intervention is more than 1 person-to-person (in-
dividual or group) session per month for at least the first 3
months of the intervention. A medium-intensity interven-
tion is a monthly intervention, and anything less frequent
is a low-intensity intervention. There are limited data on
the best place for these interventions to occur and on the
composition of the multidisciplinary team that should de-
liver high-intensity interventions.

The USPSTF concluded that the evidence on the ef-
fectiveness of interventions with obese people may not be
generalizable to adults who are overweight but not obese.
The evidence for the effectiveness of interventions for
weight loss among overweight adults, compared with obese
adults, is limited.

Otlistat and sibutramine, approved for weight loss by
the U.S. Food and Drug Administration, can produce
modest weight loss (2.6 kg to 4.8 kg) that can be sustained
for at least 2 years if the medication is continued. The
adverse effects of orlistat include fecal urgency, oily spot-
ting, and flatulence; the adverse effects of sibutramine in-
clude an increase in blood pressure and heart rate. There
are no data on the long-term (>2 years) benefits or adverse
effects of these drugs. Experts recommend that pharmaco-
logical treatment of obesity be used only as part of a pro-
gram that also includes lifestyle modification interventions,
such as intensive diet and/or exercise counseling and be-
havioral interventions.
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There is fair to good evidence to suggest that surgical
interventions such as gastric bypass, vertical banded gastro-
plasty, and adjustable gastric banding can produce substan-
tial weight loss (28 kg to >40 kg) in patients with class III
obesity. Clinical guidelines developed by the National
Heart, Lung, and Blood Institute Expert Panel on the
identification, evaluation, and treatment of overweight and
obesity in adults recommend that these procedures be re-
served for patients with class III obesity and for patients
with class II obesity who have at least 1 other obesity-
related illness. The postoperative mortality rate for these
procedures is 0.2%. Other complications include wound
infection, re-operation, vitamin deficiency, diarrhea, and
hemorrhage. Re-operation may be necessary in up to 25%
of patients. Patients should receive a psychological evalua-
tion prior to undergoing these procedures. The long-term
health effects of surgery for obesity are not well character-
ized.

The data supporting the effectiveness of interventions
to promote weight loss are derived mostly from women,
especially white women. The effectiveness of the interven-
tions is less well established in other populations, including
the elderly. The USPSTF believes that, although the data
are limited, these interventions may be used with obese
men, physiologically mature older adolescents, and diverse
populations, taking into account cultural and other indi-
vidual factors.

The brief review of the evidence that is normally in-
cluded in USPSTF recommendations is available in the
complete recommendation and rationale statement on the
USPSTF Web site (www.preventiveservices.ahrq.gov).

RECOMMENDATIONS OF OTHERS

The Canadian Task Force on Preventive Health Care
finds insufficient evidence to recommend for or against
BMI measurement in the periodic health examination of
the general population and found insufficient evidence to
recommend for or against community-based obesity pre-
vention programs (1). The American Academy of Family
Physicians (2) and the American College of Obstetricians
and Gynecologists recommend periodic measurements of
height and weight. The NIH has a 2-step guideline of
assessment and treatment management of overweight and
obese individuals (3). The American College of Preventive
Medicine recommends periodic BMI measurement of all
adults and diet and exercise counseling of all adults (irre-
spective of BMI) and endorses NIH management guide-
lines (4). The American Diabetes Association has pub-
lished a position statement that recommends the use of
intensive lifestyle modification programs along with stan-
dard weight loss strategies for long-term weight loss and
maintenance (5).
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Appendix Table 1. U.S. Preventive Services Task Force Grades
and Recommendations*

Grade Recommendation

A The USPSTF strongly recommends that clinicians routinely provide
[the service] to eligible patients. The USPSTF found good
evidence that [the service] improves important health outcomes
and concludes that benefits substantially outweigh harms.

B The USPSTF recommends that clinicians routinely provide [the
service] to eligible patients. The USPSTF found at least fair
evidence that [the service] improves important health outcomes
and concludes that benefits outweigh harms.

C The USPSTF makes no recommendation for or against routine
provision of [the servicel. The USPSTF found at least fair
evidence that [the service] can improve health outcomes but
concludes that the balance of benefits and harms is too close to
justify a general recommendation.

D The USPSTF recommends against routinely providing [the service]
to asymptomatic patients. The USPSTF found at least fair
evidence that [the service] is ineffective or that harms outweigh
benefits.

| The USPSTF concludes that the evidence is insufficient to
recommend for or against routinely providing [the service].
Evidence that the [service] is effective is lacking, of poor
quality, or conflicting, and the balance of benefits and harms
cannot be determined.

* The U.S. Preventive Services Task Force (USPSTF) grades its recommendations
according to 1 of 5 classifications (A, B, C, D, I) reflecting the strength of evidence
and magnitude of net benefit (benefits minus harms).

Appendix Table 2. U.S. Preventive Services Task Force Grades
for Strength of Overall Evidence*

Grade Definition

Good Evidence includes consistent results from well-designed, well-
conducted studies in representative populations that directly
assess effects on health outcomes

Fair Evidence is sufficient to determine effects on health outcomes,
but the strength of the evidence is limited by the number,
quality, or consistency of the individual studies;
generalizability to routine practice; or indirect nature of the
evidence on health outcomes

Poor Evidence is insufficient to assess the effects on health outcomes
because of limited number or power of studies, important
flaws in their design or conduct, gaps in the chain of
evidence, or lack of information on important health
outcomes

* The U.S. Preventive Services Task Force (USPSTF) grades the quality of the
overall evidence for a service on a 3-point scale (good, fair, poor).

APPENDIX

Members of the U.S. Preventive Services Task Force are
Alfred O. Berg, MD, MPH, Chair (University of Washington,
Seattle, Washington); Janet D. Allan, PhD, RN, CS, Vice-Chair
(University of Maryland Baltimore, Baltimore, Maryland); Paul
Frame, MD (Tri-County Family Medicine, Cohocton, and Uni-
versity of Rochester, Rochester, New York); Charles J. Homer,
MD, MPH (National Initiative for Children’s Healthcare Qual-
ity, Boston, Massachusetts); Mark S. Johnson, MD, MPH (Uni-
versity of Medicine and Dentistry of New Jersey—New Jersey
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Medical School, Newark, New Jersey); Jonathan D. Klein, MD,
MPH (University of Rochester School of Medicine, Rochester,
New York); Tracy A. Lieu, MD, MPH (Harvard Pilgrim Health
Care and Harvard Medical School, Boston, Massachusetts); Cyn-
thia D. Mulrow, MD, MSc (University of Texas Health Science
Center, San Antonio, Texas); C. Tracy Orleans, PhD (The Rob-
ert Wood Johnson Foundation, Princeton, New Jersey); Jeffrey
F. Peipert, MD, MPH (Women and Infants’ Hospital, Provi-
dence, Rhode Island); Nola J. Pender, PhD, RN (University of
Michigan, Ann Arbor, Michigan); Albert L. Siu, MD, MSPH
(Mount Sinai School of Medicine, New York, New York); Steven
M. Teutsch, MD, MPH (Merck & Co., Inc., West Point, Penn-
sylvania); Carolyn Westhoff, MD, MSc (Columbia University,
New York, New York); and Steven H. Woolf, MD, MPH (Vir-
ginia Commonwealth University, Fairfax, Virginia). This list in-
cludes members of the Task Force at the time these recommen-
dations were finalized. For a list of current Task Force members,
go to www.ahrq.gov/clinic/uspstfab.htm.

From the U.S. Preventive Services Task Force, Agency for Healthcare
Research and Quality, Rockville, Maryland.

Disclaimer: The USPSTF recommendations are independent of the
U.S. government. They do not represent the views of the Agency for
Healthcare Research and Quality, the U.S. Department of Health and
Human Services, or the U.S. Public Health Service.

Requests for Single Reprints: Reprints are available from the USPSTF
Web site (www.preventiveservices.ahrq.gov) and in print through the
Agency for Healthcare Research and Quality Publications Clearinghouse
(telephone, 800-358-9295; e-mail, ahrqpubs@ahrq.gov).
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