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O

besity is a complex chronic disease in which abnormal
or excess body fat (adiposity) impairs health,
increases the risk of long-term medical complications
and reduces lifespan.1 Epidemiologic studies define obesity
using the body mass index (BMI; weight/height2), which can
stratify obesity-related health risks at the population level.
Obesity is operationally defined as a BMI exceeding 30 kg/m2
and is subclassified into class 1 (30–34.9), class 2 (35–39.9) and
class 3 (≥ 40). At the population level, health complications
from excess body fat increase as BMI increases.2 At the individual level, complications occur because of excess adiposity,
location and distribution of adiposity and many other factors,
including environmental, genetic, biologic and socioeconomic
factors (Box 1).11
Over the past 3 decades, the prevalence of obesity has steadily
increased throughout the world,12 and in Canada, it has increased
threefold since 1985.13 Importantly, severe obesity has increased
more than fourfold and, in 2016, affected an estimated 1.9 million
Canadian adults.13
Obesity has become a major public health issue that
increases health care costs14,15 and negatively affects physical
and psychological health.16 People with obesity experience pervasive weight bias and stigma, which contributes (independent
of weight or BMI) to increased morbidity and mortality.17
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KEY POINTS

•
•
•

•
•

Obesity is a prevalent, complex, progressive and relapsing
chronic disease, characterized by abnormal or excessive body
fat (adiposity), that impairs health.
People living with obesity face substantial bias and stigma,
which contribute to increased morbidity and mortality
independent of weight or body mass index.
This guideline update reflects substantial advances in the
epidemiology, determinants, pathophysiology, assessment,
prevention and treatment of obesity, and shifts the focus of
obesity management toward improving patient-centred health
outcomes, rather than weight loss alone.
Obesity care should be based on evidence-based principles of
chronic disease management, must validate patients’ lived
experiences, move beyond simplistic approaches of “eat less,
move more,” and address the root drivers of obesity.
People living with obesity should have access to evidence-informed
interventions, including medical nutrition therapy, physical activity,
psychological interventions, pharmacotherapy and surgery.

Obesity is caused by the complex interplay of multiple
genetic, metabolic, behavioural and environmental factors, with
the latter thought to be the proximate cause of the substantial
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Box 1: Complications of obesity

Box 2: Appetite regulation20–23

Adipose tissue not only influences the central regulation of energy
homeostasis, but excessive adiposity can also become
dysfunctional and predispose the individual to the development of
many medical complications, such as:

•
•
•
•

Type 2 diabetes3
Nonalcoholic fatty liver disease5

•

Gout6

Colon (both sexes)
Kidney (both sexes)
Esophagus (both sexes)
Endometrium (women)
Postmenopausal breast (women)

rise in the prevalence of obesity.18,19 A better understanding of the
biological underpinnings of this disease has emerged in recent
years.19 The brain plays a central role in energy homeostasis by
regulating food intake and energy expenditure (Box 2).24
Decreased food intake and increased physical activity lead to a
negative energy balance and trigger a cascade of metabolic and
neurohormonal adaptive mechanisms.25,26 Therapies that target
these alterations in neurohormonal mechanisms can become
effective tools in the long-term management of obesity.27
Novel approaches to diagnose and assess obesity in clinical
practice have been proposed.11,18,19,28 Although BMI is widely used
to assess and classify obesity (adiposity), it is not an accurate tool
for identifying adiposity-related complications.19 Waist circumference has been independently associated with an increase in cardiovascular risk, but it is not a good predictor of visceral adipose
tissue on an individual basis.29 Integration of both BMI and waist
circumference in clinical assessment may identify the higher-risk
phenotype of obesity better than either BMI or waist circumference alone, particularly in those individuals with lower BMI.30,31 In
addition to BMI and waist circumference measurements, a comprehensive history to identify the root causes of obesity, appropriate physical examination and relevant laboratory investigations
will help to identify those who will benefit from treatment.32
The Edmonton obesity staging system has been proposed to
guide clinical decisions from the obesity assessment and at each
BMI category (Appendix 1, available at www.cmaj.ca/lookup/
suppl/doi:10.1503/cmaj.191707/-/DC2).28 This 5-stage system of
obesity classification considers metabolic, physical and psychological parameters to determine the optimal obesity treatment.
In population studies, it has been shown to be a better predictor
of all-cause mortality when compared with BMI or waist circumference measurements alone.33,34
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•

Gallbladder disease4

Excess and ectopic body fat are important sources of
adipocytokines and inflammatory mediators that can alter glucose
and fat metabolism, leading to increased cardiometabolic and
cancer risks, and thereby reducing disease-free duration and life
expectancy by 6 to 14 years.1,7,8 It is estimated that 20% of all
cancers can be attributed to obesity, independent of diet.9 Obesity
increases the risk of the following cancers:10

•
•
•
•
•

•

The control of appetite is complex and involves the integration
of the central neural circuits including the hypothalamus
(homeostatic control), the mesolimbic system (hedonic control)
and the frontal lobe (executive control).
The crosstalk between homeostatic and hedonic eating is
influenced by mediators from adipose tissue, the pancreas, gut
and other organs.
Cognitive functions in the prefrontal cortex exert executive
control on food choices and the decision to eat. The
interconnectivity of these neural networks drives eating
behaviour and has been shown to be altered in obesity.

There is a recognition that obesity management should be
about improved health and well-being, and not just weight
loss. 34–36 Because the existing literature is based mainly on
weight-loss outcomes, several recommendations in this guideline are weight-loss centred. However, more research is needed
to shift the focus of obesity management toward improving
patient-centred health outcomes, rather than weight loss alone.
Despite growing evidence that obesity is a serious chronic
disease, it is not effectively managed within our current health
system.37,38 Canadian health professionals feel ill equipped to
support people living with obesity. 39–41 Biased beliefs about
obesity also affect the level and quality of health care that
patients with obesity receive.42 The dominant cultural narrative
regarding obesity fuels assumptions about personal
irresponsibility and lack of willpower and casts blame and shame
upon people living with obesity.41 Importantly, obesity stigma
negatively influences the level and quality of care for people
living with obesity.42
With increased knowledge of the disease state and better
approaches to assess and manage obesity, it is timely to update
the 2006 Canadian clinical practice guideline.43 The goal of this
update is to disseminate to primary care practitioners evidenceinformed options for assessing and treating people living with
obesity. Importantly, this guideline incorporates the perspectives
of people with lived experience and of interprofessional primary
care providers with those of experts on obesity management, and
researchers. This article is a summary of the full guideline, which
is available online (http://obesitycanada.ca/guidelines/).

Scope
The target users for this guideline are primary health care professionals. The guideline may also be used by policy-makers
and people affected by obesity and their families. The guideline is focused on obesity in adults. The recommendations are
intended to serve as a guide for health care providers; clinical
discretion should be used by all who adopt these recommendations. Resource limitations and individual patient preferences may make it difficult to put every recommendation into
practice, but the guideline is intended to improve the standard
of, and access to, care for individuals with obesity in all regions
of Canada.
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OBESITY
IN ADULTS

A clinical practice guideline
BMI IS NOT AN ACCURATE
TOOL FOR IDENTIFYING
OBESITY-RELATED
COMPLICATIONS

Obesity complex disease in which abnormal or excess
body fat impairs health

Effects:
▼ health

▼ quality of life

People with obesity
experience weight bias
and stigma

▼ lifespan

increased complications
and mortality independent
of weight or BMI

Weight bias thinking that people with
obesity do not have enough willpower
or are not cooperative

Stigma acting
on weight-biased
beliefs

THE PATIENT JOURNEY IN OBESITY MANAGEMENT

1

3

ASK
PERMISSION
“Would it be all right
if we discussed
your weight?”

Medical nutrition therapy

Asking permission
• Shows compassion and empathy
• Builds patient–provider trust

2

ASSESS THEIR STORY
• Goals that matter to the patient
• Obesity classification
(BMI and waist circumference)
• Disease severity
(Edmonton Obesity Staging System)

Treating the root
causes of weight gain
is the foundation of
obesity management
Focus on
patient-centred
health outcomes
versus
weight loss alone

ADVISE ON
MANAGEMENT

• Personalized counselling by a registered
dietitian with a focus on healthy food choices
and evidence-based nutrition therapy
Exercise
• 30-60 min of moderate to vigorous activity
most days

Psychological
• Cognitive approach
to behaviour change
• Manage sleep,
time and stress

Medications
• For weight loss
and to help
maintain weight
loss

Bariatric
surgery
• Surgeon–patient
discussion

• Psychotherapy if
appropriate

4M

Mechanical
Mental

4

AGREE ON GOALS

5

ASSIST WITH DRIVERS
AND BARRIERS

Collaborate on a personalized,
sustainable action plan

Metabolic
Social milieu
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Recommendations

Step 2: Assessment

This clinical practice guideline informs the arc of the patient journey and clinical management approach in the primary care setting. The guideline recommendations are shown in Table 1.
A complete description of the recommendations and supporting evidence are available in the 19 chapters of the full guideline
(http://obesitycanada.ca/guidelines/). This synopsis outlines a discussion of the guiding principles that the executive committee
determined as important for advancing clinical practice in Canada.
There are 5 steps in the patient arc to guide a health care provider in the care of people living with obesity. Each step is outlined below with highlights of the relevant recommendations
and a discussion of supporting evidence.
1. Recognition of obesity as a chronic disease by health care
providers, who should ask the patient permission to offer
advice and help treat this disease in an unbiased manner.
2. Assessment of an individual living with obesity, using appropriate measurements, and identifying the root causes, complications and barriers to obesity treatment.
3. Discussion of the core treatment options (medical nutrition
therapy and physical activity) and adjunctive therapies that
may be required, including psychological, pharmacologic and
surgical interventions.
4. Agreement with the person living with obesity regarding goals
of therapy, focusing mainly on the value that the person
derives from health-based interventions.
5. Engagement by health care providers with the person with
obesity in continued follow-up and reassessments, and encouragement of advocacy to improve care for this chronic disease.

Step 1: Recognition of obesity as a chronic disease and
obtaining patient permission
Primary care providers should recognize and treat obesity as a
chronic disease, caused by abnormal or excess body fat accumulation (adiposity), which impairs health, with increased risk of
premature morbidity and mortality.1,2,18,44–47
Obesity is a complex and heterogeneous chronic disease that
does not present in the same way in all patients and that
requires individualized treatment and long-term support like any
other complex chronic disease.
Weight bias in health care settings can reduce the quality of care
for patients living with obesity.42 A key to reducing weight bias,
stigma and discrimination in health care settings is for health care
providers to be aware of their own attitudes and behaviours toward
individuals living with obesity.48 This can be achieved by completing a self-assessment tool, like the Implicit Association Test, for
weight bias.49 A full description and supporting evidence for weight
bias recommendations are available online (http://obesitycanada.
ca/guidelines/) in the chapter titled “Reducing weight bias in obes
ity management, practice and policy.”
Health care providers should not assume that all patients living with obesity are prepared to initiate obesity management.
Health care providers should ask the patient permission to discuss obesity, and if the patient permits, then a discussion on
treatment can begin.50,51
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Primary care clinicians should promote a holistic approach to
health with a focus on health behaviours in all patients and
address the root causes of weight gain with care to avoid stigmatizing and overly simplistic narratives.
Direct measurement of height, weight and waist circumference and calculation of BMI should be included in routine phys
ical examination for all adults. Although BMI has its limitations, it
remains a valuable tool for screening purposes and for population health indices.52 For persons with increased BMI (between
25 mg/m2 and 34.9 mg/m2), waist circumference should be regularly measured to identify individuals with increased visceral adiposity and adiposity-related health risks.53
Root causes of obesity include biological factors such as
genetics, epigenetics, neurohormonal mechanisms, associated
chronic diseases and obesogenic medications, sociocultural
practices and beliefs, social determinants of health, built
environment, individual life experiences like adverse childhood
experiences, and psychological factors such as mood, anxiety,
binge-eating disorder, attention-deficit/hyperactivity disorder,
self-worth and identity.50 Working with people to understand
their context and culture, and integrate their root causes, allows
for the development of personalized plans. These plans can be
integrated into long-term therapeutic relationships with chronic
disease follow-up of obesity and related comorbidities, including
addressing the root causes of obesity such as existing conditions
and obesogenic medications.
We recommend obtaining a comprehensive history to identify
these root causes of weight gain, as well as physical, mental and
psychosocial barriers. Physical examination, laboratory,
diagnostic imaging and other investigations should be carried
out based on clinical judgment. We also recommend measuring
blood pressure in both arms and obtaining fasting glucose or glycated hemoglobin values and a lipid panel to determine cardiometabolic risk, and when indicated, alanine aminotransferase to
screen for nonalcoholic fatty liver disease.

Step 3: Discussion of treatment options
Adults living with obesity should receive individualized care
plans that address their root causes of obesity and that provide
support for behavioural change (e.g., nutrition, physical activity)
and adjunctive therapies, which may include psychological,
pharmacologic and surgical interventions.
Nutrition and exercise
All individuals, regardless of body size or composition, would
benefit from adopting a healthy, well-balanced eating pattern
and engaging in regular physical activity. Aerobic activity (30–
60 min) on most days of the week can lead to a small amount of
weight and fat loss, improvement in cardiometabolic param
eters, and weight maintenance after weight loss.54
Weight loss and weight-loss maintenance require a long-term
reduction in caloric intake. Long-term adherence to a healthy
eating pattern that is personalized to meet individual values and
preferences, while fulfilling nutritional needs and treatment
goals, is an important element of managing health and weight.
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pharmacologic, surgical), should be tailored to meet an individ
ual’s health-related or weight-related outcomes.56,59
The weight loss achieved with health behavioural changes is
usually 3%–5% of body weight, which can result in meaningful
improvement in obesity-related comorbidities.60 The amount of
weight loss varies substantially among individuals, depending
on biological and psychosocial factors and not simply on individual effort.

Table 1 (part 1 of 5): Recommendations on management of obesity in adults*

Recommendations

Category of evidence
and strength of
recommendation†

Reducing weight bias in obesity management, practice and policy
1

Health care providers should assess their own attitudes and beliefs regarding obesity and consider how their attitudes
and beliefs may influence care delivery.

Level 1a, grade A

2

Health care providers may recognize that internalized weight bias (bias toward oneself) in people living with obesity
can affect behavioural and health outcomes.

Level 2a, grade B

3

Health care providers should avoid using judgmental words (level 1a, grade A), images (level 2b, grade B) and practices
(level 2a, grade B) when working with patients living with obesity.

See recommendation

4

We recommend that health care providers avoid making assumptions that an ailment or complaint a patient presents
with is related to their body weight.

Level 3, grade C

Epidemiology of adult obesity
5

Health care providers can recognize and treat obesity as a chronic disease, caused by abnormal or excess body fat
accumulation (adiposity), which impairs health, with increased risk of premature morbidity and mortality.

Level 2b, grade B

6

The development of evidence-informed strategies at the health system and policy levels can be directed at managing
obesity in adults.

Level 2b, grade B

7

Continued longitudinal national and regional surveillance of obesity that includes self-reported and measured data
(i.e., height, weight, waist circumference) may be collected on a regular basis.

Level 2b, grade B

Enabling participation in activities of daily living for people living with obesity
8

We recommend that health care providers ask people living with obesity if they have concerns about managing self-care
activities, such as bathing, getting dressed, bowel and bladder management, skin and wound care, and foot care.

Level 3, grade C

9

We recommend that health care providers assess fall risk in people living with obesity, as this could interfere with their
ability and interest in participating in physical activity.

Level 3, grade C

Assessment of people living with obesity
10

We suggest that health care providers involved in screening, assessing and managing people living with obesity use the
5As framework (see Appendix 2‡) to initiate the discussion by asking for their permission and assessing their readiness to
begin treatment.

11

Health care providers can measure height, weight and calculate the BMI in all adults (level 2a, grade B), and measure
waist circumference in individuals with a BMI 25–35 kg/m2 (level 2b, grade B).

12

We suggest that a comprehensive history to identify root causes of weight gain as well as complications of obesity and
potential barriers to treatment be included in the assessment.

Level 4, grade D

13

We recommend measuring blood pressure in both arms, fasting glucose or glycated hemoglobin and lipid profile to
determine cardiometabolic risk and, where appropriate, ALT to screen for nonalcoholic fatty liver disease in people
living with obesity.

Level 3, grade D

14

We suggest that health care providers consider using the Edmonton Obesity Staging System (see Appendix 1)§ to
determine the severity of obesity and guide clinical decision-making.

Level 4, grade D

Level 4, grade D
(consensus)
See recommendation

The role of mental health in obesity management
15

We recommend regular monitoring of weight, glucose and lipid profile in people with a mental health diagnosis and
who are taking medications associated with weight gain.

Level 3, grade C

16

Health care providers may consider both efficacy and effects on body weight when choosing psychiatric medications.

Level 2a, grade B

17

Metformin and psychological treatment such as cognitive behavioural therapy should be considered for prevention of weight
gain in people with severe mental illness who are treated with antipsychotic medications associated with weight gain.

Level 1a, grade A

18

Health care providers should consider lisdexamfetamine and topiramate as an adjunct to psychological treatment to
reduce eating pathology and weight in people with overweight or obesity and binge-eating disorder.

Level 1a, grade A
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Medical nutrition therapy is a foundation for chronic disease
management, including obesity management.55,56 However, medical nutrition therapy should not be used in isolation in obesity
management, as sustaining weight loss may be difficult long
term because of compensatory mechanisms in the brain that
promote positive caloric intake by increasing hunger and ultimately causing weight gain.57,58 Instead, medical nutrition therapy, in combination with other interventions (psychological,
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Table 1 (part 2 of 5): Recommendations on management of obesity in adults*

Recommendations

Category of evidence
and strength of
recommendation†

Medical nutrition therapy in obesity management
19

We suggest that nutrition recommendations for adults of all body sizes be personalized to meet individual values,
preferences and treatment goals to support a dietary approach that is safe, effective, nutritionally adequate, culturally
acceptable and affordable for long-term adherence.

Level 4, grade D

20

Adults living with obesity should receive individualized medical nutrition therapy provided by a registered dietitian
(when available) to improve weight outcomes (body weight, BMI), waist circumference, glycemic control, established
lipid, and blood pressure targets.

Level 1a, grade A

21

Adults living with obesity and impaired glucose tolerance (prediabetes) or type 2 diabetes may receive medical
nutrition therapy provided by a registered dietitian (when available) to reduce body weight and waist circumference
and improve glycemic control and blood pressure.

Level 2a, grade B

22

Adults living with obesity can consider any of multiple medical nutrition therapies to improve health-related outcomes, choosing
the dietary patterns and food-based approaches that support their best long-term adherence. (Full recommendation and
category and level of evidence available in the chapter titled “Medical nutrition therapy in obesity management.”)

See recommendation

23

Adults living with obesity and impaired glucose tolerance (prediabetes) should consider intensive behavioural interventions
that target a 5%–7% weight loss, to improve glycemic control, blood pressure and blood lipid targets (level 1a, grade A) and
reduce the incidence of type 2 diabetes (level 1a, grade A), microvascular complications (retinopathy, nephropathy and
neuropathy) (level 1a, grade B), and cardiovascular and all-cause mortality (level 1a, grade B).

See recommendation

24

Adults living with obesity and type 2 diabetes should consider intensive lifestyle interventions that target a 7%–15%
weight loss, to increase the remission of type 2 diabetes and reduce the incidence of nephropathy, obstructive sleep
apnea and depression.

Level 1a, grade A

25

We recommend a nondieting approach to improve quality of life, psychological outcomes (general well-being, body image
perceptions), cardiovascular outcomes, body weight, physical activity, cognitive restraint and eating behaviours.

Level 3, grade C

Physical activity in obesity management
26

Aerobic physical activity (30–60 minutes of moderate to vigorous intensity most days of the week) can be considered for
adults who want to:
• Achieve small amounts of body weight and fat loss (level 2a, grade B)
• Achieve reduction in abdominal visceral fat (level 1a, grade A) and ectopic fat, such as liver and heart fat (level 1a, grade A),
even in the absence of weight loss
• Favour weight maintenance after weight loss (level 2a, grade B)
• Favour the maintenance of fat-free mass during weight loss (level 2a, grade B)
• Increase cardiorespiratory fitness (level 2a, grade B) and mobility (level 2a, grade B).

See recommendation

27

For adults living with overweight or obesity, resistance training may promote weight maintenance or modest increases
in muscle mass or fat-free mass and mobility.

Level 2a, grade B

28

Increasing exercise intensity, including high-intensity interval training, can achieve greater increases in cardiorespiratory fitness
and reduce the amount of time required to achieve benefits similar to those from moderate-intensity aerobic activity.

Level 2a, grade B

29

Regular physical activity, with and without weight loss, can improve many cardiometabolic risk factors in adults who
have overweight or obesity, including hyperglycemia and insulin sensitivity (level 2b, grade B), high blood pressure
(level 1a, grade B) and dyslipidemia (level 2a, grade B).

30

Regular physical activity can improve health-related quality of life, mood disorders (i.e., depression, anxiety) and body
image in adults living with overweight or obesity.

See recommendation

Level 2b, grade B

Effective psychological and behavioural interventions in obesity management
31

Multicomponent psychological interventions (combining behaviour modification [goal-setting, self-monitoring,
problem-solving], cognitive therapy [reframing] and values-based strategies to alter diet and activity) should be
incorporated into care plans for weight loss, and improved health status and quality of life (level 1a, grade A) in a manner
that promotes adherence, confidence and intrinsic motivation (level 1b, grade A).

32

Health care providers should provide longitudinal care with consistent messaging to people living with obesity in order to
support the development of confidence in overcoming barriers (self-efficacy) and intrinsic motivation (personal, meaningful
reasons to change), to encourage the patient to set and sequence health goals that are realistic and achievable, to
self-monitor behaviour and to analyze setbacks using problem-solving and adaptive thinking (cognitive reframing),
including clarifying and reflecting on values-based behaviours.

Level 1a, grade A

33

Health care providers should ask people living with obesity for permission to educate them that success in obesity
management is related to improved health, function and quality of life resulting from achievable behavioural goals and
not on the amount of weight loss.

Level 1a, grade A

34

Health care providers should provide follow-up sessions consistent with repetition and relevance to support the
development of self-efficacy and intrinsic motivation. (Full recommendation is available in the chapter titled “Effective
psychological and behavioural interventions in obesity management.”)

Level 1a, grade A
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See recommendation

Table 1 (part 3 of 5): Recommendations on management of obesity in adults*

Pharmacotherapy in obesity management
35

Pharmacotherapy for weight loss can be used for persons with BMI ≥ 30 kg/m2 or BMI ≥ 27 kg/m2 with adiposity-related
complications, in conjunction with medical nutrition therapy, physical activity and psychological interventions
(liraglutide 3.0 mg, naltrexone-bupropion combination, orlistat).

Level 2a, grade B

36

Pharmacotherapy may be used to maintain weight loss that has been achieved by health behaviour changes, and to
prevent weight regain (liraglutide 3.0 mg or orlistat).

Level 2a, grade B

37

For people living with type 2 diabetes and a BMI ≥ 27 kg/m2, pharmacotherapy can be used in conjunction with health
behaviour changes for weight loss and improvement in glycemic control: liraglutide 3.0 mg (level 1a, grade A),
naltrexone-bupropion combination (level 2a, grade B), orlistat (level 2a, grade B).

38

We recommend pharmacotherapy in conjunction with health behaviour changes for people living with prediabetes and
overweight or obesity (BMI ≥ 27 kg/m2) to delay or prevent type 2 diabetes (liraglutide 3.0 mg; orlistat).

Level 2a, grade B

39

We do not suggest the use of prescription or over-the-counter medications other than those approved for weight management.

Level 4, grade D
(consensus)

40

For people living with overweight or obesity who require pharmacotherapy for other health conditions, we suggest
choosing drugs that are not associated with weight gain.

Level 4, grade D
(consensus)

See recommendation

Bariatric surgery: selection and preoperative workup
41

We suggest that a comprehensive medical and nutritional evaluation be completed and nutrient deficiencies corrected
in candidates for bariatric surgery.

Level 4, grade D

42

Preoperative smoking cessation can minimize perioperative and postoperative complications.

Level 2a, grade B

43

We suggest screening for and treatment of obstructive sleep apnea in people seeking bariatric surgery.

Level 4, grade D

Bariatric surgery: surgical options and outcomes
44

Bariatric surgery can be considered for people with BMI ≥ 40 kg/m2 or BMI ≥ 35 kg/m2 with at least 1 adiposity-related
disease (level 4, grade D, consensus) to:
• Reduce long-term overall mortality (level 2b, grade B)
• Induce significantly better long-term weight loss compared with medical management alone (level 1a, grade A)
• Induce control and remission of type 2 diabetes, in combination with best medical management, over best medical
management alone (level 2a, grade B)
• Significantly improve quality of life (level 3, grade C)
• Induce long-term remission of most adiposity-related diseases, including dyslipidemia (level 3, grade C), hypertension
(level 3, grade C), liver steatosis and nonalcoholic steatohepatitis (level 3, grade C).

See recommendation

45

Bariatric surgery should be considered in patients with poorly controlled type 2 diabetes and class I obesity (BMI
between 30 and 35 kg/m2) despite optimal medical management.

Level 1a, grade A

46

Bariatric surgery may be considered for weight loss and/or to control adiposity-related diseases in persons with class 1
obesity, in whom optimal medical and behavioural management has been insufficient to produce significant weight loss.

Level 2a, grade B

47

We suggest that the choice of bariatric procedure (sleeve gastrectomy, gastric bypass or duodenal switch) be decided
according to the patient’s need, in collaboration with an experienced interprofessional team.

Level 4, grade D
(consensus)

48

We suggest that adjustable gastric banding not be offered owing to unacceptable complications and long-term failure.

Level 4, grade D

49

We suggest that single anastomosis gastric bypass not be routinely offered, owing to long-term complications in
comparison with Roux-en-Y gastric bypass.

Level 4, grade D

Bariatric surgery: postoperative management
50

Health care providers can encourage persons who have undergone bariatric surgery to participate in and maximize
their access to behavioural interventions and allied health services at a bariatric surgical centre.

Level 2a, grade B

51

We suggest that bariatric surgical centres communicate a comprehensive care plan to primary care providers for patients
who are discharged, including bariatric procedure, emergency contact numbers, annual blood tests required, long-term
vitamin and minerals supplements, medications and behavioural interventions, as well as when to refer back.

Level 4, grade D
(consensus)

52

We suggest that after a patient has been discharged from the bariatric surgical centre, primary care providers conduct
annual review of the following: weight, nutritional intake, activity, adherence to multivitamin and mineral supplements,
assessment of comorbidities and laboratory tests to assess and treat for nutritional deficiencies as required.

Level 4, grade D
(consensus)

53

We suggest that primary care providers consider referral back to the bariatric surgical centre or to a local specialist for
technical or gastrointestinal symptoms, nutritional issues, pregnancy, psychological support, weight regain or other
medical issues related to bariatric surgery, as described in the chapter titled “Bariatric surgery: postoperative management.

Level 4, grade D
(consensus)

54

We suggest that bariatric surgical centres provide follow-up and appropriate laboratory tests at regular intervals
postsurgery with access to appropriate health care professionals (dietitian, nurse, social worker, bariatric physician,
surgeon, psychologist or psychiatrist) until discharge is deemed appropriate for the patient.

Level 4, grade D
(consensus)
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Table 1 (part 4 of 5: Recommendations on management of obesity in adults*

Recommendations

Category of evidence
and strength of
recommendation†

Primary care and primary health care in obesity management
55

We recommend that primary care clinicians identify people with overweight and obesity, and initiate patient-centred,
health-focused conversations with them.

Level 3, grade C

56

We recommend that health care providers ensure they ask people for their permission before discussing weight or
taking anthropometric measurements.

Level 3, grade C

57

Primary care interventions should be used to increase health literacy in individuals’ knowledge and skill about weight
management as an effective intervention to manage weight.

Level 1a, grade A

58

Primary care clinicians should refer persons with overweight or obesity to primary care multicomponent programs
with personalized obesity management strategies as an effective way to support obesity management.

Level 1b, grade B

59

Primary care clinicians can use collaborative deliberation with motivational interviewing to tailor action plans to
individuals’ life context in a way that is manageable and sustainable to support improved physical and emotional
health, and weight management.

Level 2b, grade C

60

Interventions that target a specific ethnic group should consider the diversity of psychological and social practices
with regard to excess weight, food and physical activity, as well as socioeconomic circumstances, as they may differ
across and within different ethnic groups.

Level 1b, grade B

61

Longitudinal primary care interventions should focus on incremental, personalized, small behaviour changes (the
“small change approach”) to be effective in supporting people to manage their weight.

Level 1b, grade B

62

Primary care multicomponent programs should consider personalized obesity management strategies as an effective
way to support people living with obesity.

Level 1b, grade B

63

Primary care interventions that are behaviour based (nutrition, exercise, lifestyle), alone or in combination with
pharmacotherapy, should be used to manage overweight and obesity.

Level 1a, grade A

64

Group-based diet and physical activity sessions informed by the Diabetes Prevention Program and the Look AHEAD
(Action for Health in Diabetes) programs should be used as an effective management option for adults with
overweight and obesity.

Level 1b, grade A

65

Interventions that use technology to increase reach to larger numbers of people asynchronously should be a
potentially viable lower cost intervention in a community-based setting.

Level 1b, grade B

66

Educators of undergraduate, graduate and continuing education programs for primary health care professionals
should provide courses and clinical experiences to address the gaps in skills, knowledge of the evidence, and attitudes
necessary to confidently and effectively support people living with obesity.

Level 1a, grade A

Commercial products and programs in obesity management
67

For adults living with overweight or obesity, the following commercial programs should achieve mild to moderate
weight loss in the short or medium term, compared with usual care or education:
• WW (formerly Weight Watchers) (level 1a, grade A)
• Optifast (level 1b, grade B)
• Jenny Craig (level 1b, grade B)
• Nutrisystem (level 1b, grade B)

68

Optifast, Jenny Craig, WW (formerly Weight Watchers) and Nutrisystem should achieve a mild reduction of glycated
hemoglobin values over a short-term period compared with usual counselling in adults with obesity and type 2
diabetes.

Level 1b, grade B

69

We do not recommend the use of over-the-counter commercial weight-loss products for obesity management, owing
to lack of evidence.

Level 4, grade D

70

We do not suggest that commercial weight-loss programs be used for improvement in blood pressure and lipid control
in adults living with obesity.

Level 4, grade D

See recommendation

Emerging technologies and virtual medicine in obesity management
71

Implementation of management strategies can be delivered through Web-based platforms (e.g., online education on
medical nutrition therapy and physical activity) or mobile devices (e.g., daily weight reporting through a smartphone
application) in the management of obesity.

Level 2a, grade B

72

We suggest that health care providers incorporate individualized feedback and follow-up (e.g., personalized
coaching or feedback via phone or email) into technology-based management strategies to improve weight-loss
outcomes.

Level 4, grade D

73

The use of wearable activity tracking technology should be part of a comprehensive strategy for weight
management.

Level 1a, grade A
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Weight management over the reproductive years for adult women living with obesity
74

We recommend that primary care providers discuss weight-management targets specific to the reproductive years
with adult women with obesity: preconception weight loss (level 3, grade C); gestational weight gain of 5 kg to 9 kg
over the entire pregnancy (level 4, grade D); postpartum weight loss of — at minimum — gestational weight gain (level
3, grade C) to reduce the risk of adverse outcomes in the current or in a future pregnancy.

See recommendation

75

Primary care providers should offer behaviour change interventions including both nutrition and physical activity to
adult women with obesity who are considering a pregnancy (level 3, grade C), who are pregnant (level 2a, grade B)
and who are postpartum (level 1a, grade A) in order to achieve weight targets.

See recommendation

76

We recommend that primary care providers encourage and support pregnant women with obesity to consume foods
consistent with a healthy dietary pattern in order to meet their target gestational weight gain.

Level 3, grade C

77

We recommend that primary care providers encourage and support pregnant women with obesity who do not have
contraindications to exercise during pregnancy to engage in at least 150 minutes per week of moderate intensity
physical activity, to assist in the management of gestational weight gain.

Level 3, grade C

78

Health care providers should not prescribe metformin for gestational weight gain in pregnant women with obesity
(level 1b, grade A). We suggest that weight-management medications not be used during pregnancy or breastfeeding
(level 4, grade D).

79

We recommend that women with obesity be offered additional breastfeeding support because of decreased rates of
initiation and continuation.

See recommendation

Level 3, grade C

Obesity management and Indigenous Peoples
80

We suggest that health care providers for Indigenous people living with obesity:
• Engage with the patient’s social realities.
• Validate the patient’s experiences of stress and systemic disadvantage influencing poor health and obesity,
exploring elements of their environment where reduced stress could shift behaviours.
• Advocate for access to obesity-management resources within publicly funded health care systems, recognizing that
resources beyond may be unaffordable and unattainable for many.
• Help patients recognize that good health is attainable, and they are entitled to it.
• Negotiate small, attainable steps relevant to the patient’s context.
• Address resistance, seeming apathy and paralysis in patients and providers.
• Self-reflect on anti-Indigenous sentiment common within health care systems, exploring patient motivations and
mental health (e.g., trauma, grief) as alternative understandings of causes and solutions to their health problems.
Explore one’s own potential for bias influenced by systemic racism.
• Expect patient mistrust in health systems; reposition themselves as a helper to the patient instead of as an expert,
which may stir resistance and be a barrier to patients’ wellness.
• When resistance, seeming apathy and paralysis are encountered, explore patient mental and emotional health
needs, which have unique drivers and presentations in many Indigenous contexts.
• Build complex knowledge by healing relationships.
• Build patient knowledge and capacity for obesity self-management through longitudinal explorations of cooccurring health, social, environmental and cultural factors. Strive to build relationships that incorporate healing
from multigenerational trauma that, owing to residential schools and child welfare system involvement, may more
frequently include sexual abuse.
• Build their own knowledge regarding the health legacy of colonization — including ongoing experiences of
anti-Indigenous discrimination within systems and wider society — to facilitate relationships built on mutual
understanding.
• Ensure knowledge provided is congruent with the patient’s perspectives and educational level, and is learner
centred, including potential for patient anticipation of racism or unequal treatment.
• Connect to behaviour, the body and Indigenous ways of knowing, doing and being.
• Elicit and incorporate the patient’s individual and community-based concepts of health and healthy behaviours in
relation to body size, activity and food preferences (e.g., preference for or scarce access to land-based foods and
activities).
• Deeply engage in learning of common values and principles regarding communication and knowledge-sharing in
Indigenous contexts (e.g., relationalism, noninterference).

Level 4, grade D
(consensus)

Note: ALT = alanine aminotransferase, BMI = body mass index.
*A complete description of the recommendations and supporting evidence is available at http://obesitycanada.ca/guidelines/. Table 3 provides definitions for the actionable verbs
used in these recommendations.
†For the classification scheme for category of evidence and strength of evidence, see Box 3.
‡Appendix 2 is available at www.cmaj.ca/lookup/suppl/doi:10.1503/cmaj.191707/-/DC2.
§See Appendix 1.
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The weight at which the body stabilizes when engaging in
healthy behaviours can be referred to as the “best weight”; this
may not be an “ideal” weight on the BMI scale. Achieving an
“ideal” BMI may be very difficult. If further weight loss is needed
to improve health and well-being beyond what can be achieved
with behavioural modification, then more intensive pharmacologic and surgical therapeutic options can be considered.

interventions to improve overall health; and redefining success
as healthy behaviour change regardless of body size or weight.69
As this disease is chronic in nature, the treatment plan must
be long term. Health care providers and patients should design
and agree on a personalized action plan that is practical and sustainable and addresses the drivers of weight gain.70

Psychological and behavioural interventions
All health interventions such as healthy eating and physical activity strategies, medication adherence or surgery preparation and
adjustment approaches rest on behaviour change.61 Psycho
logical and behavioural interventions are the “how to” of change.
They empower the clinician to guide the patient toward recommended behaviours that can be sustained over time.60 A full
description of psychological and behavioural interventions and
supporting evidence are available online (http://obesitycanada.
ca/guidelines/) in the chapter titled “Effective psychological and
behavioural interventions in obesity management.”

There is a need to advocate for more effective care for people living with obesity. This includes improving the education and lifelong learning of health care providers to be able to deliver effective, evidence-based obesity care. We also need to support
allocation of health care resources to improve access to effective
behavioural, pharmacologic and surgical therapeutic options.
There are substantial barriers affecting access to obesity care
in Canada, including a profound lack of interdisciplinary obesity
management programs, a lack of adequate access to health care
providers with expertise in obesity, long wait times for referrals
and surgery, and the high costs of some treatments.,37,71–73 In general, health care professionals are poorly prepared to treat obes
ity.74 None of the anti-obesity medications available in Canada is
listed as a benefit on any provincial or territorial formulary and
none is covered under any provincial public drug benefit or pharmacare program.71 Wait times for bariatric surgery in Canada are
the longest of any surgically treatable condition.37,71 Although
access to bariatric surgery has increased in some parts of Canada,
it is still limited in most provinces and nonexistent in the 3 terri
tories.37,71,75 Patients referred to bariatric surgery can wait as long
as 8 years before meeting a specialist or receiving the surgery.
The lack of access to obesity treatments is contributing to rising
levels of severe obesity in Canada.46 Canadians affected by obesity
are left to navigate a complex landscape of weight-loss products
and services, many of which lack a scientific rationale and openly
promote unrealistic and unsustainable weight-loss goals.76

Pharmacotherapy
We recommend adjunctive pharmacotherapy for weight loss
and weight-loss maintenance for individuals with BMI ≥ 30 kg/m2
or BMI ≥ 27 kg/m2 with adiposity-related complications, to support medical nutrition therapy, physical activity and psycho
logical interventions. Options include liraglutide 3.0 mg,
naltrexone-bupropion combination and orlistat. Pharmacotherapy augments the magnitude of weight loss beyond that which
health behaviour changes can achieve alone and is important in
the prevention of weight regain.62–66 A full description and supporting evidence are available online (http://obesitycanada.ca/
guidelines/) in the chapter titled “Pharmacotherapy in obesity
management.”
Bariatric surgery
Bariatric surgery may be considered for people with
BMI ≥ 40 kg/m2 or BMI ≥ 35 kg/m2 with at least 1 obesity-related
disease. The decision regarding the type of surgery should be
made in collaboration with a multidisciplinary team, balancing
the patient’s expectations, medical condition, and expected benefits and risks of the surgery. A full description and supporting evidence are available online (http://obesitycanada.ca/guidelines/)
in the chapters titled “Bariatric surgery: selection and preoperative workup,” “Bariatric surgery: options and outcomes” and
“Bariatric surgery: postoperative management.”

Step 4: Agreement regarding goals of therapy
Because obesity is a chronic disease, managing it in the long
term involves patient–provider collaboration.67 Health care providers should talk with their patients and agree on realistic
expectations, person-centred treatments and sustainable goals
for behaviour change and health outcomes.68
Helpful actions in primary care consultations to mitigate antifat stigma include explicitly acknowledging the multiple determinants of weight-disrupting stereotypes of personal failure or success attached to body composition; focusing on behavioural
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Step 5: Follow-up and advocacy

Methods
Composition of participating groups
Obesity Canada and the Canadian Association of Bariatric Phys
icians and Surgeons assembled an executive committee and
steering committee with broad expertise and geographic representation. The executive committee (comprising 2 co-chairs
[S.W., D.C.W.L.], a primary care physician [D.C.-S.], a psychologist
[M.V.], a bariatric surgeon [L.B.] and a nephrologist [A.M.S.]) provided overall vision and oversight for the guideline process.
The steering committee (n = 16) consisted of some lead
authors of each chapter and a person living with obesity; this
committee identified additional researchers (chapter leads and
authors) to write each chapter. The executive committee and
steering committee met in person in April 2017 and December
2017 and at least monthly by phone.
Chapter leads and chapter authors (n = 60) were selected
based on their expertise in clinical practice and research in the
field of obesity medicine. The number of chapter authors per
chapter ranged from 2 to 4. Some chapter leads identified additional authors to participate in writing each chapter.
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Activity

Responsible group

• Mind-mapping exercise to identify the scope of the guideline and the broad sections and
chapters (19 chapters)

Executive committee

• Develop research questions (PICO[T]) for each chapter

Steering committee

• Conduct literature search77

MERST

• Load results of the literature search into the Distiller Systematic Review software program

MERST

• Conduct critical appraisal of all papers77

Chapter leads

• Review results of critical appraisal and assign evidence grades to each paper using
AGREE II tool78

MERST

• Develop reports with graded evidence

MERST

• Develop recommendations based on the highest level of evidence and expert consensus

Steering Committee with chapter leads and authors

• Review recommendations to ensure fidelity with the evidence (only for recommendations
using grade A–C level evidence)

MERST

• Review recommendations to ensure fidelity with the evidence and relevance to primary
care health care professionals

Executive committee

• Revise recommendations based on feedback from the executive committee and MERST

Steering committee with chapter leads

• Review and approve final recommendations

Executive committee

• External review of recommendations to assess relevance and feasibility

Family physicians and people living with obesity

• External peer review of chapters

Experts in each area

Note: AGREE = Appraisal of Guidelines for Research and Evaluation, MERST = McMaster Evidence Review and Synthesis Team; PICO(T) = Population, Intervention, Comparison,
Outcome, Time.

We engaged people living with obesity (n = 7) through participation of the Public Engagement Committee of Obesity Canada.
One member of the Public Engagement Committee (I.P.) was
assigned to the steering committee for this guideline. The Public
Engagement Committee met by phone once per month. We
obtained contributions from committee members through
online surveys, focus groups and individual conversations.
We engaged Indigenous community members through a
focus group (n = 14). Additionally, we obtained the insights of
health care providers working with Indigenous communities via
a consensus-building process between these clinicians and chapter authors, carried out over the spring of 2019, which further
grounded evidence in clinical practice. Details are available
online (http://obesitycanada.ca/guidelines/) in the chapter titled
“Obesity management with Indigenous Peoples.”
Obesity Canada staff, consultants and volunteers (n = 15) provided administrative support and project coordination for the
guideline development process. Table 2 outlines the guideline
development process and the responsibilities of each group of
participants.

Selection of priority topics
The executive committee conducted a mind-mapping exercise to
identify the scope of the guideline and the broad sections and
chapters (April–June 2017).79 A total of 19 different sections and
chapters were prioritized. The steering committee developed PI/
PECOT (Population, Intervention or Exposure, Comparison, Outcome, Time) questions for each chapter at an in-person meeting
on Dec. 15–16, 2017, resulting in 179 questions to guide the

literature search. All clinical questions were developed with the
assistance of the McMaster Evidence Review and Synthesis Team
(MERST; previously the McMaster Evidence-Based Practice Centre) in the appropriate format (e.g., PICO [T] for therapeutics and
treatments, PEO for qualitative questions).

Literature review and quality assessment
The McMaster Evidence Review and Synthesis Team supported
the guideline development through literature searches based
on the PI/PECOT questions for each chapter. A health sciences
librarian, based at McMaster Health Sciences Library (Hamilton, Ont.), used this information to create search strategies for
the MEDLINE and Embase databases. The searches were for
peer-reviewed and published literature in the English language; the search dates were January 2006 to June 2018.
There were 14 searches that mapped directly to the chapters
and another 7 searches that helped provide context for various
chapters. Search strategies are available on the obesity guideline webpage (http://obesitycanada.ca/guidelines/). Once a
search was conducted, the results were uploaded to EndNote,
where the duplicates were removed and the final set of citations was uploaded to DistillerSR software for selection and
review.80 In addition to the electronic searches, the chapter
authors identified additional citations and added them to the
main search results.
Two reviewers completed screening of article titles and
abstracts and independently selected studies for possible inclusion. Any citation that was selected for inclusion by either
reviewer was moved to full-text review. One or more authors of
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Box 3: Classification schemes77
Category of evidence

•
•
•
•
•

Level 1a: Evidence from meta-analysis of randomized
controlled trials (RCTs)
Level 1b: Evidence from at least 1 RCT
Level 2a: Evidence from at least 1 controlled study without
randomization
Level 3: Evidence from nonexperimental descriptive studies,
such as comparative studies, correlation studies and case–
control studies
Level 4: Evidence from expert committee reports or opinions or
clinical experience of respected authorities, or both

Grade level

Suggested terms

Level 1, grade A recommendations

Use the term “should”

Level 2, grade B recommendations

Use the terms “may” or “can”

Level 3, grade C recommendations

Use the term “recommend”

Level 4, grade D and consensus
recommendations

Use the term “suggest”

the relevant chapter conducted reviews of full-text articles for
relevancy. Selected citations were then assessed for their methodological quality using the Shekelle approach.77,81 Each citation
was categorized into prevention, treatment, evaluation of diagnostic properties or prognosis. Once that selection was made,
the appropriate methods worksheet was displayed in the
DistillerSR platform, from which the methodological questions
were answered and a level of evidence generated based on the
type and quality of the study. The levels of evidence informed the
strength of the recommendations and were generated from the
methods worksheets (Box 3).77

Chapter authors used a standardized terminology to make
the recommendation more specific. The actionable verbs used
for each of the recommendations were informed by the literature
(Table 3).82–84
We used an iterative process to finalize the recommendations. Methodologists from MERST provided an independent
review of recommendations that had a grade between A and C,
for which they examined the clarity of wording and the fidelity of
the recommendations with the evidence. Two methodologists (a
primary and secondary reviewer) reviewed each recommendation, using checklists as a guide for assigning levels of evidence
to each citation. The methodologists met, discussed and reached
consensus on grading the recommendations, and reported their
suggestions regarding revisions to the wording or grading to the
executive committee. Chapter leads edited the recommendations based on the MERST review process.
The executive committee voted on each recommendation, to
ensure consensus. If a recommendation did not reach 100%
agreement, the executive committee discussed the recommendation in depth until consensus was achieved. The chapter leads
subsequently modified the wording of this recommendation, as
required, and the executive committee approved the newly
worded recommendation. The executive committee provided
final approval of all the recommendations. All the recommendations included in this guideline achieved 100% agreement.

Development of recommendations

External review

Recommendations were formulated by the steering committee,
chapter leads and chapter authors based on the highest level of
evidence available (Box 3).77 Chapter leads and authors reviewed
the type and strength of the available evidence (level) and added
the study reference that provided the highest level of evidence
for the specific recommendation.
Recognizing the importance of qualitative research in
addressing questions pertinent to the care of people living with
obesity, content experts in qualitative research (S.K., X.R.S.,
D.C.S., L.C., S.R.M.) were involved in the review of all materials
informing these recommendations. Consensus appraisal of evidence quality by reviewers with expertise in qualitative methods
informed the level of evidence in these recommendations.
Some grade D recommendations were formulated based on
expert committee reports, opinions or clinical experience of
respected authorities, and referenced accordingly; other grade D
recommendations formulated by chapter authors were noted
with “Consensus” after the grade D.

External reviewers (primary care health care professionals and
people living with obesity [n = 7]) reviewed the recommendations for relevance and feasibility. We made some modifications to reflect language and the context of the primary care
setting. A separate external peer review was conducted for each
chapter.

Strength of recommendation

•
•
•
•

Grade A: Directly based on level 1 evidence
Grade B: Directly based on level 2 evidence or extrapolated
recommendation from category 1 evidence
Grade C: Directly based on level 3 evidence or extrapolated
recommendation from level 1 or 2 evidence
Grade D: Directly based on level 4 evidence or extrapolated
recommendation from level 1, 2 or 3 evidence

Adapted with permission from BMJ Publishing Group Limited. Shekelle PG, Woolf
SH, Eccles M, et al. Developing clinical guidelines. West J Med 1999;170:348-51.
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Management of competing interests
Funding came from the Canadian Institutes of Health Research
Strategic Patient-Oriented Research initiative, Obesity Canada’s
Fund for Obesity Collaboration and Unified Strategies (FOCUS)
initiative, the Canadian Association of Bariatric Physicians and
Surgeons, and in-kind support from the scientific and professional volunteers engaged in the process. The views of the funding body have not influenced the content of the guideline. All
committee members (executive and steering committees), chapter leads and chapter authors were volunteers and not remunerated for their services.
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Implementation
Obesity Canada and the Canadian Association of Bariatric Surgeons and Physicians have created a joint guideline website
(http://obesitycanada.ca/guidelines) that hosts the full guideline;
interim updates; a quick reference guide; key messages; health
care provider tools, slide kits, videos and webinars; and resources
for people living with obesity and their support systems, in English
and French. The guideline will be hosted on the website as a living
document. Each chapter lead will monitor evidence related to this
guideline and will collaborate with the executive committee to
update the recommendations if new evidence becomes available
that could influence the recommendations. A framework for
implementation (5As Framework) is available in Appendix 2.
More than 10 years after the release of the first Canadian
obesity guideline in 2006, access to obesity care remains an issue
in Canada.37,71 Obesity is not officially recognized as a chronic disease by the federal, provincial and territorial, and municipal governments, despite declarations by the Canadian Medical Association 85 and the World Health Organization. 86 The lack of
recognition of obesity as a chronic disease by public and private
payers, health systems, the public and media has a trickle-down
effect on access to treatment.72 Obesity continues to be treated
as a self-inflicted condition, which affects the type of interventions and approaches that are implemented by governments or
covered by health benefit plans.87
Implementation of this guideline will require targeted policy
action, as well as advocacy efforts and engagement from people
living with obesity, their families and health care providers.
Canadian organizations have come together to change the narrative regarding obesity in Canada, to eliminate weight bias and
obesity stigma, and to change the way health care systems and

policies approach obesity.88 This guideline will be used to assist
in advocacy efforts to federal and provincial governments to
improve the care of individuals with obesity.

Other guidelines
In 2006, the first evidence-based Canadian clinical practice guideline on the prevention and management of obesity in adults and
children was released.43 In 2015, the Canadian Task Force on Preventive Health Care, in collaboration with scientific staff of the
Public Health Agency of Canada and the McMaster Evidence
Review and Synthesis Centre, released a set of recommendations
for prevention of weight gain and use of behavioural and pharmacologic interventions to manage overweight and obesity in adults
in primary care.89 This guideline was not designed to “apply to
people with BMI of 40 or greater, who may benefit from specialized bariatric programs” and reviewed only intervention trials
conducted in settings generalizable to Canadian primary care.
The guideline also did not include surgical treatments.

Gaps in knowledge
The recommendations in this guideline are informed by the best
level of evidence available in 2020. We acknowledge that ongoing research will continue to inform and advance obesity
management.90,91
Current treatment options, apart from surgical intervention,
rarely yield sustained weight loss beyond 20%, and for some
people living with obesity, this level of weight loss may be inadequate for the resolution or improvement of many adiposityrelated medical complications. There is a need for more treatment options to meet the needs of people with obesity. Weight
regain continues to be a challenge for many patients who have
received treatment.92

Conclusion
Obesity is a prevalent, complex chronic disease that affects a
large number of adults in Canada and globally, and yet only a
small fraction of people living with obesity who could benefit
from treatment have access to care. This updated evidenceinformed guideline is an attempt to enhance access and care by
people living with obesity through recognition among health care
providers that obesity requires long-term treatment. The newer
insights into appetite regulation and the pathophysiology of
obesity have opened new avenues for treating this chronic
disease. Reducing weight bias and stigma, understanding the root
causes of obesity, and promoting and supporting patient-centred
behavioural interventions and appropriate treatment by health
care providers — preferably with the support of interdisciplinary
care teams — will raise the standards of care and improve the
well-being of people living with obesity. Dissemination and
implementation of this guideline are integral components of our
goals to address this prevalent chronic disease. Much more effort
is needed to close the gaps in knowledge through obesity
research, education, prevention and treatment.
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The executive committee developed and managed the competing interest policy and procedures for mitigating bias. The
policy and disclosures of competing interest are available on the
guideline website. All participants were required to disclose
potential competing interests. We maintained detailed competing interest declarations throughout the process for all members
of the steering and executive committees, as well as the participating methodologists from MERST. We used the International
Committee of Medical Journal Editors’ disclosure form, with the
addition of government funding sources.
Individuals with relevant disclosures were not excluded from
conducting the critical appraisals or voting on recommendations. However, the executive committee asked individuals with
direct competing interests to abstain from voting in the areas in
which they had the conflict. Any discussion regarding off-label
use of drugs included the caveat that the use was off label.
As mentioned earlier, methodologists from MERST who had no
competing interests reviewed and graded78 each included study to
ensure the evidence had been appropriately assessed. They also
reviewed the recommendations (graded between A and C) to ensure
that recommendations were aligned with the evidence. Finally, we
conducted an external review process to assess the feasibility of the
recommendations and evaluate for the presence of bias.
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