MANAGING OBESITY

Historically, obesity was diagnosed using Body Mass Index (BMI), which calculates weight
relative to height. (Overweight: BMI 25-29.9, Obesity: BMI 230). While BMI is easy to use, it
doesn’t account for fat distribution or individual health impacts.
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A BETTER APPROACH: TWO-PART DIAGNOSIS
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SUPPORTIVE THERAPY

WHO BENEFITS?

People with BMI 225 and WtHR >0.5 plus any physical, functional, or mental health complications,
should be considered for treatment, even if they don’t meet traditional obesity cut-offs.
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Lifestyle Behavioral Functional Medications surgical/Endoscopic
Nutrition, exercise, Coaching and Better mobility, less 230 if other risk For appropriate
stress reduction, psychological pain, and more factors are present clinical stages
sleep support therapy daily function
MANAGEMENT CONSIDERATIONS
Therapy should be matched to Goals should include improved Repeating ineffective care
disease stage, severity, patient health conditions, mental well- delays progress. If goals aren't
goals, and treatment barriers. being, quality of life, and met, escalate treatment—just
One-size-fits-all doesn't work. physical and social function. like with other chronic conditions.
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