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Introduction  71 

Obesity (NICE clinical guideline 43) defines different weight classes based on 72 

a person’s body mass index (BMI) as follows:  73 

 healthy weight: 18.5–24.9 kg/m2 74 

 overweight: 25–29.9 kg/m2 75 

 obesity I: 30–34.9 kg/m2 76 

 obesity II: 35–39.9 kg/m2 77 

 obesity III: 40 kg/m2 or more. 78 

 79 

The use of lower BMI thresholds (23kg/m2 to indicate increased risk and 80 

27.5kg/m2 to indicate high risk) to trigger action to reduce the risk of 81 

conditions such as type 2 diabetes, has been recommended for black African, 82 

African-Caribbean and Asian (South Asian and Chinese) groups. 83 

Overweight and obesity is a global problem. The World Health Organization 84 

(WHO) predicts that by 2015 approximately 2.3 billion adults worldwide will be 85 

overweight, and more than 700 million will be obese.  86 

Obesity is directly linked to a number of different illnesses including type 2 87 

diabetes, hypertension, gallstones and gastro-oesophageal reflux disease, as 88 

well as psychological and psychiatric morbidities. The Health and Social Care 89 

Information Centre reported that in 2011/12 there were 11,740 inpatient 90 

admissions to hospitals in England with a primary diagnosis of obesity: 3 91 

times as many as in 2006/07. There were 3 times as many women admitted 92 

as men.   93 

In the UK obesity rates nearly doubled between 1993 and 2011, from 13% to 94 

24% in men and from 16% to 26% in women. In 2011, about 3 in 10 children 95 

aged 2–15 years were overweight or obese.  96 

Ethnic differences exist in the prevalence of obesity and the related risk of ill 97 

health. For example, compared with the general population, the prevalence of 98 

obesity is lower in men of Bangladeshi and Chinese family origin, whereas it is 99 

http://guidance.nice.org.uk/cg43
http://www.mclveganway.org.uk/Publications/WHO_Obesity_and_overweight.pdf
https://catalogue.ic.nhs.uk/publications/public-health/obesity/obes-phys-acti-diet-eng-2013/obes-phys-acti-diet-eng-2013-rep.pdf
https://catalogue.ic.nhs.uk/publications/public-health/obesity/obes-phys-acti-diet-eng-2013/obes-phys-acti-diet-eng-2013-rep.pdf
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higher for women of African, Caribbean and Pakistani family origin (as 100 

reported by the National Obesity Observatory in 2011).  101 

The cost of being overweight and obese to society and the economy was 102 

estimated to be almost £16 billion in 2007 (over 1% of gross domestic 103 

product). The cost could increase to just under £50 billion in 2050 if obesity 104 

rates continue to rise, according to projections from the Department of Health. 105 

A simulated model reported in the Lancet predicted that there would be 106 

11 million more obese adults in the UK by 2030, with combined medical costs 107 

for treatment of associated diseases estimated to increase by up to £2 billion 108 

per year.  109 

Obesity (NICE clinical guideline 43) made recommendations for providing 110 

care on preventing and managing overweight and obesity. The guideline 111 

aimed to ensure that obesity became a priority at both strategic and delivery 112 

levels. In 2013, however, the Royal College of Physicians report ‘Action on 113 

obesity: comprehensive care for all’ identified that care provision remained 114 

varied around the UK and that the models used to manage weight differed. It 115 

also reported that access to surgery for obesity in some areas of the UK did 116 

not reflect the recommendations in NICE’s obesity guideline. 117 

The evidence base for very-low-calorie diets has expanded since the 118 

publication of NICE’s obesity guideline in 2006, and their use has increased. 119 

However, these interventions are not clearly defined, and there are concerns 120 

about safety, adherence and the sustainability of weight loss.  121 

The NHS England published Joined up clinical pathways for obesity in March 122 

2014, identifying commissioning arrangements for complex and specialised 123 

bariatric surgery. New commissioning guidance is likely to follow from key 124 

providers. 125 

Obesity surgery (also known as bariatric surgery) includes gastric banding, 126 

gastric bypass, sleeve gastrectomy and duodenal switch. It is usually 127 

undertaken laparoscopically. NICE clinical guideline 43guideline 128 

recommended that surgery should be an option in certain circumstances. The 129 

National Obesity Observatory reports a rise in bariatric surgery from around 130 

http://www.noo.org.uk/uploads/doc/vid_9444_Obesity_and_ethnicity_270111.pdf
http://webarchive.nationalarchives.gov.uk/+/www.dh.gov.uk/en/Publichealth/Obesity/DH_078098
http://www.thelancet.com/journals/lancet/article/PIIS0140-6736(11)60814-3/abstract
http://guidance.nice.org.uk/cg43
http://www.rcplondon.ac.uk/sites/default/files/action-on-obesity.pdf
http://www.rcplondon.ac.uk/sites/default/files/action-on-obesity.pdf
http://www.england.nhs.uk/wp-content/uploads/2014/03/owg-join-clinc-path.pdf
http://www.noo.org.uk/uploads/doc/vid_8774_NOO%20Bariatric%20Surgery%20for%20Obesity%20FINAL%20MG%20011210.pdf
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470 in 2003/04 to over 6500 in 2009/10. The National Bariatric Surgery 131 

Register's First Registry Report to March 2010 reported that more than 7000 132 

of these operations were carried out between April 2008 and March 2010.   133 

The National Confidential Enquiry into Patient Outcome and Death review of 134 

the care of people who underwent bariatric surgery identified in 2012 that 135 

there should be a greater emphasis on support and follow up for people 136 

having bariatric surgery. The report also noted that clear post-operative 137 

dietary advice should be provided to people because of the potential for 138 

significant metabolic change (such as vitamin B12 and iron deficiency) after 139 

surgery.  140 

It has been suggested that resolution of type 2 diabetes may be an additional 141 

outcome of surgical treatment of morbid obesity. It is estimated that about 142 

60% of patients with type 2 diabetes achieve remission after Roux-en-Y 143 

gastric bypass surgery. It has also been suggested that diabetes-related 144 

morbidity and mortality is significantly lower after bariatric surgery and that the 145 

improvement in diabetes control is long-lasting.  146 

NICE’s clinical guideline on obesity was reviewed in 2011, leading to this 147 

update. This guideline addresses three main areas: follow-up care packages 148 

after bariatric surgery; the role of bariatric surgery in the management of 149 

recent onset type 2 diabetes; and very-low-calorie diets including their 150 

effectiveness, and safety and effective management strategies for maintaining 151 

weight loss after such diets.   152 

NICE has a suite of guidance on obesity including the following guidance: 153 

PH45 BMI and waist circumference – black, Asian and ethnic groups (July 154 

2013), PH47 Managing overweight and obesity among children and young 155 

people (October 2013), PH44 Overweight and obese adults – lifestyle 156 

management (May 2014), Maintaining a healthy weight and preventing excess 157 

weight gain among children and adults (due to be published in Feb 2015). 158 

This guidance will replace clinical section 1.2 in CG43, we will advise 159 

stakeholders regarding signposting of the remaining public health 160 

http://care.diabetesjournals.org/content/34/Supplement_2/S361.extract
http://care.diabetesjournals.org/content/34/Supplement_2/S361.extract
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recommendation in Section 1.1., not updated at publication. Drug 161 

recommendations 162 

The guideline assumes that prescribers will use a drug’s summary of product 163 

characteristics to inform decisions made with individual patients. 164 

This guideline recommends some drugs for indications for which they do not 165 

have a UK marketing authorisation at the date of publication, if there is good 166 

evidence to support that use. The prescriber should follow relevant 167 

professional guidance, taking full responsibility for the decision. The patient 168 

(or those with authority to give consent on their behalf) should provide 169 

informed consent, which should be documented. See the General Medical 170 

Council’s Good practice in prescribing and managing medicines and devices 171 

for further information. Where recommendations have been made for the use 172 

of drugs outside their licensed indications (‘off-label use’), these drugs are 173 

marked with a footnote in the recommendations.  174 

175 

http://www.gmc-uk.org/guidance/ethical_guidance/14316.asp
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Patient-centred care 176 

This guideline offers best practice advice on the care of adults and children 177 

who are overweight or obese. 178 

Patients and healthcare professionals have rights and responsibilities as set 179 

out in the NHS Constitution for England; all NICE guidance is written to reflect 180 

these. Treatment and care should take into account individual needs and 181 

preferences. Patients should have the opportunity to make informed decisions 182 

about their care and treatment, in partnership with their healthcare 183 

professionals. If the patient is under 16, their family or carers should also be 184 

given information and support to help the child or young person to make 185 

decisions about their treatment. Healthcare professionals should follow the 186 

Department of Health’s advice on consent (or, in Wales, advice on consent 187 

from the Welsh Government). If someone does not have capacity to make 188 

decisions, healthcare professionals should follow the code of practice that 189 

accompanies the Mental Capacity Act and the supplementary code of practice 190 

on deprivation of liberty safeguards. 191 

NICE has produced guidance on the components of good patient experience 192 

in adult NHS services. All healthcare professionals should follow the 193 

recommendations in Patient experience in adult NHS services.  194 

NICE has also produced guidance on the components of good service user 195 

experience. All healthcare professionals and social care practitioners working 196 

with people using adult NHS mental health services should follow the 197 

recommendations in Service user experience in adult mental health.  198 

If a young person is moving between paediatric and adult services, care 199 

should be planned and managed according to the best practice guidance 200 

described in the Department of Health’s Transition: getting it right for young 201 

people. 202 

Adult and paediatric healthcare teams should work jointly to provide 203 

assessment and services to young people who are overweight or obese. 204 

Support and management should be reviewed throughout the transition 205 

https://www.gov.uk/government/publications/the-nhs-constitution-for-england
https://www.gov.uk/government/publications/reference-guide-to-consent-for-examination-or-treatment-second-edition
http://www.wales.nhs.uk/consent
http://www.wales.nhs.uk/consent
http://www.justice.gov.uk/protecting-the-vulnerable/mental-capacity-act
http://www.justice.gov.uk/protecting-the-vulnerable/mental-capacity-act
http://webarchive.nationalarchives.gov.uk/20130107105354/http:/www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_085476
http://webarchive.nationalarchives.gov.uk/20130107105354/http:/www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_085476
http://guidance.nice.org.uk/CG138
http://guidance.nice.org.uk/CG136
http://webarchive.nationalarchives.gov.uk/20130107105354/http:/www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_4132145
http://webarchive.nationalarchives.gov.uk/20130107105354/http:/www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_4132145
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process, and there should be clarity about who is the lead clinician to ensure 206 

continuity of care. 207 

208 
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Strength of recommendations 209 

Some recommendations can be made with more certainty than others. The 210 

Guideline Development Group makes a recommendation based on the trade-211 

off between the benefits and harms of an intervention, taking into account the 212 

quality of the underpinning evidence. For some interventions, the Guideline 213 

Development Group is confident that, given the information it has looked at, 214 

most patients would choose the intervention. The wording used in the 215 

recommendations in this guideline denotes the certainty with which the 216 

recommendation is made (the strength of the recommendation). 217 

For all recommendations, NICE expects that there is discussion with the 218 

patient about the risks and benefits of the interventions, and their values and 219 

preferences. This discussion aims to help them to reach a fully informed 220 

decision (see also ‘Patient-centred care’).  221 

Interventions that must (or must not) be used 222 

We usually use ‘must’ or ‘must not’ only if there is a legal duty to apply the 223 

recommendation. Occasionally we use ‘must’ (or ‘must not’) if the 224 

consequences of not following the recommendation could be extremely 225 

serious or potentially life threatening. 226 

Interventions that should (or should not) be used – a ‘strong’ 227 

recommendation 228 

We use ‘offer’ (and similar words such as ‘refer’ or ‘advise’) when we are 229 

confident that, for the vast majority of patients, an intervention will do more 230 

good than harm, and be cost effective. We use similar forms of words (for 231 

example, ‘Do not offer…’) when we are confident that an intervention will not 232 

be of benefit for most patients. 233 

Interventions that could be used 234 

We use ‘consider’ when we are confident that an intervention will do more 235 

good than harm for most patients, and be cost effective, but other options may 236 

be similarly cost effective. The choice of intervention, and whether or not to 237 

have the intervention at all, is more likely to depend on the patient’s values 238 
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and preferences than for a strong recommendation, and so the healthcare 239 

professional should spend more time considering and discussing the options 240 

with the patient. 241 

Recommendation wording in guideline updates 242 

NICE began using this approach to denote the strength of recommendations 243 

in guidelines that started development after publication of the 2009 version of 244 

‘The guidelines manual’ (January 2009). This does not apply to any 245 

recommendations shaded in grey and ending [2006] (see ‘Update information’ 246 

box below for details about how recommendations are labelled). In particular, 247 

for recommendations labelled [2006], the word ‘consider’ may not necessarily 248 

be used to denote the strength of the recommendation. 249 

 250 

  251 
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Update information 

This guidance is an update of NICE guideline 43 'Obesity' (published 2006) 

and will replace the clinical recommendations in it. 

Recommendations with an evidence review 

New recommendations have been added for the management of people who 

are overweight or obese. 

You are invited to comment on the new and updated recommendations in this 

guideline. These are marked as: 

 [new 2014] if the evidence has been reviewed and the recommendation 

has been added or updated 

 [2014] if the evidence has been reviewed but no change has been made to 

the recommended action.  

You are also invited to comment on recommendations that NICE proposes to 

delete from the 2006 guideline, because either the evidence has been 

reviewed and the recommendations have been updated, or NICE has updated 

other relevant guidance and has replaced the original recommendations. 

Appendix A sets out these recommendations and includes details of 

replacement recommendations. Where there is no replacement 

recommendation, an explanation for the proposed deletion is given.  

Recommendations without an evidence review 

NICE is piloting a new process for identifying and labelling changes to 

recommendations that have not undergone an evidence review as part of the 

update. In this guideline:  

  minor editorial changes that do not affect the content of the 

recommendation are not indicated in the text 

 the definition of an 'amended' recommendation has been expanded. 
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Please see the explanation below. 

Where recommendations are shaded in grey and end [2006], the evidence 

has not been reviewed since the original guideline. We will not be able to 

accept comments on these recommendations.  

Where recommendations are shaded in grey and end [2006, amended 2014], 

the evidence has not been reviewed but changes have been made to the 

recommendation wording that change the meaning (for example, because of 

equalities duties or a change in the availability of drugs, or incorporated 

guidance has been updated). Recommendations are also labelled [2006, 

amended 2014] if NICE has made editorial changes to the original wording to 

clarify the action to be taken. These changes are marked with yellow 

highlighting, and explanations of the reasons for the changes are given in 

appendix A for information. We will not routinely accept comments on these 

recommendations but will respond if particular concerns are raised around the 

proposed amendments. 

The original NICE guideline and supporting documents are available here.  

 252 

  253 

http://guidance.nice.org.uk/CG43
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1 Recommendations 254 

The following guidance is based on the best available evidence. The full 255 

guideline [hyperlink to be added for final publication] gives details of the 256 

methods and the evidence used to develop the guidance. 257 

http://guidance.nice.org.uk/CGXXX/Guidance
http://guidance.nice.org.uk/CGXXX/Guidance
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1.1 Generic principles of care 258 

Adults and children 259 

1.1.1 Offer regular, non-discriminatory long-term follow up by a trained 260 

professional. Ensure continuity of care in the multidisciplinary team 261 

through good record keeping. [2006] 262 

Adults 263 

1.1.2 Equip specialist settings for treating people who are severely obese 264 

with, for example, special seating and adequate weighing and 265 

monitoring equipment. Ensure hospitals have access to specialist 266 

equipment – such as larger scanners and beds – when providing 267 

general care for people who are severely obese. [2006] 268 

1.1.3 Discuss the choice of interventions for weight management with the 269 

person. The choice of intervention should be agreed with the 270 

person. [2006] 271 

1.1.4 Tailor the components of the planned weight management 272 

programme to the person’s preferences, initial fitness, health status 273 

and lifestyle. [2006] 274 

Children 275 

1.1.5 Coordinate the care of children and young people around their 276 

individual and family needs. Comply with national core standards 277 

as defined in A Call to Action on Obesity in England.1.[2006, 278 

amended 2014] 279 

1.1.6 Aim to create a supportive environment2 that helps a child who is 280 

overweight or who has obesity, and their family, make lifestyle 281 

changes. [2006, amended 2014] 282 

                                                 
1
 Recommendations on the management of overweight and obesity in children and young 

people can be found in ‘Managing overweight and obesity among children and young people: 
lifestyle weight management services’ (NICE public health guideline 47). 
2
 The GDG noted that ‘environment’ could include settings other than the home, for example, 

schools. 
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1.1.7 Make decisions about the care of a child who is overweight or has 283 

obesity (including assessment and agreeing goals and actions) 284 

together with the child and family. Tailor interventions to the needs 285 

and preferences of the child and the family. [2006] 286 

1.1.8 Ensure that interventions for children who are overweight or have 287 

obesity address lifestyle within the family and in social settings. 288 

[2006] 289 

1.1.9 Encourage parents (or carers) to take main responsibility for 290 

lifestyle changes in children who are overweight or obese, 291 

especially if they are younger than 12 years. Take into account the 292 

age and maturity of the child, and the preferences of the child and 293 

the parents. [2006] 294 

1.2 Identification and classification of overweight and 295 

obesity 296 

1.2.1 Use clinical judgement to decide when to measure a person’s 297 

height and weight. Opportunities include registration with a general 298 

practice, consultation for related conditions (such as type 2 299 

diabetes and cardiovascular disease) and other routine health 300 

checks. [2006] 301 

Measures of overweight and obesity 302 

1.2.2 Use body mass index (BMI) as a practical estimate of adiposity in 303 

adults. Interpret BMI with caution because it is not a direct measure 304 

of adiposity. [2006, amended 2014] 305 

1.2.3 Think about using waist circumference, in addition to BMI, in people 306 

with a BMI less than 35kg/m2.3 [2006, amended 2014] 307 

Children 308 

                                                 
3
 Further information on the use of BMI and waist circumference can be found in ‘BMI and 

waist circumference – black, Asian and minority ethnic groups’ (NICE public health guideline 
46). 
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1.2.4 Use BMI (adjusted for age and gender4) as a practical estimate of 309 

adiposity in children and young people. Interpret BMI with caution 310 

because it is not a direct measure of adiposity. [2006, amended 311 

2014] 312 

1.2.5 Waist circumference is not recommended as a routine measure. 313 

Use it to give additional information on the risk of developing other 314 

long-term health problems. [2006] 315 

Adults and children 316 

1.2.6 Do not use bioimpedance as a substitute for BMI as a measure of 317 

general adiposity. [2006] 318 

Classification of overweight and obesity 319 

Adults 320 

1.2.7 Define the degree of overweight or obesity in adults using the 321 

following table: 322 

Classification BMI (kg/m2) 

Healthy weight 18.5–24.9 

Overweight 25–29.9 

Obesity I 30–34.9 

Obesity II 35–39.9 

Obesity III 40 or more 

 323 

1.2.8 Interpret BMI with caution in highly muscular adults as it may be a 324 

less accurate measure of adiposity in this group. Some other 325 

population groups, such as Asians and older people, have 326 

comorbidity risk factors that are of concern at different BMIs (lower 327 

for Asian adults and higher for older people). Use clinical 328 

judgement when considering risk factors in these groups, even in 329 

people not classified as overweight or obese, using the 330 

classification in recommendation 1.2.7. [2006] 331 

                                                 
4
 Where available, BMI z-scores may be used to calculate BMI in children and young people 
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1.2.9 Base assessment of the health risks associated with being 332 

overweight or obese in adults on BMI and waist circumference as 333 

follows:  334 

[2006] 335 

1.2.10 Give adults information about their classification of clinical obesity 336 

and the impact this has on risk factors for developing other long-337 

term health problems. [2006] 338 

1.2.11 Base the level of intervention to discuss with the patient initially as 339 

follows: 340 

 341 

 342 

The level of intervention should be higher for patients with 343 

comorbidities (see section 1.3 for details), regardless of their waist 344 

BMI classification Waist circumference 

 Low High Very high 

Overweight No increased risk Increased risk High risk 

Obesity 1 Increased risk High risk Very high risk 

For men, waist circumference of less than 94 cm is low, 94–
102 cm is high and more than 102 cm is very high. 

For women, waist circumference of less than 80 cm is low, 80–
88 cm is high and more than 88 cm is very high 

 

BMI 
classification 

Waist circumference Comorbidities 
present 

 Low High Very high  

Overweight 1 2 2 3 

Obesity I 2 2 2 3 

Obesity II 3 3 3 4 

Obesity III 4 4 4 4 

1 General advice on healthy weight and lifestyle 

2 Diet and physical activity 

3 Diet and physical activity; consider drugs 

4 Diet and physical activity; consider drugs; consider surgery 
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circumference. Adjust the approach as needed, depending on the 345 

person’s clinical need and potential to benefit from losing weight. 346 

[2006] 347 

Children 348 

1.2.12 Relate BMI measurement in children and young people to the UK 349 

1990 BMI charts5 to give age- and gender-specific information.6 350 

[2006, amended 2014] 351 

1.2.13 Tailored clinical intervention should be considered for children with 352 

a BMI at or above the 91st centile, depending on the needs of the 353 

individual child and family. [2006] 354 

1.2.14 Assessment of comorbidity should be considered for children with a 355 

BMI at or above the 98th centile. [2006] 356 

 357 

1.3 Assessment 358 

Adults and children 359 

1.3.1 Make an initial assessment (see recommendations 1.3.6 and 360 

1.3.8), then use clinical judgement to investigate comorbidities and 361 

other factors to an appropriate level of detail, depending on the 362 

person, the timing of the assessment, the degree of overweight or 363 

obesity, and the results of previous assessments. [2006] 364 

1.3.2 Manage comorbidities when they are identified; do not wait until the 365 

person has lost weight. [2006] 366 

1.3.3 Offer people who are not yet ready to change the chance to return 367 

for further consultations when they are ready to discuss their weight 368 

                                                 
5
 The Guideline Development Group considered that there was a lack of evidence to support 

specific cut-offs in children. However, the recommended pragmatic indicators for action are 
the 91

st
 and 98

th
 centiles (overweight and obese, respectively). Since the 2006 guideline was 

published, more recent growth charts have become available – see Making a referral to a 
programme from healthcare services).  
6
 Where available, BMI z-scores may be used to calculate BMI in children and young people. 
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again and willing or able to make lifestyle changes. Give them 369 

information on the benefits of losing weight, healthy eating and 370 

increased physical activity. [2006] 371 

1.3.4 Recognise that surprise, anger, denial or disbelief about their 372 

health situation may diminish people’s ability or willingness to 373 

change. Stress that obesity is a clinical term with specific health 374 

implications, rather than a question of how people look; this may 375 

reduce any negative feelings. 376 

During the consultation: 377 

 Assess the person’s view of their weight and the diagnosis, and 378 

possible reasons for weight gain. 379 

 Explore eating patterns and physical activity levels. 380 

 Explore any beliefs about eating, physical activity and weight 381 

gain that are unhelpful if the person wants to lose weight. 382 

 Be aware that people from certain ethnic and socioeconomic 383 

backgrounds may be at greater risk of obesity, and may have 384 

different beliefs about what is a healthy weight and different 385 

attitudes towards weight management. 386 

 Find out what the person has already tried and how successful 387 

this has been, and what they learned from the experience. 388 

 Assess the person’s readiness to adopt changes. 389 

Assess the person’s confidence in making changes. [2006] 390 
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1.3.5 Give people and their families and/or carers information on the 391 

reasons for tests, how the tests are done, and their results and 392 

meaning. If necessary, offer another consultation to fully explore 393 

the options for treatment or discuss test results. [2006, amended 394 

2014] 395 

Adults 396 

1.3.6 Take measurements (see recommendations in section 1.2) to 397 

determine degree of overweight or obesity and discuss the 398 

implications of the person’s weight. Then, assess: 399 

 any presenting symptoms 400 

 any underlying causes of being overweight or obese 401 

 eating behaviours 402 

 any comorbidities (for example type 2 diabetes, hypertension, 403 

cardiovascular disease, osteoarthritis, dyslipidaemia and sleep 404 

apnoea) 405 

 any risk factors (assess using lipid profile preferably done when 406 

fasting, blood pressure measurement and HbA1c measurement) 407 

 the person’s lifestyle (diet and physical activity) 408 

 any psychosocial distress 409 

 any environmental, social and family factors, including family 410 

history of overweight and obesity and comorbidities 411 

 the person’s willingness and motivation to change lifestyle 412 

 the potential of weight loss to improve health  413 

 any psychological problems 414 

 any medical problems and medication 415 

 the role of family and paid carers in supporting individuals with 416 

learning disabilities to make lifestyle changes. [2006, amended 417 

2014] 418 
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1.3.7 Consider referral to tier 3 services7 if: 419 

 the underlying causes of being overweight or obese need to be 420 

assessed  421 

 the person has complex disease states and/or needs that cannot 422 

be managed adequately in tier 2 (for example, the additional 423 

support needs of people with learning disabilities) 424 

 conventional treatment has been unsuccessful 425 

 drug treatment is being considered for a person with a BMI more 426 

than 50 kg/m2 427 

 specialist interventions (such as a very-low-calorie diet) may be 428 

needed 429 

 surgery is being considered. [2006, amended 2014] 430 

Children 431 

1.3.8 Take measurements to determine degree of overweight or obesity 432 

and raise the issue of weight with the child and family, then assess: 433 

 presenting symptoms and underlying causes of being 434 

overweight or obese 435 

 willingness and motivation to change 436 

 comorbidities (such as hypertension, hyperinsulinaemia, 437 

dyslipidaemia, type 2 diabetes, psychosocial dysfunction and 438 

exacerbation of conditions such as asthma)  439 

 any risk factors (assess using lipid profile preferably done when 440 

fasting, blood pressure measurement and HbA1c measurement) 441 

 psychosocial distress, such as low self-esteem, teasing and 442 

bullying 443 

 family history of being overweight or obese and comorbidities 444 

 the child and family’s willingness and motivation to change 445 

lifestyle 446 

 lifestyle (diet and physical activity) 447 

                                                 
7
 For more information on tier 3 services, see NHS England’s report on Joined up clinical 

pathways for obesity. 

http://www.england.nhs.uk/wp-content/uploads/2014/03/owg-join-clinc-path.pdf
http://www.england.nhs.uk/wp-content/uploads/2014/03/owg-join-clinc-path.pdf
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 environmental, social and family factors that may contribute to 448 

being overweight or obese, and the success of treatment 449 

 growth and pubertal status 450 

 any medical problems and medication 451 

 the role of family and paid carers in supporting individuals with 452 

learning disabilities to make lifestyle changes. [2006, amended 453 

2014] 454 

1.3.9 Consider referral to an appropriate specialist for children who are 455 

overweight or obese and have significant comorbidities or complex 456 

needs (for example, learning disabilities or other additional support 457 

needs). [2006, amended 2014] 458 

1.3.10 In tier 3 services, assess associated comorbidities and possible 459 

causes for children and young people who are overweight or who 460 

have obesity. Use investigations such as: 461 

 blood pressure measurement 462 

 lipid profile, preferably while fasting 463 

 fasting insulin,  464 

 fasting glucose levels and oral glucose tolerance test 465 

 liver function 466 

 endocrine function. 467 

Interpret the results of any tests used in the context of how 468 

overweight or obese the child is, the child’s age, history of 469 

comorbidities, possible genetic causes and any family history of 470 

metabolic disease related to being overweight or obese. [2006, 471 

amended 2014]  472 

1.3.11 Make arrangements for transitional care for children and young 473 

people who are moving from paediatric to adult services. [2006] 474 

 475 
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1.4  Lifestyle interventions 476 

General 477 

Adults and children 478 

1.4.1 Multicomponent interventions are the treatment of choice. Ensure 479 

weight management programmes include behaviour change 480 

strategies (see recommendations 1.5.1–1.5.3) to increase people’s 481 

physical activity levels or decrease inactivity, improve eating 482 

behaviour and the quality of the person’s diet, and reduce energy 483 

intake.[2006] 484 

1.4.2 When choosing treatments, take into account: 485 

 the person's individual preference and social circumstance and 486 

the experience and outcome of previous treatments (including 487 

whether there were any barriers) 488 

 the person's level of risk, based on BMI and, where appropriate, 489 

waist circumference (see recommendations 1.2.9 and 1.2.11) 490 

 any comorbidities. [2006]  491 
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1.4.3 Document the results of any discussion. Keep a copy of the agreed 492 

goals and actions (ensure the person also does this), or put this in 493 

the person’s notes. [2006, amended 2014] 494 

1.4.4 Offer support depending on the person’s needs, and be responsive 495 

to changes over time. [2006] 496 

1.4.5 Ensure any healthcare professionals who deliver interventions for 497 

weight management have relevant competencies and have had 498 

specific training. [2006] 499 

1.4.6 Provide information in formats and languages that are suited to the 500 

person. Use everyday, jargon-free language and explain any 501 

technical terms when talking to the person and their family or 502 

carers. Take into account the person's:  503 

 age and stage of life 504 

 gender 505 

 cultural needs and sensitivities 506 

 ethnicity 507 

 social and economic circumstances 508 

 specific communication needs (for example because of learning 509 

disabilities, physical disabilities or cognitive impairments due to 510 

neurological conditions). [2006, amended 2014] 511 

1.4.7 Praise successes – however small – at every opportunity to 512 

encourage the person through the difficult process of changing 513 

established behaviour. [2006] 514 

1.4.8 Give people who are overweight or obese, and their families and/or 515 

carers, relevant information on:  516 

 being overweight and obesity in general, including related health 517 

risks 518 

 realistic targets for weight loss; for adults the targets are usually: 519 
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 maximum weekly weight loss of 0.5–1 kg8 520 

 aiming to lose 5–10% of original weight. 521 

 the distinction between losing weight and maintaining weight 522 

loss, and the importance of developing skills for both; advise 523 

them that the change from losing weight to maintenance typically 524 

happens after 6–9 months of treatment 525 

 realistic targets for outcomes other than weight loss, such as 526 

increased physical activity and healthier eating 527 

 diagnosis and treatment options 528 

 healthy eating in general9  529 

 medication and side effects 530 

 surgical treatments 531 

 self-care 532 

 voluntary organisations and support groups and how to contact 533 

them. 534 

Ensure there is adequate time in the consultation to provide 535 

information and answer questions. [2006, amended 2014] 536 

 537 

                                                 
8
 Based on the British Dietetic Association ‘Weight Wise’ Campaign 

(www.bdaweightwise.com). Greater rates of weight loss may be appropriate in some cases, 
but this should be undertaken only under expert supervision 
9
 Further information on healthy eating can be found on NHS Choices http://www.nhs.uk.  
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1.4.9 If a person (or their family or carers) does not feel this is the right 538 

time for them to take action, explain that advice and support will be 539 

available in the future whenever they need it. Provide contact 540 

details so that the person can get in touch when they are ready. 541 

[2006] 542 

Adults  543 

1.4.10 Encourage the person’s partner or spouse to support any weight 544 

management programme. [2006] 545 

1.4.11 Base the level of intensity of the intervention on the level of risk and 546 

the potential to gain health benefits (see recommendation 1.2.11). 547 

[2006] 548 

Children 549 

1.4.12 Be aware that the aim of weight management programmes for 550 

children and young people can vary. The focus may be on either 551 

weight maintenance or weight loss, depending on the person’s age 552 

and stage of growth. [2006] 553 

1.4.13 Encourage parents of children and young people who are 554 

overweight or obese to lose weight if they are also overweight or 555 

obese. [2006] 556 

1.5 Behavioural interventions 557 

Adults and children 558 

1.5.1 Deliver any behavioural intervention with the support of an 559 

appropriately trained professional. [2006] 560 

Adults  561 

1.5.2 Include the following strategies in behavioural interventions for 562 

adults, as appropriate: 563 

 self-monitoring of behaviour and progress 564 

 stimulus control 565 
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 goal setting 566 

 slowing rate of eating 567 

 ensuring social support 568 

 problem solving 569 

 assertiveness 570 

 cognitive restructuring (modifying thoughts) 571 

 reinforcement of changes 572 

 relapse prevention 573 

 strategies for dealing with weight regain. [2006] 574 

Children 575 

1.5.3 Include the following strategies in behavioural interventions for 576 

children, as appropriate: 577 

 stimulus control 578 

 self-monitoring 579 

 goal setting  580 

 rewards for reaching goals 581 

 problem solving. 582 

Give praise to successes and encourage parents to role-model 583 

desired behaviours. [2006] 584 

 585 
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1.6 Physical activity 586 

Adults 587 

1.6.1 Encourage adults to increase their level of physical activity even if 588 

they do not lose weight as a result, because of the other health 589 

benefits it can bring (for example, reduced risk of type 2 diabetes 590 

and cardiovascular disease). Encourage adults to do at least 30 591 

minutes of moderate or greater intensity physical activity on 5 or 592 

more days a week. The activity can be in 1 session or several 593 

sessions lasting 10 minutes or more. [2006] 594 

1.6.2 Advise that to prevent obesity, most people may need to do 45–60 595 

minutes of moderate-intensity activity a day, particularly if they do 596 

not reduce their energy intake. Advise people who have been 597 

obese and have lost weight that they may need to do 60–90 598 

minutes of activity a day to avoid regaining weight. [2006] 599 

1.6.3 Encourage adults to build up to the recommended activity levels for 600 

weight maintenance, using a managed approach with agreed 601 

goals.  602 

Recommend types of physical activity, including: 603 

 activities that can be incorporated into everyday life, such as 604 

brisk walking, gardening or cycling 605 

 supervised exercise programmes 606 

 other activities, such as swimming, aiming to walk a certain 607 

number of steps each day, or stair climbing. 608 
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Take into account the person's current physical fitness and ability 609 

for all activities. Encourage people to also reduce the amount of 610 

time they spend inactive, such as watching television, using a 611 

computer or playing video games. [2006] 612 

Children 613 

1.6.4 Encourage children and young people to increase their level of 614 

physical activity, even if they do not lose weight as a result, 615 

because of the other health benefits exercise can bring (for 616 

example, reduced risk of type 2 diabetes and cardiovascular 617 

disease). Encourage children to do at least 60 minutes of moderate 618 

or greater intensity physical activity each day. The activity can be in 619 

1 session or several sessions lasting 10 minutes or more. [2006] 620 

1.6.5 Be aware that children who are already overweight may need to do 621 

more than 60 minutes’ activity. [2006] 622 

1.6.6 Encourage children to reduce inactive behaviours, such as sitting 623 

and watching television, using a computer or playing video games. 624 

[2006] 625 

1.6.7 Give children the opportunity and support to do more exercise in 626 

their daily lives (for example, walking, cycling, using the stairs and 627 

active play). Make the choice of activity with the child, and ensure it 628 

is appropriate to the child’s ability and confidence. [2006] 629 

1.6.8 Give children the opportunity and support to do more regular, 630 

structured physical activity, (for example football, swimming or 631 

dancing). Make the choice of activity with the child, and ensure it is 632 

appropriate to the child’s ability and confidence. [2006] 633 

1.7 Dietary  634 

Adults and children 635 

1.7.1 Tailor dietary changes to food preferences and allow for a flexible 636 

and individual approach to reducing calorie intake. [2006] 637 
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1.7.2 Do not use unduly restrictive and nutritionally unbalanced diets, 638 

because they are ineffective in the long term and can be harmful. 639 

[2006] 640 

1.7.3 Encourage people to improve their diet even if they do not lose 641 

weight, because there can be other health benefits. [2006] 642 

Adults 643 

1.7.4 The main requirement of a dietary approach to weight loss is that 644 

total energy intake should be less than energy expenditure. [2006] 645 

1.7.5 Diets that have a 600 kcal/day deficit (that is, they contain 600 kcal 646 

less than the person needs to stay the same weight) or that reduce 647 

calories by lowering the fat content (low-fat diets), in combination 648 

with expert support and intensive follow up, are recommended for 649 

sustainable weight loss. [2006] 650 

1.7.6 Consider low-calorie diets (800–1600 kcal/day), but be aware these 651 

are less likely to be nutritionally complete. [2006, amended 2014]  652 

1.7.7 Do not routinely use very-low-calorie diets (800 kcal/day or less) to 653 

manage obesity (defined as BMI over 30). [new 2014] 654 

1.7.8 Only consider very-low-calorie diets, with ongoing support, as part 655 

of a multicomponent weight management strategy for a maximum 656 

of 12 weeks (continuously or intermittently) in people who are 657 

obese who have a clinically-assessed need to rapidly lose weight 658 

(for example, people who require joint replacement surgery or who 659 

are seeking fertility services). [new 2014] 660 

1.7.9 Before starting someone on a very-low-calorie diet as part of a 661 

multicomponent weight management strategy: 662 

 Consider counselling and assess for eating disorders or other 663 

psychopathology to make sure the diet is appropriate for them. 664 

 Discuss the risks and benefits with them. 665 
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 Tell them that this is not a long-term weight management 666 

strategy, and that regaining weight is likely and not because of 667 

their own or their clinician's failure. 668 

 Discuss the reintroduction of food with them. [new 2014] 669 
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1.7.10 Provide a long-term multicomponent strategy to help the person 670 

maintain their weight after the use of a very-low-calorie diet. (See 671 

recommendation 1.4.1). [new 2014] 672 

1.7.11 Encourage people to eat a balanced diet in the long term, 673 

consistent with other healthy eating advice. [2006 amended 2014] 674 

Children 675 

1.7.12 A dietary approach alone is not recommended. It is essential that 676 

any dietary recommendations are part of a multicomponent 677 

intervention. [2006] 678 

1.7.13 Any dietary changes should be age appropriate and consistent with 679 

healthy eating advice. [2006] 680 

1.7.14 For overweight and obese children and adolescents, total energy 681 

intake should be below their energy expenditure. Changes should 682 

be sustainable. [2006] 683 

1.8 Pharmacological interventions 684 

General 685 

Adults 686 

1.8.1 Consider pharmacological treatment only after dietary, exercise 687 

and behavioural approaches have been started and evaluated. 688 

[2006] 689 

1.8.2 Consider drug treatment for people who have not reached their 690 

target weight loss or have reached a plateau on dietary, activity and 691 

behavioural changes. [2006] 692 

1.8.3 Make the decision to start drug treatments after discussing the 693 

potential benefits and limitations with the person, including the 694 

mode of action, adverse effects and monitoring requirements, and 695 

the potential impact on the person’s motivation. Make 696 

arrangements for appropriate healthcare professionals to offer 697 
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information, support and counselling on additional diet, physical 698 

activity and behavioural strategies when drug treatment is 699 

prescribed. Provide information on patient support programmes. 700 

[2006] 701 

Children 702 

1.8.4 Drug treatment is not generally recommended for children younger 703 

than 12 years. [2006] 704 

1.8.5 In children younger than 12 years, drug treatment may be used 705 

only in exceptional circumstances, if severe comorbidities are 706 

present. Prescribing should be started and monitored only in 707 

specialist paediatric settings. [2006, amended 2014] 708 

1.8.6 In children aged 12 years and older, treatment with orlistat10 is 709 

recommended only if physical comorbidities (such as orthopaedic 710 

problems or sleep apnoea) or severe psychological comorbidities 711 

are present. Treatment should be started in a specialist paediatric 712 

setting, by multidisciplinary teams with experience of prescribing in 713 

this age group. [2006, amended 2014] 714 

1.8.7 Do not give orlistat to children for obesity unless prescribed by a 715 

multidisciplinary team with expertise in:  716 

 drug monitoring 717 

 psychological support 718 

 behavioural interventions 719 

 interventions to increase physical activity 720 

 interventions to improve diet. [2006, amended 2014] 721 

                                                 
10

 At the time of publication (October 2014), orlistat did not have a UK marketing authorisation 
for use in children for this indication. The prescriber should follow relevant professional 
guidance, taking full responsibility for the decision. Informed consent should be obtained and 
documented. See the General Medical Council's ‘Good practice in prescribing and managing 
medicines and devices’ for further information. 
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1.8.8 Drug treatment may be continued in primary care for example with 722 

a shared care protocol if local circumstances and/or licensing allow. 723 

[2006, amended 2014] 724 

1.9 Continued prescribing and withdrawal 725 

Adults and children 726 

1.9.1 Pharmacological treatment may be used to maintain weight loss 727 

rather than to continue to lose weight. [2006] 728 

1.9.2 If there is concern about micronutrient intake adequacy, a 729 

supplement providing the reference nutrient intake for all vitamins 730 

and minerals should be considered, particularly for vulnerable 731 

groups such as older people (who may be at risk of malnutrition) 732 

and young people (who need vitamins and minerals for growth and 733 

development). [2006] 734 

1.9.3 Offer support to help maintain weight loss to people whose drug 735 

treatment is being withdrawn; if they did not reach their target 736 

weight, their self-confidence and belief in their ability to make 737 

changes may be low. [2006] 738 

Adults 739 

1.9.4 Monitor the effect of drug treatment and reinforce lifestyle advice 740 

and adherence through regular review. [2006] 741 

1.9.5 Consider withdrawing drug treatment in people who have not 742 

reached weight loss targets (see recommendation 1.9.8 for details). 743 

[2006] 744 

1.9.6 Rates of weight loss may be slower in people with type 2 diabetes, 745 

so less strict goals than those for people without diabetes may be 746 

appropriate. Agree the goals with the person and review them 747 

regularly. [2006] 748 

  749 
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1.9.7 Only prescribe orlistat as part of an overall plan for managing 750 

obesity in adults who meet one of the following criteria: 751 

 a BMI of 28 kg/m2 or more with associated risk factors  752 

 a BMI of 30 kg/m2 or more. [2006]  753 

1.9.8 Continue orlistat therapy beyond 3 months only if the person has 754 

lost at least 5% of their initial body weight since starting drug 755 

treatment. (See also recommendation 1.9.6 for advice on targets 756 

for people with type 2 diabetes). [2006] 757 

1.9.9 Make the decision to use drug treatment for longer than 12 months 758 

(usually for weight maintenance) after discussing potential benefits 759 

and limitations with the person. [2006] 760 

1.9.10 The co-prescribing of orlistat with other drugs aimed at weight 761 

reduction is not recommended. [2006] 762 

Children 763 

1.9.11 If orlistat11 is prescribed for children, a 6–12-month trial is 764 

recommended, with regular review to assess effectiveness, 765 

adverse effects and adherence. [2006, amended 2014] 766 

1.10 Surgical interventions 767 

1.10.1 Bariatric surgery is a treatment option for people with obesity if all 768 

of the following criteria are fulfilled: 769 

 They have a BMI of 40 kg/m2 or more, or between 35 kg/m2 and 770 

40 kg/m2 and other significant disease (for example, type 2 771 

diabetes or high blood pressure) that could be improved if they 772 

lost weight. 773 

                                                 
11

 At the time of publication (October 2014), orlistat did not have a UK marketing authorisation 
for use in children for this indication. The prescriber should follow relevant professional 
guidance, taking full responsibility for the decision. Informed consent should be obtained and 
documented. See the General Medical Council's (Good practice in prescribing and managing 
medicines and devices | 1) for further information. 
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 All appropriate non-surgical measures have been tried but the 774 

person has not achieved or maintained adequate, clinically 775 

beneficial weight loss.  776 

 The person has been receiving or will receive intensive 777 

management in a tier 3 service12.  778 

 The person is generally fit for anaesthesia and surgery. 779 

 The person commits to the need for long-term follow up.  780 

See recommendations 1.10.12 and 1.10.13 for additional criteria to use when 781 

assessing children, and recommendation 1.10.7 for additional criteria for 782 

adults. [2006, amended 2014] 783 

1.10.2 The hospital specialist and/or bariatric surgeon should discuss the 784 

following with people who are severely obese if they are 785 

considering surgery to aid weight reduction: 786 

 the potential benefits  787 

 the longer-term implications of surgery 788 

 associated risks 789 

 complications 790 

 perioperative mortality. 791 

The discussion should also include the person's family, as 792 

appropriate. [2006] 793 

1.10.3 Choose the surgical intervention jointly with the person, taking into 794 

account: 795 

 the degree of obesity 796 

 comorbidities 797 

 the best available evidence on effectiveness and long-term 798 

effects 799 

 the facilities and equipment available 800 

                                                 
12

 For more information on tier 3 services, see NHS England’s report on Joined up clinical 
pathways for obesity. 

http://www.england.nhs.uk/wp-content/uploads/2014/03/owg-join-clinc-path.pdf
http://www.england.nhs.uk/wp-content/uploads/2014/03/owg-join-clinc-path.pdf
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 the experience of the surgeon who would perform the operation. 801 

[2006] 802 

1.10.4 Provide regular, specialist postoperative dietetic monitoring, 803 

including: 804 

 information on the appropriate diet for the bariatric procedure 805 

 monitoring of the person's micronutrient status  806 

 information on patient support groups 807 

 individualised nutritional supplementation, support and guidance 808 

to achieve long-term weight loss and weight maintenance. 809 

[2006] 810 

1.10.5 Arrange prospective audit so that the outcomes and complications 811 

of different procedures, the impact on quality of life and nutritional 812 

status, and the effect on comorbidities can be monitored in both the 813 

short and the long term.13 [2006, amended 2014] 814 

1.10.6 The surgeon in the multidisciplinary team should:  815 

 have had a relevant supervised training programme 816 

 have specialist experience in bariatric surgery 817 

 submit data for a national clinical audit scheme.14 [2006, 818 

amended 2014] 819 

Adults 820 

1.10.7 In addition to the criteria listed in 1.10.1, bariatric surgery is the 821 

option of choice (instead of lifestyle interventions or drug treatment) 822 

for adults with a BMI of more than 50 kg/m2 when other 823 

interventions have not been effective. [2006] 824 

1.10.8 Orlistat may be used to maintain or reduce weight before surgery 825 

for people who have been recommended surgery as a first-line 826 

                                                 
13

 The National Bariatric Surgery Registry is now available to conduct national audit for a 
number of agreed outcomes www.nbsr.co.uk 
14

 The National Bariatric Surgery Registry is now available to conduct national audit for a 
number of agreed outcomes www.nbsr.co.uk 
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option, if it is considered that the waiting time for surgery is 827 

excessive. [2006] 828 

1.10.9 Surgery for obesity should be undertaken only by a multidisciplinary 829 

team that can provide: 830 

 preoperative assessment, including a risk-benefit analysis that 831 

includes preventing complications of obesity, and specialist 832 

assessment for eating disorder(s) 833 

 information on the different procedures, including potential 834 

weight loss and associated risks 835 

 regular postoperative assessment, including specialist dietetic 836 

and surgical follow up (see 1.12.1) 837 

 management of comorbidities 838 

 psychological support before and after surgery 839 

 information on, or access to, plastic surgery (such as 840 

apronectomy) when appropriate 841 

 access to suitable equipment, including scales, theatre tables, 842 

Zimmer frames, commodes, hoists, bed frames, pressure-843 

relieving mattresses and seating suitable for people undergoing 844 

bariatric surgery, and staff trained to use them. [2006]  845 
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1.10.10 Carry out a comprehensive preoperative assessment of any 846 

psychological or clinical factors that may affect adherence to 847 

postoperative care requirements (such as changes to diet) before 848 

performing surgery. [2006] 849 

1.10.11 Revisional surgery (if the original operation has failed) should be 850 

undertaken only in specialist centres by surgeons with extensive 851 

experience because of the high rate of complications and increased 852 

mortality. [2006] 853 

Children 854 

1.10.12 Surgical intervention is not generally recommended in children or 855 

young people. [2006] 856 

1.10.13 Bariatric surgery may be considered for young people only in 857 

exceptional circumstances, and if they have achieved or nearly 858 

achieved physiological maturity. [2006] 859 

1.10.14 Surgery for obesity should be undertaken only by a multidisciplinary 860 

team that can provide paediatric expertise in:  861 

 preoperative assessment, including a risk-benefit analysis that 862 

includes preventing complications of obesity, and specialist 863 

assessment for eating disorder(s) 864 

 information on the different procedures, including potential 865 

weight loss and associated risks 866 

 regular postoperative assessment, including specialist dietetic 867 

and surgical follow up 868 

 management of comorbidities 869 

 psychological support before and after surgery 870 

 information on or access to plastic surgery (such as 871 

apronectomy) when appropriate 872 

 access to suitable equipment, including scales, theatre tables, 873 

Zimmer frames, commodes, hoists, bed frames, pressure-874 

relieving mattresses and seating suitable for children and young 875 
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people undergoing bariatric surgery, and staff trained to use 876 

them. [2006] 877 

1.10.15 Coordinate surgical care and follow up around the child or young 878 

person and their family’s needs. Comply with national core 879 

standards as defined in A Call to Action on Obesity in England. 880 

[2006, amended 2014] 881 

1.10.16 Ensure all young people have had a comprehensive psychological, 882 

educational, family and social assessment before undergoing 883 

bariatric surgery. [2006] 884 

1.10.17 Perform a full medical evaluation, including genetic screening or 885 

assessment before surgery to exclude rare, treatable causes of 886 

obesity. [2006] 887 

 888 
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1.11 Bariatric surgery for people with recent onset type 2 889 

diabetes 890 

1.11.1 Offer an assessment for bariatric surgery to people who have 891 

recent onset type 2 diabetes15 and who are obese (BMI of 35 and 892 

over). [new 2014] 893 

1.11.2 Consider an assessment for bariatric surgery in people who have 894 

recent onset type 2 diabetes15 with a BMI of 30–34.9. [new 2014] 895 

1.11.3 Consider assessing people who have recent-onset type 2 896 

diabetes15 and are of Asian family origin for bariatric surgery at a 897 

lower BMI (see recommendation 1.2.8). [new 2014] 898 

1.12 Follow-up care  899 

1.12.1 Offer people who have had bariatric surgery a follow-up care 900 

package for a minimum of 2 years within the bariatric service. This 901 

should include: 902 

 monitoring nutritional intake (including protein and vitamins) and 903 

mineral deficiencies 904 

 monitoring for comorbidities 905 

 medication review 906 

 dietary and nutritional assessment, advice and support 907 

 physical activity advice and support 908 

 psychological support tailored to the individual 909 

 information about support groups. [new 2014] 910 

                                                 
15

 The GDG considered that recent-onset type 2 diabetes would include those people whose 
diagnosis has been made within a 10-year time frame. 



DRAFT FOR CONSULTATION 

Obesity (update): NICE guideline DRAFT (July 2014) Page 43 of 70 

1.12.2 After discharge from bariatric surgery service follow-up, ensure that 911 

all people are offered at least annual monitoring of nutritional status 912 

and appropriate supplementation according to need following 913 

bariatric surgery, as part of a shared care model of chronic disease 914 

management. [new 2014] 915 

2 Research recommendations 916 

The Guideline Development Group has made the following recommendations 917 

for research, based on its review of evidence, to improve NICE guidance and 918 

patient care in the future.  919 

2.1 Post-operative care after bariatric surgery 920 

Do post-operative lifestyle intervention programmes (exercise, behavioural or 921 

dietary) improve weight loss and weight-loss maintenance following bariatric 922 

surgery? 923 

Why this is important 924 

Lifestyle interventions are targeted pre-operatively with formalised 925 

recommendations to prepare patients for surgery. In contrast, post-surgery 926 

there are no lifestyle intervention programmes to help patients adapt. Limited 927 

evidence suggests that exercise and behavioural input improve weight loss 928 

outcomes, but high quality research is needed to assess the impact of these 929 

interventions. 930 

2.2 Long-term outcomes of bariatric surgery on people 931 

with type 2 diabetes 932 

What is the long-term effect of bariatric surgery on diabetes-related 933 

complications and quality of life in people with type 2 diabetes compared with 934 

optimal medical treatment? 935 

Why this is important 936 

Short-term studies (1–2 years) show that patients with type 2 diabetes who 937 

undergo bariatric surgery lose more weight and have better blood glucose 938 

control than those treated with conventional diabetes management.  There are 939 
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no long-term data (that is, over 3 years) to show whether this results in 940 

reduced development of diabetes complications and improved quality of life 941 

compared with standard care.   942 

2.3 Bariatric surgery in children and young people  943 

What are the long-term outcomes of bariatric surgery in children and young 944 

people with obesity? 945 

Why this is important 946 

Monitoring of obesity comorbidities (respiratory problems, atherosclerosis, 947 

insulin resistance, type 2 diabetes, dyslipidaemia, fatty liver disease, 948 

psychological sequelae) in children and young people with obesity is limited 949 

because of the lack of dedicated tier 3/4 paediatric obesity services in the UK. 950 

Centralised collection of cohort data is lacking in the UK when compared with 951 

elsewhere in Europe (Flechtner-Mors 2013) and the USA (Must 2012). 952 

Current data on longer-term outcomes (>5 years) in young people undergoing 953 

bariatric surgery are also sparse (Lennerz 2014, Black 2013), demonstrating a 954 

need for research in this area. 955 

2.4 Obesity management for people with learning 956 

disabilities  957 

What is the best way to deliver obesity management interventions to people 958 

with particular conditions associated with increased risk of obesity (such as 959 

people with a learning disability or enduring mental health difficulties)? 960 

Why this is important 961 

People living with learning disabilities or mental health problems have been 962 

found to experience higher rates of obesity compared with people who do not 963 

have these conditions. 964 

It is estimated that around 23% of children with obesity have learning 965 

disabilities. Other studies report rates of learning disabilities in adults with 966 

obesity of around 50%.  967 
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Among adults with severe mental illness, the prevalence of obesity has been 968 

reported to be as high as 55%. Physical inactivity, unhealthy diets and weight 969 

gain from psychotropic medication are all factors that contribute to this. 970 

People with serious mental illness have mortality rates up to 3 times as high 971 

as the general population. The primary cause of death in these people is 972 

cardiovascular disease, which is strongly associated with the incidence of 973 

obesity.  974 

There is minimal evidence from controlled studies as to which obesity 975 

interventions are effective for people with learning disabilities or mental health 976 

difficulties. This lack of evidence contributes to the inequalities around 977 

outcomes and access to services as experienced by these people. 978 

2.5 Long-term effect of VLCDs on people with a BMI of 979 

40 kg/m2 or more 980 

What are the long-term effects of using very-low-calorie diets (VLCDs) versus 981 

low-calorie diets (LCDs) on weight and quality of life in patients with a BMI of 982 

40 kg/m2 or more, including the impact on weight cycling? 983 

Why this is important 984 

There was little information found in the literature search on the use of VLCDs 985 

in patients with a BMI above 40 kg/m2, although they are increasingly used in 986 

this group of patients. There was also a lack of data on quality of life. The 987 

Guideline Development Group was concerned about VLCDs potential 988 

encouraging disordered eating or weight cycling, which is detrimental to both 989 

physical and psychological health. It would also be useful to differentiate 990 

between liquid VLCDs and those VLCDs which incorporate solid food 991 

products to identify whether the liquid formulation or the energy reduction 992 

alone affected weight loss, quality of life, and subsequent disordered eating. 993 

 994 
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3 Other information 995 

3.1 Scope and how this guideline was developed 996 

NICE guidelines are developed in accordance with a scope that defines what 997 

the guideline will and will not cover. 998 

How this guideline was developed 

NICE commissioned the [National Collaborating Centre for [add full name] / 

National Clinical Guideline Centre] to develop this guideline. The Centre 

established a Guideline Development Group (see section 4), which reviewed 

the evidence and developed the recommendations.  

The methods and processes for developing NICE clinical guidelines are 

described in The guidelines manual. 

 999 

3.2 Related NICE guidance 1000 

Details are correct at the time of consultation on the guideline (July 2014). 1001 

Further information is available on the NICE website. 1002 

Published 1003 

General 1004 

 Patient experience in adult NHS services. NICE clinical guideline 138 1005 

(2012).  1006 

 Medicines adherence. NICE clinical guideline 76 (2009).  1007 

Condition-specific 1008 

 Managing overweight and obesity among children and young people. NICE 1009 

public health guideline 47 (2013). 1010 

 Assessing body mass index and waist circumference thresholds for 1011 

intervening to prevent ill health and premature death among adults from 1012 

black, Asian and other minority ethnic groups in the UK. NICE public health 1013 

guideline 46 (2013).  1014 

http://guidance.nice.org.uk/CG/Wave0/682/Scoping
http://www.nice.org.uk/aboutnice/howwework/developingniceclinicalguidelines/clinicalguidelinedevelopmentmethods/clinical_guideline_development_methods.jsp
http://www.nice.org.uk/
http://guidance.nice.org.uk/cg138
http://guidance.nice.org.uk/cg76
http://guidance.nice.org.uk/PH47
http://publications.nice.org.uk/assessing-body-mass-index-and-waist-circumference-thresholds-for-intervening-to-prevent-ill-health-ph46
http://publications.nice.org.uk/assessing-body-mass-index-and-waist-circumference-thresholds-for-intervening-to-prevent-ill-health-ph46
http://publications.nice.org.uk/assessing-body-mass-index-and-waist-circumference-thresholds-for-intervening-to-prevent-ill-health-ph46
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 Physical activity: brief advice for adults in primary care. NICE public health 1015 

guideline 44 (2013).  1016 

 Obesity: working with local communities. NICE public health guideline 42 1017 

(2012). 1018 

 Preventing type 2 diabetes: risk identification and interventions for 1019 

individuals at high risk. NICE public health guideline 38 (2012).  1020 

 Walking and cycling. NICE public health guideline 41 (2012). 1021 

 Laparoscopic gastric plication for the treatment of severe obesity. NICE 1022 

interventional procedure guideline 432 (2012).  1023 

 Preventing type 2 diabetes: population and community level interventions. 1024 

NICE public health guideline 35 (2011).  1025 

 Prevention of cardiovascular disease. NICE public health guideline 25 1026 

(2010). 1027 

 Weight management before, during and after pregnancy. NICE public 1028 

health guideline 27 (2010).  1029 

 Type 2 diabetes: the management of type 2 diabetes. NICE clinical 1030 

guideline 87 (2009) 1031 

 Four commonly used methods to increase physical activity. NICE public 1032 

health guideline 2 (2006).  1033 

 Maternal and child nutrition. NICE public health guideline 11 (2008).  1034 

 Eating disorders. NICE clinical guideline 9 (2004).  1035 

 Preoperative tests. NICE clinical guideline 3 (2003). 1036 

 Overweight and obese adults: lifestyle weight management services. NICE 1037 

public health guideline 53. 1038 

Under development 1039 

NICE is developing the following guidance (details available from the NICE 1040 

website): 1041 

 Maintaining a healthy weight and preventing excess weight gain among 1042 

children and adults. NICE public health guideline. Publication expected 1043 

March 2015. 1044 

1045 

http://guidance.nice.org.uk/PH44
http://guidance.nice.org.uk/PH42
http://guidance.nice.org.uk/PH38
http://guidance.nice.org.uk/PH38
http://guidance.nice.org.uk/PH41
http://publications.nice.org.uk/laparoscopic-gastric-plication-for-the-treatment-of-severe-obesity-ipg432
http://guidance.nice.org.uk/PH35
http://guidance.nice.org.uk/PH25
http://guidance.nice.org.uk/PH27
http://publications.nice.org.uk/type-2-diabetes-cg87
http://guidance.nice.org.uk/PH27
http://guidance.nice.org.uk/PH11
http://guidance.nice.org.uk/CG9
http://guidance.nice.org.uk/CG3
http://guidance.nice.org.uk/PH53
http://www.nice.org.uk/
http://www.nice.org.uk/


DRAFT FOR CONSULTATION 

Obesity (update): NICE guideline DRAFT (July 2014) Page 48 of 70 

4 The Guideline Development Group, National 1046 

Collaborating Centre and NICE project team 1047 

4.1 Guideline Development Group 1048 

The Guideline Development Group members listed are those for the 2014 1049 

update. For the composition of (the) previous Guideline Development 1050 

Group(s), see the full guideline. 1051 
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Foundation Trust 1064 
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Consultant Clinical Psychologist/Service Lead Live Life Better, Derbyshire 1066 

Community Health Services NHS Trust 1067 

Carly Hughes 1068 

GP Partner, Fakenham Medical Practice, Norfolk 1069 

Mary O'Kane 1070 

Consultant Dietitian (Adult Obesity) and Clinical Diabetic Manager, Leeds 1071 

Teaching Hospitals NHS Trust 1072 
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Clinical Lead for Tier 3 Specialist Weight Management Service and Chronic 1077 

Disease Management Service, Central London Community Health NHS Trust 1078 
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Trust 1081 

John Wilding 1082 
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Appendix A: Recommendations from NICE clinical 1121 

guideline 43 (2006) that have been deleted or changed 1122 

NICE is piloting a new process for identifying and labelling changes to 1123 

recommendations that have not undergone an evidence review as part of the 1124 

update. In this guideline:  1125 

  minor editorial changes that do not affect the content of the 1126 

recommendation are not indicated in the text 1127 

 the definition of an 'amended' recommendation has been expanded. 1128 

Recommendations to be deleted 1129 

The table shows recommendations from 2006 that NICE proposes deleting in 1130 

the 2014 update. The right-hand column gives the replacement 1131 

recommendation, or explains the reason for the deletion if there is no 1132 

replacement recommendation 1133 

Recommendation in 2006 guideline Comment 

All Public health recommendations 
in sections 1.1–1.7 of CG43 

NICE PH guidance has replaced 
the recommendations in section 
1.1 for adults in Overweight and 
obese adults – lifestyle weight 
management (PH53) and those 
recommendations in section 1.7 
will be replaced by the PH 
guidance Maintaining a healthy 
weight and preventing excess 
weight gain among children and 
adults currently in development 
(expected publication Feb 2015). 
Sections 1.2–1.6 will remain in 
CG43. 

If necessary, another consultation 

should be offered to fully explore the 

options for treatment or discuss test 

results. [1.2.3.6] 

Replaced by recommendation 1.3.5. 

Very-low-calorie diets (less than 1000 

kcal/day) may be used for a 

Replaced by recommendations 1.7.8 
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maximum of 12 weeks continuously, 

or intermittently with a low-calorie diet 

(for example for 2–4 days a week), by 

people who are obese and have 

reached a plateau in weight loss 

[1.2.4.32] 

and 1.7.9.  

Any diet of less than 600 kcal/day 

should be used only under clinical 

supervision.[1.2.4.33] 

Replaced by recommendations 1.7.8 

and 1.7.9. 

Prescribing should be in accordance 

with the drug’s summary of product 

characteristics.[1.2.5.4] 

Recommendation deleted as covered 

by standard NICE text in all clinical 

guideline introductions.  

Orlistat and sibutramine should be 

prescribed for young people only if 

the prescriber is willing to submit data 

to the proposed national registry on 

the use of these drugs in young 

people (see also Section 8).[1.2.5.9] 

Recommendation deleted as the 

Guideline Development Group were 

not aware that a registry of the use of 

drugs in young people was available 

or planned and that this was no 

longer a priority. 

Sibutramine should be prescribed 

only as part of an overall plan for 

managing obesity in adults who meet 

one of the following criteria: 

a BMI of 27.0kg/m2 or more and 

other obesity-related risk factors such 

as type 2 diabetes or dyslipidaemia 

a BMI of 30.0kg/m2 or more.[1.2.5.22] 

Recommendation deleted as 

marketing authorisation for 

sibutramine has been suspended. 

Sibutramine should not be prescribed 

unless there are adequate 

arrangements for monitoring both 

Recommendation deleted as 

marketing authorisation for 
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weight loss and adverse effects 

(specifically pulse and blood 

pressure). [1.2.5.23] 

sibutramine has been suspended. 

Therapy should be continued beyond 

3 months only if the person has lost at 

least 5% of their initial body weight 

since starting drug treatment. 

[1.2.5.24] 

Recommendation deleted as 

marketing authorisation for 

sibutramine has been suspended. 

Treatment is not currently 

recommended beyond the licensed 

duration of 12 months. [1.2.5.25] 

Recommendation deleted as 

marketing authorisation for 

sibutramine has been suspended. 

The co-prescribing of sibutramine 

with other drugs aimed at weight 

reduction is not recommended. 

[1.2.5.26] 

Recommendation deleted as 

marketing authorisation for 

sibutramine has been suspended. 

 1134 

Amended recommendation wording (change to meaning) 1135 

Recommendations are labelled [2006, amended 2014] if the evidence has 1136 

not been reviewed but changes have been made to the recommendation 1137 

wording (indicated by highlighted text) that change the meaning. 1138 

Recommendation in 
2006 guideline 

Recommendation in 
current guideline 

Reason for 
change 

The care of children and 

young people should be 

coordinated around their 

individual and family 

needs and should comply 

with national core 

standards as defined in 

the Children’s NSFs for 

Coordinate the care of 

children and young people 

around their individual and 

family needs. Comply with 

national core standards as 

defined in A Call to Action 

on Obesity in England. 

Updated to 

reflect NICE 

house style and 

to reflect 

changes to 

national core 

standards from 

National Service 
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England and Wales. [1.1.5] Frameworks to 

A Call To Action 

on Obesity in 

England. 

The overall aim should be 

to create a supportive 

environment that helps 

overweight or obese 

children and their families 

make lifestyle changes. 

Aim to create a supportive 

environment that helps a 

child who is overweight or 

who has obesity, and their 

family, make lifestyle 

changes.[1.1.6] 

Updated to 

reflect NICE 

house style. 

Footnote added 

to clarifying the 

settings which 

could constitute 

‘environment’. 

Body mass index (BMI) 

should be used as a 

measure of overweight in 

adults, but needs to be 

interpreted with caution 

because it is not a direct 

measure of adiposity. 

Use body mass index 

(BMI) as a practical 

estimate of adiposity in 

adults. Interpret BMI with 

caution because it is not a 

direct measure of 

adiposity.[1.2.2] 

Updated to 

reflect NICE 

house style and 

to reflect 

Guideline 

Development 

Group 

consensus that 

BMI is a 

practical 

estimate of 

adiposity, as 

opposed to 

overweight. 

Waist circumference may 

be used, in addition to 

BMI, in people with a BMI 

less than 35 kg/m2. 

Think about using waist 

circumference, in addition 

to BMI, in people with a 

BMI less than 

35kg/m2.[1.2.3]  

Updated to 

reflect NICE 

house style and 

to include a 

footnote on the 
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NICE public 

health guidance 

on waist 

circumference. 

BMI (adjusted for age and 

gender) is recommended 

as a practical estimate of 

overweight in children and 

young people, but needs 

to be interpreted with 

caution because it is not a 

direct measure of 

adiposity. 

Use BMI (adjusted for age 

and gender) as a practical 

estimate of adiposity in 

children and young 

people. Interpret BMI with 

caution because it is not a 

direct measure of 

adiposity.[1.2.4] 

Updated to 

reflect NICE 

house style and 

to reflect 

Guideline 

Development 

Group 

consensus that 

BMI is a 

practical 

estimate of 

adiposity, as 

opposed to 

overweight and 

to reflect 

addition of 

footnote 

providing further 

information on 

the use of z 

scores. 

BMI measurement in 

children and young people 

should be related to the 

UK 1990 BMI charts to 

give age- and gender-

specific information. 

Relate BMI measurement 

in children and young 

people to the UK 1990 

BMI charts to give age- 

and gender-specific 

information.[1.2.12] 

Updated to 

reflect NICE 

house style and 

to reflect 

addition of 

footnote 

providing further 
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information on 

the use of z-

scores. 

Patients and their families 

and/or carers should be 

given information on the 

reasons for tests, how the 

tests are performed and 

their results and meaning. 

Give people and their 

families and/or carers 

information on the reasons 

for tests, how the tests are 

done, and their results and 

meaning. If necessary, 

offer another consultation 

to fully explore the options 

for treatment or discuss 

test results.[1.3.5] 

Updated to 

reflect NICE 

house style and 

combined with 

recommendation 

1.2.3.6 from 

CG43. 

After appropriate 

measurements have been 

taken and the issues of 

weight raised with the 

person, an assessment 

should be done, covering:  

• presenting 

symptoms and underlying 

causes of overweight and 

obesity 

• eating behaviour 

• comorbidities (such 

as type 2 diabetes, 

hypertension, 

cardiovascular disease, 

osteoarthritis, 

dyslipidaemia and sleep 

Take measurements (see 

recommendations in 

section 1.2.) to determine 

degree of overweight or 

obesity and discuss the 

implications of the 

person’s weight. Then, 

assess: 

 any presenting 

symptoms 

 any underlying causes 

of being overweight or 

obese 

 eating behaviours 

 any comorbidities (for 

example type 2 

diabetes, hypertension, 

cardiovascular disease, 

Updated to 

reflect NICE 

house style and 

to reflect 

changing 

measurement of 

blood glucose to 

HBA1c. The 

recommendation 

was also edited 

to reflect the 

needs of people 

with learning 

disabilities. 
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apnoea) and risk factors, 

using the following tests – 

lipid profile, blood glucose 

(both preferably fasting) 

and blood pressure 

measurement 

• lifestyle – diet and 

physical activity 

• psychosocial 

distress and lifestyle, 

environmental, social and 

family factors – including 

family history of 

overweight and obesity 

and comorbidities 

• willingness and 

motivation to change  

• potential of weight 

loss to improve health  

• psychological 

problems 

• medical problems 

and medication. 

osteoarthritis, 

dyslipidaemia and sleep 

apnoea) 

 any risk factors (assess 

using lipid profile 

preferably done when 

fasting, blood pressure 

measurement and 

HbA1c measurement) 

 the person’s lifestyle 

(diet and physical 

activity) 

 any psychosocial 

distress 

 any environmental, 

social and family 

factors, including family 

history of overweight 

and obesity and 

comorbidities 

 the person’s willingness 

and motivation to 

change lifestyle 

 the potential of weight 

loss to improve health  

 any psychological 

problems 

 any medical problems 

and medication 

 the role of family and 

paid carers in 

supporting individuals 

with learning disabilities 
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to make lifestyle 

changes.[1.3.6] 

Referral to specialist care 

should be considered if:  

• the underlying 

causes of overweight and 

obesity need to be 

assessed  

• the person has 

complex disease states 

and/or needs that cannot 

be managed adequately in 

either primary or 

secondary care 

• conventional 

treatment has failed in 

primary or secondary care 

• drug therapy is 

being considered for a 

person with a BMI more 

than 50 kg/m2 

• specialist 

interventions (such as a 

very-low-calorie diet for 

extended periods) may be 

needed, or 

• surgery is being 

considered. 

Consider referral to tier 3 

services if: 

 the underlying causes 

of being overweight or 

obese need to be 

assessed  

 the person has complex 

disease states and/or 

needs that cannot be 

managed adequately in 

tier 2 (for example, the 

additional support 

needs of people with 

learning disabilities) 

 conventional treatment 

has been unsuccessful 

 drug treatment is being 

considered for a person 

with a BMI more than 

50 kg/m2 

 specialist interventions 

(such as a very-low-

calorie diet ) may be 

needed   

 surgery is being 

considered.[1.3.7] 

Updated to 

reflect NICE 

house style and 

to reflect service 

organisation 

changes to 

tiered services. 

Additions have 

also been made 

to reflect the 

needs of people 

with learning 

disabilities. Edits 

have been made 

to use more 

sensitive 

language and 

avoid the term 

failure 

After measurements have Take measurements to Updated to 



DRAFT FOR CONSULTATION 

Obesity (update): NICE guideline DRAFT (July 2014) Page 59 of 70 

been taken and the issue 

of weight raised with the 

child and family, an 

assessment should be 

done, covering:  

• presenting 

symptoms and underlying 

causes of overweight and 

obesity 

• willingness and 

motivation to change 

• comorbidities (such 

as hypertension, 

hyperinsulinaemia, 

dyslipidaemia, type 2 

diabetes, psychosocial 

dysfunction and 

exacerbation of conditions 

such as asthma) and risk 

factors 

• psychosocial 

distress, such as low self-

esteem, teasing and 

bullying 

• family history of 

overweight and obesity 

and comorbidities 

• lifestyle – diet and 

physical activity 

determine degree of 

overweight or obesity and 

raise the issue of weight 

with the child and family, 

then assess: 

 presenting symptoms 

and underlying causes 

of being overweight or 

obese 

 willingness and 

motivation to change 

 comorbidities (such as 

hypertension, 

hyperinsulinaemia, 

dyslipidaemia, type 2 

diabetes, psychosocial 

dysfunction and 

exacerbation of 

conditions such as 

asthma)  

 any risk factors (assess 

using lipid profile 

preferably done when 

fasting, blood pressure 

measurement and 

HbA1c measurement) 

 psychosocial distress, 

such as low self-

esteem, teasing and 

bullying 

 family history of being 

overweight or obese 

reflect NICE 

house style and 

to reflect 

changing 

measurement of 

blood glucose to 

HBA1c. The 

recommendation 

was also edited 

to include 

additional points 

of clinical 

relevance that 

were in the adult 

recommendation 

but missing from 

the children and 

young people 

recommendation 

by Guideline 

Development 

Group 

consensus. The 

recommendation 

was also edited 

to reflect the 

needs of people 

with learning 

disabilities. 
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• environmental, 

social and family factors 

that may contribute to 

overweight and obesity 

and the success of 

treatment 

• growth and pubertal 

status. 

and comorbidities 

 the child and family’s 

willingness and 

motivation to change 

lifestyle 

 lifestyle (diet and 

physical activity) 

 environmental, social 

and family factors that 

may contribute to being 

overweight or obese, 

and the success of 

treatment 

 growth and pubertal 

status. 

 Any medical problems 

and medication 

 The role of family and 

paid carers in 

supporting individuals 

with learning disabilities 

to make lifestyle 

changes. [1.3.8] 

Referral to an appropriate 

specialist should be 

considered for children 

who are overweight or 

obese and have significant 

comorbidity or complex 

needs (for example, 

learning or educational 

difficulties). 

Consider referral to an 

appropriate specialist for 

children who are 

overweight or obese and 

have significant 

comorbidities or complex 

needs (for example, 

learning disabilities or 

other additional support 

Updated to 

reflect NICE 

house style and 

edit the 

language related 

to the learning 

disabilities 

population. 
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needs.[1.3.9] 

In secondary care, the 

assessment of overweight 

and/or obese children and 

young people should 

include assessment of 

associated comorbidities 

and possible aetiology, 

and investigations such 

as: 

• blood pressure 

measurement 

• fasting lipid profile 

• fasting insulin and 

glucose levels 

• liver function 

• endocrine function.  

These tests need to be 

performed, and results 

interpreted, in the context 

of the degree of 

overweight and obesity, 

the child’s age, history of 

comorbidities, possible 

genetic causes and any 

family history of metabolic 

disease related to 

overweight and obesity. 

In tier 3 services, assess 

associated comorbidities 

and possible causes for 

children and young people 

who are overweight or who 

have obesity. Use 

investigations such as: 

 blood pressure 

measurement 

 lipid profile, preferably 

while fasting 

 fasting insulin,  

 fasting glucose levels 

and oral glucose 

tolerance test 

 liver function 

 endocrine function. 

Interpret the results of any 

tests used in the context of 

how overweight or obese 

the child is, the child’s age, 

history of comorbidities, 

possible genetic causes 

and any family history of 

metabolic disease related 

to being overweight or 

obese. [1.3.10] 

Updated to 

reflect NICE 

house style, to 

reflect changing 

service 

organisation to 

tiered services. 
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The results of the 

discussion should be 

documented, and a copy 

of the agreed goals and 

actions should be kept by 

the person and the 

healthcare professional or 

put in the notes as 

appropriate. Healthcare 

professionals should tailor 

support to meet the 

person’s needs over the 

long term. 

Document the results of 

any discussion. Keep a 

copy of the agreed goals 

and actions (ensure the 

person also does this), or 

put this in the person’s 

notes.[1.4.3] 

Updated to 

reflect NICE 

house style and 

to remove 

overlap with 

recommendation 

1.2.4.4 of CG43. 

Information should be 

provided in formats and 

languages that are suited 

to the person. When 

talking to patients and 

carers, healthcare 

professionals should use 

everyday, jargon-free 

language and explain any 

technical terms. 

Consideration should be 

given to the person’s:  

• age and stage of 

life 

• gender 

• cultural needs and 

sensitivities 

Provide information in 

formats and languages 

that are suited to the 

person. Use everyday, 

jargon-free language and 

explain any technical 

terms when talking to the 

person and their family or 

carers. Take into account 

the person's:  

 age and stage of life 

 gender 

 cultural needs and 

sensitivities 

 ethnicity 

 social and economic 

circumstances 

 specific communication 

needs (for example 

Updated to 

reflect NICE 

house style and 

to edit the 

language related 

to the learning 

disabilities 

population 



DRAFT FOR CONSULTATION 

Obesity (update): NICE guideline DRAFT (July 2014) Page 63 of 70 

• ethnicity 

• social and 

economic circumstances 

• physical and mental 

disabilities. 

because of learning 

disabilities, physical 

disabilities or cognitive 

impairments due to 

neurological conditions. 

[1.4.6] 

People who are 

overweight or obese, and 

their families and/or 

carers, should be given 

relevant information on:  

• overweight and 

obesity in general, 

including related health 

risks 

• realistic targets for 

weight loss; for adults the 

targets are usually 

- maximum weekly 

weight loss of 0.5–1 kg  

- aim to lose 5–10% 

of original weight 

• the distinction 

between losing weight and 

maintaining weight loss, 

and the importance of 

developing skills for both; 

the change from losing 

weight to maintenance 

typically happens after 6–9 

Give people who are 

overweight or obese, and 

their families and/or 

carers, relevant 

information on:  

 being overweight and 

obesity in general, 

including related health 

risks 

 realistic targets for 

weight loss; for adults 

the targets are usually: 

- maximum weekly 

weight loss of 0.5–1 

kg  

- aiming to lose 5–

10% of original 

weight. 

 the distinction between 

losing weight and 

maintaining weight loss, 

and the importance of 

developing skills for 

both; advise them that 

the change from losing 

weight to maintenance 

Updated to 

reflect NICE 

house style and 

to include an up 

to date footnote 

cross referring 

to the ‘Weight 

Wise’ campaign. 

In place of 

Appendix D, a 

footnote has 

been added to 

cross refer to 

the NHS 

Choices:  

Healthy Eating 

website 
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months of treatment 

• realistic targets for 

outcomes other than 

weight loss, such as 

increased physical activity, 

healthier eating 

• diagnosis and 

treatment options 

• healthy eating in 

general (see appendix D) 

• medication and side 

effects 

• surgical treatments 

• self care 

• voluntary 

organisations and support 

groups and how to contact 

them. 

There should be adequate 

time in the consultation to 

provide information and 

answer questions. 

typically happens after 

6–9 months of 

treatment 

 realistic targets for 

outcomes other than 

weight loss, such as 

increased physical 

activity and healthier 

eating 

 diagnosis and treatment 

options 

 healthy eating in 

general  

 medication and side 

effects 

 surgical treatments 

 self-care 

 voluntary organisations 

and support groups and 

how to contact them. 

Ensure there is adequate 

time in the consultation to 

provide information and 

answer questions.[1.4.8] 

Low-calorie diets (1000–

1600 kcal/day) may also 

be considered, but are 

less likely to be 

nutritionally complete 

Consider low-calorie diets 

(800–1600 kcal/day), but 

be aware these are less 

likely to be nutritionally 

complete.[1.7.6] 

Updated to 

reflect NICE 

house style. 

Definition of low 

calorie diet 

amended to 
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reflect changes 

to definition of a 

very-low-calorie 

diet by Guideline 

Development 

Group 

consensus and 

review of 

evidence. 

 

In the longer term, people 

should move towards 

eating a balanced diet, 

consistent with other 

healthy eating advice 

 

 

Encourage people to eat a 

balanced diet in the long 

term, consistent with other 

healthy eating 

advice.[1.7.11] 

Updated to 

NICE house 

style and 

addition of a 

footnote referral 

to NHS Choices 

Healthy Eating 

website 

In children younger than 

12 years, drug treatment 

may be used only in 

exceptional 

circumstances, if severe 

life-threatening 

comorbidities (such as 

sleep apnoea or raised 

intracranial pressure) are 

present. Prescribing 

should be started and 

monitored only in 

specialist paediatric 

In children younger than 

12 years, drug treatment 

may be used only in 

exceptional 

circumstances, if severe 

comorbidities are present. 

Prescribing should be 

started and monitored only 

in specialist paediatric 

settings. [1.8.5] 

 

Removal of life 

threatening and 

examples of 

severe life 

threatening 

comorbidities 

deleted as 

considered by 

the Guideline 

Development 

Group to be 

unhelpful in 

clinical practice. 
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settings 

In children aged 12 years 

and older, treatment with 

orlistat or sibutramine is 

recommended only if 

physical comorbidities 

(such as orthopaedic 

problems or sleep apnoea) 

or severe psychological 

comorbidities are present. 

Treatment should be 

started in a specialist 

paediatric setting, by 

multidisciplinary teams 

with experience of 

prescribing in this age 

group. 

In children aged 12 years 

and older, treatment with 

orlistat is recommended 

only if physical 

comorbidities (such as 

orthopaedic problems or 

sleep apnoea) or severe 

psychological 

comorbidities are present. 

Treatment should be 

started in a specialist 

paediatric setting, by 

multidisciplinary teams 

with experience of 

prescribing in this age 

group.[1.8.6] 

Remove 

reference to 

sibutramine as 

marketing 

authorisation 

has been 

suspended. 

Orlistat or sibutramine 

should be prescribed for 

obesity in children only by 

a multidisciplinary team 

with expertise in:  

• drug monitoring 

• psychological 

support 

• behavioural 

interventions 

• interventions to 

increase physical activity 

Do not give orlistat to 

children for obesity unless 

prescribed by a 

multidisciplinary team with 

expertise in:  

 drug monitoring 

 psychological support 

 behavioural 

interventions 

 interventions to 

increase physical 

activity 

 interventions to improve 

diet. [1.8.7] 

Update to NICE 

house style and 

removal of 

reference to 

sibutramine as 

marketing 

authorisation 

has been 

suspended. 
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• interventions to 

improve diet. 

After drug treatment has 

been started in specialist 

care, it may be continued 

in primary care if local 

circumstances and/or 

licensing allow 

Drug treatment may be 

continued in primary care 

for example with a shared 

care protocol if local 

circumstances and/or 

licensing allow. [1.8.8] 

Update to reflect 

NICE house 

style. Also 

added reference 

to the use of a 

shared care 

protocol to 

support 

prescribing 

decisions 

between 

specialist 

services and 

primary care in 

line with current 

practice to 

ensure safe 

prescribing. 

If orlistat or sibutramine is 

prescribed for children, a 

6–12-month trial is 

recommended, with 

regular review to assess 

effectiveness, adverse 

effects and adherence. 

If orlistat is prescribed for 

children, a 6 to 12-month 

trial is recommended, with 

regular review to assess 

effectiveness, adverse 

effects and adherence. 

[1.9.7]  

Removal of 

sibutramine and 

to include 

footnote 

highlighting that 

the use of 

orlistat in 

children and 

young people is 

outside its 

marketing 
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authorisation. 

Bariatric surgery is 

recommended as a 

treatment option for people 

with obesity if all of the 

following criteria are 

fulfilled: 

• they have a BMI of 

40 kg/m2 or more, or 

between 35 kg/m2 and 40 

kg/m2 and other significant 

disease (for example, type 

2 diabetes or high blood 

pressure) that could be 

improved if they lost 

weight 

• all appropriate non-

surgical measures have 

been tried but have failed 

to achieve or maintain 

adequate, clinically 

beneficial weight loss for 

at least 6 months  

• the person has 

been receiving or will 

receive intensive 

management in a 

specialist obesity service  

• the person is 

generally fit for 

Bariatric surgery is a 

treatment option for people 

with obesity if all of the 

following criteria are 

fulfilled: 

 They have a BMI of 40 

kg/m2 or more, or 

between 35 kg/m2 and 

40 kg/m2 and other 

significant disease (for 

example, type 2 

diabetes or high blood 

pressure) that could be 

improved if they lost 

weight. 

 All appropriate non-

surgical measures have 

been tried but the 

person has not 

achieved or maintained 

adequate, clinically 

beneficial weight loss.  

 The person has been 

receiving or will receive 

intensive management 

in a tier 3 service.  

 The person is generally 

fit for anaesthesia and 

surgery. 

 The person commits to 

the need for long-term 

Update to NICE 

house style and 

edits have been 

made to use 

more sensitive 

language and 

avoid the term 

‘failure’. 
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anaesthesia and surgery  

• the person commits 

to the need for long-term 

follow-up.  

See recommendations 

1.7.6.12 and 1.7.6.13 for 

additional criteria to use 

when assessing children, 

and recommendation 

1.7.6.7 for additional 

criteria for adults. 

follow-up. 

See recommendations 

1.10.12 and 1.10.13 for 

additional criteria to use 

when assessing children, 

and recommendation 

1.10.7 for additional 

criteria for adults. [1.10.1] 

 

Arrangements for 

prospective audit should 

be made, so that the 

outcomes and 

complications of different 

procedures, the impact on 

quality of life and 

nutritional status, and the 

effect on comorbidities can 

be monitored in both the 

short and the long term. 

Arrange prospective audit 

so that the outcomes and 

complications of different 

procedures, the impact on 

quality of life and 

nutritional status, and the 

effect on comorbidities can 

be monitored in both the 

short and the long term. 

[1.10.5] 

Updated to 

reflect NICE 

house style and 

include a 

footnote cross 

referring to the 

National 

Bariatric Surgery 

Register. 

The surgeon in the 

multidisciplinary team 

should:  

• have undertaken a 

relevant supervised 

training programme 

• have specialist 

experience in bariatric 

The surgeon in the 

multidisciplinary team 

should:  

 have had a relevant 

supervised training 

programme 

 have specialist 

experience in bariatric 

Updated to 

reflect NICE 

house style and 

include a 

footnote cross 

referring to the 

National 

Bariatric Surgery 
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surgery 

• be willing to submit 

data for a national clinical 

audit scheme 

surgery 

 submit data for a 

national clinical audit 

scheme.[1.10.6] 

Register. 

Surgical care and follow-

up should be coordinated 

around the young person 

and their family’s needs 

and should comply with 

national core standards as 

defined in the Children’s 

NSFs for England and 

Wales. 

Coordinate surgical care 

and follow up around the 

child or young person and 

their family’s needs. 

Comply with national core 

standards as defined in A 

Call to Action on Obesity 

in England. [1.10.15] 

Updated to  

reflect NICE 

house style and 

to reflect 

changes to 

national core 

standards from 

National Service 

Frameworks to 

A Call To Action 

on Obesity in 

England  
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