Appendix A1: Summary of evidence from surveillance
2018 surveillance of BMI: preventing ill health and premature death in black, Asian and other minority ethnic
groups (2013) NICE guideline PH46
Summary of evidence from surveillance
Studies identified in searches are summarised from the information presented in their abstracts.
Feedback from topic experts who advised us on the approach to this surveillance review, and from stakeholders following public consultation, was considered
alongside the evidence to reach a final decision on the need to update each section of the guideline.

Summary of new evidence from 2018 year
surveillance

Intelligence gathering

Impact

Recommendation 1 Preventing type 2 diabetes

Body mass index (BMI) to detect diabetes
risk
South Asian populations
Three observational studies reported the BMI cutoff points to detect diabetes risk in South Asian
residents living in the UK. For the equivalent
30kg/m2 BMI of a white population, 2 studies(1,2)
reported the optimal cut-off at 25kg/m2 whilst 1

Feedback from topic experts suggested that BMI
cut-off points indicated in the recommendations
may require updating to be in line with recent
studies. It was suggested that the cut-off points
should be lower for Asian populations.
Feedback indicated that there appears to be very
little research evidence in black African
populations.
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BMI
The current guideline recommendations advise on
the use of lower BMI thresholds for South Asian
and Chinese populations compared to the
equivalent diabetes risk thresholds in white
populations. For Asians, a BMI of 23-27.5kg/m2
would indicate increased risk and a BMI higher than
27.5kg/m2 indicates high risk.
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study(3) found a lower cut-off at 22kg/m2 for South
Asian populations.

Topic experts commented that sub-group
differences may exist within the Asian category and
that these sub-groups should be considered
The ADDITION-Leicester study(1) also reported the
individually. This would support interventions being
equivalent BMI cut-off for an indigenous population
targeted appropriately and effectively.
in India at 18kg/m2.
During consultation, several comments suggested
A cross-sectional study(4) in an Indian population
that the proposal to merge the guidelines would be
determined the optimal BMI cut-off points for
2
2
overweight at 21.87kg/m and obese at 24.33kg/m . pragmatic, practical and would save practitioner
time. Comments suggested that the proposed
Three observational studies(5–7) reported the BMI
merge into a main obesity guideline would give
cut-off points to detect diabetes risk in South Asian
more impact and create widespread awareness of
residents living in the United States. They
the recommendations for black, Asian and other
concluded that a BMI in the range of 23kg/m 2 to
minority ethnic groups.
25kg/m2 in this population indicates an increased
risk of type 2 diabetes compared with the higher
Stakeholders also commented that the proposed
European cut-off equivalents. However, the Asian
merge of guidelines should ensure that all the
thresholds also reported a high rate of false
information from NICE guideline PH46 continues to
positives. They also found that lowering the BMI
be included. Comments suggested that
cut-off to 23kg/m2 increased the sensitivity,
consideration should be given to highlight the
however, it also decreased the specificity.
tailored assessment and interventions specific for
An observational study(8) in a Bangladeshi
population reported the optimal BMI cut-off points
associated with increased risk of diabetes at
21.2kg/m2 for men and 21.8kg/m2 for women.
A cross-sectional study(9) was conducted to
determine the optimal BMI cut-off points for
overweight and obese categories in Creole and
Indian populations living in Mauritius. The optimal
BMI cut-off points for Creole men were 24kg/m2 for
overweight and 29.5kg/m 2 for obese, however,
these were found to be 2-4 units lower for Creole

this population when recommendations are
incorporated into NICE guideline CG189.
Several stakeholders commented that men,
children and young people, and subgroups within
black, Asian and other minority ethnic populations
should not be generalised when using thresholds.
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The new evidence supports the recommendations
on BMI cut-off points for South Asian and Chinese
populations to be lower than the equivalent for a
white population. There is some evidence and topic
expert feedback to indicate that the Asian BMI
thresholds could be further lowered to detect
diabetes risk. However, the statistical accuracy of
the lower thresholds was not always reported in the
study abstracts. There are also reports of high rates
of false positives and decreased specificity for the
lower thresholds.
Most of the studies do not appear to show a
discernible difference in BMI thresholds between
men and women or between individual countries
from these regions.
For a black population in the UK, the BMI cut-off
points were found to be closer to the white
European thresholds. However, these were also
found to be 1-2 units lower. This new evidence
supports the guideline recommendations which
advise on the use of the lower Asian thresholds for
a black population. Although, only 2 studies
provided data for this population which supports the
topic expert’s view that there is very little evidence
for a black population.
There is also insufficient evidence to detect any
generational differences in BMI thresholds for
minority ethnic groups.
The new evidence on BMI thresholds to detect
diabetes risk seems generally in line with current

2 of 24

women. It was found that the cut-off points were
lower for Indian men at 21kg/m 2 (overweight) and
26kg/m2 (obese) and also for Indian women at
22kg/m2 (overweight) and 27kg/m 2 (obese).
The American Diabetes Association report(10)
contains references to a lower BMI cut-off for Asian
populations and is consistent with the 23kg/m 2 as
advised in the current recommendations.
Chinese populations
A cohort study(3) was conducted to detect diabetes
risk in Chinese residents living in the UK. For the
equivalent 30kg/m 2 BMI of a white population,
optimal cut-offs were found at 24kg/m 2 for Chinese
women and 26kg/m2 for Chinese male populations.
A cross-sectional study(11) in Chinese pulmonary
tuberculosis patients found BMI cut-off points at
22.22kg/m2 to screen for impaired fasting glucose
and 22.34kg/m2 to screen for diabetes. However,
the study concluded that the accuracy of BMI to
predict either condition was not sufficient.
A cross-sectional study(12) was conducted to
determine the optimal BMI cut-off points for a
Chinese population equivalent to the overweight
(25kg/m2) and obese (30kg/m2) thresholds of white
Americans. The overweight cut-off was found at
22.5kg/m2 in men and 22.8kg/m2 in women. The
obese cut-off was found at 25.9kg/m 2 in men and
26.6kg/m2 in women.
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recommendations to use lower thresholds.
Although there is some variation in the reported
optimal cut-off points, the evidence is insufficient in
volume and accuracy to warrant a change to
current recommendations.

Waist circumference
The current guideline recommendations advise on
the use of lower WC thresholds (90cm for men) for
South Asian and Chinese male populations
compared to the equivalent diabetes risk thresholds
in white populations (94cm for men). The
thresholds (80cm) for females from South Asian
and Chinese populations is recommended in the
guideline to remain the same as that for white
Europeans (also 80cm). The recommendations
also advise to use European thresholds for black
populations.
The new evidence provides a varied range of WC
thresholds for both men and women from black and
Asian backgrounds. The general trend seems to
indicate optimal WC cut-offs for these populations
to be below those recommended in the guideline
for white Europeans.
This evidence is generally consistent with the
current guideline recommendations for an Asian
population. However, this evidence is inconsistent
with guideline recommendations for a black
population. The evidence indicates that a black
population has an optimal WC threshold lower than
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Black African and Caribbean populations
Two cohort studies reported the BMI cut-off points
to detect diabetes risk in African and Caribbean
populations living in the UK. For the equivalent
30kg/m2 BMI of a white population, optimal cut-offs
were found at 26kg/m 2 in 1 study(3) and 27.2kg/m 2
in the other study(2) for a black population.

Waist circumference (WC) to detect
diabetes risk
South Asian populations
Three observational studies reported the WC cutoff points to detect diabetes risk in South Asian
residents living in the UK. For the equivalent 102cm
WC of a white male population, 2 studies(1,2)
reported the optimal cut-off at 90cm whilst 1
study(3) found a lower cut-off at 79cm for South
Asian populations. For the equivalent 88cm WC of
a white female population, the studies reported
optimal cut-offs at 77cm(1), 84cm(2) and 70cm(3).
The ADDITION-Leicester study(1) also reported the
equivalent WC cut-off for an indigenous population
in India at 87cm for men and 54cm for women.
A cross-sectional study(6) in Filipino-American
women found that the use of the Asian WC (80cm)
cut-off detected an increased number of
hypertension and diabetes cases compared with
the European cut-off equivalent. However, the
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those of Europeans. Although, with only 2 studies
reporting data for a black population further
evidence would be required to verify the accuracy
of the results.
Using BMI and/or waist circumference as a
measure to detect the risk of long-term health
problems is currently covered in NICE guideline
CG189. There is an overlap in recommendations
across NICE guidelines CG189 and PH46. It is
proposed that NICE guideline PH46 is withdrawn
and the recommendations are incorporated into
NICE guideline CG189. The surveillance review
proposal includes a decision to ensure that no
information is lost from NICE guideline PH46 when
the guideline is withdrawn.
Stakeholders commented that thresholds for
adiposity measures should not be generalised
across population demographics. The current
recommendations already contain separate
thresholds for these demographic categories and
the proposed merge of guidelines includes the
decision to maintain these. Also, during the update
of NICE guideline CG189, evidence for separate
thresholds for children and young people from
black, Asian and other minority ethnic populations
to have specific recommendations will be
considered.
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Asian threshold also reported a high rate of false
positives.
An observational study(8) reported the optimal WC
cut-off point associated with increased risk of
diabetes in Bangladeshi men and women at 82cm.
Chinese populations
A cohort study(3) was conducted to detect diabetes
risk in Chinese residents living in the UK. For the
equivalent 88cm WC of a white female population,
optimal cut-offs were found at 74cm for a Chinese
population. For the equivalent 102cm WC of a
white male population, optimal cut-offs were found
at 88cm for a Chinese population.
A cohort study(13) to detect diabetes risk in a
Chinese population found optimal WC cut-off points
at 90cm for men and 86cm for women.
Black African and Caribbean populations
Two cohort studies reported the optimal WC cut-off
points to detect diabetes risk in black residents
living in the UK. For the equivalent 88cm WC of a
white female population, optimal cut-offs were
found at 79cm in one study(3) and 81.2cm in the
other study(2) for a black population. For the
equivalent 102cm WC of a white male population,
optimal cut-offs were found at 88cm in one study(3)
and 90.6 in the other study(2) for a black
population.
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Recommendation 2 BMI assessment, multi-component interventions and best practice standards
None.

Topic experts questioned the implementation of the Topic experts questioned the implementation of the
recommendations in clinical practice and whether
recommendations, however, data is not available to
services were set up to follow through on cases
determine the level of uptake of this guideline.
where increased risk had been identified.
Topic experts also highlighted the lack of evidence
Feedback indicated that there appears to be very
relating to other characteristics. The new evidence
little data collected on some of the other protected found during surveillance of NICE guideline PH46
characteristics such as age and socioeconomic
supports the view that studies have not addressed
factors.
the potential associations between risk factors
beyond ethnicity.
Topic experts suggested that active case finding
should be recommended to detect obesity in black, There are also ongoing studies, the results of which
Asian and other minority ethnic populations.
will be considered when results publish as they
relate to recommendation 2 and research
During consultation, stakeholders commented that recommendation 8. There is an ongoing study
there is currently inequality in access to weight
investigating the effectiveness of a diabetes
management services for people with learning
prevention intervention and a study investigating
disabilities and/or mental health problems.
lifestyle interventions for diabetes. Both are in a UK
Comments also suggested that the referral and
population which will include analysis of subuptake of lifestyle interventions in black, Asian and groups.
other minority ethnic groups should be identified.
BMI assessment and multi-component
interventions are currently covered in NICE
guideline CG189. There is an overlap in
recommendations across NICE guidelines CG189
and PH46. It is proposed that NICE guideline PH46
is withdrawn and the recommendations are
incorporated into NICE guideline CG189.
Active case finding has been proposed to be
included in the update of NICE guideline CG189.
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The rationale is that there is an increased risk of
adverse health conditions in this population at
different thresholds compared to other populations.
There is a risk that adverse health conditions in
black, Asian and other minority ethnic groups may
not be identified using opportunistic identification as
currently recommended in NICE guideline CG189.
Stakeholders commented that there is inequality in
access to services for black, Asian and other
minority ethnic populations. However, the
surveillance review did not find any evidence
relevant to the identification of access to services or
interventions for people with learning disabilities,
mental health problems or people from black, Asian
and other minority ethnic groups. These points on
inequalities will be passed to the guideline
developers for consideration during the update of
NICE guideline CG189.
Recommendation 3 General awareness raising
None.

None.

It is proposed that NICE guideline PH46 is
withdrawn and the recommendations are
incorporated into NICE guideline CG189.
Although NICE guideline CG189 does not
specifically include recommendations on general
awareness raising, the recommendations from
NICE guideline PH46 can be incorporated and
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cross-references to other NICE guidelines
maintained.
New area 1 BMI and WC for preventing type 2 diabetes in populations other than black, South Asian and Chinese
Six observational studies(14–19) to detect diabetes
risk in a Middle Eastern population found optimal
BMI cut-off points for men ranging between
25kg/m2 and 28.5kg/m2. For women, this range
was found at 25kg/m2 to 30kg/m2.
These 6 studies also reported the optimal WC cutoff points for men ranging between 84cm and
98.5cm and for women this range was 71cm to
95cm.

Feedback suggested that there is now evidence
available to determine BMI cut-off points for other
minority ethnic groups beyond Asian, black and
Chinese. However, there remain some gaps in the
evidence base especially for mixed race
populations.

A cohort study(20) to detect diabetes risk in a Thai
population found the optimal BMI cut-off point at
22kg/m2 for both men and women.

The current guideline recommendations do not
specify BMI or WC thresholds for Middle Eastern or
Thai populations.
The new evidence for these populations is limited in
number of studies and the results are inconclusive.
The wide range of thresholds reported for a Middle
Eastern population is unlikely to warrant inclusion in
the guideline due to their variability.
The 1 study reporting BMI cut-off points for a Thai
population supports a lower threshold. This study
alone is unlikely to change recommendations as
further evidence in this population would be
required to verify the accuracy of the cut-off points.
Topic expert feedback suggests that evidence is
now available for other minority ethnic groups.
However, this does not appear to be the case for
BMI and WC to detect diabetes risk.

New area 2 Waist to height ratio and waist to hip ratio for preventing type 2 diabetes
A case-control study(21) in Ghana to detect
None.
diabetes risk found the optimal WHpR cut-off points
at 0.90 in men and 0.88 in women.

Summary of evidence from 2018 surveillance of BMI (2013) NICE guideline PH46

The current guideline recommendations do not
provide any advice on WHtR or WHpR
measurements or their equivalent cut-offs for any
population.
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A cross-sectional study(16) to detect diabetes risk
in an Iranian population found optimal cut-off points
at WHtR 0.51 in men and women.

The new evidence on these measures to detect
diabetes risk is inconclusive due to a limited
number of studies for different populations. Further
evidence would be required to validate the
accuracy of WHpR and WHtR in specific
populations. As such, the evidence is unlikely to
warrant inclusion of these measures in the
recommendations at this time.

A cross-sectional study(6) in Filipino-American
women to detect increased risk of hypertension and
diabetes cases compared with the European cut-off
equivalents found the use of the standard WHtR
cut-off (>=0.50) was highly accurate in this
population.
An observational study(8) reported the optimal cutoff points associated with increased risk of diabetes
in a Bangladeshi population. The following were
found for men; WHpR 0.93, WHtR 0.53. For
women, the following were found; WHpR 0.87,
WHtR 0.54.
New area 3 BMI and WC for conditions other than diabetes
Three observational studies(22–24) reported
optimal BMI cut-off points to detect metabolic
syndrome risk in Middle Eastern populations. For
men, the cut-offs ranged between 25kg/m2 to
28.4kg/m2 and for women the range was 26kg/m2
to 30.3kg/m2.

Feedback indicated that there appears to be very
little research evidence in South American
populations.

Waist circumference cut-off points to detect
metabolic syndrome risk in a Middle Eastern
population were reported in 4 studies(22,23,25,26).
For men, the cut-offs ranged between 90cm and
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The current guideline recommendations do not
specify BMI or WC thresholds for conditions other
than diabetes.
During development, the guideline considered there
to be insufficient evidence to make
recommendations on the full range of health
conditions.
The new evidence indicates wide ranges in the
thresholds for both BMI and WC across all
populations. There is also insufficient data in the
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97.8cm. For women, the cut-offs ranged between
87cm and 97cm.

abstracts of most included studies to determine
which equivalent cut-off values were compared to.

Three observational studies(27–29) reported
optimal BMI cut-off points to detect metabolic
syndrome risk in a black population from subSaharan Africa. For men, the cut-offs ranged
between 22kg/m2 to 24kg/m2 and for women the
range was 22kg/m2 to 32kg/m2.

The general trend in the new evidence indicates
that black, Asian and other minority ethnic groups
have BMI and WC cut-off points lower than those
for white populations. However, the variability in the
results and lack of a consistent comparator
threshold suggest that recommendations are
unlikely to change at this time.

Waist circumference cut-off points to detect
metabolic syndrome in a black population from subSaharan Africa were reported in 11 studies(29–39).
For men, the cut-offs ranged between 80cm and
98cm. For women, the cut-offs ranged between
80cm and 99cm.
Five observational studies(27,40–43) and 1
systematic review(44) reported optimal BMI cut-off
points to detect metabolic syndrome risk in Chinese
populations. For men and women, the cut-offs
ranged between 20.9kg/m2 to 26kg/m2.
However, a cross-sectional study(45) (n=15,478) to
detect the association between BMI and all-cause
mortality found no significant differences in risk
across BMI categories in Chinese and white
populations. The study concluded that there were
no differences in BMI cut-off points between
populations in relation to mortality.
Waist circumference cut-off points to detect
metabolic syndrome risk in a Chinese population
were reported in 8 studies(40–43,46–49). For men,
the cut-offs ranged between 83.7cm and 94cm. For
Summary of evidence from 2018 surveillance of BMI (2013) NICE guideline PH46
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women, the cut-offs ranged between 78cm and
88cm.
Three observational studies(27,50,51) reported
optimal BMI cut-off points to detect metabolic
syndrome risk in South Asian populations. For men,
the cut-offs ranged between 19.6kg/m2 to 22kg/m2.
For women, the cut-offs ranged between 19.6kg/m2
to 28.8kg/m2.
Waist circumference cut-off points to detect
metabolic syndrome risk in a South Asian
population were reported in 3 studies(50–52). For
men, the cut-offs ranged between 90cm and 91cm.
For women, the cut-offs ranged between 80cm and
91cm.
A cross-sectional study(53) to detect metabolic
syndrome risk in a Japanese population found
optimal WC cut-off points at 86cm for men and
80.9cm for women.
A cross-sectional study(54) in Taiwanese women
was conducted to detect metabolic syndrome. For
non-menopausal women the following optimal cutoff points were found; BMI 24kg/m2, WC 78cm. For
menopausal women, the following were found; BMI
24.4kg/m2, WC 83cm.
A cross-sectional study(55) was conducted to
detect the risk of all-cause mortality associated with
BMI in a South Korean population. The study
concluded that, in this population, a BMI range of
21-27.4kg/m2 is equivalent to the normal range
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(18.5-23kg/m2) as proposed by the World Health
Organisation for Asians.
A cross-sectional study(56) to detect metabolic
syndrome risk in Korean women found optimal cutoff points for WC at 81.9cm.
A cross-sectional study(57) to detect cardiovascular
risk found optimal BMI cut-off points at 23kg/m2 for
men and 24kg/m2 for women.
Further analysis(58) of the same sample to detect
cardiovascular risk found optimal WC cut-off points
at 81cm for men and 80cm for women.
A cross-sectional study(59) to detect metabolic
syndrome risk in a Thai population found optimal
BMI cut-off points at 24.5kg/m2 for both men and
women.
A cross-sectional study(60) was conducted to
detect cardiometabolic disease risk in a rural
Filipino population. Optimal cut-off points for men
were found as follows; BMI 24kg/m2, WC 84cm.
For women, the following were found; BMI
23kg/m2, WC 77cm.
A cross-sectional study(27) to detect
cardiometabolic abnormalities of populations living
in the United States reported a BMI cut-off point at
21.5kg/m2 for Hispanics as equivalent to a BMI of
25kg/m2 in white Americans.
New area 4 Waist to height ratio and waist to hip ratio for detecting conditions other than diabetes
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Three studies(15,16,22) in a Middle Eastern
population suggest that WHtR could be used as a
predictor of risk and that the values should be
higher than the standard 0.50 in a white population.

Topic experts highlighted that anthropometric
measures other than BMI have now been studied
and evidence is available on their accuracy which
may provide indications of risk in black, Asian and
minority ethnic groups. Other measures include
There are 2 studies(29,33) which indicate the use
waist to height ratio (WHtR) and waist to hip ratio
of WHtR as a predictor of risk in a sub-Saharan
(WHpR). However, one topic expert states that BMI
African population. The data would suggest that the
is the most frequently used measure in practice.
standard 0.50 is accurate for men, however, this
should be increased for women.
There is some data available on the accuracy of
WHtR for a South Asian population. The few
studies(6,8,50,51) which report this data suggest
that these cut-off points should be increased for a
South Asian population compared to the standard
0.50 ratio.
There are a number of studies(42,43,47,54,61–65)
reporting the predictive value of WHtR for an East
Asian population. Most studies indicate that the cutoff points for both men and women should be
higher than the standard 0.50 in a white population.
A cross-sectional study(66) in Brazilian women
found WHtR 0.54 to be the optimal cut-off to screen
for hypertension.
Three studies(15,22,23) reported optimal WHpR
cut-off points to detect metabolic syndrome in a
Middle Eastern population. For men, the cut-off was
found at 0.89 and for women this ranged from 0.81
to 0.90.
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There are currently no recommendations on the
use of WHtR or WHpR in any population within
NICE guideline PH46.
An accumulation of new evidence across
populations has now been found to consider the
inclusion of WHtR as an anthropometric measure to
predict increased risk.
Most of the studies suggest that the WHtR cut-off in
minority ethnic populations should be higher than
the standard 0.50 as used in a white population.
However, there is considerable variation in the cutoff values and the predictive accuracy of WHtR as
compared with other measures is yet to be
determined.
The new evidence also found optimal cut-off values
for WHpR. However, these studies are limited in
number and again there is no equivalent threshold
reported to measure against.
Although some evidence is emerging for both
WHtR and WHpR to detect health conditions in
black, Asian and minority ethnic groups, currently
this evidence is inconclusive. Also, there is a limited
number of studies for each population to accurately
determine cut-off points for these measures.
This new evidence is unlikely to warrant a change
to recommendations at this time.
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One study(29) reported optimal WHpR cut-off
points to detect metabolic syndrome in an African
population. For men, the cut-off was found at 0.89
and for women it was 0.85.
Two studies(50,51) reported optimal WHpR cut-off
points to detect metabolic syndrome in a South
Asian population. For men, the cut-off ranged from
0.90 to 0.93 and for women this ranged from 0.78
to 0.87.
Five studies(43,54,56,60,63) reported optimal
WHpR cut-off points to detect metabolic syndrome
in an East Asian population. For men, the cut-off
ranged from 0.89 to 0.91 and for women this
ranged from 0.79 to 0.87.
Research recommendation 1
What are the cut-off points for body mass index (BMI) among adults from black, Asian and other minority ethnic groups living in the UK that can be used to
classify overweight and obesity or are 'risk equivalent' to the current thresholds in relation to mortality, cancer, type 2 diabetes, stroke and myocardial
infarction set for white European populations? Ideally, prospective cohort studies should be used. Studies should use objectively measured height and weight
and consider incidence as well as prevalence. Estimates should be adjusted for potential confounders.
The new evidence from recommendation 1 shows
that BMI cut-off points vary across different
population sub-groups, however, most studies
support the recommendations for lower thresholds.

None.

As the included studies do not always report the
equivalent cut-off values, it is not always clear
which weight classification the minority ethnic BMIs
relate to. As such, further evidence is required to
answer this research recommendation.
This research recommendation will be considered
again at the next surveillance point.
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Research recommendation 2
What are the cut-off points for waist circumference among adults from black, Asian and other minority ethnic groups living in the UK that are 'risk equivalent' to
the current thresholds in relation to mortality, cancer, type 2 diabetes, stroke and myocardial infarction set for white European populations? Ideally,
prospective cohort studies should be used. Studies should use objectively measured waist circumference and consider incidence as well as prevalence.
Estimates should be adjusted for potential confounders.
The new evidence from recommendation 1 shows
that WC cut-off points vary across different
population sub-groups, however, most studies
support the recommendations for lower thresholds.

None.

The new evidence from recommendation 1 shows
that WC cut-off points vary across different
population sub-groups, however, most studies
support the recommendations for lower thresholds.
Although some studies indicate that the WC cut-off
could be lower than recommended for an Asian
population, the evidence is not conclusive enough
to warrant a change to recommendations.
This research recommendation will be considered
again at the next surveillance point.

Research recommendation 3
What are the corresponding cut-off points for waist circumference among adult males and females from black, Asian and other minority ethnic groups living in
the UK, based on overweight and obesity BMI classifications?
The new evidence from recommendation 1 shows
that WC cut-off points vary across different
population sub-groups, however, most studies
support the recommendations for lower thresholds.

None.

Although some studies indicate that the WC cut-off
could be lower than recommended for an Asian
population, the evidence is not conclusive enough
to warrant a change to recommendations.
This research recommendation will be considered
again at the next surveillance point.

Research recommendation 4

Summary of evidence from 2018 surveillance of BMI (2013) NICE guideline PH46

15 of 24

Is the risk of ill health the same for first, second and third generation immigrants from black, Asian and other minority ethnic groups at the same BMI and waist
circumference thresholds?
None.

None.

This research recommendation will be considered
again at the next surveillance point.

Research recommendation 5
What are the risks and benefits of developing single-figure cut-off points on BMI and waist circumference for black, Asian and other minority ethnic groups to
help prevent diabetes and other conditions?
None.

None.

This research recommendation will be considered
again at the next surveillance point.

Research recommendation 6
Are black, Asian and other minority ethnic groups aware that they are at the same risk of type 2 diabetes and mortality at a lower BMI, compared to the white
population?
None.

None.

This research recommendation will be considered
again at the next surveillance point.

Research recommendation 7
Are clinicians, practitioners and weight management service providers aware that black, Asian and other minority ethnic groups are at the same risk of type 2
diabetes and mortality at a lower BMI compared to the white population? If so do they intervene at lower BMI and waist circumference thresholds?
None.

Topic experts questioned the implementation of the This research recommendation will be considered
recommendations in clinical practice and whether
again at the next surveillance point.
services were set up to follow through on cases
where increased risk had been identified.
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Research recommendation 8
How effective and cost effective are lifestyle interventions for people from black, Asian and other minority ethnic groups at different BMI and waist
circumference thresholds, compared to the general population? Ideally this evidence should come from randomised controlled trials.
Ongoing research relevant to the research
recommendation was found in recommendation 2.
The studies are investigating the effectiveness of
lifestyle interventions for diabetes and
cardiovascular risk in UK populations.

None.
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This research recommendation will be considered
again at the next surveillance point.
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Editorial and factual corrections
During surveillance, we identified the following issues with the NICE version of the guideline that should be corrected:
Recommendation 2 in NICE guideline PH46 currently states:
Follow NICE recommendations on BMI assessment, and how to intervene, as set out in Obesity: the prevention, identification, assessment and management of
overweight and obesity in adults and children (NICE clinical guideline 43). Specifically:
 Clinicians should assess comorbidities, diet, physical activity and motivation along with referral to specialist care if required. See Recommendation 1.2.3
Assessment
 Weight management programmes should include behaviour-change strategies to increase people's physical activity levels or decrease inactivity, improve
eating behaviour and the quality of the person's diet and reduce energy intake. See Recommendation 1.2.4 Lifestyle interventions
 Primary care organisations and local authorities should recommend to patients, or consider endorsing, self-help, commercial and community weight
management programmes only if they follow best practice. See Recommendation 1.1.7 Self-help, commercial and community programmes

The cross-referral and hyperlinks in the incorporated recommendations are out of date and require amending. Recommendation 2 should change to the
following:
Follow NICE recommendations on BMI assessment, and how to intervene, as set out in Obesity: identification, assessment and management (NICE guideline
CG189). Specifically sections 1.3 Assessment and 1.4 Lifestyle interventions.
Follow NICE recommendations on best practice standards and commissioning lifestyle weight management programmes as set out in Weight management:
lifestyle services for overweight or obese adults (NICE guideline PH53). Specifically recommendation 13 Ensure contracts for lifestyle weight management
programmes include specific outcomes and address local needs.
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