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Abstract

Obesity negatively affects physical and psychological health and increases health care costs. Although there is increasing
interest in early diagnosis and timely intervention, there are several principles of care included in the current guidelines
for clinical management of obesity that can potentially be updated and improved to address the “clinical inertia” and, con-
sequently, to optimize the management of adult obesity. Using an online Delphi-based process, an Italian board of experts
involved in the management of obesity discussed the usefulness of a pro-active approach to the care of patients with obesity,
providing a consensus document with practical indications to identify risk factors for morbidity and death and raise aware-
ness throughout the treatment continuum, including the early stages of the disease. In clinical practice, it seems inappropriate
to delay an intervention that could avoid progression to a more severe level of obesity and/or prevent the onset of obesity-
related comorbidities.

Level of evidence Level V, report of expert committee.
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Introduction

Despite numerous programs designed to encourage indi-
viduals and populations to lose weight, unfortunately, the
global prevalence of obesity has increased in recent dec-
ades [1]. Obesity has become a major public health threat
that increases health care costs and negatively affects
physical and psychological health. People with obesity
have an increased risk of hospitalization and mortal-
ity due to a state of chronic low-grade inflammation, an
altered immune response to infections, and often multiple
cardio-metabolic comorbidities [2—6]. Moreover, individu-
als living with obesity experience pervasive weight bias
and stigma, which contribute to increased morbidity and
mortality [7].

With its numerous compounding factors, obesity is
increasingly being recognized as a treatable chronic dis-
ease. Although there is increasing interest in early diagno-
sis and timely intervention, several aspects of the current
guidelines for clinical management of obesity are not at
pace with a more advanced management of this disease.
Strategies to address the “clinical inertia”, defined as the
failure of health care providers to initiate or intensify ther-
apy when indicated, should be better developed. Accord-
ing to the European guidelines for obesity management in
adults [8], obesity surgery is foreseen in a patient with a
body mass index (BMI) greater than 40 kg/mz, whereas in
a patient with a BMI between 35 and 40 kg/m?, it should
be considered only in the presence of comorbidities. Anti-
obesity medications are indicated in patients with a BMI
greater than 30 kg/m?, but in patients with a BMI greater
than 27 kg/m? they are indicated only in the presence of
comorbidities. However, solid evidence shows that in
individuals with prediabetes, the use of pharmacotherapy
or bariatric surgery allows for a reduction in the risk of
progression to diabetes regardless of BMI. Therefore, it
seems inappropriate to delay an intervention that could
avoid progression to a more severe level of obesity and/or
prevent the onset of obesity-related comorbidities such as
diabetes simply on the base of a BMI threshold. Moreover,
current guidelines for the clinical management of obesity
provide indications on what “can be done” but not on what
“should be done”. This aspect stands in stark contrast to
the indications of most guidelines for the management
of other chronic conditions, including hypertension and
dyslipidemia [9, 10], which clearly define the intensity of
treatment based on the severity of the disease and related
health risks. Finally, in the current guidelines for obesity
management, the therapeutic intervention is not decided
on the basis of a clear therapeutic target. For example,
when the goal is to reduce the patient’s body weight, it
should be possible to refer to a specific target. In addition,
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given a certain level of weight loss, it should be considered
how to achieve that target. In summary, there are several
principles of care in the current guidelines that can poten-
tially be discussed and improved to optimize the manage-
ment of adult obesity.

A multicenter workshop, based on a modified Del-
phi method, was developed by an Italian board of experts
involved in the clinical management of obesity with the
aim of improving the management of obesity as a chronic
disease in clinical practice. This consensus document sum-
marizes the evidence in favor of a structured approach to
the management of patients with obesity, providing a prac-
tical framework to guide clinicians in identifying risk fac-
tors for morbidity and death and raise awareness throughout
the treatment continuum, including the early stages of the
disease.

Methods

A consensus process was conducted using the Delphi
methodology. This is a group-facilitative method designed
to verify the convergence of an expert opinion panel in a
given area of uncertainty within health-related research. The
essence of a Delphi procedure is the exploration of expert
views on a certain topic and the possibility for the experts to
react to the input of the other experts over multiple rounds
[11, 12]. Since the invention of the Delphi method in the
1950s, a commonly used variation of the Delphi method is
the Estimate Talk-Estimate Delphi method that combines
assembly of expert opinions on an anonymous basis during
surveys with open exchange during workshops by a facilita-
tor [13]. The process was developed over nearly 10 months
through the following steps.

(1) Establishment of a Scientific Steering Committee
of 11 experts who developed the statements to be
ranked. First, members of the Steering Committee
independently suggested those aspects of the disease
worthy of clarification/deepening (items). Then, their
consent on the list of items produced through a har-
monization process by the facilitator was verified in a
face-to-face meeting. The second Delphi round con-
sisted of the generation of the statements of resolve
for the critical issues by the Committee members.
Subsequently, the members of the Steering Com-
mittee were again asked to reach consensus on the
individual statements harmonized by the facilitator
in a face-to-face meeting.

(i) Selection of an expert panel of specialists. Forty-
nine experts were selected from centers specialized
in obesity management as representative of clinical
practice in the field of obesity management in Italy.
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These experts were asked to rate their agreement
or disagreement with each of the statements, inde-
pendently and blindly. The survey was performed
online on a secure survey website, using the online
dedicated platform: “Obesitystepupteam”. Partici-
pants expressed their level of agreement with each
statement using the RAND nine-point scale (rang-
ing from 1=completely disagree to 9 =completely
agree) and a consensus was reached that a statement
had to be considered appropriate if the median score
was greater than or equal to 7.

(iii) Collection and analysis of the results. After the indi-
vidual and anonymous online survey, the Scientific
Steering Committee analyzed and discussed the col-
lected results, and then defined several indications for
the appropriate management of patients with obesity
in clinical practice.

Results

After the first Delphi round, the Scientific Steering Commit-
tee identified the following areas of obesity evaluation and
management requiring an update (Table 1):

¢ Anthropometric assessments additional to the BMI.

e Measures of adiposity other than BMI (waist circum-
ference [WC], waist-to-hip [W/H] ratio, etc.) to better
stratify the cardio-metabolic risk.

e Evaluation of the obesity-related risk factors and comor-
bidities.

e Prediabetes as an obesity-related comorbidity requiring
an intensified therapeutic approach.

e Use of anti-obesity medications in overweight patients
(BMI 27-30 kg/m?) with prediabetes who cannot control
body weight by lifestyle modifications alone.

e Use of bariatric surgery in patients with moderate obesity
(BMI 35-40 kg/m?) and prediabetes who cannot control
body weight with maximal medical therapy.

¢ Identification of specific treatment targets in patients with
obesity based on the risk profile and clinical condition.

¢ Intensification of therapy in patients with obesity.

e BMI versus disease staging as the main guiding criteria
for choosing the therapy level in patients with obesity.

¢ Intensification of therapy in patients with severe obesity
and/or newly identified advanced stage.

As a result of the second Delphi round, 10 statements
were approved by the Scientific Steering Committee and
submitted to the independent experts for their ratings
(Table 1).

Thirty-nine of the 49 experts (79.6%) rated the agreement
or disagreement for each of the 10 statements regarding dif-
ferent issues related to obesity management. The names of
the 39 experts providing a rating are listed in the Appendix.
The median experts rating and the percentages of experts
consenting, being uncertain, or dissenting for each statement
are reported in Table 1. The median expert rating was 9 for
6 statements and 8 for the remaining 4 statements. All state-
ments received a marginal percentage of disagreement. No
further rounds of rating were deemed to be necessary and
the Scientific Steering Committee discussed and finalized
the statements.

Discussion

The audit of Italian experts involved in the field of obesity,
conducted using a Delphi methodology and presented in this
paper, identified and agreed on 10 statements suggesting
an update of obesity management as a chronic disease in
clinical practice.

Anthropometric assessments additional to the BMI

Statement 1: If the patient’s clinical features make the clini-
cal significance of BMI questionable, the anthropometric
assessment of the patient should include measurement of
abdominal adipose tissue accumulation (waist circumfer-
ence) and instrumental evaluation of fat mass, i.e., dual-
energy X-ray absorptiometry (DXA) or bioimpedance analy-
sis (BIA) (Expert panel median consensus estimate: 9).

It became clear in recent years that diagnosis of obesity
based solely on BMI lacked the information needed for
adequate clinical decision-making in obesity management.
Despite the good correlation between BMI and percentage
of body fat observed in large epidemiological samples, the
accuracy of BMI to diagnose excessive fat accumulation
was limited, particularly for individuals in the intermediate
BMI ranges. In individuals with a normal or mild increased
BMLI, the diagnostic performance of BMI is limited due
to its inability to discriminate between fat and lean mass
[14]. It was agreed that, for an appropriate anthropometric
assessment of adult patients, other measurements of adipos-
ity may be considered at the clinician’s discretion if BMI
and physical examination results are equivocal. In particular,
WC and evaluation of fat mass, performed by DXA and/or
BIA, provide accurate information in addition to BMI when
evaluating patients at risk of adiposity-related medical com-
plications [15]. Therefore, centers that are unable to perform
instrumental evaluations should refer patients who require
these evaluations to centers equipped to perform them.
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Measures of adiposity other than BMI (waist
circumference, waist-to-hip ratio, etc.) to better
stratify the cardio-metabolic risk

Statement 2: Cardio-metabolic risk stratification in patients
with obesity should be based on systematic measurement of
adipose tissue distribution in addition to BMI (Expert panel
median consensus estimate: 8).

In clinical practice, the measurement of adipose tissue
distribution should be performed on all patients with obesity.
Body fatness is estimated by BMI and the accumulation of
intra-abdominal fat (a marker for higher metabolic and car-
diovascular disease [CVD] risk) can be assessed by WC or
W/H ratio [8, 16, 17]. In addition to BMI, WC and W/H ratio
were shown to be independent variables in predicting the
risk of developing hypertension and impaired glucose toler-
ance in both sexes [18]. WC is measured in the horizontal
plane midway in the distance between the superior iliac crest
and the lower margin of the last rib. European guidelines
for adult obesity management define central obesity (also
known as visceral, android, apple-shaped, or upper body
obesity) in Europids as a WC >94 cm in men and > 80 cm
in non-pregnant women [8].

Evaluation of obesity-related risk factors
and comorbidities

Statement 3: Assessment of the presence of medical
comorbidities, psychological status, and severity of dis-
ability should be performed systematically, using clinical,
biochemical, and instrumental parameters with an advanta-
geous cost-effectiveness ratio (Expert panel median consen-
sus estimate: 9).

Excessive adiposity can predispose individuals to the
development of several medical comorbidities, such as type
2 diabetes (T2D), chronic kidney disease, gallbladder dis-
ease, nonalcoholic fatty liver disease, gout, obstructive sleep
apnea, and osteoarthritis [19]. Excess and ectopic body fat
are relevant sources of adipocytokines and inflammatory
mediators that can alter glucose and fat metabolism, lead-
ing to increased cardio-metabolic and cancer risks. Obesity
increases the risk of colon, kidney, esophageal, endometrial,
and postmenopausal breast cancers [19]. A multidimensional
assessment, which takes into consideration various aspects
including the psychological one, is a fundamental step in
the management of patients with obesity. It is recommended
to assess WC, neck circumference, fasting glucose or gly-
cated hemoglobin values, blood pressure, and lipid profile,
including total cholesterol, triglycerides, and high-density
lipoprotein-cholesterol, to determine the cardio-metabolic
risk, and when indicated, alanine aminotransferase to screen
for nonalcoholic fatty liver disease [15, 19]. The European
Society of Endocrinology Clinical Guideline defines the

endocrine workup in patients with obesity [20]. It is recom-
mended that all patients with obesity are tested for thyroid
function. The European experts recommended that testing
for hypothyroidism is based on the level of thyroid-stimu-
lating hormone level; if this is increased, free thyroxine and
antibodies (anti-thyroid peroxidase) should be measured. For
hypercortisolism, male hypogonadism, and female gonadal
dysfunction, hormonal testing is only recommended in the
case of clinical suspicion of an underlying endocrine dis-
order [20].

The Edmonton Obesity Staging System (EOSS) consid-
ers metabolic, physical, and psychological parameters to
guide clinical decisions and to determine the optimal obesity
treatment [21]. Recently, integration of EOSS with a new
functional parameter obtained by cardiopulmonary exercise
testing, i.e., cardiorespiratory fitness (CRF), expressed as
weight-adjusted peak oxygen consumption, has been sug-
gested. This integration allows a severity index that con-
siders not only clinical parameters but also their functional
impairment to be assigned to each patient [22].

Prediabetes as an obesity-related comorbidity
requiring an intensified therapeutic approach

Statement 4: Impaired fasting glucose and especially
impaired glucose tolerance are risk factors for developing
type 2 diabetes. These conditions can, therefore, make a
patient eligible for a level of therapy that requires the pres-
ence of at least one comorbidity, in addition to a given BMI
value (Expert panel median consensus estimate: 8).

Conditions at risk for developing T2D, such as impaired
fasting glucose (IFG) and especially impaired glucose toler-
ance (IGT), deserve particular attention and should promote
more aggressive treatment. The criteria for defining IFG and
IGT remain those recommended by the American Diabetes
Association (ADA) and adopted by the Diabetes Physicians
Association (AMD) and the Italian Society of Diabetology
(SID) [23, 24].

Use of anti-obesity medications in overweight
patients (BMI 27-30 kg/m?) with prediabetes
who cannot control body weight by lifestyle
modifications alone

Statement 5: In patients with BMI 27-30 kg/m?* who cannot
control body weight with lifestyle modifications only, the
presence of prediabetes is a sufficient criterion to consider
anti-obesity pharmacologic therapy (Expert panel median
consensus estimate: 8).

For the overweight patient with prediabetes, a more dar-
ing approach should be envisaged to overcome therapeutic
inertia in the management of obesity. Although not provided
for in current obesity guidelines, this approach is supported
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by important scientific evidence. Medication-assisted weight
loss should be considered in patients at risk for future T2D
and should be used when needed to achieve at least 10%
weight loss in conjunction with lifestyle interventions [15].
Three years of treatment with liraglutide in adults with pre-
diabetes and a BMI of at least 30 kg/m?, or at least 27 kg/m?
with comorbidities, might provide health benefits in terms
of reduced risk of T2D [25]. A systematic review was con-
ducted to support the U.S. Preventive Services Task Force
in updating its 2012 recommendation on screening for and
treatment of adults with obesity. Data analysis showed that
behavior-based weight-loss interventions with or without
weight-loss medications resulted in a decreased risk of
developing T2D, particularly among those with prediabetes
[26].

Use of bariatric surgery in patients with moderate
obesity (BMI 35-40 kg/m?) and prediabetes who
cannot control body weight with maximal medical
therapy

Statement 6: In patients with BMI 35-40 kg/m?* who cannot
control their body weight with maximal medical therapy, a
prediabetes condition should be considered as a sufficient
criterion for proposing bariatric surgery, also based on the
age and overall cardio-metabolic risk profile of the patient
(Expert panel median consensus estimate: 8).

Patients with prediabetes or T2D require extra care [27].
Weight loss induced by surgery has proven to be highly
efficacious in treating obesity and its comorbidities. The
awareness that some diseases related to obesity, such as
T2D, obstructive sleep apnea syndrome (OSAS), and oth-
ers, has a considerable effect on the prognosis of patients and
demonstration of the effectiveness of surgery in improving
or resolving these morbid conditions have led to a radical
extension of the indications in this field [28]. The indication
for surgery should not be based solely on BMI. In general,
a shift in the paradigm should occur focusing more on the
disease treatment and overall level of disability rather than
simply on body weight.

The International Federation for the Surgery of Obesity
and Metabolic Disorders (IFSO) reached a consensus on
indicating bariatric surgery for obesity and weight-related
diseases stating that surgery for obesity and weight-related
diseases may be an effective therapeutic option for the man-
agement of obese patients with T2D, demonstrating good
results in terms of glycemic control, glycosylated hemo-
globin, and diabetes medications [28]. Furthermore, weight
loss achieved with surgery improves components of the
metabolic syndrome. Surgery for obesity and weight-related
diseases reduces the risk of CVD in terms of atherosclerosis,
myocardial infarction, stroke, and death [29]. Specifically,
results from the Swedish Obese Subjects (SOS) study clearly
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demonstrated that the sustained weight loss produced by sur-
gery is associated to a highly significant reduction in the
incidence of new cases of T2D in patients with prediabetes
at enrollment [27].

Identification of specific treatment targets
in patients with obesity based on the risk profile
and clinical condition

Statement 7: Weight loss is only one of the aspects involved
in the entire psycho-physical complexity of patients with
obesity. In line with the principles of precision medicine,
the therapeutic goal must be individualized, realistic, shared
with the patient, and should take into account the complex-
ity of the clinical situation associated with obesity, as well
as the history of the patient's weight and dietary attempts
made. The extent of weight loss should be commensurate
with the specific medical comorbidities, psychological status
and severity of disability (Expert panel median consensus
estimate: 9).

Obesity has become a major public health issue that has a
negative impact on physical and psychological health. Indi-
viduals with obesity experience pervasive weight bias and
stigma, which contribute to increased morbidity and mor-
tality independently of weight or BMI [2, 30]. Health care
providers should talk to patients with obesity and agree on
realistic expectations and person-centered treatments. Peo-
ple living with obesity should receive tailored care plans
that address the root cause of their obesity, meet individual
values and preferences, and offer support for behavior mod-
ification (e.g., nutrition, physical activity) and adjunctive
interventions, which may include psychological, pharmaco-
logic, and surgical therapies [19]. Over the years, relevant
advances have occurred in all modalities used to treat obe-
sity: lifestyle interventions, pharmacotherapy, and weight-
loss procedures, including bariatric surgery [19]. Specific
pharmacotherapies are recommended for use in different
clinical settings based on efficacy, safety profile, warnings
and contraindications, organ clearance, mechanisms of
action, and available evidence for use of the therapy under
these specific conditions [19].

Intensification of therapy in patients with obesity

Statement 8: Intensification of therapy in patients with obe-
sity should be started early if the patient is at risk of comor-
bidities and/or when there is evidence for a preventive role
of weight loss in the occurrence of specific comorbidities
(Expert panel median consensus estimate: 9).

Adipose tissue accumulation and dysfunction clearly play
arole in the genesis of several obesity-related diseases, such
as T2D, CVD, some cancers, kidney disease, OSAS, gout,
osteoarthritis, and hepatobiliary diseases, among others.



Eating and Weight Disorders - Studies on Anorexia, Bulimia and Obesity (2022) 27:2653-2663 2659

For several obesity-related diseases, there is a curvilinear
increase in risk as a function of weight [6]. Evidence from
randomized controlled trials revealed that weight-loss inter-
ventions, such as pharmacotherapy and lifestyle changes, can
reduce the risk of obesity-related conditions including OSAS
[31] and delay the onset of T2D [25, 32]. Observational data
from the Osteoarthritis Initiative (OAI) showed that greater
weight loss is associated with less cartilage degradation [33].
Data from the Diabetes Prevention Program [34] and the
Action for Health in Diabetes (Look AHEAD) study [35]
demonstrated that weight loss has a beneficial effect on dia-
betes and CVD outcomes (among those losing > 10% of their
body weight in the first year), respectively. Furthermore,
long-term follow-up evidence from the SOS study indicated
that bariatric surgery resulted in significant reductions in
cardiovascular mortality and occurrence of fatal and non-
fatal cardiovascular events [36], as well as in the incidence
of T2D [37]. A recent analysis estimated how the risks of 10
obesity-related outcomes change in response to weight loss
of 13%. The results of this study showed a risk reduction
after weight loss for T2D (41%), OSAS (40%), hypertension
(22%), dyslipidemia (19%), and asthma (18%). Furthermore,
weight loss was associated with additional benefits, with
lower risk of T2D, chronic kidney disease, hypertension, and
dyslipidemia compared with maintaining the correspond-
ing stable lower BMI throughout the study [38]. Available
evidence emphasizes the importance of obtaining predefined
levels of weight loss in patients with obesity with or at risk
for obesity-related comorbidities and suggests prompt inten-
sification of treatment when these levels are not reached with
a first-line treatment strategy.

BMI versus disease staging as the main guiding
criteria for choosing the therapy level in patients
with obesity

Statement 9: In patients with obesity, the main guiding cri-
teria for the choice of therapy level (lifestyle modification/
anti-obesity pharmacologic therapy/bariatric surgery) should
be not only the BMI value but also the disease stage, based
on assessment of the medical comorbidities, psychological
status, and severity of disability (Expert panel median con-
sensus estimate: 9).

The development of comorbidities or complications of
obesity, which appear in most patients during progression
of the disease, often does not correlate linearly with BMI.
Many variables contribute to their occurrence regardless of
the degree of obesity measured with the BMI: disease dura-
tion, age, sex, distribution of adipose tissue depots, genetic
background, degree of mechanical disability, among others.
The therapeutic strategy should take into account the sever-
ity of obesity (BMI), together with the presence and severity
of complications and age, to better choose the interventions,

from lifestyle modifications to bariatric surgery [17, 39].
Treatment plans should be individualized. Suggested inter-
ventions should be appropriate for obtaining the required
degree of weight loss to address the obesity-related comor-
bidities at the specific stage of severity [15, 19].

Intensification of therapy in patients with severe
obesity and/or newly identified advanced stage

Statement 10: In patients with severe obesity and/or
advanced stage, it is advisable to immediately consider the
pharmacologic or surgical therapy according to specific indi-
cations/contraindications, in addition to lifestyle modifica-
tions (Expert panel median consensus estimate: 9).
Current guidelines for clinical management of obesity
[8] usually suggest a stepwise therapeutic strategy in which
patients should be treated with lifestyle modifications alone
as the first line, and anti-obesity medications and bariatric
surgery can be indicated for resistant cases. This approach
is different compared with the indications in most guidelines
for the management of chronic conditions, including hyper-
tension and dyslipidemia [9, 10], which clearly define that
the intensity of the initial treatment should be based on the
severity of the disease. Escalation to anti-obesity medica-
tions or bariatric surgery could be considered in a patient
with obesity in whom the presence of comorbidities and the
personal history suggest a low chance of reaching adequate
levels of weight loss with lifestyle modifications alone.

Conclusions

This consensus document summarizes the evidence in favor
of a pro-active approach to the care of patients with obesity,
providing a practical framework to guide physicians in iden-
tifying risks for morbidity and premature death and raise
clinical awareness in the early stages of the disease process.

The widespread, yet unproven, assumption that excess
body weight in individuals with obesity derives primarily
from a lack of self-discipline and personal responsibility
has a major impact on how obesity prevention and manage-
ment are implemented. The efficacy of anti-obesity interven-
tions based solely on patients’ education and lifestyle change
could be overestimated, promoting therapeutic inertia in
clinical guidelines and health care professionals and limit-
ing or delaying the adoption of more effective therapeutic
strategies, including pharmacologic and surgical therapies
[40]. Increased understanding of the pathophysiologic mech-
anisms causing and maintaining obesity in the long-term
highlights that body weight regulation is not entirely under
volitional control, and that biological, genetic, and environ-
mental factors contribute critically to obesity. However, there
is a gap between scientific evidence and misconceptions in
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the public narrative [7]. Voluntary attempts to eat less and
exercise more result in only modest effects on body weight
loss in most individuals with severe obesity [41, 42]. When
fat mass decreases, the body responds with reduced rest-
ing energy expenditure, and changes in signals that increase
hunger and reduce satiety [43]. These compensatory meta-
bolic and biological adaptations promote weight regain and
persist for as long as patients are in a reduced-energy state,
even if they gain some weight back [44].

The comprehension of obesity as a chronic disease
linked to a profound disruption of the physiologic mecha-
nisms regulating eating behavior and energy balance should
also influence the way in which obesity is managed. Clini-
cians should shift from a stepwise approach largely focused
on BMI alone to a more advanced approach in which the
intensity of therapeutic intervention is based on a complete
evaluation of the obesity status and the intensity of treat-
ment should be promptly adjusted to the patient’s needs and
therapeutic targets. We hope that the audit of Italian obesity
experts presented in this paper could help to modify clinical
practices in obesity management in this direction, preventing
therapeutic inertia [40].

Strength and limits

The strength of this consensus is the large number of Italian
obesity specialists involved in the formulation of the state-
ments. The national focus limits the applicability of the
statements to other countries but reinforces the possibility
of their application in the Italian context.

What is already known on this subject?

The assumption that obesity derives primarily from a lack
of self-discipline and personal responsibility has a major
impact on how obesity prevention and management are
implemented. The efficacy of anti-obesity interventions
based solely on patients’ education and lifestyle change
is overestimated, promoting therapeutic inertia and limit-
ing or delaying the adoption of more effective therapeutic
strategies.

What this study adds?

The comprehension of obesity as a chronic disease linked
to a profound disruption of the physiologic mechanisms
regulating eating behavior and energy balance should also
influence the way in which obesity is managed. Clinicians
should shift from a stepwise approach largely focused
on BMI alone to a more advanced approach in which the

@ Springer

intensity of therapeutic intervention is based on a complete
evaluation of the obesity status, and the intensity of treat-
ment should be promptly adjusted to the patient’s needs and
therapeutic targets.
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