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Abstract: This review was aimed to discuss the evidence diagnosis of obesity in family medicine, through reviewing 

the articles concerned with this matter, we intended also to highlight the management approaches that family 

physicians should consider as interventions for obese patients. We conducted a Comprehensive search through 

electronic databases; Medline, Embase, and Scopus for published articles concerning the obesity diagnosis in 

primary care up to September, 2017. Family doctors should record obesity as a diagnosis or formulate an excessive 

weight management strategy in the majority of patients. Weight problems diagnosis led to a higher chance of the 

solution of an excessive weight management plan. 
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1. INTRODUCTION 

Overweight and obesity represent a rapidly growing pandemic of public health issues that affect essentially all ages and 

socio-economic groups [1,2]. They are associated with high blood pressure, heart disease, gallstones, osteoarthritis, type 2 

diabetic issues, rest apnea, hatred, [3,4] emotional as well as social problems in kids impaired high quality of life, self-

worth as well as anxiety [4]. Globe Health Organization (WHO) specifies obese as a body mass index (BMI) of 25 to 29.9 

kg/m2and obesity as a BMI of ≥ 30 kg/m
2 

[1]. Weight problems is the 2nd leading reason for avoidable death in the USA 

[5]. The frequency price of weight problems in grownups in the USA is 30.5%, and the percentage of obese was 64.5% in 

2000 [6]. 

In Arab and Gulf nations, the occurrence of excessive weight and also overweight is raising in both adults and children 

[7,8,9]. In Qatar, it is approximated that 29.3% of women and 17.4% of men are obese [8]. In Bahrain, the occurrence of 

excessive weight was more significant among females, 32%, than males, 25%, throughout every age teams [9]. In Kuwait, 

the occurrence of obese and weight problems enhanced by 20.6% and also 15.4% and by 13.7 and 8.4% amongst women 

and men, respectively [7]. In Saudi Arabia, 1 in every 6 kids aged 6 to 18 years of ages is obese [10]. Small weight 

control has been shown to enhance many danger elements for cardiovascular, lung, as well as cancer cells problems [1,5]. 

Primary health care physicians (PHCPs) are ideally put to play a leading duty in evaluating and taking care of weight 

problems. Standards for the management of excessive weight have been established in numerous nations [5]. to advertise 

physical activity and nutritional therapy. The United States Preventive Services Task Force advises that clinicians display 

patients for obesity and also offer intensive therapy and also behavior treatments [11]. Physicians are one of the most 

frequently made use of resource of health and wellness information and also have been located to be a lot more cost-

efficient compared to dietitians in nutritional therapy for various other and obese patients [12,13]. Despite these realities, 

primary healthcare (PHC) is still underutilized for excessive weight counseling and its ability is usually lessened by a 

variety of constraints [14,15]. 

This review was aimed to discuss the evidence diagnosis of obesity in family medicine, through reviewing the 

articles concerned with this matter, we intended also to highlight the management approaches that family 

physicians should consider as interventions for obese patients. 
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2. METHODOLOGY 

We conducted a Comprehensive search through electronic databases; Medline, Embase, and Scopus for published articles 

concerning the obesity diagnosis in primary care up to September, 2017, using the following search terms: obesity, 

primary care, family physicians, diagnosis. We limited articles extraction in those which were published in English with 

human subject. bibliographies found in included studies were reviewed for more relevant articles useful for our review.  

3. DISCUSSION 

There are several methods for assessing obesity and overweight, but the two most commonly used in clinical practice are 

body mass index (BMI) and waist circumference (Table 1) [16]. Body mass index is a reliable determinant of adiposity-

related health risk; waist circumference measures abdominal (central) body fat and is strongly correlated with increased 

risk for diabetes, hypertension, dyslipidemia, metabolic syndrome and other obesity-related illnesses and death [16].
  

Table1: Obesity diagnosis using BMI and waist circumference [16,17] 

A. BMI 

 Overweight (25.0–29.9 kg/m
2
): increased risk 

 Obesity class I (30.0–34.9 kg/m
2
): high risk 

 Obesity class II (35.0–39.0 kg/m
2
): very high risk 

 Obesity class III (≥ 40.0 kg/m
2
): extremely high risk 

B. Waist circumference
†
 

 Men, ≥ 102 cm: increased risk 

 Women, ≥ 88 cm: increased risk 

C. Combined BMI and waist circumference 

 Normal weight (18.5–24.9 kg/m
2
) with abnormal waist circumference: increased risk 

 Overweight with abnormal waist circumference: high risk 

 Obesity class I with abnormal waist circumference: very high risk 

 Note: BMI = body mass index. 

 *
Risk of obesity-related comorbidities (e.g., diabetes, hypertension, dyslipidemia, metabolic syndrome). 

 †
As measured at the midpoint between the last rib and the iliac crest. 

Interpreting the relationship between BMI or waist circumference and health and wellness threat in people older than 65 

years of age needs care. Health threat may not be enhanced in elderly people who are overweight, whereas a boosted 

wellness risk may occur with a low BMI [16]. Although body-weight classification is planned for usage in all ethnic and 

also racial groups in Canada, there are constraints in using it to nonwhite Canadians. Among Asian Canadians, lower BMI 

cut-offs for overweight (> 23 kg/m
2
) as well as overweight (> 27 kg/m

2
) might be warranted [16,17]. Health and wellness 

threat appears to be reduced for a given variety of BMI as well as midsection area among black Canadians compared to 

amongst white Canadians, recommending the requirement for higher cut-offs to determine increased wellness threat in 

this populace. More research is needed to determine the appropriateness of these cut-offs for Aboriginal adults. 

The significance of gauging waist area is sustained by the outcomes of the 2007 - 2009 Canadian Measures Health 

Survey: 2.6% of grownups with normal weight, 35.3% of adults with obese and also 93.0% of grownups with weight 

problems had midsection areas suggesting abdominal weight problems [18]. Furthermore, although BMI data recommend 

that 24% of Canadian adults are at high threat for obesity-related illness or death, 37% of Canadian grownups are at high 

risk when waist area is considered [18]. Therefore, making use of both procedures increases the limit for identifying 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3381747/#bx2-1841039
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3381747/#fn2-1841039
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patients at risk for illness. The risks for all clinical conditions connected with weight problems increase with greater BMIs 

and also bigger waist areas (Table 1), [16]. and also lower with weight-loss and its lasting maintenance [11]. 

The significant restraints determined by PHCPs versus the management of weight problems were connected to a lack of 

primary health care management support and also inadequate health care system, absence of training, high failure rate in 

weight decrease, absence of centers, and lack of diet professionals, time constraints, as well as poor patient adherence to 

management strategies. These findings resemble those of other reported studies [19,20]. Physicians' self-confidence in 

managing obese and weight problems is simply typical. The significant constraints recognized by medical professionals in 

their management of excessive weight related to the PHC system and/or aspects related to patients. Short examination 

time reported by the bulk of physicians in various other researches [21,22]. Is a popular obstacle to the management of the 

preventative solutions in primary health and wellness care. The absence of professional guidelines was reported as a vital 

limiting variable; however, in some developed nations where there are nationwide guidelines, only a few practitioners 

showed excellent recognition of them [21,22]. 

Obese patients that had a medical diagnosis of obesity had an around 2.5 times greater chance of formula of a weight 

problems management strategy compared to those without a documented weight problems diagnosis, regardless of various 

other variables. Documentation of excessive weight probably requires the medical professional to think even more 

concerning excessive weight as a separate condition as well as take on procedures to resolve it. A comparable result was 

observed amongst 2 small studies that entailed resident medical professionals [20,22]. 

Importance of Dietary & Physical activity interventions:  

Studies, including randomized controlled trials, have actually tried to contrast the favorable impacts of specific nutritional 

make-ups on modifications in weight [23,24]. These tests suggest that dietary adherence and caloric restriction are more 

vital than macronutrient make-up in identifying fat burning. Canadian guidelines on weight problems suggest a low-fat or 

high-protein diet plan as a sensible short-term (6 - 12 mo) therapy choice for adults with weight problems [25]. 

Because physicians could not have the time or expertise to provide appropriate recommendations on nutritional make-up, 

prescribing such diets in clinical technique could be difficult. The guidelines recommend that an optimum nutritional 

strategy is established, ideally by a signed up diet professional [25]. Inning accordance with a recent meta-analysis, 

dietary therapy for patients with obesity can cause a mean modification in weight of − 1.9 (95% self-confidence period 

[CI] − 2.3 to − 1.5) BMI systems (6% of first body weight [5 kg] at 12 months compared with usual care [26]. 

Nonetheless, the writers also located that weight-loss lessened in time, emphasizing the relevance of providing lasting 

therapy to patients. 

A Cochrane testimonial of 43 randomized controlled tests revealed that exercise-only interventions could lead to a 

minimal mean weight loss of 2.03 (95% CI 2.82 to 1.23) kg compared with no treatment [27]. Interventions that combine 

workout and diet plan caused a greater decrease in weight compared to nutritional treatments alone (a change of − 1.0 kg, 

95% CI − 1.3 to − 0.7 kg), and also boosting the intensity of the exercise boosted fat burning by 1.5 (95% CI 2.3 to 0.7) 

kg [27]. The Canadian standards advise 30 mins of physical activity of moderate intensity each day, enhancing to 60 mins 

per day as part of a general weight-loss program, which needs to be both sustainable and also tailored to the individual 

[25]. 

Several researches noted that medical professional's suggested healthy way of life (increased physical activity), dietary 

suggestions (reduced variety of overall calories) or referral to a dietician however hardly ever supplied a sensible program 

of how to execute these suggestions. It is apparent that there is a need for education and learning of healthcare medical 

professionals to boost the uniformity of the analysis and improve medical professionals' self-efficacy in taking care of an 

adult as well as childhood years’ weight problems [28,29]. 

4. CONCLUSION 

Based upon evidence searching’s for, the family physicians generally displayed proper expertise of overweight as well as 

weight problems, other than on the items that mentioned that excessive weight on its own was a risk aspect for colon 

cancer, for endometrial cancer cells, for breast cancer cells and that low socio-economic course could predispose to 

obesity. family doctors should record obesity as a diagnosis or formulate an excessive weight management strategy in the 

majority of patients. Weight problems diagnosis led to a higher chance of the solution of an excessive weight management 

plan. 
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