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Objectives

• Brief history of clinical practice guidelines in North America

• Who develops guidelines?

• What are guidelines good for?

• What are the limitations of guidelines, particularly in adult 
obesity care?



Key Take Aways

• Clinical practice guidelines (CPG) are a function of
• The questions asked

• The evidence available

• Resources available

• The people writing them

• CPG can be used in a variety of ways that improve or 
hinder obesity care

• CPG need to be living documents and supplemented by 
Standards of Care



Source: Behavioral Risk Factor Surveillance System, CDC.

Obesity Trends* Among U.S. Adults
BRFSS, 1990

(*BMI ≥30, or ~ 30 lbs. overweight for 5’ 4” person)

No Data           <10%          10%–14%



1991 NIH Consensus Statement

• Gastrointestinal surgery for severe obesity

• Becomes standard rationale for indication for bariatric 
surgery at BMI ≥ 40 kg/m2 or 35-39.9 kg/m2 with 
complications of obesity

• Recommends that patients have comprehensive evaluation 
and preparation

• Suggests that surgery be performed by experienced 
surgeon; multidisciplinary team support



Source: Behavioral Risk Factor Surveillance System, CDC.

Obesity Trends* Among U.S. Adults
BRFSS, 1998

(*BMI ≥30, or ~ 30 lbs. overweight for 5’ 4” person)

No Data          <10%           10%–14% 15%–19%          ≥20%



CPGs on Obesity in the US
Convened expert panel 
in May 1995

Sponsored by NIH 
(National Heart, Lung, 
and Blood Institute)

Covered literature from 
Jan 1980 to Sept 1997

• 236 RCT articles reviewed

Evidence Report and 
Practical Guide 
published 1998



Topics Addressed

• Who is at risk?

• Why treat overweight and obesity?

• What treatments are effective?

• Clinical guidelines
• Assessment- BMI, waist circumference, risk status, patient 

motivation

• Evaluation and treatment- goals of weight loss and management, 
strategies for weight loss and maintenance*

• Adapt weight loss programs to meet the needs of diverse patients

*Note: sibutramine was approved by FDA; orlistat approval was pending at the time of 
publication; dexfenfluramine and fenfluramine had just been removed in 1997





Practical 
Guidance 
for Primary 
Care



Source: Behavioral Risk Factor Surveillance System, CDC.

Obesity Trends* Among U.S. Adults
BRFSS, 2008

(*BMI ≥30, or ~ 30 lbs. overweight for 5’ 4” person)

No Data          <10%           10%–14% 15%–19%           20%–24%          25%–29%           ≥30%



2013 AHA/ACC/TOS Obesity 
Guideline

NHLBI convened 
expert panel in 2008

- NIH took on systematic 
evidence review (SER)

- Shifted clinical guideline to 
professional societies

Published in 2013



5 Critical Questions
CQ1: Expected health benefits of weight loss

CQ2: Health risks associated with overweight and obesity (cut 
points for waist and BMI)

CQ3: Which dietary strategies are effective

CQ4: Effectiveness of comprehensive lifestyle approach for 
weight loss and maintenance

CQ5: Efficacy and safety of bariatric surgery

Literature search: Jan 1998 to December 2009
• CQ2: added systematic reviews/meta-analyses up to 10/2011

• CQ3/4: added major RCTs after 2009 if > 100 people per treatment arm

• CQ5: added major studies after 2009 that met I/E criteria



Challenges

• No focus on pharmacotherapy
• At the initial convening (2009): 

• Sibutramine was soon to be withdrawn (2010)

• Rimonabant had been withdrawn (2007)

• Lorcaserin and phentermine/topiramate were ~2 years from completing 
phase 3 study programs (both approved in 2012)

• 4-year gap in literature review

• Shift in ownership and strategy



Prevalence¶ of Self-Reported Obesity Among U.S. Adults 

by State and Territory, BRFSS, 2013
¶ Prevalence estimates reflect BRFSS methodological changes started in 2011. These estimates should not be 

compared to prevalence estimates before 2011.

*Sample size <50, the relative standard error (dividing the standard error by the prevalence) ≥30%, 
or no data in a specific year.



Clinical Implications

Payers are making 
decisions about treatment 
coverage using guidelines

Clinicians are basing 
practice patterns on 
evidence that is not the 
latest

Policy makers take the 
lack of discussion about 
AOM as indication of 
decreased significance

Carry forward bariatric 
surgery indication



Other Focused CPG- Filling the Gap



Shift to Professional Societies





Guidelines to Shift Practice



Canadian Guidelines



Canadian Process

Inclusion of the patient voice

“assessed well over 550,000 published peer-reviewed articles”

“built consensus on a wide range of clinical and scientific issues to identify 80 key 
recommendations”

Adoption/adaptation by other countries

Living document with regular updates



Endorsed by Others



Summary and Key Questions

• Even the most comprehensive guidelines will be limited by 
the availability of high-quality evidence

• Clinical decision making still has to be informed by best 
practice standards in the absence of a guideline (i.e., 
standard of care)

• Especially true in obesity medicine where non-science-based 
therapies abound, and we have little comparative effectiveness 
evidence

• Who is the authoritative body that defines the predominant 
guideline?

• Will US policy makers, payers, etc use an international 
guideline?
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