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and Clinical Implications
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Obesity is widely recognized as a chronic disease characterized by excessive adipose
tissue accumulation, which poses significant risks for metabolic and cardiovascular
complications. Although the body mass index (BMI) has long been a standard di-
agnostic tool owing to its simplicity and utility in epidemiological studies, growing
evidence highlights substantial limitations in its accuracy when assessing individual
health status. BMI does not accurately reflect body composition, adipose tissue dis—
tribution, functional limitations, mental health conditions, or overall quality of life. To
overcome these shortcomings, alternative and complementary metrics—such as
waist circumference (WC), waist-to—height ratio (WHtR), dual-energy X-ray absorp—-
tiometry (DXA), and bioelectrical impedance analysis (BIA)—have been proposed.
Moreover, several comprehensive obesity assessment frameworks have emerged,
including the Edmonton Obesity Staging System (EOSS), the 2020 Canadian Adult
Obesity Clinical Practice Guidelines, the 2024 European Association for the Study of
Obesity diagnostic framework, and the 2025 Lancet Commission’s clinical obesity
diagnostic criteria. These systems emphasize multidimensional evaluation, integrat—
ing medical, functional, and psychosocial factors, enabling personalized treatment
strategies based on a patient’s actual health risks rather than simply focusing on
weight reduction. This comprehensive approach has significant clinical implications,
as it enhances patient-centered care, optimizes resource allocation in healthcare,
reduces obesity—-related stigma, and improves treatment adherence and outcomes.
This review highlights the need to shift the obesity paradigm from weight-centered
to health—centered assessments and underscores the clinical and policy implications
of adopting a comprehensive obesity evaluation framework.
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H 1. Edmonton Obesity Staging System
Stage Description Management
0  No apparent obesity-related health risks (e.g., normal blood pressure, Encourage healthy behaviors to maintain current health and prevent
lipids, and glucose), no physical symptoms, no psychological concerns, further weight gain
and no functional limitations
1 Early or borderline risk factors (e.g., impaired fasting glucose, elevated Reinforce lifestyle interventions, including dietary changes, physical
blood pressure), mild physical symptoms (e.g., fatigue or joint activity, and behavioral counseling. Regularly monitor risk factors and
discomfort), minimal psychological concerns, and mild functional health status
limitations
2 Established obesity related chronic diseases (e.g., type 2 diabetes, Initiate a comprehensive treatment plan, including behavioral,
hypertension, or sleep apnea), accompanied by noticeable physical pharmacological, and surgical interventions. Actively manage
symptoms, psychological issues, and moderate functional limitations comorbidities to improve functional capacity and quality of life
3 Clinically significant obesity-related end-organ damage (e.g., myocardial  Provide intensive treatment through an individualized combination of
infarction, heart failure, diabetic complications), and substantial medical, psychological, and surgical approaches, and closely manage
impairment in physical, mental, and functional domains complications
4 Severe, potentially end-stage obesity-related complications (e.g., severe  Focus on feasible aggressive interventions and supportive or palliative

disability, multiple organ failure), with profound impairment in physical,
mental, and functional domains

care, while prioritizing quality of life, pain control, and psychosocial
support

Adapted from Sharma AM, Kushner RF. Int J Obes (Lond) 2009:33:289-95."
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+presence of medical, functional, or mental health complications

v

Staging of obesity

(severity of impairments using Edmonton Obesity Staging System)

.

Setting personalized therapeutic targets

v

Initial level of intervention
(behavioral, pharmacological, surgical)

I3 1. Revised framework for assessing and

v

managing adult obesity. Adapted from the ar-

Therapy intensification
(if initial therapy insufficient)

ticle of Busetto L, Dicker D, Friihbeck G, et al.
(Nat Med 2024;30:2395-9)."

Abbreviations: BMI, body mass index; WHIR,
waist-to-height ratio.
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J& 2. Clinical obesity: assessment and
management pathway. Adapted from Rubino
F, Cummings DE, Eckel RH, et al. Definition
and diagnostic criteria of clinical obesity. Lan-
cet Diabetes Endocrinol 2025;13:221-62."
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