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Abstract

Background: This Clinical Practice Guideline (CPG) for the
management of obesity in adults in Ireland, adapted from
the Canadian CPG, defines obesity as a complex chronic dis-
ease characterised by excess or dysfunctional adiposity that
impairs health. The guideline reflects substantial advances
in the understanding of the determinants, pathophysiology,
assessment, and treatment of obesity. Summary: It shifts the
focus of obesity management toward improving patient-
centred health outcomes, functional outcomes, and social
and economic participation, rather than weight loss alone. It
gives recommendations for care that are underpinned by
evidence-based principles of chronic disease management;
validate patients’ lived experiences; move beyond simplistic
approaches of “eat less, move more” and address the root
drivers of obesity. Key Messages: People living with obesity
face substantial bias and stigma, which contribute to in-
creased morbidity and mortality independent of body
weight. Education is needed for all healthcare professionals
in Ireland to address the gap in skills, increase knowledge of
evidence-based practice, and eliminate bias and stigma in
healthcare settings. We call for people living with obesity in
Ireland to have access to evidence-informed care, including
medical, medical nutrition therapy, physical activity and
physical rehabilitation interventions, psychological inter-
ventions, pharmacotherapy, and bariatric surgery. This can
be best achieved by resourcing and fully implementing the
Model of Care for the Management of Adult Overweight and
Obesity. To address health inequalities, we also call for the
inclusion of obesity in the Structured Chronic Disease Man-
agement Programme and for pharmacotherapy reimburse-
ment, to ensure equal access to treatment based on health-

need rather than ability to pay. ©2022 The Author(s).
Published by S. Karger AG, Basel

Introduction

This adapted clinical practice guideline (CPG) for
Ireland joins Obesity Canada (OC) and the Canadian
Association of Bariatric Physicians and Surgeons (CAB-
PS) [1], the World Health Organisation [2], the Euro-
pean Association for the Study of Obesity [3], the Euro-
pean Commission [4, 5], the American Medical Asso-
ciation [6], the Obesity Society [7] and the World
Obesity Federation [8] in defining obesity as a complex
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chronic disease in which excess or dysfunctional adipos-
ity impairs health [9].

The last decade has seen substantial advances in our
understanding of the determinants, pathophysiology, as-
sessment, and treatment of obesity across the life course.
Historically, obesity has been defined based on an arbi-
trary cut-off of a body mass index (BMI) >30 kg/m?. Ata
population level, health complications increase as BMI
increases, and consequently, epidemiological studies
continue to use this stratification for surveillance and as
an indicator to screen for weight-related health risks [10].
However, BMI is not an accurate standalone tool for
identifying adiposity-related complications in individu-
als [11]. At an individual level, health complications oc-
cur because of the mass, location, and distribution of ad-
iposity, in addition to factors such as genetic predisposi-
tion and health inequalities [12]. The threshold at which
excess adiposity impairs health in individuals varies, and
there is a U-shaped distribution between BMI and all-
cause mortality [13, 14].

Excess or dysfunctional adiposity is associated with in-
flammation and an increased risk of metabolic, mechani-
cal, and mental health complications. Potential complica-
tions include type 2 diabetes, hypertension, nonalcoholic
fatty liver disease, polycystic ovary disease, obstructive
sleep apnoea, gallbladder disease, osteoarthritis, pain,
gastroesophageal reflux disease, incontinence, lymphoe-
dema, plantar fasciitis, certain cancers (colon, kidney, oe-
sophageal, postmenopausal breast, and endometrial), as
well as mood, anxiety, and eating disorders [15-26]. Obe-
sity can reduce healthy-life years and can reduce life ex-
pectancy by 6-14 years [27, 28].

An improved understanding of the biological under-
pinnings of the disease of obesity has emerged [11]. The
brain plays a central role in energy homoeostasis by regu-
lating food intake and energy expenditure [29]. Appetite
regulation is complex and involves the integration of cen-
tral neural circuits including the hypothalamus (homoeo-
static control), the mesolimbic system (hedonic control),
and the frontal lobe (executive control). The neurobiol-
ogy of appetite, body weight, and energy regulation is me-
diated by a milieu of hormonal signals from the gut, adi-
pose tissue, and other organs. Many of these signalling
pathways are altered by obesity [30-33]. While in the
short term, restricting energy intake and increasing phys-
ical activity leads to a negative energy balance and weight
loss, this triggers a cascade of adaptive metabolic and neu-
rohormonal mechanisms that increase hunger, reduce sa-
tiety and energy expenditure, attenuate weight loss and
promote weight regain [34-36].
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Table 1. Irish model of care for overweight and obesity

Level of care

Patient profile and suggested services

Adult level 0

Living well with
overweight and obesity
+

Adult level 1

General practice and
primary care team

BMI >25 kg/m? with:

« None or subclinical risk factors

+ Mild symptoms/health impairment not requiring medical treatment

Suggested services include early identification, brief advice, self-management supports, commercial
programmes, and primary care team interventions

Assessment may include physical examination, laboratory assessment, and other diagnostics to identify
obesity complications and diagnose obesity. Assessment may also be required at this level for individuals
that have undergone bariatric procedures outside of Ireland or are not under the care of a bariatric surgeon,
with onward referral to specialist services

The GP, GPN, and the wider multidisciplinary primary care team are the key healthcare professionals within
this level

Adult level 2
Community specialist
ambulatory care

BMI >30 kg/m? with:

- Established but controlled obesity-related complications requiring medical intervention (hypertension,
T2DM, sleep apnoea, polycystic ovarian syndrome, osteoarthritis)

+ Moderate but controlled obesity-related psychological symptoms (depression, eating disorder, anxiety
disorder)

« Moderate functional limitations in daily activities

Level 2 community specialist ambulatory care hubs will provide specialist support to GPs in assessing and

treating people living with obesity and preventing disease progression. Additional suggested enhanced

support services at this level include behaviourally focused programmes

Assessment needs will likely be similar to those outlined at level 1 with access as required to phlebotomy,

X-ray, and echocardiography to support comprehensive clinical assessment

Adult level 3

Acute specialist
ambulatory care

+

Adult level 4

Specialist hospital care

BMI >30 kg/m? with:

- Significant/severe/uncontrolled obesity-related end organ disease, psychological symptoms, functional
limitations and/or impairment of well-being

Consultant physician or surgeon-led MDT services, co-located in hospital sites, to provide care for adults with

severe and complicated obesity

Clinical assessment will involve screening for underlying causes and consequences of obesity, including

assessment and review of existing complications and screening for additional complications. Individualised

clinical assessments will be undertaken across the MDT. This also includes rescreening and treatment (and

referral as indicated) for eating disorders, trauma and chronic mental health conditions. Assessments specific

to bariatric surgery include preoperative medical, nutritional, psychological, and functional assessment, as

well as an assessment of risk of postoperative complications

GP, general practitioners; GPN, general practice nurse; MDT, multidisciplinary team; T2DM, type 2 diabetes mellitus.

Obesity is also influenced by environmental factors.
The increased availability and pervasive marketing of en-
ergy-dense, inexpensive foods and beverages, in parallel
with economic growth, rapid urbanisation, health in-
equalities, changes to sleep, screen time, working pat-
terns, and sedentary time, have resulted in a “health dis-
rupting” environment, which promotes the development
of obesity in susceptible populations [37, 38]. For indi-
viduals with a genetic predisposition, small surpluses in
energy intake can accumulate over years, leading to ex-
cessive weight gain [29]. Twin studies show a 50-80% de-
gree of concordance of BMI and regional adiposity [39].
The prevalence of higher body weights is increasing
throughout the world [40]. In Europe, the prevalence of

CPG for the Management of Obesity in
Adults

a BMI >30 kg/m? ranges from 19.5 to 31.3% [41], and in
Ireland, this has increased by over 60% since 1990 [42].
Data on the prevalence of obesity, defined by the impact
of adiposity on health, however, is lacking.

Despite an improved understanding of the disease,
people with obesity continue to experience weight bias
and stigma, which contributes independently to increased
morbidity and mortality [43]. The dominant narrative fu-
els assumptions about personal irresponsibility and lack
of willpower and casts blame and shame upon people liv-
ing with obesity [44]. Obesity stigma negatively influenc-
es the quality of healthcare that people living with obesity
receive [45, 46]. Historically, obesity has not been man-
aged well within healthcare [47-49], and many healthcare
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professionals (HCPs) feel ill-equipped to deliver obesity
care [44, 50, 51].

In Ireland, there have been efforts to embed obesity
care in national policy and healthcare delivery since the
Report of the National Task Force on Obesity in 2005
[52]. The Obesity Policy and Action Plan acknowledged
that obesity is a complex issue requiring a cross-sectoral
approach [53]. It recommended developing an integrated
service model for the health and social care of people liv-
ing with overweight and obesity that included quality as-
surance guidance for obesity services. In 2017, the Na-
tional Clinical Programme for Obesity was established,
and in 2021, the Irish Health Service Executive launched
the Model of Care (MOC) for the Management of Over-
weight and Obesity in Ireland. This describes how these
services should be organised, delivered, and resourced
across the healthcare system and the life course [49]. The
model has five levels of care, in line with the National
Framework for the Integrated Prevention and Manage-
ment of Chronic Disease in Ireland. Each level brings
more intensive intervention to individuals with increas-
ing disease complexity. Individuals will move between
levels as required based on complexity using an adapted
Edmonton Obesity Staging System (EOSS) framework
(Table 1).

OC (https://obesitycanada.ca/) is a leader in the field
of obesity research, education, and advocacy to reduce
obesity stigma. In 2020, OC and the CABPS published
CPGs for adult obesity providing an evidence- and expe-
rience-based, patient-centred framework for HCPs, pa-
tients, and policy makers [1]. They proposed new ap-
proaches to diagnose and assess obesity in clinical prac-
tice and outlined comprehensive and holistic treatments
that focus on improved health and well-being, not just
weight loss [54-56].

The Irish MOC identified the need to develop clinical
practice guidelines to support HCPs. When an Obesity
Canada and European Association for the Study of Obe-
sity (EASO) call opened to pilot the adaptation of the Ca-
nadian CPGs in 2021, the Association for the Study of
Obesity on the Island of Ireland (ASOI) (www.asoi.info)
partnered with the Obesity National Clinical Programme
(ONCP) (https://www.hse.ie/eng/about/who/cspd/ncps/
obesity) and the Irish Coalition for People Living with
Obesity (ICPO) (https://icpobesity.org) to become the
first European country to adapt the Canadian CPGs. This
paper describes the adaptation process and outlines the
recommendations that have been contextualised for
guiding evidence-based obesity care in Ireland with a
change of focus, from an exclusively weight-based diag-
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nosis to a health-linked diagnosis, and a shift in the goals
of management from weight change alone to patient-cen-
tred health outcomes, functional outcomes, and social
and economic participation.

Scope

The target users for this adaptation are HCPs working
at all levels of the MOC in Ireland. The guideline is also
relevant to policy makers and stakeholder groups work-
ing in the area of health promotion. It contains key mes-
sages for people living with obesity, which will serve as a
guide to the quality of evidence-based care that should be
accessible to them. The guideline refers to obesity in
adults only; however, the authors recognise the need to
develop future CPGs for childhood and adolescent obe-
sity in Ireland. The recommendations are intended to
serve as a guide; clinical discretion should be used by all
who refer to them. The aim of the guideline is to dissem-
inate evidence-informed options for assessing and treat-
ing obesity and to improve the standard of, and access to,
care for individuals with obesity in all regions of Ireland.
As much of the existing literature is based primarily on
weight-loss outcomes, several recommendations in this
guideline are weight-loss centred. This guideline does not
focus on obesity prevention, but Chapter 4 of the CPG
does summarise public health strategies in Ireland that
may influence environmental determinants of obesity
(asoi.info/guidelines/prevention).

Recommendations

The CPG recommendations are shown in Table 2, and
the supporting evidence is available in the full CPG chap-
ters at asoi.info/guidelines. This summary paper refers to
tive steps to broadly guide HCPs in the care of people liv-
ing with obesity. These 5 steps map onto the '5 As Tool'
- a framework for guiding obesity-focused clinical con-
sultations with individuals [57]. Each step is outlined be-
low with highlights of the relevant recommendations and
an overview of the supporting evidence.

Step 1: Recognition of Obesity as a Chronic Disease

and Obtaining Patient Permission

HCPs should recognise and treat obesity as a chronic
disease characterised by excess or dysfunctional adiposity
which impairs health [9, 10, 36, 58, 59]. Obesity is a com-
plex and heterogeneous disease that does not present in
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Table 2. Recommendations on management of obesity in adults in Ireland

Recommendations

Category of evidence
and strength of
recommendation

Reducing weight bias in obesity management, practice, and policy

1 Healthcare professionals should assess their own attitudes and beliefs regarding obesity and consider how their
attitudes and beliefs may influence care delivery

2 Healthcare professionals should recognise that internalised weight bias (bias toward oneself) in people living with
obesity can affect behavioural and health outcomes

3 Healthcare professionals should avoid using judgemental words (level 1a, grade A), images (level 2b, grade B), and
practices (level 2a, grade B) when working with patients living with obesity

4 We recommend that healthcare providers avoid making assumptions that an ailment or complaint a patient presents
with is related to their body weight

5  Werecommend that all professional health disciplines include training on weight bias, stigma, and discrimination in
their curricula

6  Werecommend that formal teaching on the uncontrollable and nonmodifiable causes of obesity, and the management
of obesity as a chronic disease, should be incorporated into training programmes for healthcare professionals

Level 1a, grade A
Level 2a, grade B

See recommendation
Level 3, grade C

Level 4, grade D
(consensus)

Adapted from

recommendation 68,
level 1, grade A

Epidemiology of adult obesity

7  Healthcare providers can recognise and treat obesity as a chronic disease, caused by excess or dysfunctional body fat
accumulation (adiposity), which impairs health, with increased risk of premature morbidity and mortality

8  The development of evidence-informed strategies at the health system and policy levels can be directed at managing
obesity in adults

9  Continued longitudinal national and regional surveillance of obesity that includes self-reported and measured data (i.e.,
height, weight, waist circumference) may be collected on a regular basis

Level 2b, grade B
Level 2b, grade B

Level 2b, grade B

Enabling participation in activities of daily living for people living with obesity

10  We recommend that healthcare professionals ask patients living with obesity if they have concerns about managing
self-care activities such as bathing, getting dressed, bowel and/or bladder management, skin and/or wound care, foot
care

11 We recommend that healthcare professionals assess falls risk in people living with obesity as this could interfere with
their ability and interest in participating in physical activity

Level 3, grade C

Level 3, grade C

Assessment of people living with obesity

12 We suggest that healthcare professionals involved in screening, assessing, and managing people living with obesity use
the 5As framework to initiate the discussion by asking for their permission and assessing their readiness to begin
treatment

13 Healthcare professionals can measure height and weight; and calculate the BMI in all adults (level 2a, grade B); and
measure waist circumference in individuals with a BMI 25-35 kg/m? (level 2b, grade B)

14 We suggest that a comprehensive history to identify root causes of weight gain as well as complications of obesity and
potential barriers to treatment be included in the assessment

15 We recommend measuring blood pressure in both arms, fasting glucose or glycated haemoglobin (HbA1c), and lipid
profile to determine cardiometabolic risk and where appropriate screen for nonalcoholic fatty liver disease and sleep

disordered breathing in people living with obesity
16 We suggest that healthcare providers consider using the Edmonton Obesity Staging System to determine the severity of

obesity and guide clinical decision-making

Level 4, grade D
(consensus)

See recommendation
Level 4, grade D

Level 3, grade D

Level 4, grade D

The role of mental health in obesity management

17 Regular monitoring of weight, fasting glucose, and lipid profile in people with a mental health diagnosis who are taking
medications associated with weight gain is recommended

18 Healthcare professionals can consider both efficacy and effects on body weight when choosing psychotropic
medications

19  Pharmacological treatment such as metformin and psychological treatment, such as cognitive behavioural therapy,
should be considered for prevention of weight gain in people with severe mental illness who are treated with
antipsychotic medications associated with weight gain

20 Healthcare providers should be aware that both lisdexamfetamine and topiramate have been shown to reduce eating
pathology and weight in people with overweight or obesity and in binge-eating disorders (level 1a, grade A). However,
both medications are not licenced in Ireland for this indication currently, and specialist opinion should be sought before
considering such treatment options in conjunction with psychological interventions (level 4, grade D, consensus)

Level 3, grade C
Level 2a, grade B

Level 1a, grade A

See recommendation

Medical nutrition therapy in obesity management

21 We suggest that nutrition recommendations for adults of all body sizes should be personalised to meet individual values,
preferences, and treatment goals to support a dietary approach that is safe, effective, nutritionally adequate, culturally
acceptable, affordable, and enjoyable for long-term adherence

22 Adults living with obesity should receive individualised medical nutrition therapy provided by a CORU registered
dietitian (when available) to improve health outcomes including weight (body weight, BMI), waist circumference,
glycaemia, lipid, and blood pressure

Level 4, grade D

Level 1a, grade A

CPG for the Management of Obesity in Obes Facts
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Table 2 (continued)

Recommendations

Category of evidence
and strength of
recommendation

23 Adults living with obesity and impaired glucose tolerance (prediabetes) or T2DM may receive medical nutrition therapy
provided by a CORU registered dietitian (when available) to improve glycaemia and blood pressure and reduce body
weight and waist circumference

24 Adults living with obesity can consider any of multiple medical nutrition therapies to improve health-related outcomes,
choosing the dietary patterns, and food-based approaches that support their best long-term adherence:

a Calorie-restricted dietary patterns emphasising variable macronutrient distribution ranges (lower, moderate, or higher
carbohydrate with variable proportions of protein and fat) to achieve similar body weight reduction over 6-12 months
(level 2a, grade B)

Mediterranean dietary pattern to improve glycaemia, HDL-cholesterol and triglycerides (level 2b, grade C), reduce
cardiovascular events (level 2b, grade C), reduce the risk of T2DM (level 2b, grade C), and increase reversion of

metabolic syndrome (level 2b, grade C) with little effect on body weight and waist circumference (level 2b, grade C)

Vegetarian dietary pattern to improve glycaemia; establish blood lipid targets, including LDL-C; and reduce body

weight, (level 2a, grade B), risk of T2DM (level 3, grade C), and coronary heart disease incidence and mortality (level 3,

grade Q)

Portfolio dietary pattern to improve established blood lipid targets, including LDL-C, apo B and non-HDL-C (level 1a,

grade B), CRP, blood pressure, and estimated 10-year coronary heart disease risk (level 2a, grade B)

Low-glycaemic index dietary pattern to reduce body weight (level 2a, grade B), glycaemia (level 2a, grade B),
established blood lipid targets, including LDL-C (level 2a, grade B), and blood pressure (level 2a, grade B) and the risk

of T2DM (level 3, grade C) and coronary heart disease (level 3, grade C)

Dietary Approaches to Stop Hypertension (DASH) dietary pattern improve blood pressure (level 2a, grade B),

established lipid targets, including LDL-C (level 2a, grade B), CRP (level 2b, grade B), and glycaemia (level 2a, grade B);

reduce the risk of T2DM, cardiovascular disease, coronary heart disease, and stroke (level 3, grade C); and reduce body

weight and waist circumference (level 1a, grade B)

Nordic dietary pattern to improve blood pressure (level 2b, grade B), and established blood lipid targets, including

LDL-C, apo B, (level 2a, grade B), non-HDL-C (level 2a, grade B), reduce the risk of cardiovascular and all-cause mortality

(level 3, grade (), and reduce body weight (level 2a, grade B) and body weight regain (level 2b, grade B)

Partial meal replacements (replacing one to two meals/day as part of a calorie-restricted intervention) to reduce waist

circumference, blood pressure, body weight, and improve glycaemia (level 1a, grade B

Intermittent or continuous calorie restriction achieved similar short-term body weight reduction (level 2a, grade B)

Pulses to (i.e., beans, peas, chickpeas, lentils) improve glycaemia (level 2, grade B) and established lipid targets,

including LDL-C (level 2, grade B), and systolic BP (level 2, grade C); reduce the risk of coronary heart disease (level 3,

grade C); and improve body weight (level 2, grade B)

Vegetables and fruit to improve diastolic BP (level 2, grade B) and glycaemia (level 2, grade B) and reduce the risk of

T2DM (level 3, grade C) and cardiovascular mortality (level 3, grade C)
| Nuts to improve glycaemia (level 2, grade B), established lipid targets, including LDL-C (level 3, grade C) and reduce

the risk of cardiovascular disease (level 3, grade C)
m Whole grains (especially from oats and barley) to improve established lipid targets, including total cholesterol and
LDL-C (level 2, grade B)
n Dairy foods to reduce the risk of T2DM and cardiovascular disease (level 3, grade C); to reduce body weight, waist
circumference, body fat; and to increase lean mass in calorie-restricted diets but not in unrestricted diets (level 3,
rade C

25 Ad%lts Iivir)19 with obesity and impaired glucose tolerance (prediabetes) should consider intensive interventions that
target a 5-7% weight loss, to improve glycaemia, blood pressure, and blood lipid targets (level 1a, grade A) and reduce
the incidence of T2DM (level 1a, grade A), microvascular complications (retinopathy, nephropathy, and neuropathy)
(level 1a, grade B), and cardiovascular and all-cause mortality (level 1a, grade B)

26  Adults living with obesity and T2DM should consider intensive interventions that target a 7-15% weight loss to increase
the remission of T2DM and reduce the incidence of nephropathy, OSA, and depression

27 We recommend nonrestrictive approaches to improve quality of life, psychological outcomes (general well-being, body
image perceptions), cardiovascular outcomes, body weight, physical activity, cognitive restraint, and eating behaviours
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Level 2a, grade B

See recommendation

See recommendation

Level 1a, grade A

Level 3, grade C

Physical activity in obesity management
28  Aerobic physical activity (30-60 min of moderate to vigorous intensity most days of the week) can be considered for
adults who want to:
a Increase cardiorespiratory fitness (level 2a, grade B) and mobility (level 2a, grade B)
b Optimise the maintenance of muscle mass and physical function during weight loss (level 2a, grade B)
¢ Achieve small amounts of body weight and fat loss (level 2a, grade B)
d Achieve reductions in abdominal visceral fat (level 1a, grade A) and ectopic fat, such as liver and heart fat (level 1a,
grade A), even in the absence of weight loss
e Optimise weight maintenance after weight loss (level 2a, grade B)
29 For adults living with overweight or obesity, resistance training may promote weight maintenance or modest increases
in muscle mass or fat-free mass and mobility

See recommendation

Level 2a, grade B
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Table 2 (continued)

Recommendations

Category of evidence
and strength of
recommendation

30

31

32

Increasing exercise intensity, including high-intensity interval training, can achieve greater increases in cardiorespiratory
fitness and reduce the amount of time required to achieve benefits similar to those from moderate-intensity aerobic
activit

Regulayr physical activity, with and without weight loss, can improve many cardiometabolic risk factors in adults who
have overweight or obesity, including hyperglycaemia and insulin sensitivity (level 2b, grade B), high blood pressure
(level 1a, grade B), and dyslipidaemia (level 2a, grade B)

Regular (120 min or more per week) aerobic physical activity may improve overall mental health and health-related
quality of life in adults who are middle aged or older living with overweight or obesity (level 2, grade B). There is
evidence to suggest that regular exercise (dance therapy) may improve body image (level 3, grade C)

Level 2a, grade B

See recommendation

See recommendation

Effective psychological and behavioural interventions in obesity management

33

34

35

36

Multicomponent psychological interventions (combining behaviour modification [goal setting, self-monitoring,
problem-solving]; cognitive therapy [reframing]; and values-based strategies to alter diet and physical activity) should be
incorporated into care plans for obesity management, and improved health status and quality of life (level 1a, grade A) in
a manner that promotes adherence, confidence, and intrinsic motivation (level 1b, grade A)

Healthcare professionals should provide longitudinal care with consistent messaging to people living with obesity to
support the development of confidence in overcoming barriers (self-efficacy) and intrinsic motivation (personal,
meaningful reasons to change), to encourage the patient to set and sequence health goals that are realistic and
achievable, to self-monitor behaviour, and to analyse setbacks using problem-solving and adaptive thinking (cognitive

reframing), including clarifying and reflecting on values-based behaviours

Healthcare professionals should ask people living with obesity for permission to share information that success in obesity
management is related to improved health, function, and quality of life resulting from achievable behavioural goals and
not on the amount of weight loss

Healthcare professionals should provide follow-up sessions consistent with repetition and relevance to support the
development of self-efficacy and intrinsic motivation. Once an agreement to pursue a behavioural path has been
established (health behaviour and/or medication and/or surgical pathways) follow-up sessions should repeat the above
messages in a fashion consistent with repetition (the provider role) and relevance (the patient role) to support the
development of self-efficacy and intrinsic motivation

See recommendation

Level 1a, grade A

Level 1a, grade A

Level 1a, grade A

Pharmacotherapy in obesity management

37

38

39

40

4

42

Pharmacotherapy for obesity management can be used for individuals with BMI =30 kg/m? or BMI 227 kg/m? (BMI >28
kg/m? in the case of orlistat) with adiposity-related complications, in conjunction with medical nutrition therapy, physical
activity and/or psychological interventions (liraglutide 3 mg [level 2a, grade B], semaglutide 2.4 mg weekly [level 1a,

grade A], naltrexone-bupropion 16 mg/180 mg BD [level 2a, grade B], orlistat 120 mg TDS [level 2a, grade B])
Pharmacotherapy may be used to maintain weight loss that has been achieved by health behaviour changes and to
prevent weight regain (liraglutide 3 mg or orlistat)

For people living with T2DM and a BMI >27 kg/m?, pharmacotherapy can be used in conjunction with health behaviour
changes for weight loss and improvement in glycaemia: liraglutide 3 mg (level 1a, grade A), naltrexone-bupropion
combination (level 2a, grade B), orlistat (level 2a, grade B)

We recommend pharmacotherapy in conjunction with health behaviour changes for people living with prediabetes and
overweight or obesity (BMI >27 kg/m?) to delay or prevent T2DM (liraglutide 3 mg; orlistat)

We do not suggest the use of prescription or over-the-counter medications other than those approved for weight
management

For people living with overweight or obesity who require pharmacotherapy for other health conditions, we suggest
choosing drugs that are not associated with weight gain where potential differences in efficacy, tolerability, and
affordability allow

See recommendation

Level 2a, grade B

See recommendation

Level 2a, grade B

Level 4, grade D
(consensus)
Level 4, grade D
(consensus)

Bariatric surgery: selection and preoperative workup

43

44
45

We suggest a comprehensive medical, nutritional, psychological and functional evaluation be completed, and nutrient

deficiencies corrected, in candidates for bariatric surgery
Preoperative smoking cessation can minimise perioperative and postoperative complications

We suggest screening for and treatment of OSA in people seeking bariatric surgery

Level 4, grade D

Level 23, grade B
Level 4, grade D

Bariatric surgery: surgical options and outcomes

46

Bariatric surgery can be considered for people with BMI 240 kg/m? or BMI 235 kg/m? with at least 1 adiposity-related

disease (level 4, grade D, consensus) to:

a Reduce long-term overall mortality (level 2b, grade B)

b Induce significantly better long-term weight loss compared with medical management alone (level 1a, grade A)

¢ Induce control and remission of T2DM, in combination with best medical management, over best medical
management alone (level 2a, grade B)

d Significantly improve quality of life (level 3, grade C)

e Induce long-term improvement or remission of most adiposity-related diseases, including dyslipidemia (level 3, grade
C), hypertension (level 3, grade C), and liver steatosis and nonalcoholic steatohepatitis (level 3, grade C)

See recommendation

CPG for the Management of Obesity in
Adults
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Table 2 (continued)

Recommendations

Category of evidence

and strength of
recommendation

47

48

49

50

Bariatric surgery should be considered in patients with BMI between 30 and 35 kg/m? and complex T2DM despite
optimal medical management

Bariatric surgery may be considered to facilitate weight loss and management of obesity-related disease in persons with
BMI between 30 and 35 kg/m?, in certain cases where optimal medical and behavioural management has been
insufficient

We suggest the choice of bariatric procedure is decided according to the patient’s need, in collaboration with an
experienced multidisciplinary team

We suggest that adjustable gastric banding not be offered due to unacceptable complications and long-term failure

Level 1a, grade A
Level 2a, grade B
Level 4, grade D

(consensus)
Level 4, grade D

Bariatric surgery: postoperative management

51

52

53

54

55

Healthcare professionals can encourage people who have undergone bariatric surgery to participate and maximise their
access to behavioural interventions, and health and social care services at a level 4 bariatric surgical centre (level 2a,
grade B), or the appropriate service for the level of care required (grade D, level 4, consensus). We suggest postoperative
follow-up care is delivered at a level 4 bariatric surgical centre for a minimum of 2 years (level 4, grade D, consensus)

We suggest that level 4 bariatric surgical centres communicate a comprehensive care plan to primary care providers, and
other services as relevant, for patients who are discharged, including bariatric procedure, emergency contact numbers,
annual blood tests required, long-term vitamin and minerals supplements, medications, and behavioural interventions,
as well as when to refer back

We suggest that after a patient has been discharged from the level 4 bariatric surgical centre, care provided at levels 1-3
of the Irish Model of Care for Obesity should annually review: nutritional intake, activity, compliance with multivitamin
and mineral supplements and weight, as well as assess comorbidities, order laboratory tests to assess for nutritional
deficiencies and investigate abnormal results and treat as required

We suggest that primary care providers consider referral back to the bariatric surgical centre or level 3 specialist services
for technical or gastrointestinal symptoms, nutritional issues, pregnancy, psychological support, weight regain, or other
medical issues as described in this chapter related to bariatric surgery

We suggest that level 4 bariatric surgical centres provide follow-up and appropriate laboratory tests at regular intervals
post-surgery with access to appropriate healthcare professionals (as per the Irish Model of Care for Obesity) until
discharge is deemed appropriate for the patient

See recommendation

Level 4, grade D
(consensus)

Level 4, grade D
(consensus)

Level 4, grade D
(consensus)

Level 4, grade D
(consensus)

Primary care and primary healthcare in obesity management

56

57

58

59

60

61

62

63

64

65

66

67

68

We recommend that primary care clinicians identify people with overweight and obesity, and initiate patient-centred,
health-focused conversations with them

We recommend that healthcare professionals ensure they ask people for their permission before discussing weight or
taking anthropometric measurements

Primary care interventions should be used to increase health literacy in individuals’ knowledge and skill about weight
management as an effective intervention to manage weight

Primary care clinicians should refer persons with overweight or obesity to primary care multicomponent programs,
where available (levels 2-3 as appropriate) with personalised obesity management strategies as an effective way to

support obesity management

Primary care clinicians can use collaborative deliberation with motivational interviewing to tailor action plans to
individuals’ life context in a way that is manageable and sustainable to support improved physical and emotional health,
and weight management

Interventions that target a specific ethnic group should consider the diversity of psychological and social practices with
regard to excess weight, food, and physical activity, as well as socioeconomic circumstances, as they may differ across

and within different ethnic groups

Longitudinal primary care interventions should focus on incremental, personaliszed, small behaviour changes (the “small
change approach”) to be effective in supporting people to manage their weight

Primary care multicomponent programs should consider personalised obesity management strategies as an effective
way to support people living with obesity

Primary care interventions that are behaviour based (nutrition, exercise, lifestyle), alone or in combination with
pharmacotherapy, should be used to manage overweight and obesity

Group-based diet and physical activity sessions (e.g., interventions in level 2 of the Irish Model of Care) and those
informed by the Diabetes Prevention Program and the Look AHEAD (Action for Health in Diabetes) programs should be
used as an effective management option for adults with overweight and obesity

Intensive weight management within routine primary care, as informed by the primary care-led interventions for
remission of T2DM (e.g., DiRECT trial) should be considered as a management option for adults with overweight and
obesit

Intervgntions that use technology to increase reach to larger numbers of people asynchronously should be a potentially
viable lower cost intervention in a community-based setting (level 1b, grade B). Virtual group consultations also offer a

novel and potentially scalable approach (level 4, grade D, consensus)
Educators of undergraduate, graduate, and continuing education programs for primary healthcare professionals should

provide courses and clinical experiences to address the gaps in skills, knowledge of the evidence, and attitudes necessary
to confidently and effectively support people living with obesity

Level 3, grade C
Level 3, grade C
Level 1a, grade A

Level 1b, grade B

Level 2b, grade C

Level 1b, grade B

Level 1b, grade B
Level 1b, grade B
Level 1a, grade A

Level 1b, grade A

Level 1a, grade A

See recommendation

Level 1a, grade A
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Table 2 (continued)

Recommendations

Category of evidence
and strength of
recommendation

Commercial products and programs in obesity management

69

70

71

For adults living with overweight or obesity, some commercial programmes exist which may achieve mild to moderate
weight loss over the short or medium term (level 1a, grade A) and a mild reduction of glycated haemoglobin values over
a short-term in adults with T2DM (level 1b, grade B) compared to usual care or education. However, none of those
programmes are currently available in Ireland

We do not recommend the use of over-the-counter commercial weight loss products for obesity management, owing to
lack of evidence

We do not suggest that commercial weight loss programs be used for improvement in blood pressure and lipid control
in adults living with obesity

See recommendation

Level 4, grade D

Level 4, grade D

Emerging technologies and virtual medicine in obesity management

72

73

74

Implementation of management strategies can be delivered through Web-based platforms (e.g., online education on
medical nutrition therapy and physical activity) or mobile devices (e.g., daily weight reporting through a smartphone

application) in the management of obesity

We suggest that healthcare professionals incorporate, or use technology which incorporates, individualised feedback,
and follow-up (e.g., personalised coaching or feedback via phone or email) into technology-based management

strategies to improve weight-loss outcomes
The use of wearable activity-tracking technology should be part of a comprehensive strategy for weight management

Level 23, grade B

Level 4, grade D

Level 1a, grade A

Weight management over the reproductive years for adult women living with obesity

75

76

77

78

79

80

We recommend healthcare professionals discuss weight-management targets specific to the reproductive years with
adult women living with obesity: preconception weight loss (level 3, grade C); gestational weight gain of 5 kg-9 kg over
the entire pregnancy (level 4, grade D); postpartum weight loss of — at minimum - gestational weight gain (level 3, grade
C) to reduce the risk of adverse outcomes in the current or in a future pregnancy

Healthcare professionals should offer behavioural support interventions, including both nutrition and physical activity to
adult women with obesity who are considering a pregnancy (level 3, grade C), who are pregnant (level 2a, grade B) and
who are postpartum (level 1a, grade A) to increase the likelihood of achieving weight targets

We recommend that healthcare professionals encourage and support pregnant women with obesity to consume foods
consistent with a healthy dietary pattern in order to meet their target gestational weight gain

We recommend that healthcare professionals encourage and support pregnant women living with obesity who do not
have contraindications to exercise during pregnancy to engage in at least 150 min per week of moderate-intensity
physical activity, to assist in the management of gestational weight gain

Healthcare professionals should not prescribe metformin for gestational weight gain in pregnant women living with
obesity (level 1b, grade A). We suggest that weight-management medications not be used during pregnancy or breast-
feeding (level 4, grade D)

We recommend that women living with obesity be offered additional breast-feeding support because of decreased rates

See recommendation

See recommendation

Level 3, grade C

Level 3, grade C

See recommendation

Level 3, grade C

of initiation and continuation

T2DM, type 2 diabetes mellitus; OSA, obstructive sleep apnoea; CORU, the authority responsible for the regulation of health and healthcare profession-

alsin Ireland.

the same way in all patients. It requires individualised as-
sessment, treatment, and long-term support, as with any
other chronic disease.

Weight bias in healthcare settings can reduce the qual-
ity of care delivery [45, 46]. To reduce weight stigma
HCPs need to become aware of their own attitudes and
behaviours toward individuals living with obesity [60].
This can be explored by completing a self-assessment tool
like the Implicit Association Test for weight bias [61]. We
recommend that all HCP disciplines include training on
weight bias, stigma, and discrimination in their curricula
[62]. A full description and supporting evidence for
weight bias recommendations are available online at
asoi.info/guidelines/stigma.

CPG for the Management of Obesity in
Adults

HCPs should not assume that patients with larger bod-
ies have obesity. We recommend the '5 As' framework to
initiate discussion and ask for permission to discuss
weight. If the patient agrees, then assessment and consid-
eration of treatment options can begin [57, 63, 64].

Step 2: Clinical Assessment

Clinical assessment informs diagnosis, determines
disease severity, identifies drivers and barriers, and guides
management. Root causes of obesity can include biologi-
cal factors, other chronic diseases, medications, sociocul-
tural practices and beliefs, social determinants of health,
built environment, individual life experiences, and psy-
chological factors such as mood, anxiety, binge-eating
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disorder, attention-deficit/hyperactivity disorder, and
personal self-worth and identity [63]. Understanding
people’s context and culture, and integrating their root
causes, allows the development of personalised treatment
plans, which should be integrated into long-term thera-
peutic relationships in line with chronic disease care
models.

We recommend a comprehensive medical, physical,
functional, psychosocial, and behavioural assessment to
identify the root causes of weight gain and potential bar-
riers to treatment. Physical examination, laboratory tests,
interviews, questionnaires, and other investigations
should be carried out as relevant to an individualised as-
sessment, including BMI as a screening tool and waist
circumference/waist to height ratio in BMI <35 mg/m?
[65-67] to identify individuals with increased visceral ad-
iposity-related health risks.

The Edmonton Obesity Staging System (EOSS) can
guide clinical decisions from assessment [68]. This 5-stage
system integrates metabolic, physical, functional, mental
health, and psychological parameters to assess the sever-
ity of obesity and guide treatment. It is a better predictor
of all-cause mortality and COVID-19 outcomes than
BMI or waist circumference alone [55, 69, 70] and is fea-
sible to calculate quickly and easily from standard medi-
cal records [71]. A full description and supporting evi-
dence for assessment recommendations are available at
asoi.info/guidelines/assessment.

Step 3: Discussion of Treatment Options

Individualised care plans that address the root causes
of obesity and that may include behavioural support,
medical nutrition therapy, physical activity and physical
rehabilitation, psychological, medical, pharmacological,
and/or surgical interventions should be developed. Op-
tions should be explored with patients to support shared
decision-making about the specific elements of an indi-
vidualised plan.

Behavioural Interventions

All health behaviour interventions such as changes to
sleep, eating, activity, medication use, or surgery require
preparation, adjustment, and support [72]. Behavioural
interventions are the “how to” of change and should be
incorporated into all obesity management plans. Behav-
ioural counselling includes communication skills, the
spirit of the approach (respecting autonomy, empathy,
nonjudgemental) and behavioural strategies (e.g., self-
monitoring, goal setting, planning) [73]. These skills em-
power HCPs to work collaboratively with patients toward
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recommended health behaviours that can be sustained
[74]. Individuals living with obesity should be encour-
aged to build self-esteem and self-efficacy (confidence to
overcome barriers to desired behaviours), based on re-
sults that are achievable and not on idealised ideas of body
weight and shape. A full description of behavioural rec-
ommendations and supporting evidence are available on-
line at asoi.info/guidelines/behavioural.

Weight loss linked to health behaviour change is on
average 3—5% of body weight, which can lead to meaning-
ful improvements in some obesity-related health compli-
cations [74, 75]. Weight change varies substantially
among individuals, however, depending on biological
and psychosocial factors [76]. The weight at which an in-
dividual’s body stabilises when engaging in health behav-
iour change is sometimes referred to as “best weight” [77].
If further weight loss or treatment of complications is
needed to improve health and well-being beyond what
can be achieved with behavioural interventions, then
more intensive therapeutic options should be considered
[78].

Nutritional Interventions

Allindividuals, regardless of body size or composition,
benefit from a nutritious approach to eating. There is no
one-size-fits-all eating pattern for obesity management
and various interventions are associated with improve-
ments in blood pressure, glycaemia, lipids, adiposity,
quality of life, well-being, nutritional biochemistry, and
eating behaviours [79, 80]. Adults living with obesity may
consider various flexible nutrition interventions that are
personalised to meet their values and preferences while
tulfilling nutritional needs, with a focus on health out-
comes, not just weight. Interventions should also consid-
er food quality and support a long-term healthy relation-
ship with food. Collaborative care with a registered dieti-
tian who has experience in medical nutrition therapy for
obesity management is recommended [81, 82]. Medical
nutritional therapy should be used in combination with
other evidence-based interventions rather than in isola-
tion, as compensatory mechanisms promote weight re-
gain in the longer term [79, 81, 83, 84]. A full description
of nutrition recommendations and supporting evidence
are available online at asoi.info/guidelines/nutrition.

Physical Activity and Physical Rehabilitation

Interventions

Rather than viewing physical activity through a nar-
row focus of its influence on body weight, it should be
considered in the context of its broader influence on

Breen et al.


http://asoi.info/guidelines/assessment
http://asoi.info/guidelines/behavioural
http://asoi.info/guidelines/nutrition

health outcomes and, ultimately, its role in the preserva-
tion of physical function, social participation, and quality
oflife. Both aerobic and resistance activity can favour im-
provements in cardiorespiratory fitness, mobility,
strength, muscle mass, health-related quality of life,
mood, weight and fat loss, and weight maintenance after
weight loss, across the life course [85]. Recommended
guidelines for the general population may need to be tai-
lored to address individual physical abilities and prefer-
ences. The FITTE (Frequency, Intensity, Type, Time, En-
joyment) framework may be helpful to guide individual-
ised activity prescriptions [86]. Collaborative care with a
Chartered Physiotherapist who has experience in obesity
management and physical rehabilitation interventions is
recommended. A full description of physical activity rec-
ommendations and supporting evidence are available on-
line at asoi.info/guidelines/physicalactivity.

Psychological Interventions

Psychological interventions may include cognitive be-
havioural therapy, acceptance, and commitment thera-
pies and compassion-focussed therapies. Integration
with mental health services/interventions may be needed
for conditions such as severe mental illness, depression,
anxiety, eating disorders, attention deficit hyperactivity
disorder, and trauma. A full description of psychological
and mental health recommendations and supporting ev-
idence are available online at asoi.info/guidelines/behav-
ioural and asoi.info/guidelines/mentalhealth.

Pharmacotherapy

We recommend pharmacotherapy for weight loss and
weight-loss maintenance for adults with a BMI >30 kg/m?
or BMI >27 kg/m? with adiposity-related complications,
to support medical nutrition therapy, physical activity,
and behavioural and psychological interventions. Cur-
rent options in Ireland, depending on diabetes status, in-
clude liraglutide, semaglutide, naltrexone-bupropion
combination, and orlistat. Pharmacotherapy leads to im-
provements in health, augments the magnitude of weight
loss beyond that which health behaviour changes can
achieve alone, and is important in the prevention of
weight regain [87-91]. In choosing the most appropriate
pharmacotherapy, HCPs should consider the mechanism
of action, safety, potential side effects/tolerability, contra-
indications, drug interactions, mode of administration,
and cost with the patient. A full description of the phar-
macotherapy recommendations and supporting evidence
is available online at asoi.info/guidelines/pharmacother-

apy.

CPG for the Management of Obesity in
Adults

Bariatric Surgery

Bariatric surgery may be considered for adults with
BMI >40 kg/m? or BMI 235 kg/m? with at least one adi-
posity-related health complication. It is associated with
improved quality of life, long-term weight loss, and reso-
lution of adiposity-related diseases, including type 2 dia-
betes, obstructive sleep apnoea, nonalcoholic fatty liver
disease, and hypertension [92]. The decision regarding
the type of surgery should be made in collaboration with
a multidisciplinary (MDT) team, balancing the patient’s
expectations, disease complexity, and expected benefits
and risks. Perioperative considerations include preopera-
tive preparation and evaluation, enhanced recovery pro-
tocols, anaesthesia requirements, postoperative nutri-
tion, behavioural and psychological adjustment, and lon-
ger-term MDT care pathways. A full description of the
surgical recommendations and supporting evidence are
available online at asoi.info/guidelines/preop, asoi.info/
guidelines/surgeryoptions, asoi.info/guidelines/postop.

Step 4: Agreeing Goals of Therapy and Care Plans
Collaborative care between patients and HCPs in-
volves agreeing health-focused goals, realistic expecta-
tions, person-centred and evidence-informed treatments,
and sustainable goals for the behavioural aspects of inter-
ventions [64, 93, 94]. As obesity is chronic in nature, the
treatment plan must be long term. HCPs and patients
should design and agree on a personalised care plan that
is practical and addresses the drivers of health complica-
tions and weight gain [95]. Integrating digital and virtual
options for aspects of care may provide more flexibility
for some patients and services [96]. A full description of
the virtual medicine recommendations and supporting
evidence are available online at asoi.info/guidelines/tech-
nologies.
Helpful actions in healthcare consultations to mitigate
weight stigma include [97]
« explicitly acknowledging the multiple determinants of
weight
« disrupting stereotypes of personal failure or success at-
tached to body size or weight
« focussing on behaviours that improve overall health
« redefining success as health improvement regardless
of body size or weight

Step 5: Follow-Up and Advocacy

HCPs play a key role in assisting patients to manage
barriers to treatment plans, including signposting to oth-
er supports (patient support organisations, commercial
options, and/or credible resources) and referring on to
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other providers [57]. A full description of the commercial
programme recommendations and supporting evidence
are available online at asoi.info/guidelines/commercial
products. As obesity is a common disease, professionals
across the spectrum of healthcare provide care for people
living with obesity. Improving bi-directional referral and
care pathways with specialities not traditionally involved
in obesity care, such as obstetrics/gynaecology, orthopae-
dic, mental health, respiratory, hepatology, and nephrol-
ogy services, will also assist in the delivery of holistic
healthcare delivery. A full description of the primary care,
reproductive, and mental health recommendations and
supporting evidence are available online at asoi.info/
guidelines/primarycare, asoi.info/guidelines/reproduc-
tive, asoi.info/guidelines/mentalhealth.

There is a need to advocate for better care for people
living with obesity. This includes improving training of all
HCPs to deliver evidence-based obesity care and alloca-
tion of healthcare resources to improve access to treat-
ment. There are substantial barriers to obesity care in Ire-
land, including alack of resourced MDT treatments, a lack
of access to HCPs with expertise in obesity, long wait
times for referral and surgery, and the high cost of some
treatments [49, 98]. In general, healthcare professionals
are poorly prepared to treat obesity [99]. While the MOC
was launched in 2021, it has not yet been adequately re-
sourced and implemented to make a meaningful differ-
ence to deficits in obesity care in Ireland. Pharmacother-
apy remains unreimbursed and although access to bariat-
ric surgery has increased in some parts of Ireland, it is still
limited in most areas. Wait times for access to medical and
surgical care in Ireland are extensive. In 2018, the pub-
licly funded level 3 and 4 services in Dublin were found to
have a total waiting time of 6.5 + 2.5 years from referral to
surgery — approximately half of that time was spent wait-
ing for level 3 medically led MDT assessment [100].

Methodology

The GRADE methodology for developing the Cana-
dian CPGs has been described in detail previously [1, 101,
102]. Following the CPG launch, several countries ex-
pressed an interest in endorsement and adaptation. To
determine the feasibility of adaptation, OC and EASO
launched a pilot adaptation project in two countries in
2021. Ireland, under the leadership of ASOI, was selected
as the pilot site in Europe. Chile, under the leadership of
the Sociedad Chilena de Ciriguia Bariatrica y Metabdlica
(SCCBM), was selected as the participating country in

12 Obes Facts
DOI: 10.1159/000527131

Latin America. To guide the pilot, OC and EASO estab-
lished an International Guideline Adaptation Commit-
tee, composed of Canadian guideline authors, OC, CAB-
PS, and EASO as strategic collaborators. The Internation-
al Guideline Adaptation Committee developed guidance
that would ensure that the key principles and values of the
Canadian CPG were maintained, a 1-year grant was pro-
vided to pilot sites, and licence agreements were estab-
lished.

The ADAPTE framework [103] guided the adaptation
process in Ireland to ensure it fulfilled the criteria for rel-
evance, generalisability, and applicability in an Irish set-
ting. During preparation, a project coordinator and re-
search assistant were appointed. Terms of references for
an Executive Committee for project governance were
drawn up. The Executive Committee, multidisciplinary
in nature and including representatives from ASOI,
ICPO, and ONCP, as well as public health, bariatric sur-
gery, and primary care, met monthly for the duration of
the project. A number of instruments from the ADAPTE
toolkit were completed to assess the quality (AGREE II),
currency (ADAPTE Tool 11), content (ADAPTE Tool
13), and consistency (ADAPTE Tool 14) of the overall
guideline before the adaptation phase proceeded [103].

Sixty-three specialists from broad multidisciplinary
and geographical backgrounds in Ireland were invited to
take part in the adaptation writing teams - including aca-
demic and clinical researchers, anaesthetics, dietetics, en-
docrinology, epidemiology, general practice, midwifery,
nursing, obstetrics, occupational therapy, physiotherapy,
psychology, psychiatry, public health, pharmacology, re-
spiratory, and surgical representatives. There was a par-
ticular focus on clinical staff who were/would be involved
with the operational delivery of the MOC in Ireland. Two
ICPO representatives were supported to sit as co-authors
on the “Reducing Weight Bias in Obesity Management,
Practice and Policy” and “Enabling Participation in Ac-
tivities of Daily Living for People Living with Obesity”
chapters.

A lead adaptation author was appointed to each of the
eighteen chapters. Each writing group had access to the
original research questions that underpinned the litera-
ture search and were asked to consider the following fac-
tors from the ADAPTE framework for contextualisation
of the chapter: the cultural and organisational context of
healthcare delivery in Ireland versus Canada; the avail-
ability of services, expertise, and resources; inclusion of
any relevant local Irish data; values within Irish health-
care that synergised or contrasted with the Canadian
model such as evidence-based practice, patient-centred

Breen et al.


http://asoi.info/guidelines/commercial products
http://asoi.info/guidelines/commercial products
http://asoi.info/guidelines/primarycare
http://asoi.info/guidelines/primarycare
http://asoi.info/guidelines/reproductive
http://asoi.info/guidelines/reproductive
http://asoi.info/guidelines/mentalhealth

care, and shared decision models; and any population
characteristics or cultural beliefs that may apply specifi-
cally in an Irish setting [103]. Examples of adaptations
undertaken included referring to levels of care within the
Irish MOC, referring to organisations specific to Ireland,
modifications for pharmacotherapy regulations in Eu-
rope, references to Irish research, ensuring guidance was
in line with other Irish guidelines (e.g., from the Food
Safety Authority of Ireland in relation to sarcopenia in
older adults) or guidelines commonly referred to by Irish
HCPs (e.g., British Obesity and Metabolic Surgery Society
guidelines).

An adapted ADAPTE Tool 15 was completed for each
chapter to assess acceptability and applicability of the rec-
ommendations. As an extensive updated literature review
was not undertaken, grade A-C recommendations and
actionable verbs remained broadly consistent with the
original Canadian recommendations. If the writing group
was aware of significant new evidence which may change
the recommendations, this was summarised on the
ADAPTE Tool 15 for feedback to the Canadian Guideline
Committee for update consideration. If the writing group
changed grade D recommendations (generated from
consensus and qualitative literature), they were asked to
ensure the wording still aligned with the overall spirit of
the original CPGs. The ADAPTE Tool 15 was also used
to summarise gaps in the literature that may direct future
research (online suppl. Material; for all online suppl. ma-
terial, see www.karger.com/doi/10.1159/000527131).

The writing groups liaised with the project coordina-
tor mainly via virtual meetings and email. Shared folders
(Dropbox, Inc.) were used to manage document versions.
Chapters were referenced using Endnote 20 (Thomson
Reuters, USA) with the original libraries for each chapter
provided by OC and updated by the Irish adaptation
team. Each chapter and its ADAPTE Tool 15 were re-
viewed by a member of the EC in addition to the OC proj-
ect leads. There was then an iterative process between the
writing groups and the EC to finalise the adaptation of
each chapter. Key messages for people living with obesity
were reviewed for each chapter by ICPO representatives,
and overall chapter recommendations were voted upon
and approved by the EC.

Implementation
ASOT has created a guideline website (asoi.info/guide-

lines) that hosts the full CPGs as living documents and
will in the future host interim updates, quick reference

CPG for the Management of Obesity in
Adults

guides, healthcare provider tools, videos, webinars, and
resources for people living with obesity. Going forward,
an international collaboration between ASOI, SCCBM,
and OC will monitor evidence related to this CPG and
update it if new evidence becomes available that could
influence the recommendations. Implementation of this
guideline will require resource allocation and targeted
policy action, as well as ongoing advocacy by HCPs and
people living with obesity.

Conclusion

Obesity is a complex, chronic disease that impairs
health. This adapted guideline reflects advances in our
understanding of the determinants, pathophysiology,
assessment, and treatment of obesity and shifts the focus
of obesity management toward improving patient-cen-
tred health outcomes, rather than weight loss alone. Re-
ducing weight bias and stigma, understanding the root
causes of obesity, and promoting and supporting pa-
tient-centred evidence-informed treatments will im-
prove the standards and quality of obesity care. Dissem-
ination and implementation of this guideline will help
to improve obesity care, and to close the gaps in knowl-
edge through obesity research, education, clinical prac-
tice, and collaboration.
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