
APPENDIX 8: Booklet and Pathways 
 

Managing adults and children and young people who are 
overweight in Newcastle 

Introduction 
This booklet offers evidence-based guidance to help primary care clinicians identify 
and treat children, young people and adults who are overweight or obese. It is based 
on the Department of Health’s YOUR WEIGHT, YOUR HEALTH guidance. 
 
You will find the overarching care pathway at Appendix A.  The healthcare 
professional pathways – one version for adults and another for children and young 
people – are at Appendices B and C.   
 
Although the resources have a general practice focus, they may also be useful for 
other practitioners in primary care and be used opportunistically to advise patients 
they may see for reasons other than obesity. School nurses may also play a key role 
in the treatment of children and young people. 
 
Overweight and obesity should be treated like any other medical condition, and 
patients should have access to appropriate treatment and care. A sensitive, 
empathic, non-judgemental approach should underpin all obesity-related 
intervention. The advice provided within this pathway is intended to complement the 
National Institute for Health and Clinical Excellence (NICE) guidelines.  
 
Although the pathway focuses on treatment, the importance and value of prevention 
should not be underestimated. This pathway, while based on the best available 
evidence, recognises the need for further research in the primary care setting. 
 
The pathways in Appendices B and C are available as laminated posters. In addition 
to this booklet, the following tools will help practitioners to understand and implement 
the pathways: 

• Raising the Issue of Weight, a laminated card for health professionals, with 
tips on how to initiate the discussion with patients. 

• Why Weight Matters, a card for patients who are not yet committed to losing 
weight. This card will discuss risks associated with overweight, the benefits of 
modest weight loss, and practical tips for people to consider. 

• Your Weight, Your Health, a booklet for patients who are ready to think about 
losing weight. 

 
The Department of Health produced the pathway guidance after reviewing the 
evidence base and holding a time-limited consultation with more than 70 
organisations. 
 

Adults 

Assessment 
Practitioners need to handle assessment carefully, as many overweight or obese 
patients are very sensitive about their weight. 
 
Obesity and overweight measurements 



You can measure overweight or obesity by recording a patient’s Body Mass Index 
(BMI). To calculate a patient’s BMI, divide their weight in kilograms by the square of 
their height in metres. All patients should have their BMI recorded, because there is 
strong evidence for a link between the increasing prevalence of co-morbidities and 
increasing BMI. Showing a patient a BMI chart can help them understand their 
weight status and may be a more sensitive way of raising the issue. 
 
You should consider patients for intervention within the pathway if their BMI is 
30 or more, or if it is 28 or more with co-morbidities. For patients whose BMI>50 
surgery is the first line treatment but the client should also be referred to level 3 
services concurrently.  Any offer of support to the overweight group depends on the 
level of local resources. The table below outlines adult BMI classification and the 
related risk of co-morbidities. 
 
Table 1: Classification of Body Mass Index* 
Classification BMI Risk of co-morbidities 
Underweight  <18.5 Low (but increased risk of other 

clinical problems) 
Desirable weight 18.5–24.9 Average 
Overweight 25.0–29.9 Mildly increased 
Obese >30.0  

– Class I 30.0–34.9 Moderate 
– Class II 35.0–39.9 High 
– Class III(severely or 
morbidly obese) 

>40.0 Very high 

*Slightly modified version of that used by the International Obesity Task Force 
 
Increasing weight carries a higher risk for Asian populations, who are known to suffer 
greater morbidity from being overweight or obese. The cut-off BMI level for observed 
risk in overweight varies from 22 to 25 in different Asian populations. For high risk it 
varies from 26 to 31. 
 
People who are physically very active have greater proportions of lean tissue. 
Depending on the level of activity, BMI can be a less accurate predictor of risk. 
Other people for whom BMI may not be an accurate reflection of weight status 
include those who are older, very short or very tall.  
 
The best way to assess obesity and associated health risks is to use a combination 
of BMI, waist circumference and body shape.4 Measure the patient’s waist 
circumference according to the World Health Organization (WHO) guidelines, which 
recommend using the midpoint between the lowest rib and the top of the right iliac 
crest.4 
 
Waist circumference levels greater than 102cm (40 inches) in men and 88cm (35 
inches) in women are associated with increased visceral fat mass and co-
morbidities, including metabolic syndrome.5 In the Asian population there is 
increased risk at ≥ 90cm in men and ≥ 80cm in women.6 However, measurement of 
waist circumference in patients with a BMI of more than 35 will generally be less 
helpful. 
 
Local protocols and resources will govern the frequency of BMI and waist monitoring. 
Once you have measured the patient’s BMI and waist circumference, you can 
proceed with the assessment. The following information is provided as a guide and 
specific information will vary from individual to individual. 
 



History taking 
(a) Medical history 
Bear in mind the risks that can be associated with overweight and obesity, including: 

• diabetes; 

• gallstones; 

• hypothyroidism; 

• hypertension; 

• hyperlipidaemia; 

• coronary heart disease (CHD); 

• metabolic syndrome; 

• polycystic ovary syndrome; 

• sleep apnoea; 

• osteoarthritis and associated mobility problems; 

• non-alcoholic steato-hepatitis (NASH); 

• learning disabilities; and 

• mental health problems. 
 
(b) Family history 
Is there any history of diabetes or CHD in the family? Get environmental information, 
and find out which family members may be supportive or obstructive in weight 
control. 
(c) Social history 
Ask about alcohol consumption and smoking. 
(d) Drug history 
Is the patient on any medication that might cause weight gain, eg anti-psychotics, 
steroids or sulphonylureas? 
(e) Dietary history 
(f) Physical activity history 
 
First-line tests include blood pressure, fasting blood glucose, lipid profile and thyroid 
function. 
 
For further information see Appendix D, the ‘Raising the issue of weight’ tool for 
adults. 
 
Readiness to change 
There is evidence that overweight people are more motivated to lose weight if 
advised to do so by a health professional.7, 8 An excellent starting point is a 
collaborative discussion between clinician and patient to: 

• explore how the person feels about their weight; 

• help them understand that there are successful solutions; and 

• increase their awareness of the risks associated with carrying excess weight. 
 
Often, you will intuitively glean information about someone’s readiness to change.  
However, you may need to consider whether making changes to lose weight is right 
for this person at this time of their life.9,10 Changing personal circumstances may 
have an impact, so a patient’s ability to make changes is not necessarily constant 
over time. The following questions can help you assess readiness: 

• How important is losing weight at the moment? 

• What would have to change in your life for you to be able to tackle your 
weight? 



• Are you concerned about your weight? 

• Do you believe that you could lose weight? 

• How important is it for you to lose weight at the moment? 

• You have gained weight since the last time we met. Is this something we 
could talk about? 

• Is your weight affecting your life in any way at the moment? 

• Do you know that it could really help your blood pressure if you managed to 
lose a little weight? 

 
If a patient does not appear to be ready to change, give them the Why Weight 
Matters card. Try to explore reasons why they may not be ready, and what might be 
done to influence this. Where possible, offer the patient the chance to come back at 
some future point. Some individuals may be – or appear to be – uncertain about 
readiness to change. In this case, limited discussion about management options may 
be helpful. For further support, see Appendix C, the ‘Raising the issue of weight’ tool. 
 
There may be circumstances where a health professional should recommend weight 
management to an overweight or obese patient with established disease even if they 
lack motivation. This should be at the GP’s discretion. 
 
Weight management 
The priority in weight management should be to reduce risk factors for the patient, 
rather than to return them to an ‘ideal’ or healthy weight range. Very small degrees of 
weight loss produce health benefits, but significant changes result after a loss of 5–
10%.11,12,13 For some individuals, a weight loss of as little as 7–12lb (3.0–5.5kg) 
can achieve health benefits. You can support approaches undertaken within the 
practice by referring the patient to local initiatives and to peer and community 
support programmes. 
 
Aim to prevent further weight gain in patients with lower degrees of overweight, ie 
those with a BMI of 27 or more but less than 30, who have no associated morbidity 
and do not come from a high-risk ethnic group. Patients in higher weight categories 
should aim to lose 5–10% of their body weight over three to six months, and to 
maintain their new weight in the long term. An energy deficit of approximately 500–
600kcal per day should help them achieve this. The Your Weight, Your Health 
booklet shows individuals how to make changes that will create an energy deficit of 
this magnitude. 
 
First-line management 
The aim of first-line management is to help a patient to: 

• reduce calorie intake; 

• increase physical activity while reducing sedentary behaviours; and 

• increase self-awareness about day-to-day behaviours that affect intake 

• and activity levels. 
 
Self-monitoring using a diary may help patients to track their activity, their 
food intake and their feelings about their weight. Diet and increased physical activity 
are both known to reduce weight independently of each other.  However, diet alone 
is more effective than exercise alone for weight loss, while exercise is important for 
subsequent weight maintenance. 



 
The range of services available locally will influence who delivers weight 
management intervention. It will be useful to give the patient some guidance on how 
long the intervention might last, and the likelihood of follow-up appointments at the 
surgery. All of this will depend on local resources and protocols, but it may be useful 
to discuss a target of a 5–10% weight loss over three to six months. This will mean 
losing 0.5 to 1.0kg per week. 
 
Healthy eating 
Any diet that reduces calorie intake can lead to weight loss, but it is important to 
promote a diet that is: 

• in line with general healthy eating recommendations; 

• acceptable to the patient; and 

• sustainable in the long term. 
 
Ideally, dietary recommendations should be extended to the patient’s household, 
particularly where more than one member is obese. The following guidance is based 
on the Balance of Good Health. 

• Eat five or more portions of a range of fruit/vegetables per day. 

• Base meals on starchy foods such as wholemeal bread, pasta, rice, cereal, 
potatoes or other root vegetables. 

• Reduce intake of foods high in fat and sugar. 

• Use cooking methods that reduce fat, eg grilling and steaming, and limit the 
addition of fat in cooking. 

• Reduce alcohol intake, as alcohol is high in calories. 

• Consume fewer snacks high in fat or sugar – snack on fruit and vegetables 
instead. 

 
The patient information booklet Your Weight, Your Health is a useful reference for 
patients to take home. It will enable them to build on information they receive in the 
practice. Some individuals may choose to attend commercial organisations for 
additional advice and support. This should complement the practice approach. 
 
Low-calorie diets (1,000–1,500kcal/day) are proven effective methods of weight 
loss.14,15 Very low calorie diets (VLCDs) should only be used under medical 
supervision and ideally with input from a registered dietitian.17 Fad diets or highly 
restrictive diets such as low-carbohydrate, high-protein diets should be avoided; they 
are likely to be unsustainable and their long-term impact on health remains unclear. 
 
Physical activity 
Evidence supports making the following recommendations to your patient. 

• Introduce goals for lifestyle change that reduce sedentary behaviours. This 
should begin to improve energy balance. The increase in activity will help to 
create a calorie deficit. The level of deficit will vary according to the specific 
activity. 

• Increase exercise as part of daily living. Activities such as walking to work and 
taking the stairs can be as beneficial as gym-based exercise, and are more 
likely to be sustained over the long term. 



• Make the next goal 30 minutes of moderately intensive activity, such as brisk 
walking, on at least five days a week.18 This will be a substantial challenge 
for many very obese individuals and the effort required cannot be 
overestimated. Work collaboratively with the patient to plan realistic and 
achievable goals that will gradually increase activity levels. 

• If the patient has met the daily target of 30 minutes, raising it to at least 60 
minutes a day is recommended for weight loss and maintenance.18 Individual 
goals should be set to ensure that targets are practical and appropriate. 

• Physical activity is effective even when broken down into 10-minute 
chunks.18 Patients may find a pedometer useful for monitoring their activity 
levels. The recommendation for health is 10,000 steps a day. 

 
Again, the Your Weight, Your Health booklet is a useful reference for patients. This 
links with Sport England’s Everyday Sport campaign which aims to encourage 
people to build more activity into their day-to-day lives. 
 
Behaviour change 
Ideally, front-line health professionals – in both the public and private sector 
– should combine their advice on diet and physical activity with behavioural 
strategies to help patients to:19 

• recognise how feelings can influence behaviours relating to weight and health; 

• plan for action, by setting a start date and deciding what measures to take; 

• set goals, identifying specific and manageable changes such as replacing a 
biscuit snack with fruit, getting off the bus two stops early, and using a 
pedometer to monitor increases in activity; 

• visualise what life will be like when a particular goal is achieved; 

• regularly monitor and record weight, diet and activity levels; 

• avoid stimuli to overeating, such as walking past the fish and chip shop, 
keeping crisps in the cupboard and failing to plan meals and snacks; 

• reward their own achievements with non-food rewards – eg buying a new CD; 

• seek support from family and friends; 

• use self-help materials on behaviour change. 
 
Drug therapy 
Encourage patients to attempt diet, physical activity and behaviour change before 
prescribing drugs.  Always consider drug therapy as an addition, rather than an 
alternative, to lifestyle intervention. Orlistat, Sibutramine and Ribonamant are 
licensed for use in England for the treatment of obesity in adults. Health 
professionals should adhere to NICE guidance when prescribing these drugs.  
Please see Appendix D for NHS North of Tyne Guidelines on the use of drugs to 
manage obesity 
 
Specialist referral 
If a patient does not respond to first-line management, or if their case is particularly 
complicated, consider referring them to the Newcastle Weight Nanagment 
Programme which includes specialists such as dietitians and psychologists. 
 
Surgery 
Surgery is generally considered for obesity only after all other interventions have 
been exhausted.  



 
Bariatric surgery forces a restriction in capacity by reducing gastric size. This may 
also cause some malabsorption of ingested food. Surgery is considered for patients 
with a BMI above 40, or above 35 with co-morbidities, in whom diet, lifestyle and 
medical methods of weight loss, applied in accordance with the relevant NICE 
guidelines, have not succeeded. 
 
Surgery is only appropriate for patients who: 

• are assessed as suitable by a multidisciplinary team; 

• are well informed; 

• are motivated; and 

• have an acceptable level of surgical risk. 
 
Patients will still need to make lifestyle changes – particularly in diet – after surgery, 
and they should have access to relevant support. 
 
Maintenance of weight loss 
People who have lost weight find that maintaining their new, healthier weight is a 
major challenge, and they are prone to relapse. It is better to lose a small amount of 
weight and keep it off than to set an unrealistic target and lose no weight. 
 
All patients should be encouraged to set goals to help them adhere to changes 
implemented in the weight loss phase. For many, maintaining their weight requires a 
lifetime of support and increased effort. 
 
Ongoing monitoring of weight should be a key element of any maintenance 
programme. This may or may not be possible within the practice, depending on local 
resources. Currently, there is some evidence – though limited – on the positive 
effects of self-help peer groups with therapist-led booster sessions and/or regular 
weight charting. It may also be useful to consider the role of additional sources of 
support that patients can access, such as leisure services, peer and community 
support and responsible independent sector organisations. 
 

Children and young people (under 20 years) 

Parental awareness 
Many obese children are not aware that their weight is too high. Nor, frequently, are 
their parents.  A further complication is the fact that most overweight or obese 
children have overweight or obese parents, because obesity can be genetic and is 
also related to a shared environment. It is important to consider all these factors 
when raising the issue of weight. 
 
The level of a child’s involvement in discussions about weight should be at the 
GP’s discretion and should also take into account the maturity of the child. It is 
important not to make parents or child feel that they are to blame. However, they do 
need to understand that they have a part to play in preventing further weight gain. 
 
Sensitive discussion of the issue is essential if the parents are to accept any advice. 
‘You know your child should lose weight’ is not a helpful starting point. A better 
approach is to encourage participation and frank discussion, eg by asking: ‘How do 
you feel about your child’s weight?’ 



 
Assessment 
Health professionals need to assess and manage childhood overweight or obesity in 
a sensitive, empathic and non-judgemental manner – particularly as the children and 
their families sometimes feel embarrassed or defensive. 
 
You can measure overweight and obesity in children by BMI, provided the values are 
related to reference standards for age and sex – you cannot use adult charts. 
There are separate centile charts for BMI and height. To calculate a child’s BMI, 
divide their weight in kilograms by the square of their height in metres, as usual. 
 
You should plot the child’s weight and height regularly, and record their BMI. 
The 91st and 98th centiles are widely used cut-offs for the definition of overweight 
and obesity in clinical practice respectively. Considering a child’s degree of 
overweight together with the family’s readiness to change (see page 15) will help you 
decide the level of priority for intervention. 
 
When you want to inform a parent of their child’s overweight or obese status, show 
them – in a non-judgemental way – where their child’s BMI falls on the BMI centile 
chart. You will need to explain the normal range of BMI for the child’s age.  
 
For most children, the goal is to maintain their weight while their height increases. 
However, children with BMI over the 98th centile for their age, who have 
complications due to obesity or who are over seven years of age, should aim for 
gradual weight loss. 
 
Once you have established that the child is overweight or obese by measuring BMI, 
you should consider: 

• the pattern of weight change; 

• past and current physical activity; 

• patterns of eating and drinking, particularly sugary drinks such as squashes 
and carbonated drinks; 

• psychological and/or emotional factors that can lead to or result from obesity, 
such as low self-esteem, bullying, depression, bereavement, sexual abuse, 
unhealthy relationships and poor academic progress; 

• medical causes of obesity, which, though rare, can include endocrine 
disorders and congenital syndromes (see box below): 

 
Rare causes of obesity: 

• endocrine problems (usually signalled by short stature or faltering growth), 
including: 

o hypothyroidism; 
o Cushing’s syndrome; 
o growth hormone deficiency, which can delay puberty; 

• chromosomal disorders such as Prader-Willi syndrome; 

• acanthosis nigricans – a velvety pigmented rash on neck and axilla and 
sometimes knuckles, which is a sign of insulin resistance. 

 



 
Physical co-morbidities such as: 

• hypertension (use an appropriate child-sized cuff and check centile  charts for 
blood pressure, as cut-offs will vary with age); 

• diabetes (impaired glucose tolerance and diabetes can only be ruled out using 
an oral glucose tolerance test); 

• pseudotumour cerebri (benign intracranial hypertension); 

• polycystic ovary syndrome; 

• sleep apnoea (and obesity hypoventilation syndrome); 

• hip and knee problems; 

• back and joint problems; 

• dyslipidaemia; 

• steatosis; 

• depression. 
 
For clinicians in primary care, a urine dipstick for glucose and protein would typically 
be a sufficient initial screening test for physical co-morbidities. 
 
You should also consider other family members’ health status and relationship to the 
child, to find out: 

• genetic information, such as a family history of type 2 diabetes; and 

• environmental information, such as who within the family may be supportive 
or obstructive in weight control. 

 
Refer to the ‘Raising the issue of weight’ tool for children and young people 
 
Readiness to change 
Health professionals should not generally recommend intervention unless the child 
and their family are ready to change. If they are not, the intervention is likely to be 
ineffective. It may even be harmful, as unsuccessful programmes may diminish the 
child’s self-esteem and impair future efforts to improve weight. 
 
You will often be able to glean information about readiness to change intuitively. 
However, you may need to explore the child’s and family’s expectations, and judge 
whether weight management is right for this child and family at this time. Some 
families will be ready to make lifestyle changes. Others may still be considering 
whether these changes are necessary or not. It is important to ensure that parents 
do not feel blamed, as this will affect their engagement.  
 
Asking the following questions can help you assess readiness quickly: 

• Has the child expressed any concerns about their weight or shape? 

• Has the child been teased about their weight or shape? 

• Do any family members have concerns about the child’s weight? 

• How important is weight management at the moment? 

• Which elements of their lives would need to change in order to tackle the 
problem? 

 
Where a child and/or their family are not ready to change, explore the reasons why, 
and what measures might influence this attitude. For example, you could discuss: 



• the health risks of overweight and obesity; 

• associated symptoms such as sweating and exercise intolerance; 

• counselling; 

• assertiveness training; and 

• self-esteem training. 
 
Ensure that children and families not ready to change are given every opportunity to 
come back, or be referred, when they are ready. 
 
Management 
The main goal in managing overweight and obese children is to achieve a 
sustainable improvement in diet and activity levels, rather than an ideal weight. 
 
A change in the child’s BMI centile towards the normal weight range will indicate 
success. This may involve some weight loss in very obese children. However, weight 
maintenance, or weight gain at a slower rate than normal for age, will also improve a 
child’s BMI. The goal for most children is not to lose weight, but to maintain their 
weight or reduce their rate of weight gain while their height increases. Therefore, 
once you have plotted the child’s BMI, you should also plot their height on the centile 
growth chart to ensure that they maintain normal growth. 
 
Weight loss is recommended for all children with weight-related complications. They 
may warrant interventions regardless of their BMI. 
 
First-line management 
The evidence suggests that reducing energy intake by dietary change, while 
increasing energy expenditure by reducing sedentary behaviour and increasing 
physical activity, is effective in the long-term treatment of childhood obesity.29, 30 
 
Any advice you give should therefore focus on adopting a healthy lifestyle. The 
effectiveness of advice alone is debatable, so it is always better to take a 
problem-solving, negotiated approach. 
 
Depending on local availability, you may be able to refer the child and their family to 
various exercise, slimming, parenting and/or peer support schemes. You can also 
discuss any initiatives that are in place in local schools. 
 
The following are the cornerstones of successful management: 

• Begin as soon as parents and families are willing to make appropriate lifestyle 
changes. 

• Strongly encourage parents to be role models for the whole family, not only 
for the overweight child. 

• Use a therapeutic style centred on family and caregivers. 

• Coordinate efforts with the school where appropriate. 

• Encourage and empathise, don’t criticise. 

• Aim for small, gradual but long-term, sustainable changes to intake and 
activity levels 

• Ensure that parents of children under 12 take responsibility for what their child 
is eating. 



• Encourage children over 12 to self-monitor eating and activity. 

• Promote non-food rewards for positive behaviour. 

• Implement frequent follow-up, ongoing support from a variety of sources, and 
monitoring. 

 
Note: There is no evidence that promoting sensible weight management, through 
better diet and increased physical activity, increases the risk of a child developing 
anorexia. 
 
Physical activity 
Identify opportunities for increasing activity and discuss barriers to this. 
Consider the following: 

• Every day, all children should aim to be active for at least one hour. Small 
changes will have health benefits. A starting point is to assess the child’s 
current physical activity level and, where possible, reduce sedentary 
behaviours such as watching television and using the computer. 

• Does the child live in a neighbourhood where it is safe to go out and play? 
How many hours a week are allocated to physical activity at school? Are there 
any sports facilities for children near the home? Does the child need to be 
driven there? 

• Find new ways for the child to become more active, as well as reducing 
sedentary behaviours. The aim should be to work up gradually to at least 60 
minutes of at least moderate intensity physical activity – continuous or broken 
down – each day. 

• Children and young people are unlikely to adhere to timetables of periodic 
physical activity such as using a treadmill. 

• Try to increase family-based activities such as swimming, going to the park or 
playground, ball games, walking, playing Frisbee and cycling. 

• Try to introduce new hobbies that may develop skills requiring increased 
physical activity. Examples are skating, roller-blading, basketball, dancing and 
martial arts. 

• Try to introduce families to activity groups, leisure centres and local initiatives. 
It may be helpful to develop a local directory to give to families. 

 
Healthy eating 
It is critical to encourage a diet that is in line with general healthy eating 
recommendations and is sustainable for the whole family. The best way to restrict a 
child’s energy intake is to make small dietary changes, based on the Balance of 
Good Health, and raise activity levels. Calorie counting is not recommended for 
children in primary care, and over-restriction of energy intake can slow down growth. 
 
The Your Weight, Your Health booklet describes in detail how to achieve a healthy 
diet, but the basic advice is as follows: 

• Aim for five or more servings of a variety of fruit and vegetables a day. Offer 
fruit and vegetables at snack times as well as at meals. 

• Reduce intake of foods that are high in fat; ready-made meals; and food and 
drinks that are high in sugar, such as confectionery, sugary squashes and 
carbonated drinks. 



• The child should eat meals with the family, rather than eating alone or eating 
different foods. 

• Meals should include starchy foods such as wholemeal bread, pasta, rice, 
cereal, potatoes or other root vegetables. 

• An adequate fluid intake is important but should be limited to water or semi-
skimmed milk. The child can drink diluted pure fruit juice, but only at 
mealtimes. 

• Occasional treats are acceptable. 

• Parents should strive to lead by example. 

• Parents should avoid using food to reward or comfort themselves or their 
children. 

 
Note: The approach you negotiate should be flexible and based on the support that 
the family needs in order to change. Involving families in calorie counting is not the 
solution. 
 
There are a few cases where a calorie-controlled plan may be appropriate for a child 
– particularly where the child is severely obese, or is over 15 years of age. (National 
Diet and Nutrition Survey data reveal that energy intake at age 15 is similar to adult 
intake.) In such cases, the calorie deficit calculations should be done by a paediatric 
dietitian to ensure that energy and nutrient intake is adequate for normal growth. 
 
Behaviour change 
Discuss with parents how they might identify and modify unhelpful behaviours in 
themselves, the child, the rest of the family and caregivers. The most thoroughly 
evaluated treatment for childhood obesity is family-based intervention that gives diet 
and physical activity advice, combined with behavioural strategies, on a whole-family 
basis. 
 
Clinicians who are not specialists in behaviour change may be able to help by using 
some of the following techniques: 

• Ask the parents to identify specific behavioural goals, eg: 
o replace biscuit snacks with fruit; 
o get off the bus two stops early; rather than general statements of intent, 

eg: eat more fruit; 
o be more active. 

• Involve the child, depending on their age. 

• Encourage self-monitoring of eating and activity within the family unit to 
increase adherence. Parents should help children to use a diary to record 
eating, and a pedometer to record exercise. 

• Suggest reducing the cues that trigger unwanted behaviour, eg don’t walk 
past the fish and chip shop, don’t have crisps in the cupboard. 

• Encourage other family members and friends to adopt a healthier lifestyle too, 
and/or to join a support group. 

• Provide small non-food rewards to children who comply. 

• Bringing peer pressure into play will help influence children to make changes. 
 
Note: All children will need some psychological support in order to change 
behaviours. Children suffering from depression or eating disorders will need ongoing 
specialist psychological support. 



 
Parenting support 
Most parents will benefit from advice about parenting. This will enable them to help 
their children change behaviours and improve self-esteem. 
 
Referral to an appropriate specialist 
Consider referral to a paediatrician or a paediatric endocrinologist for assessment of 
underlying causes and/or co-morbidities for children with: 

• serious obesity-related morbidity, such as diabetes, sleep apnoea, 
orthopaedic problems, and hypertension; 

• weight above the 98th centile but height below the 50th centile; 

• weight above the 98th centile and a mother or father with type 2 diabetes (this 
should prompt an oral glucose tolerance test); 

• precocious or late puberty; 

• significant learning disability; 

• severe and progressive obesity before age two; 

• symptoms or signs of a genetic/endocrine abnormality. 
 
Pharmacological and surgical treatment 
For any child or young adult, you should only consider pharmacological or surgical 
intervention as second-line management. In the first instance, always refer them for 
specialist medical treatment.  
 
Maintenance 
Once you have helped the child and their family to establish a pattern of healthy 
living, the aim is to help them avoid returning to their previous unhealthy lifestyle. 
The family are likely to require some monitoring and ongoing support. Give them 
details of local services that can help with maintenance. Parents also have an 
important role in ensuring ongoing self-monitoring within the family. 
 
Appendix   
A Overarching pathway 
B Adult pathway 
C Children and Young persons pathway 

D Obesity Drugs Guidelines 
E List of services with contact numbers 
 



Are you concerned 
about somebody’s 
weight?

Are they 
ready to 
change?

Recommend assessment with healthcare 
professional (eg GP, Practice Nurse, 
Health Trainer). Provide Your Weight, Your 

Health booklet

Provide Your Weight,

Your Health booklet

A: Obesity pathway (non healthcare professionals 
in  Local authority or 3rd sector settings)

No

Yes

 
 



Assessment of
weight/BMI in adults
Particular times when 
smoking cessation, 
menopause, etc

BMI >30 or >28 with 
related co-
morbidities? 

Raise the issue of weight

Assess Readiness to change

Recommend healthy eating, physical 
activity, brief behavioural advice and 
Provide Your Weight, Your Health booklet
Signpost to support services (eg walking 

groups, leisure services, healthy living 
centres, local weight management 
groups, exercise on referral)

Weight loss?

Maintenance and local
support options (see Appendix E)

Offer lifestyle advice, provide 
Your Weight,

Your Health booklet and 
monitor

Provide Why Weight Matters 
card and discuss value of 
losing weight; provide contact 
information for more 
help/support

B: Adult pathway

BMI>25

BMI<25

Consider referral to Level Two
services (see Appendix E)

Consider drug therapy if 

indicated (see Appendix D), 
and manage co-morbidity 
and/or underlying causes. 

Signpost to other local support 

services (see Appendix E)

Consider referral to Level Two 
or Level Three services (see 
Appendix E)

Consider drug therapy if 
indicated (see Appendix D), 
and manage co-morbidity 
and/or underlying causes. 

BMI>35 with 2 or 
more co-morbidities 
or BMI>40

Weight loss?

Consider referral for 
surgery

no

no

no

yes

yes

yes

 
 



Assessment of weight in children 
and young people 

Raise the issue of weight

Child and family ready to change?

Recommend healthy eating, physical 
activity, brief behavioural advice and 
manage co-morbidity and/or 
underlying causes. Provide Your 

Weight, Your Health booklet

Progress/ 
weight loss?

Maintenance and local 
support options (see 

Appendix E)

Provide Why Weight Matters 

card and discuss the value
of managing weight; provide
contact information for more 
help/support

Offer further discussion and 
future support if/when ready

Re-evaluate if family/child ready to 
change.  Repeat previous options 
for management
Or
If appropriate, consider referral to 
School Health, GP, PN for 

baseline assessment

BMI >91st centile

C: Children and Young Persons pathway (School Age)

Aged 8-16 

yrs?

Consider referral 
to ‘On the Go’
(see Appendix E)

no
yes

noyes

yes

no

no

yes

Under 5

No service 

at present

No

Consider referral for specialist 
assessment

If appropriate consider referral to

paediatrician or paediatric
endocrinologist for assessment of 
underlying causes and/or co-
morbidities

 
 


