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Obesity Epidemic: How to Make a
Difference in a Busy OB/GYN Practice

Kate A. Shaw, MD,* Aaron B. Caughey, MD, PhD,†
and Alison B. Edelman, MD, MPH‡

*Clinical Instructor, Department of Obstetrics and Gynecology, Stanford University School of Medicine,
Stanford, CA; and †Professor and Chair, ‡Associate Professor, Department of Obstetrics and Gynecology, Oregon

Health & Science University, Portland, OR

At just one-third of the American population, those with a normal body mass index are now in the
minority in the United States, whereas 68% are overweight or obese. The key to reducing the
prevalence of obesity and improving the health of our population is, of course, screening and
prevention. Screening (as simple as a weight and height) is effective, inexpensive, and already part
of the routine vital signs taken at every visit. However, providers often avoid tackling the issue of
weight due to a misperception that treatment is not effective, or from fear of causing offense or
compromising rapport. However, clearly more harm is done by not discussing this important health
issue. Cardiovascular disease remains the number 1 killer of women, and obesity is the leading
modifiable risk factor. Beyond heart disease, obesity has implications for every visit type seen in
the OB/GYN office, from contraception to pregnancy to abnormal bleeding to cancer. In addition,
maternal obesity adversely affects future generations, making the impact of obesity a never-ending
cycle. OB/GYNs are often the only physicians that reproductive-aged women see, and, thus,
OB/GYNs have the opportunity to provide a potentially life-altering intervention. Effective treatment
is available and includes lifestyle changes, behavioral counseling, medication, and bariatric sur-
gery. Time is always a limitation in a busy practice but becoming more comfortable with how to
approach patients, the language to use and tailoring counseling can save time increase impact.

Target Audience: Obstetricians And Gynecologists
Learning Objectives: After participating in this activity, physicians should be better able to analyze the

obesity epidemic and its implications for our patients and the health care system. Evaluate and use the
tools for measuring obesity and incorporate obesity screening and education in a busy practice. Formu-
late effective therapies and determine when to refer patients for psychological or nutrition counseling,
addition of weight loss medication or bariatric surgery.

After completing this CME activity, physicians
should appreciate the obesity epidemic’s impact on
individuals and the health care system, and be better
able to incorporate tools to diagnose obesity, stratify

overall health risk by measuring waist circumference,
provide basic obesity education, communicate treat-
ment options, and appropriately refer patients for
psychological and nutrition counseling, medication
management or bariatric surgery for obesity treatment.

Obesity Epidemic

Obesity is an ever-increasing epidemic. According
to the Centers for Disease Control and Prevention, in
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1991, the prevalence of obesity (defined as body
mass index [BMI] �30 kg/m2) in the United States
was 12%. By 2010, �33% of adults were obese with
an additional 35% in the overweight category (BMI
�25 kg/m2).1 This epidemic affects not only adults -
1 in 6 children and adolescents are obese, as well.1

There are many known health risks associated with
obesity and increased adiposity. These include hy-
pertension, diabetes, coronary artery disease, arthri-
tis, cancer (breast, colon), sleep apnea, stroke, and
dyslipidemia.2 Providers in women’s health also see
an increased risk of menstrual irregularities, infertil-
ity, endometrial and breast cancer and an increase in
surgical and perinatal risks.3 Adipose tissue is well
recognized not only as a storage system but also
increasingly as an endocrine organ that produces
cytokines and other inflammatory mediators and
metabolic markers.4 These adipokines affect the risk
for certain diseases and contribute to the pathophys-
iology of the overall health risks associated with
obesity.4

The obesity epidemic has huge economic implica-
tions for the health care system because of the in-
creased costs associated with obesity, its associated
diseases, and their ensuing complications. In 1995,
the direct medical expenditures attributable to adult
obesity were $51 billion, whereas the total costs
including missed days of work, increased physician
visits, restricted days, etc. were estimated at �$99
billion.5 By 2008, annual obesity-related health
spending had tripled to $147 billion,6 and spending is
projected to further rise to $344 billion per year by
2018.7

Although obesity is often blamed on individual
lifestyle choices, such “choices” are made in re-
sponse to the environment with which individuals
interact. Furthermore, as we are learning, the meta-
bolic derangements that accompany obesity often
start in utero with fetal programming.8 Soon after
birth, we are flooded with images, commercials, and
products targeted at children to influence their di-
etary habits. It was reported in the best-selling book
“Fast Food Nation” that Ronald MacDonald is more
recognizable to children than the President.9 We de-
velop eating habits and brand loyalty very early in
life. As adults, we often turn to fast and cheap food
to feed our families and ourselves. Poverty also en-
tails a risk for obesity.10 In many low-income neigh-
borhoods, there are no full service grocery stores, but
often multiple fast food restaurants where one can get
half the daily caloric requirement, composed of pro-
cessed high fat food, for less than $5.

As obesity increases, the societal perception of
what is a “normal” weight also changes. In a survey
on self-perceived weight performed in 1999 and
again in 2007, a decrease in the number of respon-
dents that self-identified as overweight or obese was
seen over time. Despite the societal pressures and
anti-obesity health campaigns, overweight individu-
als surveyed only identified their weight as being a
problem 75% of the time.11 Furthermore, such self-
perception may vary by race/ethnicity. In a study of
overweight or obese children, African Americans
were less likely to perceive overweight or obesity as
such.12 Clearly, obesity is not as simple as eating
too much or choosing the wrong food. It is a
complex disease that includes mental health issues
such as depression and addiction. Because of these
complexities, obesity should be treated not as a
personal failing of will power, but as a chronic
disease that is prone to relapse and requires mul-
tiple visits for treatment.

The severity of the epidemic is clear. But what can
the individual provider do? Simple screening is al-
ready performed at most visits, and little or no addi-
tional evaluation is needed at what are already often
too short visits. Body weight is measured at nearly
every visit, and height may be similarly documented
or one can easily ask the patient; together these are
used to calculate the BMI (mentioned later in the
text). Unfortunately, although this information is typ-
ically reviewed in conjunction with other vital signs,
providers frequently avoid addressing an abnormal
value for fear of causing emotional harm, making the
patient angry, or stigmatizing the patient with a di-
agnosis of obesity.13 Obese individuals, particularly
women, face prejudice and discrimination in the
form of health care, employment, and educational
inequities in addition to general negative stereotypes
that lead to unfair treatment.14 It is important as
health care providers that we distinguish achieving a
healthy weight to decrease morbidity and mortality
from the societal pressures of Hollywood or adver-
tising that suggest beauty is defined by being a size 0.

Understanding BMI and Defining Obesity as It
Relates to Health Risks

Among the various definitions of obesity, the most
common and easiest to calculate clinically is the BMI
(weight in kg/height in m2). The National Institute of
Health uses a BMI cut off of greater than 30 kg/m2 to
define obesity and a BMI greater than 25 kg/m2 and
�30 kg/m2 as being overweight Figure 1.15 Alterna-
tively, the World Health Organization (WHO) uses
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percent body fat and defines obesity as greater than
35% in women.16 To help identify obese patients and
assess their overall health risk, the American College
of Obstetrics and Gynecology (ACOG) recommends
calculating the BMI at every visit.10

Use of the BMI has been criticized for over-
diagnosing obesity, as it does not distinguish obese
individuals from those with increased muscle
mass.1 In a study by Rahman and Berenson, 555
healthy reproductive-aged women had their body
fat measured by dual-energy x-ray absorptiometry and
compared with BMI cut offs for obesity.17 The sensi-
tivity of a BMI �30 kg/m2 for identifying individuals
with body fat greater than 35% was calculated to be
only 57.7%, with a specificity of 98.5%. Based on this
information, a BMI cut off of �30 kg/m2 underesti-
mates obesity as defined by the WHO criteria of body
fat greater than 35%, thus we can be confident that if
someone has a BMI �30 kg/m2, her body fat is almost
certainly �35%. It is important to note that the sensi-
tivity of a BMI cut off �30 kg/m2 varies by race/
ethnicity, and there may be a role for varying cut offs.
For example, a WHO expert consultation reviewed the
BMI cut offs for Asians and recommended BMI values
of 23 and 25 as the cutoff points for overweight and
obesity, respectively, as there is an increased risk of
obesity-related complications at a lower BMI.18 Asians
have also demonstrated higher rates of gestational dia-
betes at lower BMI values than other racial/ethnic
groups.19

In addition to BMI, central or abdominal obesity is
a well-established marker for cardiovascular disease
(CVD) and death.2 This is thought to be due to the
difference in metabolic activity of visceral adipose as
compared with peripheral or subcutaneous adipose.2

Waist circumference (WC), measured at the top of
the iliac crest after a normal expiration (Figure 2)
and, is helpful in stratifying overall health risk by
considering the amount of abdominal obesity.20

Waist-to-Hip ratio (WHR) measures the smallest part of
the waist and largest of the hip, and it has been sug-
gested to be a superior predictor of CVD risk because it
includes a measurement of hip circumference.21 WHR
is inversely associated with dyslipidemia, glucose intol-
erance, diabetes, hypertension, CVD, and death. For
every 0.1 increase in WHR, there is a 5% increase in the
risk of a cardiovascular event.21

WHR has been shown to be more specific,21 but
WC alone is associated with increased cardiovascular
risk as well. In women, cardiovascular risk increases
at a WC �35 inches and for every half-inch above
that there is a 2% increase in risk of a CVD event
overall21; with a WC �43 cm, the risk is 2 fold
higher for all-cause mortality.2 Adding a WC mea-
surement alone in the overweight patient (BMI �25)
increases sensitivity of BMI and provides more in-
formation on cardiovascular risk, which is important
for counseling and preventative health care.20 This
can be easily done with the measuring tapes stocked
in most OB/GYN offices for measuring fundal height
in pregnancy.

Once the Diagnosis Is Made

When obesity is diagnosed, patients should be
screened for diabetes and dyslipidemia. Although
ACOG does not recommend any single laboratory

Fig. 1. Obesity definitions.

Fig. 2. Waist circumference measurement.
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test for obese patients, they do state that screening for
dyslipidemia and diabetes should be based on overall
health risk.20 The US Preventive Health Task Force
guidelines recommend lipid screening every 5 years
after age 45 years in women (but as early as age 20
if at increased risk for CVD) and screening for Type
2 Diabetes in all patients with hypertension but does
not specifically make a recommendation for screen-
ing based on obesity.22 The American Diabetes As-
sociation recommends screening for diabetes at least
every 3 years in patients with a BMI �25, which
would mean screening a much larger number of
women.23

BMI is a quick and easy screen for obesity, and
adding a WC for women who fall in the overweight
range to further delineate additional CVD risk should
also be considered. Once the diagnosis is present, a
lipid panel and diabetes screen should be recom-
mended and performed, if not done recently. The
lipid panel should include a fasting total cholesterol
and high-density lipoprotein cholesterol.22 The dia-
betes screen should be a hemoglobin A1c or an oral
glucose tolerance test with a fasting blood glucose
followed by a 75 g load and a 2-hour glucose.23

Before medications are considered for treatment of
dyslipidemia and diabetes in a woman of reproduc-
tive age, her plans for pregnancy should be consid-
ered as many of the medications used have potential
teratogenicity.

Although such screening is relatively simple, it is
rarely performed. In a survey of 1806 OB/GYNs,
with a 50% response rate, the 3 top reasons cited for
not addressing obesity were time constraints, lack of
reimbursement, and perception that treatment is not
effective.3 Another barrier identified is a lack of
referral resources for overweight and obese patients.
State Medicaid often does not cover nutrition coun-
seling outside pregnancy even in morbidly obese
patients.

Talking to patients about their weight can be dif-
ficult and uncomfortable for providers.24 Although
many clinicians are hesitant to offend patients by
introducing the topic of weight, not diagnosing and
discussing the impact of obesity is a disservice and
may give patients the perception that it is not impor-
tant because it was not addressed. Physician inter-
ventions for smoking cessation have strong parallels
to obesity interventions, as both require lifestyle
changes that can be difficult. As with smoking, the
patient’s state of mind and motivation must be con-
sidered when discussing treatment. The ACOG com-
mittee opinion on obesity offers recommendations
regarding counseling based on the patient’s contem-

plative stage, which can be a useful approach to
provide tailored counseling.20

A cross-sectional study by Dutton et al surveyed
patients seeking weight loss on how acceptable cer-
tain phrases were and surveyed physicians on the
terminology they were most likely to use (Figure 3)
and.25 The least popular was “excess fat” while
“weight” was ranked most preferred. Other terms
that were not popular among patients were “obesity,”
“overweight,” “large size,” “heaviness,” and “fat-
ness,” many of which fortunately were not used by
providers. Other terms deemed acceptable were
“BMI,” “unhealthy weight,” “weight problem,” and
“excess weight.” When considering which terms to
use with patients, it is important to not only consider
which terms are acceptable but which terms will
motivate patients to make the difficult lifestyle
changes necessary to lose weight. There is emerging
evidence that those terms that people find least ac-
ceptable may be the most motivational in making
change.26 We must consider the individual and her
level of motivation to lose weight when considering
the terms that we use to relay this important diagno-
sis. A survey of both men and women in the United
Kingdom by Gray et al revealed that “overweight”
was both least offensive and least motivating toward
change for patients, whereas “obese” was felt to be
the most offensive and at risk of being counterpro-
ductive. The survey also found that when terms la-
beled offensive—“fat” or “large”—came from a
health professional, they were viewed as less offen-
sive and more motivational than when used in a
nonmedical setting. The terms and discussions that
were most motivating for patients to lose weight
were those that related to health, “unhealthy weight”
or “unhealthy BMI.”26 Overall, the majority of time

Fig. 3. Terms for discussion of obesity diagnosis with
patients.
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should not be spent on deliberating over which term
to use but rather having a discussion that emphasizes
the relationship between weight status and overall
health risk.

Counseling and Educating the Patient

It is important to help patients be successful in
achieving weight loss. The first step is to set a
reasonable goal. With popular television programs
and fad diet advertisements boasting rapid effortless
weight loss, it is important to reset the expectation to
a more realistic and achievable goal to help patients
be successful. Gradual weight loss is healthier—no
more than 1 lb/wk or a 5% weight loss over 6
months—and more likely to be sustainable.27 A 500
kcal/d caloric deficit, an average of approximately
30% reduction in calories, results in a 1 lb/wk weight
loss. In some patients, a reasonable goal may be to
just stabilize and not gain weight. Whatever the goal,
the patient will not be successful unless she believes
that her weight can be controlled.

The mind is a powerful contributor to the dynamics
of eating and weight loss. Realistic goals help to
avoid a feeling of failure or loss of hope. Emotional
eating and depression can also affect weight and, in
addition to eating habits, should be addressed and
treated. The US Preventive Services Task Force rec-
ommends intense counseling of �1 session per
month for at least 3 months for all patients undergo-
ing weight loss programs.28 Referral to weight loss
specific therapy has been shown to be an effective
addition to diet.29 These counseling programs,
whether individual or group, focus on strategies to
identify negative eating habits and reinforce positive
ones. One randomized controlled trial by Appel et al
compared 2 behavioral interventions—in person con-
tact (face-to-face group or individual counseling and
internet) to remote support (telephone, internet, and
e-mail) to no intervention. Both interventions re-
sulted in a significantly increased weight loss during
a 2-year period as compared with the control group
(�5 kg compared with 0.8 kg).30 In addition, a tai-
lored internet-based program has been shown to be
more effective than informational internet programs
in increasing weight loss.31 In patients for whom time
or money limit the ability to pursue face-to-face
counseling, remote resources should be considered.

Diet, specifically reduction in overall caloric in-
take, is a major component of all weight loss pro-
grams. Focusing solely on the goal of weight loss, the
best diet is the one that someone can consistently
adopt as an ongoing interaction with food. The

healthiest and most sustainable option is a well-
balanced low fat diet. Despite numerous fad diets,
there is no clear winner when it comes to optimizing
long-term weight loss. A randomized control trial
that compared 4 diets—carbohydrate restricted (At-
kins), macronutrient balanced (Zone), fat restricted
(Ornish), and overall calorie and portion restricted
(Weight Watchers)—over 2 months showed similar
weight loss in all groups with more weight loss
associated with higher compliance.32 Thus, funda-
mentally, it seems that the diet that can be adhered to
is the most likely to be successful for each individual.

Portion control may be the first change that a
patient can make. Halving the portion size or using
tools such as portion control plates can help patients
decrease their caloric intake.33 Although portion con-
trol is an important part of any diet, portion control
via prepackaged meals does not provide the variety
or the flexibility needed for long-term success. Good
health depends on both macro- and micronutrients
and the key is getting people to invest and take an
active role in their health and controlling their
weight.

In addition to counseling, support of family and
friends may be helpful for success, although the
evidence for this is not well established.34 The patient
attempting weight loss must relearn ingrained habits
and make major lifestyle changes. In addition, learn-
ing to problem solve and make healthier choices at
restaurants, learning what good choices are, and
planning ahead to have healthy meals and healthy
snacking all will aid in successful weight loss. Spou-
sal and family involvement has been shown to in-
crease the effectiveness of weight loss programs.29,34

In 1 meta-analysis, dietary counseling was shown to
produce a modest weight loss during 12 months
when compared with usual care.35 Identifying a nu-
tritionist in your area to refer patients for dietary
counseling will help patients get the dietary educa-
tion and personal dietary counseling they need to
help with weight loss and healthy eating. Some prac-
tices that see a large number of obese or diabetic
patients, including those with gestational diabetes,
may chose to incorporate a nutritionist into their
practice.

Exercise is also important for weight loss and overall
health. Cardiovascular training decreases cardiovascu-
lar risk in obese and diabetic women, and the decrease
in risk is inversely correlated to the amount and inten-
sity of activity.36 Even in the absence of weight loss,
there are health benefits to exercise. Exercise can in-
clude any enjoyable activity that raises the heart rate,
performed in increments of at least 10 minutes, spread
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throughout the week with a minimum total goal of 150
minutes per week of moderate-intensity or 75 minutes
per week of vigorous-intensity exercise.37 Patients
should be encouraged to start slowly and increase over
time. Walking is a great initial form of exercise and has
been shown to increase weight loss when compared
with no exercise. In a meta-analysis, use of a pedometer
resulted in weight loss without dietary changes38 and
can be a tool to recommend to patients.

If diet, exercise, and counseling are not sufficient,
there are other options. Some medications have been
shown to be more effective than placebo.29 Some,
such as Orlistat, may have unacceptable side effects
including diarrhea and anal leakage,20 and patients
should be counseled appropriately. OB/GYN provid-
ers should consider referral for medical therapy for
patients with a BMI �30 kg/m2 if the patient has
failed diet, exercise, and behavior modifications.39

Surgery is an option for morbidly obese patients
who have failed to respond to other management
strategies and have acceptable surgical risk. Usual
criteria for surgical intervention is a BMI �40 kg/m2,
but a BMI �35 kg/m2 with certain comorbidities
related to obesity (e.g., diabetes, obstructive sleep
apnea) may also justify surgical therapy Figure 4
and.40,41 To increase success with weight loss after
surgery, many bariatric surgery programs require
both nutrition and psychological counseling before
surgery to address any underlying issues (sub-
stance abuse, depression, and binge eating). The
Swedish Obese Study is an ongoing study comparing
surgical and medical management of morbid obesity.
This study has demonstrated bariatric surgery to be
more successful than medication after 10 years. In-

sulin resistance improved immediately after surgery,
and many patients were able to discontinue hypogly-
cemic medications immediately after surgery. Over-
all, there was weight loss of 50% to 75% in the first
1 to 2 years and a decrease in obesity-associated
comorbidities. Diabetes mellitus resolved in �80%
of patients, and hyperlipidemia, hypertension, and
sleep apnea improved in �60%.42 During a 15-year
follow-up, they observed a significant reduction in
cardiovascular events and deaths in the bariatric sur-
gery group compared with matched controls.43

UNIQUE ROLE OF THE OB/GYN

From the annual exam to contraception, menstrual
irregularities to cancer and prenatal care to evalua-
tion for surgery, obesity can influence every type of
patient visit and chief complaint in the OB/GYN
office. In a recent survey of patients by Soliman et al,
58% of patients were not aware of obesity as a risk
factor for endometrial cancer; 45% of the survey
population was obese; and another 24% were over-
weight. Personal weight was not associated with obe-
sity risk knowledge44; this highlights a deficiency in
our role as patient educators.

PRENATAL PATIENT

One opportunity we have to make the greatest
impact on our patient’s health is during pregnancy. In
a recent review article, Phelan eloquently described
pregnancy as a “teachable moment”—an example of
a naturally occurring life transition that can promote
and motivate change.24 It is an emotional state that
prompts maternal concern for the well being of the
fetus, and self-recognition as a role model for the
future child. Yet, we historically have done a poor
job capturing this moment, with as many as one-third
of pregnant women in 1 study from 2005 reporting
that they received NO weight gain advice.45 This is
surprising because, with respect to smoking, a com-
monly identified issue for which patients are coun-
seled on cessation, 18% to 25% of women will cease
smoking during pregnancy.46 Furthermore, when
women receive a diagnosis of gestational diabetes,
many will decrease or cease overall gestational
weight gain.47 Although we may be doing a better job
since publication of the IOM 2006 guidelines Figure
5 and increased awareness of obesity-associated
complications with pregnancy, as clinicians, we do
not consistently use this “teachable moment” to en-
courage healthier behaviors with respect to diet or
exercise.

Fig. 4. Referral criteria for bariatric surgery.
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This dearth of weight gain and obesity counseling
during pregnancy is particularly problematic. Weight
gain in pregnancy and weight changes in the first-
year postpartum are independently related to devel-
opment of obesity at 10 to 15 years of follow-up.24 In
1 study, 45% of normal weight women who gained
excess gestational weight (�41 lbs) were overweight
at 15-year follow-up. Women who had retained �10
lbs at 1 year after delivery gained 20 lbs over 10
years, whereas those who were back to prepregnancy
weight by 6 months gained only 5 lbs over 10 years.
Women who are overweight prepregnancy are also
more likely to gain more than the recommended
weight.24

Some easy things for us to do as primary pro-
viders in pregnancy is to educate our patients on
what is appropriate weight gain during pregnancy,
encourage staying active, and avoiding high gly-
cemic index, sugary food and drinks, as well as
fast food. The saying, “eating for two” should be
abandoned, as a 10% to 15% increase in caloric
intake, or 340 kcal/d in the second trimester and
452 kcal/day in the third trimester, during preg-
nancy is adequate for most48; this translates to
eating for only 1.1. Providing feedback at every
visit helps keep women on track. This can be
facilitated with electronic medical records. For
example, we developed a patient handout within
our electronic medical record for initial OB visits,
which facilitates provider-patient discussion of
weight gain throughout pregnancy and includes their
current weight and total gestational weight gain on
the after visit summary.

During pregnancy, the options for intervention for
existing obesity and to reduce gestational weight gain
are limited to diet, exercise, and behavioral interven-
tions, due to the teratogenicity of many medications
used to treat obesity. The limited studies available
have compared behavioral interventions, such as di-
etary counseling, with usual care. In 1 study of

weekly counseling that included weight monitoring,
the authors found that low-income women were less
likely to gain more than the recommended weight;
the same did not hold true for high-income women.49

Dietary counseling sessions have been shown to sig-
nificantly reduce gestational weight gain,50 and all
overweight and obese women should be referred for
dietary counseling.

ADDITIONAL TOOLS FOR
THE CLINICIAN

In addition to patient handouts, other tools can be
helpful. ACOG produces a BMI wheel, similar to a
pregnancy wheel, which calculates the patient’s BMI
using their height and weight (available at: http://
www.acog.org). This can be a good visual tool to
show the patient how their BMI is calculated and
where they fall. Such visual aids can help patients
understand how much weight they have to lose. An-
other option to provide this visual aid is to use online
BMI calculators together with the patient in the ex-
amination room. In addition to the patient handout
for weight gain in pregnancy, a patient handout with
tips and goals for weight loss was also developed and
made available within our clinic’s electronic medical
records.

SUMMARY

Obesity is a rapidly increasing epidemic, with
two-thirds of adults now classified as overweight
or obese. Obesity impacts every aspect of OB/
GYN care and poses a large financial burden on
our medical system. We, as OB/GYN and primary
care providers, should feel obligated to identify
patients, diagnose the disease, and refer the patient
for treatment—just as we would for any other
life-threatening illness. With the majority of the
adult population being overweight or obese, this
presents a large burden on clinics and providers.
Implementing protocols, systems, and educational
resources that do not demand large amounts of
providers’ time are essential to tackling this public
health problem.

Clinical Summary Points

• Obesity is a rapidly increasing problem that
costs $147 billion in current health care costs
and is predicted to increase to �$300 billion by
2018.

Fig. 5. Recommended weight gain in pregnancy.

Obesity Epidemic Y CME Review Article 371

http://www.acog.org
http://www.acog.org


• Obesity is one of the only modifiable risk factors
for CVD—the number 1 killer of women.

• Screening is effective and easy and already per-
formed in most health care settings.

• BMI is an effective screening tool that underes-
timates rather than overestimates obesity (unless
your patient is an Olympic weight lifter!).

• In overweight patients (BMI �25 kg/m2), con-
sider adding a WC to evaluate cardiovascular
risk (35 inches or greater).

• Screen for diabetes and lipid abnormalities in
obese patients.

• Talk to patients using preferred terms such as
“weight,” “unhealthy weight,” “weight prob-
lems,” and “excess weight.”

• Educate about lifestyle changes that you can easily
discuss including portion control, exercise, and a
reasonable weight goal. Refer for nutrition and
psychosocial counseling for weight loss or con-
sider referral to bariatric surgery if BMI �40
kg/m2 or �35 kg/m2 with comorbidities.

• Utilize patient handouts and implement quick
references in electronic medical record systems.

Resources

For recommendations on counseling by contempla-
tive stage: ACOG Committee Opinion 319. The Role
of the Obstetrician–Gynecologist in the Assessment
and Management of Obesity. October 2005.

Mayo Clinic Internet Weight Management: http://
mayoclinic.com/health/weightloss/MY00432.
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