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ABSTRACT
Background: Although clinical practice guidelines are valuable for managing obesity and should be the foundation for health 
system protocols for screening, diagnosis, and treatment, these guidelines need to be translated and implemented within clinical 
care pathways that account for organizations' processes, structures, and cultures. Variation in resources across systems is 
another challenge.
Methods: A narrative review was undertaken to assess how obesity treatment pathways can support health systems and HCPs 
in informed decision‐making for obesity management, and to offer practical considerations for developing and implementing 
health care system treatment pathways.
Findings: Little publicly available information exists on developing and implementing obesity treatment pathways in clinical 
practice within health systems. This review discusses the key elements of obesity care, including screening, diagnosis, treat-
ment, and monitoring, and outlines the roles and responsibilities of health care professionals within each step of the pathway. 
Conclusion: This review offers resources and considerations for developing and implementing obesity care pathways in pri-
mary care, specialty care, and various other settings to assist health systems and health care professionals in making informed, 
evidence‐based decisions in obesity management.

1 | Introduction

Clinical practice guidelines are valuable for health care pro-
fessionals (HCPs) in managing obesity and can help serve as the 
foundation for health system protocols for obesity screening, 
diagnosis, and treatment. Spurred, in part, by growing in-
vestigations and indications of obesity therapies for improving 
and/or treating obesity‐related conditions, an increasing num-
ber of clinical practice specialties have developed guidelines for 
obesity management in adults and children/adolescents [1–8]. 
This highlights the importance of obesity management not only 
for improving adiposity but also for addressing obesity‐related 
conditions, and recognizing that obesity is not solely the

domain of primary care professionals or any one medical 
specialty.

Treatment care pathways can help guide the implementation of 
evidence‐based health care, aiming to “translate clinical practice 
guideline recommendations into clinical processes of care 
within the unique culture and environment of a health care 
institution,” increasing efficiency, decreasing costs, and 
improving quality [9, 10]. Clinical care pathways have been 
developed for other disease states or conditions, including 
oncology and mental health, improving patient care and out-
comes [11–14]. For obesity, procedure‐specific care pathways 
exist for bariatric surgery in adults and adolescents [15, 16].
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Although frameworks have been proposed for treatment path-
ways and standards of care in obesity [17, 18], they were 
developed primarily before the widespread use, uptake, and 
expanding indications for glucagon‐like peptide‐1 receptor ag-
onists (GLP‐1RAs) [19]. Information on developing and imple-
menting obesity care pathways in clinical practice within health 
systems is limited, and the resources available across health 
systems vary considerably. Furthermore, holistic pathways are 
needed for the management of obesity, extending from primary 
care to secondary care services [20].

Clinicians and health care systems face challenges such as 
managing drug titrations, tackling potential obstacles to help 
patients mitigate risks of side effects, addressing insurance re-
quirements and prior authorizations, and the need for long‐term 

treatment to optimize health outcomes; no care pathways exist 
to guide these aspects of care. Our solution to these challenges is 
to suggest practical considerations for developing and imple-
menting health care system treatment pathways that can be 
flexibly used in primary and specialty care and various settings 
(e.g., rural, urban, and academic medical centers). This review 

describes how obesity treatment pathways can support health 
systems and HCPs in informed decision‐making for obesity 
management.

2 | Benefits and Key Considerations of Care 
Pathways

Benefits of care pathways include standardization, shared 
documentation, evaluation tools, and enhanced communication 
[11, 21, 22]. Protocol‐based, standardized clinical and adminis-
trative roadmaps define care management and workflows (e. 
g., ordering and reviewing laboratory results to monitor obesity‐ 
related conditions to eliminate redundancies, up and down 
titrating medications), reduce confusion, and improve structure, 
efficiency, quality, and outcomes [9, 10]. Although pathways 
specify the ordering of key elements in the care continuum, it is 
also critical to understand the roles and responsibilities of each 
HCP at each step in the pathway from screening to diagnosis, 
treatment, and follow‐up.

3 | Key Elements of a Clinical Treatment Pathway 
for Obesity

The key aspects of a clinical treatment pathway for obesity include 
screening and assessing the patient, diagnosing, working with 
other specialists to manage obesity and/or obesity‐related con-
ditions, collaborating with multidisciplinary stakeholders to 
address diet, physical activity, and behavior modifications, pre-
scribing and managing pharmacotherapy, engaging with MBS 
teams pre‐, intra‐, and postoperatively, managing other treat-
ments and conditions, and engaging payers to ensure coverage of 
evidence‐based therapies. Most North American clinical practice 
guidelines for children, adolescents, and adults provide guidance 
for screening, addressing obesity‐related conditions, lifestyle 
modifications, pharmacotherapy, and bariatric surgery, but many 
lack recommendations for making a formal diagnosis or doc-
umenting in patients' health records (Table 1) [1–6, 8, 23–26].

3.1 | Screening and Assessing Patients for Obesity 
and Making a Diagnosis

Opportunities to assess patients for obesity include annual 
physical exams, appointments specifically targeted for obesity 
treatment, and evaluation or treatment for an obesity‐related 
condition (Figure 1). In a clinical care pathway, various HCPs 
play a role in assessing obesity, including primary care providers 
and specialists such as cardiologists, gastroenterologists, hep-
atologists, endocrinologists, and sleep specialists; any of whom 

can be the first contact for an obesity diagnosis or referral. The 
first two steps of the 5As framework for obesity management 
(ask, assess, advise, agree, and assist) aim to identify patients 
with obesity and start a discussion about their weight or health 
and obesity‐related conditions [27]. Primary care providers are 
well positioned to assess patients for obesity and treat them and/ 
or refer them to specialists to address obesity and/or obesity‐ 
related conditions [28].

In clinical practice, body mass index (BMI) is a recommended 
screening tool to assess obesity due to its simplicity, correlation 
with body fat percentage, relationship to obesity‐related condi-
tions and mortality, and usefulness in estimating body weight 
and tracking population trends [29, 30, 31]. Some researchers 
have questioned the value of BMI as a diagnostic tool because it 
may be limited in predicting cardiometabolic risk factors and 
does not directly measure adiposity; additionally, it is not an 
individual measure of health and is less accurate in some pop-
ulations [30, 31–34]. However, a recent study of adults aged 
20–59 years found that obesity, as measured by BMI, was 
congruent in more than 98% of individuals after a dual‐energy x‐ 
ray absorptiometry (DEXA) scan confirmed excess adiposity 
[35]. Yet, another study suggested that BMI‐based cutoffs may 
inappropriately identify patients with normal weight who have 
signs of excess adiposity on imaging, such as DEXA [36].

Discussions are evolving regarding the definition and mea-
surement of obesity, given the limitations of BMI. For example, 
the Lancet Diabetes & Endocrinology Commission recently rec-
ommended changing the definition of obesity to distinguish 
between preclinical and clinical obesity, the latter defined as “a 
chronic, systemic illness characterized by alterations in the 
function of tissues, organs, the entire individual, or a combi-
nation thereof, due to excess adiposity” [33]. The Commission 
recommends using direct measurements of body fat to confirm 

excess adiposity in individuals with a BMI ≤ 40 kg/m 2 , if 
possible, or at least one anthropometric measure in addition to 
BMI, such as waist circumference, waist‐to‐hip ratio, or waist‐ 
to‐height ratio [33].

The Obesity Medicine Association (OMA) has issued a state-
ment regarding the proposed definitions of preclinical and 
clinical obesity, citing concerns about redefining obesity as a 
risk factor rather than a disease, the potential negative impact 
on health insurance coverage for obesity management, and 
shifting away from a proactive approach to care [37]. The au-
thors of this review echo these concerns and the recommen-
dations of the OMA to continue to recognize obesity as a 
chronic disease, with a focus on preventive care and treatment, 
and the use of BMI as a screening tool, with additional measures 
for diagnosing obesity [37, 38].
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Although the American Medical Association formally recog-
nized obesity as a disease over a decade ago [39], many patients 
with obesity are not formally diagnosed [40]. A retrospective 
cohort study in Israel found that few individuals had a diagnosis 
of obesity or overweight in their medical records; those without 
a documented diagnosis were less likely to receive obesity care 
[41]. In the United States, HCPs may believe there is a lack of or 
lower reimbursement for obesity management, which results in 
underutilization of diagnostic codes [42]. An observational 
study of adults with obesity at 15 US health systems demon-
strated that a formal obesity diagnosis in the electronic health 
record (EHR) significantly predicted weight loss [43].

3.2 | Obesity Staging and Evaluation for Obesity‐ 
Related Conditions

Once patients are diagnosed with obesity, it is important to 
evaluate them for the presence and severity of obesity‐related 
conditions (Figure 1). The Edmonton Obesity Staging System 

(EOSS) is a tool that can be used in the outpatient setting on 
its own or in combination with anthropometric measurements; 
it uses a scoring system to stratify risk by assessing obesity‐ 
related risk factors, physical symptoms, functional limita-
tions, and psychological symptoms [44]. A study in Canada 
determined that it was feasible to create a clinical dashboard 
within the EHR system to calculate the EOSS stage in adult 
patients in a primary care setting, providing information on a 
patient's stage and the severity of obesity [45]. Additional tests 
or evaluations may be needed, such as sleep studies for pa-
tients presenting with obstructive sleep apnea symptoms, 
radiological tests to diagnose knee osteoarthritis, and liver 
function tests to assess for metabolic dysfunction–associated 
steatotic liver disease or metabolic dysfunction–associated 
steatohepatitis. These evaluations may also expand patient 
access to treatment as insurance coverage for some treatments 
(e.g., obesity pharmacotherapies) is often available when spe-
cific comorbidities are present.

3.3 | Treatment Initiation

The Chronic Care Model is a comprehensive approach to 
managing chronic diseases [46], which has been successfully 
implemented in pediatric obesity care, improving documenta-
tion, clinical workflows, and adherence to guidelines [47, 48]. 
The Comprehensive Care Model endorsed by the OMA includes 
four pillars of obesity treatment: nutrition therapy, physical 
activity, behavioral modification, and medical interventions 
(Figure 1) [49]. To ensure the successful management of obesity, 
engaging patients in shared decision‐making and tailoring 
treatments according to their preferences and life situations is 
critical—existing guides and checklists can be helpful resources 
[50–52]. Additionally, motivational interviewing is a patient‐ 
centric approach to identifying individuals' motivations and 
commitments to behavior change that can be useful for obesity 
management in children and adults [53, 54].

The 5As framework for obesity management guides HCPs in 
helping patients with behavior change, potentially increasing 
obesity diagnoses and healthy behaviors, improving health, and 
leading to weight reduction [27, 55]. These steps include advising 
patients on the benefits of weight loss, discussing treatment op-
tions when patients are ready, and assisting patients by providing 
intensive behavioral counseling and/or referrals to specialists or 
obesity treatment programs [28]. The Strategies to Overcome and 
Prevent (STOP) Obesity Alliance proposed a 6As model, adding 
“arrange,” which includes scheduling follow‐up visits to assess 
progress toward goals, helping to coordinate care, and developing 
regional resources [56].

When discussing pharmacotherapy treatments with patients, 
consider including US Food and Drug Administration (FDA)‐ 
approved anti‐obesity medications (AOMs) or other medications 
with weight‐reducing effects, such as metformin [5, 57]. Review 

current medications that patients take that may cause weight 
gain and switch to alternative non–weight‐promoting treat-
ments, if possible [5, 57]. In the United States, navigating for-
mulary and insurance coverage to determine a patient's

FIGURE 1 | Key elements of a clinical treatment pathway for obesity. AOM, anti‐obesity medication; BMI, body mass index.
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eligibility and access to AOMs is an essential element of patient 
care—in addition to patients' ability to pay out‐of‐pocket 
costs—that may determine the available treatment options. 
Further, HCPs need to identify patients best served by a surgical 
approach, either as an initial option or a subsequent therapy 
following other treatments, including pharmacotherapy [58].

3.4 | Treatment Continuation and Monitoring

A key component of a clinical treatment pathway for obesity is 
regularly monitoring weight loss, nutrition, physical activity, 
quality of life, improvements in obesity‐related conditions, and 
progress related to patient goals (Figure 1) [28, 57]. Obesity 
management–prioritized visits focusing on weight management 
have demonstrated the promotion of positive outcomes [59]. A 
retrospective analysis found that patients who attended all 
scheduled appointments postbariatric surgery had greater 
weight loss [60]. In addition to effective management of medi-
cation adverse effects, response to treatment should be regularly 
assessed, including weight loss and maintenance, improvements 
in anthropometric measures, blood pressure, laboratory values, 
and patient‐reported outcomes (e.g., quality of life, diet quality, 
ability to perform daily activities). For patients undergoing 
bariatric surgery, postsurgical weight maintenance and weight 
regain should also be evaluated.

Discussions regarding escalating care when treatment goals are 
partially or not met are key to obesity management. Regular 
assessments can determine whether a higher intensity of care is 
warranted, including referrals to specialist services, such as 
bariatric surgery. A study of intensive lifestyle intervention 
among patients with type 2 diabetes found that early response to 
treatment (i.e., weight change) predicted weight changes years 
later [61]. Moreover, a medication prescribing pathway with 
stopping rules and guidelines for medications can improve the 
success of pharmacology in obesity management, as seen in a 
real‐world randomized clinical trial in which significantly more 
individuals lost at least 15% of their body weight after 1 year 
compared with standard care [62].

Adjunctive aspects of obesity management should be part of a 
patient's treatment plan, following a team‐based care approach 
that includes nurses, nutritionists or dieticians, physical thera-
pists, exercise specialists, and psychologists [63, 64]. Obesity 
specialists also play an important role in obesity management; 
American Board of Obesity Medicine (ABOM)‐certified obesity 
management specialists should ideally be integrated within 
primary care or specialty clinics. A retrospective cohort study 
evaluating a weight navigation program in which ABOM phy-
sicians provided treatment during weight management visits 
determined that this was a feasible approach that improved 
patient outcomes [65].

4 | Obesity Treatment Pathways

4.1 | Examples of Pediatric and Adult Pathway 
Models

Health care organizations and health systems have developed 
valuable insights from several obesity treatment pathways. A 
clinical pathway following the American Academy of Pediat-
rics 2023 practice guidelines outlines a process for compre-
hensive obesity treatment from screening to diagnosis, 
evaluation, and treatment [66]. Seattle Children's Hospital has 
a referral algorithm for managing obesity in children with a 
BMI above the 95th percentile [67]. A pathway from the 
Children's Hospital of Philadelphia provides guidance for 
managing obesity in the primary care and outpatient specialty 
care settings for patients aged 2 years or older [68]. Examples 
of adult clinical pathways from other countries include a 
detailed guide from France, which outlines specific steps such 
as identifying overweight and obesity, making a diagnosis, 
identifying a need for psychological or social support, devel-
oping a care plan, and adapting the care plan based on an 
individual's situation; this pathway also addresses the needs 
specific to older adults, women, pregnant people, and people 
with disabilities [69]. An algorithm from Spain offers a model 
with bilateral interaction between primary care and tertiary 
care settings [70].

FIGURE 2 | Who is involved in obesity diagnosis, treatment, and follow‐up care?
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Baptist Health, Northeast Florida's largest health system and 
employer, recently developed a comprehensive obesity treat-
ment pathway, including core components and workflows to 
define medication initiation, monitoring, and continuation 
or discontinuation. An internal analysis revealed that

approximately 70% of employees had overweight or obesity; 
this statistic, coupled with a sharp increase in insurance 
claims associated with obesity‐related conditions, highlighted 
the urgent need for a structured and supportive approach to 
weight management and overall health improvement within

FIGURE 3 | Legend on next page.
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its workforce (P. Rama, personal communication, May 2025). 
The weight‐loss management protocol for employee wellness 
comprises an HCP referral, an employee wellness intake visit 
with a health coach and/or a dietitian, initiation of lifestyle 
therapy with patient goals and action plans, and an estab-
lished cadence of follow‐up frequency and support services. 
The protocol includes several steps for educational sessions, 
discussion of treatment options, and monitoring. Additionally, 
there are separate steps within the care pathway for GLP‐1RA 
pharmacotherapy.

5 | Considerations for Developing and 
Implementing Obesity Treatment Pathways

The key steps of a practical obesity management care pathway 
follow the tenets of chronic and collaborative care models, 
focusing on team‐based care (Figures 2 and 3) [46, 71]. It is 
important to note that this information is intended as a guide 
to the key roles and responsibilities of HCPs within an obesity 
care pathway; it will necessarily vary by context, setting, and 
resources available in the health system. There is a lack of 
research on effective care pathways for modern obesity 
treatment. There are several steps to creating clinical treat-
ment pathways, including evaluating current care practices, 
identifying guidelines, mapping the care pathway, determining 
the desired outcomes, engaging the team, implementing the 
care pathway, and evaluating the process and outcomes [72]. 
Successful implementation of a treatment pathway depends on 
several factors, including strong communication, training, 
monitoring, and evaluation; lack of motivation, financial 
reimbursement, time, and staff are among the many barriers 
[73, 74].

An obesity treatment pathway was developed by the Obesity 
Care Model Collaborative (OCMC) and implemented across 10 
health care organizations or systems; it included critical com-
ponents based on the structure, resources, and culture of the 
individual organizations, which varied considerably by type of 
practice or system, patient population, and staffing volume [73]. 
An advisory committee of obesity and quality improvement 
specialists guided the OCMC in developing a framework for 
implementing interventions for managing obesity and following 
treatment guidelines. The interventions spanned four domains: 
community, health care organization, care team, and patient or

family. Gaps and challenges, recommendations, and in-
terventions were identified and implemented across the 
participating organizations [73]. OCMC also developed an 
Obesity Care Model Playbook to guide organizations within 
primary care settings [75]. A UK public health association 
developed guides to aid primary care trusts in developing 
obesity care pathways, guiding each phase (initiation, develop-
ment, implementation, and evaluation), and providing specific 
resources for addressing obesity in adults and children [76, 77].

Although developing and implementing an obesity care pathway 
can be challenging, a successful model can increase the quality of 
care and improve patient outcomes. Many questions should be 
considered when developing an obesity care pathway (Figure 4). 
For Baptist Health, the first step in developing its obesity treat-
ment pathway was to determine the initial target population. 
Baptist Health employees were selected because of the direct 
impact on the organization's insurance costs and limited re-
sources for nutritional and lifestyle counseling (P. Rama, personal 
communication, May 2025). One of the key lessons learned in 
developing an obesity treatment pathway for Baptist Health em-
ployees was the importance of getting buy‐in from all staff 
members; a physician led the initiative, which helped foster 
consensus among other HCPs in the health system.

Multiple challenges can hinder the implementation of obesity 
care pathways. Below is a list of challenges in implementing 
obesity treatment pathways, along with suggested strategies to 
address them. Research is needed to test the effectiveness of 
these strategies. One of the greatest challenges in managing 
obesity at a health system level is determining the roles and 
responsibilities of different providers; a qualitative study in a 
primary care setting identified challenges, including a lack of 
integration among professionals and treating obesity as a 
chronic condition, with the lack of standardized procedures 
noted to be the likely cause [78, 79]. This can result in frag-
mented care, unclear accountability, poor care coordination, 
inconsistent follow‐up, and duplicated services. Potential ap-
proaches to address these obstacles include designating a care 
coordinator, defining handoff and referral criteria, and using 
shared care plans within the EHR. Limited time and competing 
priorities are also challenges that may be addressed through pre‐ 
visit questionnaires or decision aids, recorded education 
and teaching modules (e.g., how to perform subcutaneous in-
jections), group counseling visits, and shared medical

FIGURE 3 | Considerations for obesity pathway development: steps, key roles, and resources. AOM, anti‐obesity medication; APP, advanced practice 
provider; BMI, body mass index; CDC, Centers for Disease Control and Prevention; EHR, electronic health record; HCP, health care professional; ICD‐10, 
International Classification of Diseases, Tenth Revision; MASLD, metabolic dysfunction‒associated steatotic liver disease; MASH, metabolic 
dysfunction‒associated steatohepatitis; OMA, Obesity Medicine Association; PCP, primary care provider; STOP, Strategies to Overcome and Prevent. 
Web links to resources: 1. https://www.aafp.org/pubs/fpm/issues/2023/1100/weight‐prioritized‐visit.html; 2. https://stop.publichealth.gwu.edu/sites/ 
g/files/zaxdzs4356/files/2022‐02/wcw‐guide‐for‐the‐management‐of‐obesity‐in‐the‐primary‐care‐setting.pdf; 3. https://obesitymedicine.org/blog/ne 
w‐icd‐10‐codes‐for‐obesity‐treatment‐advancements‐in‐accurate‐diagnosis‐and‐care/; 4. https://www.cdc.gov/obesity/media/pdfs/2024/12/adult‐pa 
rtner‐promotion‐materials‐icd‐10‐codes‐508.pdf; 5. https://www.mdcalc.com/calc/10536/edmonton‐obesity‐staging‐system‐eoss; 6. https://www. 
jnjmedtech.com/system/files/pdf/Obesity%20Management%20Shared%20Decision%20Making%20Tool%20012360‐210519%20.pdf; 7. https://obesity 
medicine.org/blog/motivational‐interviewing/; 8. https://stop.publichealth.gwu.edu/sites/g/files/zaxdzs4356/files/2022‐02/wcw‐guide‐for‐the‐mana 
gement‐of‐obesity‐in‐the‐primary‐care‐setting.pdf; 9. https://pmc.ncbi.nlm.nih.gov/articles/PMC7027681/; 10. https://pmc.ncbi.nlm.nih.gov/articles/ 
PMC7337011/; 11. https://www.amjmed.com/article/S0002‐9343(15)00691‐9/fulltext; 12. https://pubmed.ncbi.nlm.nih.gov/25905267/; 13. https:// 
pmc.ncbi.nlm.nih.gov/articles/PMC11294794/; 14. https://www.soard.org/article/S1550‐7289(22)00641‐4/fulltext.
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appointments. Provider knowledge and buy‐in regarding obesity 
treatment can vary. Targeted education about obesity as a 
chronic disease and existing and new treatment options may 
help to produce a cultural change to move past treating obesity 
using an “eat less and move more” paradigm.

Lack of or limited insurance coverage for behavioral and 
nutrition counseling, obesity medications, or bariatric surgery 
may lead to increased frustration among HCPs and patients, 
resulting in low adoption of the recommended treatment 
pathways. Ideally, a coverage assessment should occur early in 
the pathway, and alternative treatment branches should be 
created based on insurance status and health care system re-
sources. Lack of patient engagement in care may also hinder 
successful implementation. Use of patient‐centered, non‐ 
stigmatizing language, incorporation of health goals rather 
than weight‐centric goals, and regular follow‐up and outreach 
may help sustain patient engagement. It is important to identify 
these and other potential difficulties and proactively consider 
solutions that may work within the health system's parameters. 
Tracking metrics (e.g., referrals, retention, outcomes) and 
providing continuous feedback can help health systems 
monitor progress and address gaps. Ultimately, the success of 
obesity treatment pathways depends not only on evidence‐ 
based recommendations but also on how these can be oper-
ationalized within real‐world clinical, financial, and organiza-
tional constraints.

6 | Conclusion

The high prevalence, negative health impact, and increased 
health care utilization and costs of obesity make it a key focus 
for health care systems. Developing a care pathway for obesity 
can help navigate the complexity of obesity, which requires a 
multifaceted team approach to successfully manage the disease 
among patient populations of all ages successfully. Clinical 
practice guidelines should be leveraged to develop care path-
ways, providing a basis for obesity screening, diagnosis, and 
treatment. Care pathways must include all key elements from 

initial screening to continued follow‐up and assessment of

patient outcomes. Obesity care pathways translate the guidance 
into processes tailored to a health care system or organization's 
culture and resources. Further research is needed to understand 
how obesity care pathways can be implemented within collab-
orative care models, such as coordinated, collocated, and inte-
grated care [80]. Defining roles and responsibilities unique to 
the organization ensures that the care pathway will be helpful 
for clinicians and administrators; continual evaluation will keep 
it relevant, especially as obesity treatments evolve.
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