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Abstract
Purpose To develop Mexico’s first methodologically rigorous clinical practice guideline for the management of adult over-
weight and obesity. The target audiences are interdisciplinary healthcare professionals across healthcare systems who are 
the first point of contact for patients with obesity in Mexico, patients, and health system decision makers.
Recent Findings A review of recent international obesity clinical practice guidelines and an expert consensus process identi-
fied: i) common recommendations appropriate for implementation in Mexico and ii) knowledge gaps requiring the formula-
tion of new recommendations. In all, 20 new recommendations and 20 good practice statements were developed using the 
GRADE Evidence-to-Decision Framework and expert consensus.
Summary Overweight and obesity negatively impact the health and well-being of individuals and populations in Mexico. 
This guideline aims to establish a new evidence-based, patient-centered, non-stigmatizing, and practical treatment and man-
agement framework, based on the fundamental principles of chronic disease prevention and management.

Keywords Overweight · Obesity · Chronic disease care · Management · Clinical guidelines

Introduction

Health complications related to overweight and obesity rep-
resent significant public health problems in Mexico [1, 2]. 
As a heterogeneous, progressive, and relapsing chronic dis-
ease characterized by excess and/or dysfunctional adipose 
tissue that impairs health and well-being, obesity requires 
long-term, integrated, individualized, and evidence-based 
prevention, treatment, and management [3–13].

The impact of obesity on quality of life and health out-
comes has been extensively documented, indicating that it 
is the primary contributor to years of life lost due to dis-
ability [14]. Specifically, obesity is highly implicated in 

both the development and exacerbation of cardiometabolic 
diseases (e.g., hypertension, diabetes, gout, dyslipidemia), 
mechanical diseases (e.g., sleep apnea, acid reflux disease, 
gallbladder disease, urinary incontinence, osteoarthritis), 
at least 12 types of cancer (e.g., esophageal, endometrium, 
colon, breast) [15], and mental health conditions (e.g., anxi-
ety, depression, binge eating disorder) [16, 17]. Obesity is 
also a highly stigmatized disease; experiencing weight bias, 
stigma, and weight-based discrimination negatively impacts 
health and social outcomes independent of body mass index 
(BMI) or weight status [18].

At the population level, the prevalence of overweight 
and obesity is estimated using proxy measures for body fat, 
such as BMI, calculated as weight in kilograms divided by 
height in meters squared (kg/m2). Although anthropometric 
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measures are not accurate measures of obesity, existing 
prevalence studies rely solely on BMI, making it the most 
widely used tool to assess the impact of obesity. Globally, 
BMI levels have been increasing, and as many as 650 mil-
lion individuals could be living with obesity [19]. Based on 
BMI, it is estimated that approximately 36.9% of the adult 
population in Mexico live with this disease, impacting more 
women than men (41% vs 32.3%) [2]. In addition, 38.3% of 
the Mexican adult population is classified in the overweight 
category (BMI 25–29.9 kg/m2) and may be at risk for obe-
sity and other obesity-related non-communicable diseases, 
such as cardiovascular disease. In Mexico, adults classified 
in the overweight category are 5.25 times more likely to have 
mixed dyslipidemias and hypertriglyceridemia, two major 
cardiovascular disease risk factors [1].

Between 2016 and 2022, the prevalence of obesity 
(BMI ≥ 30 kg/m2) increased from 33.3% [30.9, 35.9] to 
36.9% [35.0, 38.7], an annualized rate of increase of 1.4% 
compared with previous years [2]. For example, between 
2000 and 2006, the prevalence of obesity increased from 
23.5% [22.6, 24.4] to 30.4% [29.5, 31.3], represent-
ing an annualized rate of 2.3%. However, severe obesity 
(BMI ≥ 35  kg/m2) has continued to increase at signifi-
cant rates from 2016 to 2022, with Class II obesity (BMI 
35–39.9 kg/m2) increasing by 6.1% (from 8.2% to 8.7% 
of the population) and Class III obesity (BMI ≥ 40 kg/m2) 
increasing by 37.9% (from 2.9% to 4.0% of the population) 
[2, 20, 21]. The rise in the prevalence of severe obesity poses 
a significant public health concern, given that it is linked to 
a greater risk for poor health and premature death compared 
with Class I obesity [22].

Obesity rates in Mexico exhibit significant variation 
across different populations, influenced by factors such as 
age, sex, socioeconomic status, and geographic location. 
Additionally, indigenous populations in Mexico experience 
distinct challenges, including economic marginalization 
and limited healthcare access, which have been shown to 
exacerbate obesity and related complications [2]. Obesity 
and excessive weight gain during pregnancy is linked to an 
increased risk of complications, including gestational dia-
betes mellitus, preeclampsia, caesarean delivery, perineal 
lacerations, postpartum hemorrhage, venous thromboem-
bolism, and postpartum depression [23, 24]. For neonates, 
risks include perinatal fractures, perinatal asphyxia, cerebral 
hemorrhage, shoulder dystocia and neonatal death. Obesity 
in pregnancy can also present a higher risk for childhood 
obesity, cardiometabolic syndrome, early puberty, behavio-
ral changes, and attention deficit disorder [25–29]. Obesity 
in pregnancy has also been associated with long-term con-
sequences on metabolic functions and in anthropometry by 
transgenerational inheritance of obesity [25–30].

Obesity drivers vary across individuals and popu-
lations and involve a complex interaction of genetic, 

psychological, behavioral, environmental, medical, and 
socioeconomic factors. Researchers have investigated 
the drivers of obesity for many years, and various ini-
tiatives have been implemented to prevent this disease, 
yielding inconsistent outcomes and lacking the magni-
tude many believe is required to make necessary impact 
[31]. In recent years, there have been significant advances 
in Mexico toward primary obesity prevention, acknowl-
edged as international best practices by the World Health 
Organization (WHO). These include implementing taxes 
on soft drinks, sugary beverages, and energy-dense ultra-
processed foods; introducing warning labels on packaged 
food and drinks; regulating the presence and advertising of 
unhealthy products in schools; and formulating new sus-
tainable and nutritious dietary guidelines for the Mexican 
population. However, there's a pressing need to incorpo-
rate additional cost-effective policies, such as enhancing 
access to nutritious foods and clean water and regulating 
the marketing of unhealthy foods targeting children [32].

Effective treatment and management of obesity requires 
providing long-term, evidence-based, and high-quality 
healthcare services (e.g., behavioral and psychological inter-
ventions, pharmacotherapy, and bariatric surgery adjunctive 
to medical nutrition therapy and physical activity) [5, 8, 33]. 
Enhancing existing healthcare services entails identifying 
key opportunities, such as training healthcare professionals 
in various disciplines involved in treating individuals with 
obesity across healthcare systems, refining healthcare quality 
monitoring processes along with implementing necessary 
evidence-based obesity treatment interventions and long-
term management approaches. Historically, the benchmark 
for obesity care was set by official Mexican government 
standards (official norms), which proved insufficient due to 
challenges in development and updating processes [32, 34]. 
Mexico also lacks access to specialized multidisciplinary 
health teams to support patients living with obesity, and, as 
in most other countries, the majority of healthcare profes-
sionals do not receive obesity training and feel ill-equipped 
to treat obesity [35, 36].

In 2019, it was estimated that the total cost of overweight 
and obesity in Mexico (including direct healthcare costs, as 
well as indirect costs, such as premature death, absenteeism, 
and presenteeism) amounted to US$23.17 billion; [19] the 
Organization for Economic Co-operation and Development 
estimates that obesity will reduce Mexico’s gross domestic 
product by 5.3% by 2050, with direct healthcare expendi-
tures reaching 8.9% of Mexico’s total health expenditure [21, 
37]. Considering the impact of obesity on health and well-
being as well as the economy in Mexico, obesity preven-
tion, treatment, and management efforts must be intensified 
across all fronts to stave off predicted increases in disease 
prevalence by 2030. Achieving this goal demands a shared 
vision of required interventions, political commitment, 
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adequate infrastructure, funding, efficient implementation, 
and societal support [38].

Crafting new clinical practice guidelines, founded on the 
most current evidence and tailored to the national landscape, 
will support secondary prevention, treatment, and manage-
ment measures for obesity in Mexico. Given Mexico's role 
as one of the front-runner countries in the Acceleration Plan 
for Obesity, initiated by the WHO, UNICEF, and the World 
Obesity Federation, these guidelines represent a valuable 
contribution and an essential instrument for enhancing a 
national response.

Although obesity consensus statements exist [16], this 
document represents Mexico’s first methodologically rigor-
ous clinical practice guideline generated through a system-
atic assessment of published evidence, under the guidance 
of an independent methods team, using the Grading of Rec-
ommendations Assessment, Development and Evaluation 
(GRADE) Evidence-to-Decision (EtD) framework [39], 
and with input from and participation of patients living with 
obesity. The latter provided information related to the values 
and preferences of patients, reviewed and formulated rec-
ommendations, and participated in shared decision-making 
throughout the process in collaboration with interdiscipli-
nary subject matter experts [40].

Without the development and implementation of evi-
dence-based clinical practice guidelines, patients and health-
care professionals have had to navigate a complex system of 
non-evidence-based and internationally unregulated obesity 
treatment products and programs that can contribute to more 
harm at the individual level and a progression of the disease 
at the population level.

Methods

Panel Composition

The Mexican Society of Nutrition and Endocrinology (Span-
ish acronym: SMNE) assembled a Steering Committee (SC) 
comprising interdisciplinary experts working in obesity 
research and clinical practice (n = 14). The SC included one 
chair [E.A.C.M.], 13 endocrinologists [E.A.C.M., J.E.G.G., 
L.M.A., L.M.Z., F.J.L.G., H.A.L.M., R.C.L., J.M.V.Z., 
R.V.O., J.C.G.C, R.H.G, J.C.L.A., E.A.V.C.], and a dieti-
tian [M.K.H.] to oversee the guideline development process 
and to agree on general principles, scope, and target audi-
ences (Appendix I). The SC met weekly via online platforms 
(Zoom) and discussed issues electronically as needed (What-
sApp) between December 2023 and July 2024.

An Advisory Committee (AC), consisting of lead inter-
disciplinary authors (e.g., psychology, psychiatry, nutrition, 
sports medicine and physical activity, bariatric surgery, and 
epidemiology) and one person living with obesity (n = 16) 

(Appendix I), worked with the SC to propose, prioritize, and 
finalize research questions using a Delphi-based consensus 
process via an online survey and group discussions. The AC 
met at least once monthly via Zoom.

SC and AC members completed a 20-h online training 
course on GRADE EtD methodology, provided by Episte-
monikos Foundation, an independent, not-for-profit organi-
zation that aims to provide reliable information to healthcare 
decision makers.

A Patient Committee (PC) engaged people living with 
obesity recruited through two organizations: i) Obesidades, 
a Mexican nonprofit civil society that raises awareness about 
obesity and provides training to healthcare professionals 
and students, and ii) the Obesity Clinic at National Institute  
of Medical Sciences and Nutrition Salvador Zubirán (Insti-
tuto Nacional de Ciencias Médicas y Nutrición Salvador  
Zubirán) in Mexico City (Appendix I). The PC (n = 4) 
met monthly via Zoom and held online discussions via  
WhatsApp. Input on good practice statements and clinical 
recommendations was received from the PC through online 
and in-person meetings.

The members of all committees met in person in June 
2024 to develop the final recommendations with support 
and guidance from the Epistemonikos Foundation. SMNE 
staff and consultants provided administrative support and 
project coordination for the guideline development process. 
Table 1 outlines the guideline development process and the 
responsibilities of each group of participants.

Management of Competing Interests

Funding for the development of the guidelines was provided 
in the form of unrestricted industry grants (Novo Nordisk, 
Merck, Boehringer Ingelheim) to SMNE, as well as in-kind 
support from the scientific, professional, and patient volun-
teers engaged in the process. Representatives from industry 
sponsors had no presence or input and played no role in 
any stage of the guideline development process, including 
the preparation of PICO (population [P], intervention [I], 
comparator [C], and outcome [O]) questions, evidence syn-
thesis and grading, the development of recommendations 
and the preparation of this manuscript, and therefore have 
not influenced the guideline's content in any manner. None 
of the committee members were remunerated for their work 
on the guidelines.

The SC developed and managed a competing interest 
policy and procedures for mitigating bias. Detailed compet-
ing interest declarations (using the International Committee 
of Medical Journal Editors’ disclosure form) were collected 
for all members of the SC, AC, and PC, as well as participat-
ing methodologists from Epistemonikos Foundation, staff, 
and consultants. Individuals with relevant disclosures were 
not excluded from voting on recommendations. However, 
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the SC asked individuals with direct competing interests to 
abstain from voting in the areas in which they had a conflict. 
Methodologists from the Epistemonikos Foundation, who 
had no competing interests, independently conducted the 
entire evidence synthesis processes using standard GRADE 
EtD framework procedures and moderated consensus panels. 
They drafted and reviewed all new recommendations and 
good practice statements to ensure fidelity with the evidence.

Target Audiences and Selection of Priority Topics

The principal target audience for this guideline is healthcare 
professionals who are the first point of contact for patients 
in Mexico who seek/require evidence-based care to man-
age their obesity. This includes any interdisciplinary health-
care professional working across various healthcare levels 
and clinical settings, including primary care and specialist 
services. Secondary audiences include patients living with 
obesity and health system decision makers.

The SC identified specific clinical challenges facing 
patients in Mexico, and those faced by the healthcare pro-
fessionals who treat them. They defined the guideline scope 
and priority topics based on a review of recommendations 
put forward by recent U.S. [5], European [33], and Canadian 
[8] clinical practice guidelines for adult obesity. Although 
overweight and obesity prevention (primary and secondary), 
treatment, and management initiatives are needed in Mexico, 
primary prevention and public health approaches are beyond 
the scope of this guideline. Thus, only research questions 
focused on clinical challenges related to secondary preven-
tion, treatment, and management of overweight and obesity 
in the Mexican adult population were prioritized.

In a five-round Delphi survey process, the SC and AC 
reviewed primary recommendations from the U.S., Euro-
pean, and Canadian obesity guidelines and identified recom-
mendations perceived as the most relevant, appropriate, and 

useful for the Mexican population and healthcare services 
landscape. In the first round, the SC reviewed 80 statements 
from the three international guidelines, and statements with 
an agreement of 50% or higher were selected. In the second 
round, the SC and AC added 35 new clinical challenges or 
statements, and those with an agreement of 50% or higher 
were selected. In the third to fifth rounds, statements with 
75% agreement were selected. The Delphi survey was con-
ducted from September 2023 to February 2024.

Following this process, 20 clinical challenges were con-
sidered high priority and relevant for Mexico and used to 
create new PICO questions that were addressed using the 
standardized GRADE EtD framework to develop recommen-
dations (Table 2). Methodologists from the Epistemonikos 
Foundation supported the translation from clinical questions 
into PICO questions.

Evidence Synthesis

The Epistemonikos Foundation methods team conducted 
an evidence synthesis process on the effects of interven-
tions, the importance of outcomes, resource use, and con-
siderations of equity, acceptability, and feasibility of treat-
ment alternatives. Eligibility criteria were defined for the 
components of each prioritized question. Systematic reviews 
and randomized trials that met the inclusion criteria for each 
question were included to inform the intervention effects 
criteria. Only systematic reviews were considered for the 
other EtD criteria.

A search for systematic reviews was conducted through 
the Epistemonikos Foundation database until May 29, 2024. 
The Epistemonikos Foundation database is a comprehensive 
database of systematic reviews relevant to health decision-
making that is maintained by screening multiple sources 
of information to identify systematic reviews and their 
included primary studies, including the Cochrane database 

Table 1  Guideline Development Process and Roles

SC =steering committee, AC = advisory committee, PC = patient committee

Action Responsibility Approach

Oversight, identify the scope, selection of key topics, 
target audiences and fundamental guideline principles 
based on existing international guidelines and consen-
sus

SC Weekly meetings and discussions

Develop and prioritize research PICO questions using 
Delphi-based consensus process

SC and AC Five Delphi-based consensus survey

Conduct literature search and screening, synthesize data, 
assess the certainty of evidence, and prepare summary 
of findings and EtD tables

Epistemonikos Foundation Evidence synthesis and GRADE

Develop and approve recommendations based on EtD 
Framework

SC, AC, PC, and Epistemonikos Foundation Three day in-person workshop

Develop and approve good practice statements SC, AC, PC, and Epistemonikos Foundation Online survey and two online meetings
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of systematic reviews, PubMed/MEDLINE, EMBASE, 
CINAHL, PsycINFO, LILACS, DARE, HTA database, 
Campbell database, JBI database of systematic reviews and 
implementation reports, and EPPI-Center Evidence Library) 
[41].

No date or language restrictions were applied. To iden-
tify primary studies not included in the reviews, additional 
searches restricted to the previous three years were per-
formed in PubMed and LILACS. The search strategies used 
for each clinical question are available in Supplementary 
File 1, Appendix 2. Duplicate records from the searches 
were identified by an automated process through the Epis-
temonikos Foundation database. Additionally, unpublished 
or ongoing studies mentioned in the systematic reviews were 
reviewed to see if there were updated publications for trials 
mentioned as ongoing in the systematic reviews.

Evidence was screened by independent peer reviewers in 
two stages (title and abstract, and full text) using the Collab-
oratron screening software developed by the Epistemonikos 
Foundation [41]. Discrepancies were resolved by consensus 
or by a third investigator.

After the selection process, evidence matrices were con-
structed with the aim of comparing the studies included in 
the systematic reviews and identifying the most exhaustive, 
updated, and best quality ones. When a review was identi-
fied meeting these characteristics, it was used directly to 
inform the corresponding clinical question; otherwise, a 
rapid review was performed including randomized trials 
[42]. When neither systematic reviews nor randomized tri-
als were identified, observational studies were considered.

Data extraction and risk of bias assessment were per-
formed by two reviewers using standardized forms. The 
RoB (risk of bias)-2 tool [43] was used to assess the risk of 
bias of randomized trials, and ROBINS-I (Risk Of Bias In 
Non-Randomised Studies—of Interventions) tool was used 
for observational studies [44].

The effects findings were synthesized quantitatively (i.e., 
through a meta-analysis) or narratively according to the 
available data. The GRADE approach was used to evaluate 
the certainty of the evidence. The certainty of the evidence 
was classified as high, moderate, low, and very low, consid-
ering the criteria of risk of bias, inconsistency, imprecision, 
indirect evidence, and publication bias. The results of the 
synthesis of the effects were integrated in the EtD tables 
through a summary of findings tables following the GRADE 
EtD framework [39]. For each question, EtD tables were cre-
ated through the interactive EtD (iEtD) platform [45]. EtD 
tables are available in Supplementary File 1, Appendix 3.

To inform the criteria of importance of the outcomes, 
resource use, and considerations of equity, acceptability, 
and feasibility, we searched for systematic reviews of util-
ity studies, economic evaluations, and qualitative studies, 
respectively. When systematic reviews of qualitative studies 

were included, summary tables of qualitative findings were 
constructed based on data reported by the review authors, 
using the GRADE-CERQual (Confidence in the Evidence 
from Reviews of Qualitative research) approach [46, 47] 
and the iSoQ (Interactive Summary of Qualitative Findings) 
software [45]. Short messages were drafted to populate the 
corresponding EtD criteria.

Development of Recommendations

To develop the clinical recommendations based on the pri-
oritized PICO questions, an in-person workshop was held 
in June 2024. Each session was led by a member of the 
methodological team and a thematic expert. The panel was 
composed of clinical (healthcare professionals) and lived 
experience (patients) thematic experts. A presentation of the 
evidence for each question was made by a representative 
of the methodological team, while the moderation of the 
discussion and the recording of additional considerations 
was done jointly with the thematic expert assigned to the 
question. For each of the EtD framework criteria, thematic 
experts discussed and voted until consensus was reached. 
Consensus was defined a priori as an agreement of ≥ 75%. 
Up to three rounds of voting were conducted and, if no 
agreement was reached, the majority vote was chosen. After 
making judgments for each criterion, the panelists voted on 
the direction and strength of each recommendation. This 
entire process was conducted using the iEtD platform. Sup-
plementary File 1 contains the checklist and panel discus-
sion for developing each recommendation.

Formulating Good Practice Statements

Through the question prioritization process, 20 questions 
were identified by the expert panel and from other clinical 
practice guidelines [5, 8, 33] that met the criteria to be for-
mulated as good practice statements. These questions were 
structured as actionable statements and evaluated through 
a checklist that considered whether: i) the message is truly 
needed in relation to current clinical practice; ii) implement-
ing the statement results in a large net benefit (i.e., satisfies 
several EtD criteria) after considering all relevant outcomes 
and possible consequences; iii) in a context where time and 
resources are limited, conducting a formal process of sum-
marizing and discussing the evidence would not constitute 
a good use of time and/or resources; iv) there is a clear, 
explicit, and well-documented rationale connecting the indi-
rect evidence; and v) the statement is clear and actionable 
[48]. A structured online survey was conducted to determine 
agreement on the wording and supporting information of the 
good practice statements. Two online meetings were held to 
discuss and finalize the wording of those where consensus 
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was not reached (proportion of agreement < 75%) or which 
had comments suggesting major changes. Supplementary 
File 1, Appendix 3.1 contains the checklist and panel discus-
sion for developing each good practice statement.

Recommendations and Good Practice 
Statements

Clinical Evaluation

Early diagnosis and treatment of overweight and obesity can 
improve overall health and quality of life as well as prevent 
and manage obesity-related complications [1]. However, 
healthcare professionals should be aware that people living 
with obesity may have experienced bias, stigma, and dis-
crimination because of their weight or obesity in many set-
tings, including healthcare settings [49]. These experiences 
may affect patients’ willingness to interact with healthcare 
professionals. Patients who have experienced weight bias 
and stigma may delay or avoid healthcare services for fear 
of being blamed and shamed for their weight. Therefore, 
obesity screening, assessment, diagnosis, treatment, and 
management need to be conducted using objective medical 
measures and non-judgmental, collaborative, and person-
centered approaches. Collaborative conversations, based on 
motivational interviewing, can include strategies such as: i) 
asking for permission to initiate a conversation about weight 
and obesity (“Is it okay for us to talk about your weight?”, 
“What worries you about your weight?”, “How can we work 
together to manage your obesity?”); ii) avoiding making 
assumptions about patients’ lifestyles, health behaviours, 
interests, motivations, or stage of change; iii) listening to 
patients’ concerns and trying to understand patients’ points 
of view; iv) validating and respecting patients’ situations 
and experiences; v) supporting patients to make choices, 
adapt, and sustain evidence-based behaviors associated with 
obesity management; vi) exchanging ideas about alterna-
tive options to address obesity management barriers; vii) 
establishing an action plan together; and viii) acknowledg-
ing that behavior change is difficult while recognizing small 
changes [50].

Obesity is an adiposity-based chronic disease and the 
goal of a medical obesity assessment is to determine how 
excess or dysfunctional adiposity impacts a person’s health 
and well-being. Anthropometric measures, such as BMI or 
waist circumference, can be used as screening tools, but 
relying solely on anthropometric measures for the screen-
ing and diagnosis of obesity can lead to both underdiag-
nosis and overdiagnosis of obesity [13, 51]. To diagnose 
obesity, existing international guidelines recommend a full 
medical assessment to determine if and how excess adipos-
ity or pathogenic changes in adipose tissue are impacting a 

person’s health and well-being [5, 8, 13, 33, 51, 52]. A medi-
cal obesity assessment can consider the impact of obesity on 
cardiometabolic health, physical functioning, and psycho-
social outcomes [5, 8, 13]. With a more accurate diagno-
sis and staging of obesity and its complications, healthcare 
professionals can work collaboratively with patients living 
with obesity to develop personalized, targeted, and effective 
obesity treatment and management approaches [52]. Accu-
rate diagnosis of obesity can also facilitate the allocation 
of healthcare resources so that patients who need treatment 
have access to effective and evidence-based treatments.

Cardiovascular diseases are among the most significant 
obesity-related impacts and the leading cause of mortal-
ity worldwide [53]. A staggering 17.7 million deaths in 
2015 were due to cardiovascular diseases, accounting for 
31% of global mortality. Research indicates that dysfunc-
tional adipose tissue and abnormal fat deposits in the myo-
cardium and epicardium lead to the release of a series of 
metabolic signals, reactive oxygen species, prothrombotic, 
pro-inflammatory, and neurohormonal factors, resulting in 
endothelial dysfunction [53, 54]. Conducting a cardiovascu-
lar risk assessment in patients living with obesity is critically 
important and can inform effective clinical decision-mak-
ing. Patients who have a low cardiovascular risk assessment 
score can receive secondary prevention recommendations, 
while patients with a high cardiovascular risk score should 
receive evidence-based obesity and cardiovascular treat-
ments. Several scales and predictive models are available to 
assess cardiovascular risk in primary healthcare. However, 
there is some uncertainty regarding the potential impact on 
health outcomes and therapeutic approaches when using car-
diovascular risk scales in adults with overweight or obesity 
within primary care settings.

In women of reproductive age who wish to get pregnant, 
multidisciplinary obesity treatment before and during preg-
nancy have been demonstrated to have some benefit for both 
the mother and the offspring. There is some evidence that 
multidisciplinary lifestyle-based programs can also enhance 
certain fertility, maternal, and child health outcomes, com-
pared to conventional treatment [55].

This guideline includes evidence-based recommendations 
(Table 3) and consensus-based good practice statements 
(Table 4) for clinical evaluation.

Obesity Treatments

Effective and evidence-based obesity treatment interventions 
include behavioral interventions and psychological therapy, 
pharmacotherapy, and bariatric surgery and endoscopic 
procedures in conjunction with medical nutrition therapy 
and physical activity interventions [8]. Unfortunately, as in 
many countries, Mexican adults living with obesity often 
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lack access to effective, evidence-based treatments and long-
term management support [36].

Global obesity clinical guidelines widely accept that 
creating individualized care plans (based on key princi-
ples of chronic disease management) that target the root 
causes and complications of obesity, delivered where 

possible by a multidisciplinary care team with exper-
tise in each treatment approach, and working towards 
improvements in health and well-being (not solely 
weight loss) and treatment goals identified in collabo-
ration with patients, may represent the highest standard 
of obesity care [13, 57].

Table 3  Recommendations: Clinical Evaluation*

 noitadnemmoceRnoitadnemmoceR
Strength and Direction

Certainty of 
Evidence

1. SMNE suggests using cardiovascular risk scoring tools to assess the 

cardiovascular risk at the primary care level in adults aged 18 years or 

older with overweight or obesity.

Remarks: Using the Globorisk scale [56], validated in the Mexican 

population, would be more appropriate for individuals over 40 years 

and/or those with comorbidities.

Conditional 

recommendation for the 

intervention
Very low

2. SMNE suggests referring women of reproductive age who wish to 

become pregnant and have pregestational obesity to a multidisciplinary 

program.

Conditional 

recommendation for the 

intervention
Very low

3. SMNE suggests referring adults aged 18 years or older with Class 2 

obesity, with or without comorbidities to a multidisciplinary program.

Remarks: In the context of limited resources, prioritization could be 

made according to the presence or absence of comorbidities for 

referral to centers of greater complexity (referral centers or national 

institutes of health).

Conditional 

recommendation for the 

intervention
Very low

* Supplementary File 1 contains the checklist and panel discussion for developing each recommendation

Table 4  Good Practice Statements (Ungraded): Clinical Evaluation*

* Supplementary File 1, Appendix 3.1 contains the checklist and panel discussion for each good practice statement

I) Healthcare professionals should examine, assess, and diagnose obesity using standardized measures that consider additional elements beyond 
weight, BMI, and waist circumference

II) Healthcare professionals should conduct a medical history aimed at identifying the causes of overweight or obesity in order to make appropriate 
therapeutic decisions and implement effective treatments

III) Healthcare professionals should assess and treat mechanical complications related to overweight or obesity, such as obstructive sleep apnea 
syndrome, osteoarthritis, gastroesophageal reflux disease, urinary incontinence, and plantar fasciitis, which may coexist with other complica-
tions

IV) Healthcare professionals should assess and treat cardiometabolic complications related to overweight or obesity, such as insulin resistance, 
prediabetes, T2D, dyslipidemia, metabolic syndrome, metabolic dysfunction-associated steatotic liver disease (MASLD), hypertension, and 
cardiovascular and cerebrovascular diseases

V) Healthcare professionals should assess and treat mental health complications related to overweight or obesity, such as depressive symptoms, 
anxiety symptoms, and binge eating disorder

VI) Healthcare professionals should maintain a mutually collaborative relationship with patients with overweight or obesity to help them adopt 
evidence-based treatments and sustainable self-care behaviors associated with their treatment

VII) Healthcare professionals can consider using the "5As" framework (Ask, Assess, Advise, Agree, Assist) as part of the assessment, follow-up, 
and treatment of individuals with overweight or obesity

VIII) Healthcare professionals can consider implementing the Edmonton Obesity Staging System to integrate physical, metabolic, and mental 
health aspects in the diagnosis and treatment of obesity
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Multidisciplinary management approaches may improve 
obesity outcomes (e.g., weight loss, weight loss mainte-
nance, quality of life, etc.) and management of obesity-
related complications [58].

Medical Nutrition Therapy

Medical nutrition therapy is a central component of obe-
sity treatment, along with other critical elements, such as 
physical activity, exercise, sleep, and stress management. 
The consequences of a diet high in energy (calories) can 
negatively affect health in various ways, including prob-
lems related to gastrointestinal function (e.g., constipation, 
diarrhea, reflux, acid peptic disorders, etc.) and metabolic 
imbalance (e.g., hypertension, metabolic dysfunction-
associated steatotic liver disease, overweight, obesity, 
prediabetes, diabetes, dyslipidemia).

To ensure a safe, effective, culturally acceptable and 
sustainable approach it is critical to provide personalized 
nutritional recommendations for adults with overweight 
or obesity based on their personal characteristics, history, 
values, preferences, and treatment goals [59]. Medical 
nutrition therapy should ideally be provided by a certified 
nutritionist experienced in managing obesity who can pro-
vide evidence-based advice to maximize outcomes [59].

A dietary plan should be low in energy to effectively 
treat obesity and achieve improved weight or BMI out-
comes. Numerous studies have assessed various nutritional 
approaches for treating obesity, examining the wide vari-
ability in the composition of fat, protein, and carbohy-
drates, as well as varying levels of energy restriction and 
time restriction, among dietary approaches. These studies 
demonstrate that the effectiveness of different types of diet 
is variable in terms of achieved weight loss and meta-
bolic benefit [60–62]. However, it is difficult to compare 
diets due to methodological and/or analytical differences, 
degrees of caloric restriction, degrees of adherence, meas-
urement errors, confounding variables, and other factors 
[63].

Systematic reviews and meta-analyses of clinical trials 
related to dietary interventions for overweight and obesity, 
usually show diverse results, although these differences are 
minor [64–67]. This leads to the conclusion that the effects 
of these interventions in the medium and long term do not 
justify the prescription of one diet over another. Currently, 
no single diet has been proven to be superior in treating 
people with obesity.

Thus, adults living with overweight or obesity can con-
sider any of the multiple medical nutrition therapies with 
scientific evidence to improve health-related outcomes, 
choosing food-based dietary patterns that allow for best 

long-term adherence [59]. It is important to clarify that, once 
this dietary plan is identified, it will not necessarily remain 
optimal throughout the patient's treatment since results may 
vary and personal circumstances may change. Therefore, 
health professionals and patients must be flexible and adapt 
the treatment according to the results of the periodic evalu-
ations carried out during follow-up.

Physical Activity

Accumulated time spent engaging in sedentary behaviors 
– defined as any activity of an awake individual, lying or 
reclining, that has an energy expenditure of less than 1.5 
metabolic units [68]– increases the risk of morbidity and 
mortality due to cardiovascular and metabolic causes. It also 
has a negative impact on musculoskeletal and psychological 
health, independent of other lifestyle factors [69–71].

Active breaks are a simple strategy to improve cardiovas-
cular and metabolic health and help offset the physiological 
effects of sedentary behaviors. Given the ease of accessibil-
ity and performance of these simple activities, they can serve 
as an introduction to physical activity as a treatment tool for 
patients with chronic diseases [69–72]. These breaks do not 
require specialized sports equipment or specific intensity tar-
gets, and can involve simple activities such as walking at any 
speed, tiptoe rising, doing squats, etc. There is no consensus 
on the number of active breaks needed throughout the day.

Most people do not reach the minimum exercise rec-
ommendations suggested by the WHO to maintain health 
[73–77], with a lack of time commonly reported as a pri-
mary barrier. The concept of “exercise snacks” has there-
fore emerged as an option for individuals with limited time 
and for those whose work activity is predominantly sed-
entary [78, 79]. This approach centers on short bursts of 
exercise multiple times throughout the day involving mod-
erate to vigorous intensity with a duration of less than one 
minute, spaced at intervals between one to four hours [80, 
81]. Exercise snacks can be done with rhythmic, repetitive 
exercises that involve long muscles, such as climbing stairs, 
jumping jacks, and cycling, among others, or with strength 
exercises, such as squats, rowing, planks, etc., depending on 
specific objectives, health status, and level of physical fit-
ness [82–85]. Performing exercise snacks with a minimum 
frequency of three or more episodes during the day improves 
various aspects of health: cardiorespiratory capacity [86, 
87], muscle strength [84, 88–91], and cardiometabolic health 
[82, 92–94]

This guideline includes evidence-based recommendations 
(Table 5) and consensus-based good practice statements 
(Table 6) for medical nutrition therapy and physical activity 
interventions.
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Behavioral and Mental Health Interventions

There is a complex and bidirectional relationship between 
obesity and mental health [95, 96]. It has been documented 
that people living with obesity have a higher prevalence 
of depression, anxiety, and stress. Depressive symptoms, 
anxiety, and stress can also drive to alterations in eating 
behaviors [96], which, combined with other factors (e.g., 
genetic, environmental, and biological), can lead to the 

development of obesity. Other factors that affect both men-
tal illness and obesity include inflammation, maladaptive 
coping mechanisms, and sociodemographic factors [97].

There is thus a need to consistently assess psychological 
and behavioral factors both at the onset and throughout the 
implementation of any obesity treatment. This is because 
psychological distress may also stem from deteriorating 
health, social stigma, and discrimination experienced by 
individuals living with obesity [98, 99].

Table 5  Recommendations: Medical Nutrition Therapy and Physical Activity*

* Supplementary File 1 contains the checklist and panel discussion for developing each recommendation

Table 6  Good Practice Statements (Ungraded): Medical Nutrition Therapy and Physical Activity*

* Supplementary File 1, Appendix 3.1 contains the checklist and panel discussion for each good practice statement

IX) Healthcare professionals should inform their patients about all evidence-based treatments for obesity, emphasizing that behavioral interventions 
focusing on nutrition and physical activity form the foundation of any treatment plan for individuals living with chronic diseases

X) Healthcare professionals should consider that nutritional and physical activity interventions are essential for health and well-being, but they 
may also require complementary therapies for the treatment of obesity

XI) Healthcare professionals should personalize dietary plans, prescribe physical activity and exercise, and tailor behavioral interventions for 
individuals with overweight or obesity

Remarks: The customization of treatments should be based on individual characteristics such as age, gender, genetics, metabolism, culture, 
family background, socioeconomic status, health status, sleep quality, stress, among other factors. This is due to the high heterogeneity of the 
disease (in terms of its causes, barriers to accessing care, phenotypes, and treatment responses)

XII) Healthcare professionals should individualize the prescription of physical activity according to the characteristics and preferences of people 
with overweight or obesity (cardiovascular risk, musculoskeletal conditions, and risk of falls), gradually increasing it to achieve WHO recom-
mendations for aerobic physical activity

Remarks: WHO recommendations include performing at least 150–300 min of moderate-intensity aerobic physical activity per week, or 
75–150 min of vigorous-intensity aerobic physical activity per week (or an equivalent combination)

XIII) In addition to prescribing aerobic physical activity, healthcare professionals should prescribe strength training at least two times per week 
to achieve additional physical and mental health benefits for individuals with overweight or obesity

Remarks: Strength training can be performed up to six times per week (as long as different muscle groups are used each time, allowing at least 
48 h of rest between sessions of each muscle group) and should consider daily life activities that involve strength and are suitable for treatment 
goals (e.g., maintaining muscle mass)
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Understanding patients’ personal history and trajectory of 
obesity development is crucial. This involves knowing when 
the weight gain began, what caused it, previous treatments, 
situations that led to weight changes, the impact on quality 
of life, and how the weight gaining pattern has evolved over 
time. A deeper understanding of each patient allows clini-
cians to create a personalized treatment plan [100].

In traditional obesity treatment paradigms, there has 
been an implicit assumption that obesity results from a 
lack of self-control (overeating), and that people can lose 
weight and keep it off simply by changing their eating “hab-
its”[101]. However, we now recognize the strong genetic 
influences on body weight and the complex neuroendocrine 
regulation of energy intake and expenditure, which often 
hinder long-term weight management efforts.

Psychological and behavioral interventions are integrated 
as key pillars of obesity management [5, 8, 33]. These inter-
ventions will not only support health behavior interventions 
(e.g., medical nutrition therapy and physical activity) and 
health behavior changes (e.g., medication adherence, self-
care strategies), but they will also generate a deeper under-
standing of the underlying reasons and conditions behind 

these behaviors. This includes considering thoughts, emo-
tions, attitudes, stages of change, motivation, expectations, 
barriers, and potential solutions.

Behavioral and psychological interventions can be used to 
educate patients that weight control is neither easy nor always 
comfortable, and to help them develop skills to achieve behav-
ioral change that will allow them to have a healthier life, reduce 
stress, have better tools to face their environment, increase psy-
chological flexibility, promote acceptance of internal experi-
ences, tolerate frustration, improve their quality of life, and 
promote sustainable self-care in the short and long term [102, 
103]. Effective and collaborative conversations with patients 
using motivational interviewing strategies support changes 
toward a health behavior change, which is essential for living 
with and managing chronic diseases, including obesity [50].

These psychological interventions, when used in con-
junction with the rest of the obesity management strategies, 
move from simply inducing weight loss (through caloric 
restriction) to facilitating patients to adopt patterns of eating 
and physical activity and medical adherence that promote 
optimal changes in body composition and overall health 
[102, 103].

Table 7  Recommendations: Behavioral and Mental Health Interventions*

Recommendation Recommendation 
Strength and Direction

Certainty of 
Evidence

* Supplementary File 1 contains the checklist and panel discussion for developing each recommendation

Table 8  Good Practice Statements (Ungraded): Behavioral and Mental Health Interventions*

* Supplementary File 1, Appendix 3.1 contains the checklist and panel discussion for each good practice statement

XIV) Healthcare professionals should consider elements of motivational interviewing to build a collaborative relationship with their patients 
with overweight or obesity. This approach helps patients explore readiness and reasons for change, increase self-esteem, and enhance self-
efficacy

XV) Healthcare professionals should discuss with patients the therapeutic goals related to weight loss, management of comorbidities, well-being, 
and quality of life, without conveying the notion of an "ideal" weight, and instead talking about a "best weight."
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This guideline includes evidence-based recommendations 
(Table 7) and consensus-based good practice statements 
(Table 8) for behavioral and mental health interventions.

Pharmacotherapy

There is a widespread belief among both patients, health 
professionals, and healthcare policymakers that a lack of 
adherence to lifestyle changes is the main barrier to manag-
ing overweight and obesity [36]. However, in many cases, 
medical nutrition therapy and physical activity interventions 
on their own do not achieve long-term sustainable improve-
ments in overweight and obesity (which, it is important to 
stress, may or may not involve weight loss) given the multi-
factorial etiology and heterogeneity of the disease. Multiple 
interventions, including medical nutrition therapy, physical 
activity, psychotherapy, pharmacotherapy, and bariatric sur-
gery, may be necessary to address the complex physiological 
mechanisms of weight gain and improve health outcomes 
[104]. Thus, pharmacological treatments are recommended 
for patients undergoing behavioral interventions who have a 

BMI ≥ 30 kg/m2 or for patients with a BMI ≥ 27 kg/m2 with 
at least one comorbidity associated with excess adiposity 
[105]. Despite eligibility and safety of current obesity medi-
cations, there are many access barriers to these treatments, 
and less than 2.0% of patients living with obesity receive 
pharmacological treatment [106].

Multiple pharmacological agents have emerged with 
potential utility for the treatment of overweight and obe-
sity. Safe and effective long-term medications are avail-
able in Mexico that can achieve a reduction of 5%–14% of 
total body weight (semaglutide, liraglutide, combination of 
naltrexone with bupropion, and orlistat). In addition, these 
treatments may offer benefits in terms of improvement in 
obesity-related complications and comorbidities independ-
ent of weight loss [105].

Pharmacotherapy should be individualized based on 
patients’ specific conditions, obesity complications, and 
comorbidities, as well as safety considerations specified in 
Fig. 1. All approved medications for treating obesity are con-
traindicated during pregnancy. Following obesity treatment, 
there is an increased likelihood of pregnancy, necessitating 

Fig. 1  Individualization of 
Long-Term Pharmacotherapy 
Using Agents Approved in Mex-
ico. Abbreviations: T.i.d. = three 
times a day, B.i.d. = two 
times a day, Q.d. = once a 
day, MAFLD = metabolic 
dysfunction-associated steatotic 
liver disease, CAD = car-
diovascular arterial disease, 
CKD = chronic kidney dis-
ease, mild (50–79 mL/min), 
moderate (30–49 mL/min), 
RD = retinopathy-diabetic, 
SBP = surveillance blood 
pressure, UH = uncontrolled 
hypertension, MHR = moni-
tor heart rate, AD = adjusted 
doses, APOS = avoid previous 
oxalate stones, MS = monitor 
symptoms, APD = avoid if prior 
disease, A = avoid, CR = con-
troversial results, LSU = lower 
seizure umbral, AO = antago-
nize opioids, ARD = avoid if 
prior RD, MTAC = may trigger 
angle closure
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Table 9  Recommendations: Pharmacotherapy*

* Supplementary File 1 contains the checklist and panel discussion for developing each recommendation
** Additional panel considerations: The expert panel considered that the balance of effects, as well as equity and acceptability considerations, 
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careful monitoring and guidance for women of childbear-
ing age.

It is important to note that in Mexico, some obesity medi-
cations are still prescribed despite lacking robust scientific 
evidence for their long-term efficacy and safety. Therefore, 
it is crucial for healthcare professionals who are the first 
point of contact for patients living with obesity and who 
wish to prescribe pharmacological interventions to carefully 
consider an agent’s effectiveness and safety.

This guideline includes evidence-based recommendations 
(Table 9) and consensus-based good practice statements 
(Table 10) for pharmacotherapy interventions.

Metabolic and Bariatric Surgery

Metabolic and bariatric surgery (MBS) is one of the key 
pillars of obesity treatments and should be considered for 
individuals living with obesity, severe obesity, and obesity-
related complications. MBS, encompassing procedures such 
as gastric bypass and sleeve gastrectomy, plays a crucial role 
in the treatment of severe obesity [5, 8, 33, 109]. Indications 
for MBS include a BMI ≥ 35 kg/m2, or BMI 30–34.9 kg/
m2 with type 2 diabetes (T2D), or patients with suboptimal 
treatment response, recurrent weight gain, or without co-
morbidity improvement using non-surgical methods [109].

  The benefits of MBS extend beyond significant and sus-
tained medically necessary weight loss. MBS can also lead to 
improvements in or resolution of obesity complications, such as 

T2D, hypertension, hyperlipidemia, sleep apnea, and MAFLD, 
and reduces the risk of some malignant tumors, acute cerebro-
vascular events, and all-cause mortality [110]. MBS-induced 
weight loss also enhances quality of life and increases longevity.

Long-term benefits and outcomes of MBS, like all other 
obesity treatments, are strongly related adherence to adjunctive 
interventions (such as medical nutrition therapy and physical 
activity, psychological and behavioral interventions), genetics, 
and other environmental and social factors. Although MBS has 
been shown to produce significant long-term weight loss and 
manage or resolve obesity-related complications, 20%–30% of 
patients may still experience suboptimal clinical response (i.e., 
total weight loss of less than 20% or inadequate improvements 
in significant obesity complications) or recurrent weight gain 
(i.e., more than 20% of the initial surgical weight loss or wors-
ening of an obesity complication that was a significant indi-
cation for surgery) after MBS, due to the biological, chronic, 
progressive, and relapsing nature of obesity [111–113].

Potential MBS risks and complications include surgical com-
plications and nutritional deficiencies, among others. Therefore, 
bariatric surgery needs to be performed by specialized surgeons 
in hospitals with dedicated multidisciplinary teams that can pro-
vide lifelong medical follow-up and support [109].

If MBS is indicated for T2D remission, an accurate diag-
nosis of diabetes type and related complications, as well as 
information about the level of pancreatic insulin secretory 
reserve, is particularly important. This information is ben-
eficial in assessing the likelihood of diabetes remission after 

favor the use of phentermine for 6 months or more in most patients. Given the low cost and wide availability of the agent, it may be especially 
useful for patients with lower income and those who lack access to the newer, costlier medications. The panel also considered that it is pos-
sible that adverse events have not occurred in phentermine clinical trials due to the low number of participants, reduced follow-up time and a 
lack of cardiovascular safety studies. The panel submitted two additional studies for discussion in the Mexican context. An observational study 
of 166 participants found that, among patients receiving phentermine for 6 months, 92.9% of adverse events were mainly mild [107]. Another 
study evaluating the effectiveness and safety of phentermine in nearly 14,000 individuals suggested that prolonged use of the medication 
(> 12 months) does not significantly increase the likelihood of major cardiovascular events at 24 months [108]. Based on the panel's collective 
clinical experience, phentermine can produce non-serious adverse events frequently observed in clinical practice; however, in some subgroups of 
patients more caution should be exercised. These include individuals with anxiety disorders and depression, those taking antidepressants due to 
drug interactions, and others at higher risk for adverse events (older adults, those at risk of cardiovascular disease and those at risk for glaucoma)

Table 9  (continued)

Table 10  Good Practice Statements (Ungraded): Pharmacotherapy*

* Supplementary File 1, Appendix 3.1 contains the checklist and panel discussion for each good practice statement

XVI) Healthcare professionals prescribing pharmacotherapy for overweight and obesity should consider it as an adjunct treatment to behavioral 
interventions involving medical nutrition therapy and physical activity, stress management, etc. and it should never be prescribed as a stand-
alone treatment

XVII) Healthcare professionals prescribing pharmacotherapy should consider it for patients who have overweight (BMI ≥ 27 kg/m2) with related 
adiposity-related comorbidities, or for patients with obesity (BMI ≥ 30 kg/m2), in conjunction with nutritional counseling, psychological sup-
port, and physical activity prescription

XVIII) Healthcare professionals prescribing pharmacotherapy as an adjunct for the treatment of obesity should consider medications approved 
by the Mexican national regulatory agency (COFEPRIS) and for long-term follow-up
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MBS. Preoperative evaluation in some patients may include 
tests to distinguish type 1 diabetes from T2D, such as fast-
ing C-peptide and anti-GAD (glutamic acid decarboxylase) 
or other autoantibodies [114]. A preoperative evaluation may 
also include prediction scales to identify patients who may 
benefit from MBS. Among the existing prediction scales are 
the DiaRem, Ad-DiaRem, ABCD, DRS, and 5y-Ad-DiaRem 
scales, which assess several parameters such as age, glycated 
hemoglobin, duration of diabetes, pancreatic reserves, insulin 
use, among other factors [115–117].

This guideline includes consensus-based good practice 
statements (Table 11) for metabolic and bariatric surgery 
interventions.

Conclusion

Implementing clinical practice guidelines for overweight and 
obesity is crucial for enhancing the quality and consistency 
of patient care. This guideline, developed through rigorous 
research and expert consensus, provides healthcare profes-
sionals with evidence-based recommendations to enhance 
collaborative clinical decisions. By informing the standardi-
zation of obesity care practices, this guideline can help reduce 
variability in treatment approaches across populations and 
regions, ensuring patients living with obesity receive the most 
effective, safe, and personalized interventions. This can lead 
to improved patient outcomes, reduced health inequalities, and 
more efficient use of healthcare resources. Additionally, adher-
ence to clinical practice guidelines supports continuous quality 
improvement and facilitates better communication and coor-
dination among healthcare teams, ultimately contributing to 
a more reliable and patient-centered healthcare system [118].

SMNE is committed to working with interdisciplinary 
healthcare professional societies, patient advocacy groups, 
and healthcare decision makers to disseminate and implement 
this guideline. This guideline was conceived as a founda-
tional first step to righting historical wrongs for patients in 
Mexico, and as an objective and evidence-informed guide 
for healthcare practitioners to provide meaningful obesity 
care, in line with the latest thinking found in recent interna-
tional clinical guidelines. Facilitating access to obesity care 
in Mexico is a critical tool for prevention of the harm that 

obesity can do to the health of the population. However, the 
publication of clinical practice guidelines alone is insufficient 
to bring about fundamental change. Without a comprehensive 
national obesity care strategy encompassing i) meaningful 
healthcare professional training in obesity management, ii) 
supportive policies and funding at all relevant levels of gov-
ernment and within health systems that remove barriers to 
care and facilitate equitable, timely, and affordable access to 
evidence-based treatments, iii) widespread efforts to reduce 
weight bias and discrimination, and iv) programs to promote 
more wide-spread awareness among the public about the 
drivers of and treatments for the disease, adults living with 
obesity in Mexico will continue to be underserved.
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