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Abstract
Obesity is the world’s most dangerous and rapidly growing
health problem. Treating people living with obesity is not
limited to the weight-loss process. They should also be
followed up with a multidisciplinary approach to maintain
the weight loss achieved. There is a lack of structural and
functional standardization in obesity centers that undertake
medical and surgical treatment. This consensus report,
prepared by professional organizations for treating obesity,
aimed to ensure that all obesity centers can perform
standard patient management using evidence-based
workflow diagrams. The report covers all the steps, start-
ing from the initial evaluation process. It describes how to
make treatment decisions jointly, defines the responsibilities
of obesity councils, and designates the follow-up procedures
of medically or surgically treated patients. The consensus
report underlines that all healthcare professionals treating
obesity are complementary. No discipline can achieve ab-
solute success in treating people with obesity on its own. It is
mandatory to implement a sustainable and practical col-
laboration based on current scientific evidence in treating
and following up individuals with obesity.

© 2025 The Author(s).

Published by S. Karger AG, Basel

Introduction

Obesity is a chronic, recurrent, and progressive disease
characterized by the accumulation of excess energy,
primarily in adipose tissue and ectopic regions, such as
the liver, resulting from an intake of energy exceeding
expenditure. This condition significantly limits life ex-
pectancy and quality of life [1–3]. Given its increasing
prevalence, the diseases and complications it causes, loss
of workforce, as well as its associated mortality and
morbidity, obesity is one of the most critical health issues
facing the world and Türkiye [4–6]. The most crucial
strategy for overcoming the obesity pandemic is the
implementation of local and community-based preven-
tive measures [7, 8]. However, there is a pressing need for
evidence-based treatment approaches that can help in-
dividuals with obesity return to healthy body weights as
quickly as possible. Obesity does not result from a lack of
willpower; it develops because of complex biological,
environmental, and sociocultural factors and is inherited

through multiple genes [9]. There is no standardized
approach that is effective for every patient with obesity.
Multidisciplinary approaches and long-term monitoring
are required to control and maintain weight loss [2, 10,
11]. In the multidisciplinary treatment of obesity, in-
creased physical activity and structured exercise pro-
grams supported by nutritional behavior change enhance
the success of medical treatment [12] and improve the
quality of life after bariatric surgery [13].

There is a significant need to establish multidisci-
plinary obesity treatment units to ensure the effective
treatment and follow-up of individuals with obesity.
These units should be structured to apply current sci-
entific knowledge while considering the patients’ social,
cultural, and economic characteristics and should be
tailored to the conditions of the country. This consensus
report aimed to standardize the scientific approaches
used by obesity treatment units in Türkiye tomonitor and
treat individuals with obesity. This will facilitate con-
sistency in diagnosis, treatment, and follow-up ap-
proaches among these units and make it easier to monitor
the outcomes of the ongoing fight against obesity.

This consensus guideline covers all practices per-
formed by specialists, including general surgery, gastro-
enterological surgery, interventional radiology, plastic
and reconstructive surgery, internal medicine, gastro-
enterology, and endocrinology, who treat obesity and its
complications using medical or interventional (endo-
scopic, radiological, or surgical) methods. The treatment
approaches defined in this guideline apply to all patients
receiving obesity treatment, including those who visit
Türkiye for health tourism.

Consensus Process

While preparing this consensus report, the capacities
and staffing conditions of obesity treatment units in
Türkiye were considered, and an approach was estab-
lished to ensure that each unit could manage patients
similarly. Representatives from the associations that
created the consensus report first responded to all the
topics themselves. Face-to-face and online meetings were
held to discuss each topic. All recommendations agreed
upon during the meetings were compiled into reports.
While drafting the consensus report, the guidelines and
consensus reports of major associations in Türkiye and
around the world were also reviewed, and recommen-
dations suitable for the conditions of our country were
adopted [14–20]. The consensus document was finalized
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after discussion by representatives of professional orga-
nizations in Türkiye involved in the medical and surgical
treatment of obesity. The report was then reviewed and
adopted by the executive boards of professional
organizations.

Scope

The Türkiye consensus report on multidisciplinary
obesity treatment in adults comprises recommendations
on the following topics related to the general operations,
duties and responsibilities, and physical environment of
obesity treatment units:
• Duties and responsibilities of obesity treatment units
• Staffing
• Physical environment
• Equipment and devices
• Patients who can apply
• Management of patients admitted to obesity treatment
units

• Patient evaluation by an obesity specialist
– Medical history
– Physical examination
– Survey forms

• Laboratory tests required for individuals with obesity
– Recommended basic examinations
– Additional examinations that may be requested

when necessary
• Consultations to be requested in case of need
• Dietitian assessment
• Psychologist assessment
• Structure and functioning of the obesity council
• Components of obesity treatment
– Healthy lifestyle management
– Medical treatment
– Surgical treatment

• Procedures for patients who are planning to undergo
endoscopic or surgical treatment
– Medical evaluation
– Dietitian assessment
– Psychologist assessment
– Exercise specialist assessment
– Examinations to be performed before endoscopic or

surgical treatment
• Required examinations
• Additional examinations, if necessary

– Recommendations for patients before surgical
treatment

– Recommendations for postsurgical patient fol-
low-up

• Medical treatment
• Nutritional plan
• Exercise plan

• Patient follow-up standards in obesity treatment units
– Patient follow-up with digital technologies
– Number, frequency, and content of follow-up visits for

patients undergoing medical or surgical treatment
– In-person or phone/video conference follow-up

visits

Duties and Responsibilities of Obesity Treatment
Units
On one hand, obesity treatment units should provide

the most appropriate treatment approach to patients
based on evidence-based information and, on the other
hand, assume long-term management of individuals who
achieve weight control and maintain ongoing monitoring
of individuals with obesity. To this end, an appropriate
patient registry should be used. The responsibilities of
obesity treatment units are outlined as follows [21–23]:
• Identification of comorbidities associated with obesity
and its complications and management of metabolic
and cardiovascular risk factors

• Implementation of current, evidence-based approaches
for lifestyle management, medical nutrition therapy,
pharmacological treatment, and surgical interventions

• Provide lifelong medical, social, and psychological
support to individuals with obesity who achieve weight
control

Staffing of Obesity Treatment Units
Centers may organize their staff according to existing

personnel, needs, and resources [24, 25]. It is recom-
mended that an ideal obesity center include the following
healthcare professionals:
• Unit coordinator (depending on the features and ca-
pacities of the units, these roles can be filled by em-
ployed staff, medical secretaries, or nurses who may
assume these duties when necessary)

• Medical secretary
• Nurse
• Dietitian
• Psychologist
• Exercise specialist
– The unit should include professionals experienced

in exercise planning, training, and exercise pre-
scription, such as a physical medicine and reha-
bilitation specialist, sports physician, exercise
physiologist, physiotherapist, or fitness trainer
[26, 27].

• Obesity physician
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– Specialist in endocrinology and metabolism, inter-
nal medicine, or family medicine particularly fo-
cused on the treatment of obesity.

• General surgeon
– General surgeon with an obesity surgery practice

certificate issued by the Ministry of Health, General
Directorate of Health Services

• Consultant physicians
– Specialists to consult for comorbidities and com-

plications as needed
• Psychiatrist
• Gastroenterologist
• Cardiologist
• Physical medicine and rehabilitation specialist
• Orthopedics and traumatology specialist
• Medical geneticist
• Pulmonologist
• Specialists for other potential diseases that may be
identified

Physical Environment of Obesity Treatment Units
As the severity of obesity increases, the physical

limitations of the patients also increase. For individuals
with stage 3 obesity, navigating spaces that are not de-
signed to accommodate body size, such as sitting in
waiting areas or using restrooms, can pose significant
challenges. Therefore, it is essential to design obesity units
according to patients’ physical characteristics, resolve as
many procedures as possible within the same space, and
minimize intra-hospital movement for examinations and
consultations. The expected physical characteristics of an
obesity unit are outlined below [24]:
• Furniture arrangement that facilitates comfortable
seating and movement for individuals with obesity
– Larger-than-standard seating groups with wider

spacing in the waiting area
– Restrooms with a larger interior volume and toilets

capable of supporting weights >200 kg
– Examination tables that are wide and capable of

supporting weights >200 kg
– Patient beds and stretchers are wide and capable of

supporting weights >200 kg
– Wheelchairs that are wide and capable of supporting

weights >200 kg
– Rooms with door widths and layout arrangements

that accommodate easy entry and exit for wheel-
chairs or stretchers

• An integrated layout allows the processes to be com-
pleted without requiring visits to different departments
within the hospital.
– Secretary’s desk

– Nurse’s station
– Doctor’s office
– Dietitian’s office
– Psychologist/psychiatrist’s office
– Exercise specialist’s office

• This room is preferably equipped with facilities to
demonstrate physical exercise applications.

Equipment and Devices in Obesity Treatment Units
• Essential equipment [24]
– Sphygmomanometer with an obesity cuff (>34 cm)
– Bioimpedance device
– Height and weight scale (capable of measuring

weights of ≥200 kg)
– Measuring tape for waist and neck circumference

• Recommended equipment
– Caliper for measuring skinfold thickness
– Hand dynamometer (for evaluating sarcopenic obesity)
– Polysomnography device

• Units without a sleep laboratory can seek sup-
port from other healthcare institutions for
polysomnography.

Patients Who Can Apply to Obesity Treatment Units
The scope of obesity treatment units should include all

adults with obesity and its related conditions. Based on
this understanding, the patient groups that may seek
consultation at obesity treatment units are as follows:
• Individuals aged ≥18 seeking treatment for excess
weight

• Individuals planned for bariatric/metabolic surgery
• Individuals referred for bariatric endoscopic procedures
• Patients referred by relevant disciplines (such as pul-
monary, gastroenterology, cardiology, orthopedics,
and physical therapy) for difficulties in treating the
comorbidities of obesity

• Medically or surgically treated patients seeking follow-
up and monitoring
Although the scope of obesity treatment units is

defined above, these units should prioritize individuals
most affected by obesity, specifically those with the
highest body mass index (BMI) or the most severe
obesity-related comorbidities. Given that one in three
adults in Türkiye has obesity [28], it is clear that
managing such a large patient load cannot be handled
solely by obesity treatment units. Therefore, starting
from the primary level, obesity should be addressed by
healthcare facilities and professionals. At every level, a
comprehensive action plan should be established
within the healthcare system to recognize, detect, and
refer to obesity and its associated diseases.
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Management of Patients Admitted to Obesity
Treatment Units
Treatment of obesity requires long-term monitoring

andmultidisciplinary approaches. During this process, it is
essential to avoid unnecessary hospital visits and excessive
biochemical and radiological analyses to prevent de-
motivation of individuals with obesity. Consultations
should be planned based on individual needs. As the
number of visits and waiting times increased for indi-
viduals with obesity, their adherence to treatment de-
creased. Therefore, the workflow in obesity treatment units
should be organized to ensure efficient operation. The
medical secretary or unit coordinator should manage
appointment scheduling and patient admission processes
to ensure timely referral to the appropriate departments.
Some pre-examination measurements (such as arterial
blood pressure, height, weight, waist circumference (WC),
neck circumference, and bioimpedance measurement) can
be conducted by a designated obesity nurse. She could also
provide the patient with questionnaire forms to fill out and
offer guidance on completing them. The management
process for patients seeking treatment at an obesity
treatment unit is summarized below [14, 15, 29, 30].

Patient Evaluation by an Obesity Specialist
The obesity specialist evaluates the patient’s medical

background and lifestyle by taking a medical history,
performing a physical examination, planning the basic
tests, and reading the questionnaire forms filled out by the
patients. When needed, further laboratory tests can be
planned by the obesity specialist, and the patient may be
referred to other disciplines.

Medical History
• History of obesity in family or close contacts
• The process of weight gain and contributing factors
– Weight during childhood and adolescence (pediatric

epicrisis during childhood and adolescence may be
requested)

– Weight before and after marriage
– For women, births, weight gained during pregnancy,

date of last birth and postpartum weight, and
menopausal status

– Previous medical and surgical problems
– Medications, especially those that cause weight gain

(antihistamines, β-blockers, antipsychotics, antide-
pressants, corticosteroids, sulfonylureas, pioglita-
zone, insulin, pregabalin, and gabapentin) [31]

– Stress factors
– Family structure (living alone, nuclear family, and

extended family)

– Employment status (occupation, shift work, or ir-
regular working conditions)

• Lifestyle review
– Daily activity status, exercise habits, and sleep

patterns
– Food/nutrition-related behavior (depending on the

unit’s capacity, dietitians and psychologists may also
conduct this query)
• Number of meals and food preferences
• Snacking preferences and frequency of eating out
• Characteristics of the eating environment (screen
time, table setting, etc.)

• Screening for eating disorders (night eating, binge-
eating, emotional eating, and food addiction)

– Habits (alcohol, smoking, and substance use)
– Questionnaire for analyzing to better understand the

patients’ nutrition and physical activity status
• Questioning diseases that cause obesity or develop due
to obesity (Table 1) [14–16]

• Previous weight-loss attempts
– Medication, exercise, and dietary interventions and

their characteristics and duration are indicated
separately

– If successful, the extent, duration, and reasons for
discontinuation

Questionnaire Forms
• The patients are given questionnaire forms and in-
structed on how to fill them out. They can fill out the
forms before the first visit if they have time or bring
their forms to the next visit. The questionnaire forms
help obesity doctors, dieticians, or psychologists to
better understand patients’ physical and mental health,
nutritional behavior and determine if additional ex-
amination is needed for diseases commonly associated
with obesity, such as depression, sleep disorders, and
obstructive sleep apnea syndrome (OSAS).

• Nutrition record (to be kept for 3 days, including one
weekend day)

• PHQ-9 form for depression screening (online suppl.
Material 1; for all online suppl. material, see https://doi.
org/10.1159/000545605) [32]

• STOP-BANG questionnaire for OSAS screening (on-
line suppl. Material 2) [33, 34]

• Additional screening questionnaires or survey forms
may be provided according to the units and patients’
conditions

Physical Examination
• Assessment of findings related to diseases causing or
resulting from obesity (Table 2)
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• Establishing the degree of overweight (can also be done
by a nurse, depending on the unit’s capacity and
appropriateness)
– Height, weight, and BMI (BMI = weight/height2) [35]

• Preferably measured in underwear or light
clothing and shoes removed

– WC [15, 36]
– The tape measure should be parallel to the ground

and should not be too tight or loose.
• Measurement should be taken after the patient
has exhaled.

• Measurements are taken along a horizontal line
through the midpoint between the subcostal re-
gion and anterior superior iliac spine, parallel to
the ground.

• Gas, bloating, fullness, and pregnancy are factors
that affect measurements.

• WC measurements are not recommended for
individuals with BMI >35 kg/m2.

– Neck circumference [37, 38]
• Measured with shoulders relaxed and the body
upright at the midpoint of the neck (in men, just
below the laryngeal prominence), passing
through the mid-cervical-point on the back

• Measurements may be higher in individuals with
diffuse goiter, pregnant or breastfeeding women,
and patients with Cushing’s.

– Body composition measurement with bioimpedance
device [39, 40]
• The individuals to be measured should have
fasted for at least 2–3 h, not engaged in exercise,
not consuming coffee, and not being dehydrated.
It is preferable to avoid fluid intake 1–2 h before
the measurement.

• Bioimpedance devices lack standardization, and
there is significant variability between measure-
ments. Many confounding factors can affect the
results, including position, satiety, and diurnal
variability. Therefore, the units should consider
these factors and monitor the coefficient of var-
iation between their measurements.

• Bioimpedance measurement is not appropriate
for patients with intracardiac devices or metal
implants and during pregnancy.

Laboratory Tests and Imaging Procedures Are to Be
Requested for Individuals with Obesity
During the diagnostic evaluation of individuals with

obesity, requesting many laboratory tests is unnecessary. If
diseases and complications are associated with obesity, or
if an endocrine disorder is suspected to cause obesity,
laboratory tests related to these conditions may be planned
separately. The measurement of insulin resistance
(HOMA-IR, QUICKI, MATSUDA, etc.) does not play a
role in the clinical diagnosis and follow-up of individuals
with obesity. The recommended laboratory tests for in-
dividuals with obesity are listed below [15, 16, 30].

Recommended Basic Tests
• Complete blood count; fasting blood glucose (FBG);
lipid panel (total cholesterol [C], high-density lipo-
protein [HDL] C [HDL-C], low-density lipoprotein

Table 1. Diseases and complications associated with obesity
[14–16]

Metabolic diseases

Hypertension

Pre-diabetes

Type 2 diabetes

Dyslipidemia

Cardiovascular diseases

Coronary artery disease

Atrial fibrillation

Stroke

Venous insufficiency

Pulmonary diseases

Asthma

OSAS

Hypoventilation syndrome

Liver diseases

Metabolic dysfunction-associated steatotic liver disease

Cholelithiasis

Gastrointestinal diseases

Gastroesophageal reflux

Pancreatitis

Genitourinary diseases

Polycystic ovary disease

Gonadal dysfunction

Urinary incontinence

Cancer

Breast, uterus, cervix, colon, esophagus, and stomach

Musculoskeletal diseases

Osteoarthritis

Gout
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[LDL] C [LDL-C], and triglycerides); creatinine; esti-
mated glomerular filtration rate; liver enzymes (as-
partate aminotransferase [AST], alanine transaminase
[ALT], and gamma-glutamyl transferase); uric acid;
thyroid-stimulating hormone; vitamin B12; vitamin D;
ferritin; and urinalysis
– Fib-4 score

• This score, which indicates the risk of liver fi-
brosis, can be easily calculated online by inserting
age, platelet count, and AST and ALT levels into
the following formula [41]:

• (FIB-4 = age (years) × AST (U/L)/(platelet [109/
L] × ALT1/2 [U/L])

• A Fib-4 score >1.3 requires referral to a
gastroenterology/hepatology specialist and fur-
ther evaluation

– Hepatobiliary ultrasonography (USG)
– Electrocardiography (ECG)

Additional Examinations that May Be Requested
when Necessary

• Glycated hemoglobin (HbA1c)
– Requested if previous FBG measurements are ele-

vated or if there is a history of diabetes
• Dexamethasone suppression test
– It is a screening test for symptoms and findings

suggestive of Cushing’s. If cortisol levels are not
suppressed by 1 mg dexamethasone, further tests are
conducted [42].

• Total testosterone
– Requested for symptoms and findings suggestive of

hypogonadism in men. Two low morning values
confirmed this diagnosis. If the testosterone levels
are borderline, bioavailable testosterone measure-
ments are required [43].

• Polysomnography
– Requested if symptoms suggestive of obstructive

sleep apnea are present or if the STOP-BANG
questionnaire score is ≥ 3 (online suppl. Material 2)
[33, 34]

• Beta human chorionic gonadotropin
– Should be requested if medical, surgical, or inter-

ventional treatments are planned or radiological
tests are to be performed on women of
childbearing age

• Genetic tests
– Can be requested if a history and physical exami-

nation findings suggest monogenic and syndromic
obesity

• Luteinizing hormone, FSH, estradiol, progesterone,
and prolactin levels and pelvic USG
– Evaluation of gonadal function in women with

menstrual irregularities, chronic anovulation, or
infertility

Consultations to Be Requested in Case of Need
• Psychiatry
– Features suggestive of an eating disorder

Table 2. Evaluation of findings related to diseases causing or resulting from obesity

Head and neck Increased neck circumference
Skin tags in the head and neck region
Increased pigmentation in the neck area (acanthosis nigricans)
Fat accumulation in the nape (buffalo hump)
Hair and eyebrow loss (hypothyroidism)
Hirsutism and male pattern hair growth in women (polycystic ovary syndrome)

Body Increased abdominal circumference
Stretch marks on the abdomen (white to silvery or red)

Extremities Skin thinning in the lower extremities
Signs of stasis (edema and skin discoloration)
Signs of peripheral circulatory disorders (cyanosis, hyperkeratosis, and pre-ulcerative lesions)

Cardiac system Arrhythmias
Signs of venous stasis and lower extremity edema
Shortness of breath that worsens with exertion or when lying down

Respiratory system Decreased lung sounds
Findings related to obstructive respiratory problems

Psychological state Reduced self-care
Social withdrawal
Sleep problems
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• Night eating, binge eating, emotional eating, and
food addiction

– Diagnosis or suspicion of depression
• High score on the PHQ-9 questionnaire
• Antidepressant use

– Sleep disorders
– Drug and substance addictions
– History of other psychiatric disorders

• Psychosis, anxiety disorder, etc.
• Pulmonology
– Asthma
– Diagnosis or suspicion of OSAS

• Gastroenterology
– Elevated liver enzymes
– High Fib-4 score (>1.3)

• Cardiology
– Suspicious ECG findings
– Individuals with known cardiovascular disease or at

high risk of cardiovascular disease
– Middle-aged or older individuals with obesity, who

are starting an exercise program for the first time
after previously leading a sedentary lifestyle

• Orthopedics/physical therapy/sports physician
– Heel spur
– Osteoarthritis
– Musculoskeletal injuries
– Mechanical issues such as limb loss or joint

prosthesis

Dietitian Assessment
• Determining basal metabolic rate and daily energy
requirements

• Creating a nutrition diary
– Determining daily calory intake and macronutrient

and micronutrient ratios
• Identifying eating habits
– Preferred or avoided foods and drinks (especially

foods and drinks that could contribute to obesity)
– Distribution of energy intake across meals
– Meal frequency and timing
– Snacks between meals

• Recording evaluation notes and opinions regarding the
need for nutritional therapy in the patient’s file

Psychologist Assessment
• Assessment for depression (PHQ-9 questionnaire)
• Screening for eating disorders (emotional eating, night
eating, etc.)

• Identification of cognitive and environmental issues
• Evaluation of problem-solving skills, stimulus control,
and self-control

• Record evaluation notes and opinions regarding the
need for psychotherapy in the patient’s file

Structure and Functioning of the Obesity Council
• It is essential that the council establishes a treatment
plan for patients with obesity.

• The members of the obesity council are
– Obesity physician
– General surgeon
– Dietitian
– Psychologist
– Exercise specialist
– Other specialties invited when necessary

• The treatment approach and goals are identified, and a
division of labor is made in the council.

• Other disciplines already evaluate the patient, and
problems are identified before attending the council.

• The council does not necessarily need tomeet each case
physically. Cases in which consensus cannot be
reached, especially regarding treatment decisions, are
discussed in the council.

• Consultation with the relevant specialist and writing an
opinion on an official document (such as a consultation
or surgery approval form) also serve as a council decision.

• The treatment approach, goals, and decisions should
be entered into and/or recorded in the registration
system.

Components of Obesity Treatment
Healthy Lifestyle Management

• The dietitian provides a nutritional plan in which the
following factors are customized for the individual:
– Meal frequency
– Daily energy intake
– Amount and source of macro- and micronutrients

• The exercise specialist writes individualized exercise
prescription.

• The type, duration, intensity, and frequency of exercise are
tailored to the individual, considering their capabilities,
special conditions related to exercise, and exercise history.
– Education is provided regarding the complementary

role, importance, and necessity of exercise in obesity
treatment.

– During follow-up appointments, individuals’ ad-
herence to the exercise prescription and motivation
for participation in exercise are evaluated, and the
exercise prescription is renewed if necessary.

• Cognitive therapy is planned by the psychologist for
individuals in need.
– Problem-solving, impulse control, management of

eating behavior, sleep hygiene, etc.
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Medical Treatment
• Obesity medications are initiated in cases that have not
achieved sufficient success with lifestyle management
and meet the following criteria [15]:
– Patients with a BMI >27 kg/m2 who have co-

morbidities related to obesity
– Patients with a BMI >30 kg/m2

• If the patient is using a medication that causes weight
gain, it is either switched to a treatment that does not
cause weight gain or discontinued if possible.

• The addition of medications recommended by other
specialists (antidepressants, anxiolytics, asthma med-
ications, antihypertensives, etc.) to the treatment plan
is also considered.

Surgical Treatment
• When making a surgical treatment decision, the
evaluations of relevant specialists listed below for
pathologies that may contraindicate surgery must be
included in the patient’s file.
– Psychiatrist
– Endocrinologist or internal medicine specialist

• Before deciding on surgical treatment, it should be
established that patients do not benefit from medical
treatment or lifestyle changes for a reasonable time (at
least 6 months). However, it is not advisable to waste
time before surgical treatment in patients with a history
of previous unsuccessful treatment attempts or those
who cannot use medical treatment due to side effects,
economic reasons, or other reservations. In such cases,
the council may decide whether to perform surgery.

• BMI should not be the sole criterion for bariatric or
metabolic surgery decisions. The presence of comorbid
diseases, severity of these diseases, complications they
cause, psychological problems arising from obesity,
physical limitations, outcomes of previous treatment
attempts, and socioeconomic and cultural status of the
patients should also be considered. When deciding on
surgical treatment, the Edmonton Obesity Staging Sys-
tem shown in Figure 1 is a guiding tool (Table 3) [44].

• Patients with obesity-related diseases (Edmonton
Stage 2), complications due to these diseases (Ed-
monton Stage 3), or severe end-stage complications
(Edmonton Stage 4) are prioritized candidates for
medical and surgical treatment of obesity. For Ed-
monton Stages 0 and 1 patients, lifestyle changes
should be prioritized and pushed for longer.

• In cases where lifestyle management or medical
treatment attempts have been unsuccessful, the
bariatric/metabolic surgery decision-making process is
summarized below (Table 4) [14, 17, 18, 45–47].

– Individuals with a BMI ≥40 kg/m2

– Patients with a BMI of 35–39.9 kg/m2 who are in
Edmonton Stage 2 or higher

– Patients with a BMI of 30–34.99 kg/m2who have type
2 diabetes that is not regulated by other methods or
who are Edmonton Stage 3 or higher

– Bariatric/metabolic surgery is not performed in
patients with BMI <30 kg/m2.

• For patients whose treatment costs are covered by the
state, a waiting list should be established in public
institutions, prioritizing those with the highest BMI
levels and Edmonton stages. There are 20 million
individuals with obesity in Türkiye, and approxi-
mately 2 million adults have stage 3 obesity
(BMI >40 kg/m2) [28, 48]. Field studies indicate that
10% of individuals with type 2 diabetes have stage 3
obesity (approximately 700,000 cases), and 1% have a
BMI of >50 kg/m2 (approximately 70,000
people) [49].

Procedures for Patients Who Are Planning to Undergo
Endoscopic or Surgical Treatment
Methods adopted by national and international or-

ganizations should be used in the surgical and inter-
ventional treatment of obesity (Table 5) [50–52]. The
use of other interventional methods that do not yet have
sufficient evidence regarding short- and long-term
outcomes is currently not recommended for the treat-
ment of obesity (Table 6) [53, 54]. It is recommended
that appropriate legal permits be obtained for these
methods, that the patient should be informed both
written and orally, and that a signed consent form be
obtained. All methods applied in bariatric/metabolic
surgery are effective in treating type 2 diabetes. Addi-
tionally, no specific surgical procedure is defined under
“Diabetes Surgery.” Patients should undergo a thorough
medical evaluation before endoscopic or surgical
treatment. For this purpose, patients’medical conditions
should be reviewed by the relevant physicians, and they
should be informed by a dietitian, psychologist, and
exercise specialist about lifestyle changes after treatment
and how they should adapt to this new lifestyle. The
scope of these evaluations is outlined below.

Medical Evaluation
• Patients who underwent bariatric/metabolic surgery
are evaluated for comorbidities and complications by
the physicians responsible for the obesity team
(Table 1). Cases deemed necessary are referred to
relevant specialists, and their opinions are sought
before surgery.
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– Pulmonologist
• Cases suspected of having OSAS, hypoventilation
syndrome, or chronic obstructive pulmonary
disease are referred.

– Cardiologist
• Individuals at medium and high risks (recent
myocardial infarction, unstable angina, uncom-
pensated heart failure, high-grade arrhythmia, or
hemodynamically significant valvular heart disease)
should be evaluated by a cardiologist before surgery.

– Gastroenterology/general surgery specialist
• Before bariatric/metabolic surgery, upper
gastrointestinal endoscopy is performed to
evaluate the esophagus, stomach, and
duodenum.

Dietitian Assessment
• Before surgery, the patient’s eating habits are assessed,
nutritional education is provided, and a nutrition
program is developed.

Fig. 1. Edmonton Obesity Staging System
[44]. Permission is obtained from Professor
Arya Sharma by personal communication.

Table 3. Edmonton Obesity Staging System [44]

Obesity
stage

Definition

0 No comorbidities, psychopathology, or functional limitations associated with obesity (e.g., normal blood pressure,
serum lipids, fasting glucose, eGFR >90 mL/min, etc.)

1 Pre-clinical conditions associated with obesity, mild physical symptoms, psychopathology, or functional
limitations (e.g., Pre-hypertension, pre-diabetes, dyslipidemia (LDL-C >130 mg/dL, total cholesterol >200 mg/dL,
HDL-C <40 mg/dL, TG >150 mg/dL), fatty liver disease (Fib-4 Score <1.3), elevated liver enzymes, eGFR 60–90 mL/
min, moderate exercise-related dyspnea, joint pain, fatigue, etc.)

2 Obesity-related diseases, moderate restrictions in daily activities or well-being (e.g., hypertension, type 2
diabetes, obstructive sleep apnea, fatty liver disease (Fib-4 score >1.3), osteoarthritis, gastroesophageal reflux,
polycystic ovary syndrome, anxiety disorder, depression, psychological issues affecting education or daily life,
etc., eGFR 30–60 mL/min)

3 Obesity-related organ damage, severe physical limitations, psychopathologies (e.g., myocardial infarction, heart
failure, eGFR <30 mL/min, complications of diabetes, osteoarthritis severely restricting movement, etc.)

4 Severe (potentially end-stage) disabilities due to obesity-related diseases, severe psychopathologies that impair
the ability to work, severe functional limitations, or severe impairments in well-being (e.g., liver cirrhosis, resting
dyspnea, wheelchair-bound patient, etc.)

eGFR, estimated glomerular filtration rate.
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• The timing of transitioning to liquid, soft, and solid
foods after surgery and which foods will meet macro-
and micronutrient needs are explained.

• Nutritional education also includes food labels, ap-
propriate portions, snack and beverage alternatives,
food preparation and grocery shopping, and topics
related to achieving and maintaining health and suf-
ficient weight loss in the long term.

Psychologist/Psychiatrist Assessment
• The goal is to determine any previously undiagnosed
psychiatric disorders and whether the surgery candi-
date is willing to make the necessary lifestyle changes
for sustainable weight loss.

• Factors that contraindicated bariatric/metabolic sur-
gery, such as untreated major depression or psychosis,
uncontrolled and untreated eating disorders (e.g.,
bulimia), and active substance or alcohol abuse, are
assessed.

• Patients are also informed about their new life after
bariatric/metabolic surgery.

• After bariatric surgery, psychosocial problems related
to interpersonal relationships, body image, and daily
functioning may arise.

Exercise Specialist Assessment
• The patient’s current environmental, sociological,
and economic conditions are assessed to gather in-
formation for developing an exercise prescription.
An individual exercise prescription is created by
considering the medical history and energy balance
in the dietitian’s treatment plan.

• To determine whether the patient should start a regular
exercise program before surgery, the patient’s BMI
level, physical disabilities, the presence of diseases
accompanying obesity, cardiological findings and
symptoms that will affect the physiological response to

exercise, exercise readiness and motivation, and the
adequacy of the preparation period until the surgery
date are reviewed.

• Ineligible patients should not be forced to start an
exercise program before surgery, and exercise planning
should be deferred after surgery.

• Walking should be recommended during the preop-
erative preparation phase. However, resistance exer-
cises should be emphasized after surgery to maintain
muscle mass and basal metabolic rate.

Examinations to Be Performed before Endoscopic or
Surgical Treatment
Recommended Laboratory Examinations. The follow-

ing laboratory examinations are recommended:
• Biochemistry tests
– Complete blood count, urinalysis, FBG, lipid panel

(total C, HDL-C, LDL-C, and triglycerides), creat-
inine, estimated glomerular filtration rate, liver
enzymes (AST, ALT, and gamma-glutamyl trans-
ferase), calcium, uric acid, thyroid-stimulating
hormone, HbA1c, ferritin, folic acid, vitamin B12,
vitamin D, PTZ INR, and blood type determination.

• ECG
• Posteroanterior chest X-ray
• Complete abdominal USG

Additional Examinations, if Necessary. Additional
examinations include the following:
• Vitamin A, vitamin B1 (Thiamine), zinc, and copper
• May be requested in the presence of risks and
symptoms before hypoabsorptive surgery

• C-peptide, anti-glutamate decarboxylase, and other
autoantibodies

• Requested to exclude the possibility of type 1 diabetes
in individuals with Stage 1 obesity (BMI 30–34.9 kg/
m2) before metabolic surgery aimed at glycemic
control.

Table 4. Decision-making algorithm
for surgical treatment of obesity in
individuals where lifestyle changes
and medical treatment have not been
effective for a reasonable duration [14,
17, 18, 45–47]

Edmonton Staging Body mass index (BMI)

30–34.9 kg/m2 35–39.9 kg/m2 >40 kg/m2

Stage 0

Stage 1

Stage 2

Stage 3

Stage 4 * * *

Surgical treatment may be considered. Green highlight denotes the area of
decision. *Surgical treatment is applicable if the benefits outweigh the risks.
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• Beta human chorionic gonadotropin
• To exclude the possibility of pregnancy in women
• Cancer screening
• Breast USG, mammography in individuals >40 years
of age

• Colonoscopy (in individuals >50 years of age)

Recommendations for Patients before Surgical
Treatment

• Patients should quit smoking at least 6 weeks before the
surgery [55].

• If there is heavy alcohol use, it should be discontinued
before the surgery.

• To reduce the risk of thromboembolism, it is recom-
mended that those taking oral contraceptives or per-
imenopausal hormone replacement therapy stop them
1 month before the surgery.

• Implementing a very low-calorie diet 2–4 weeks before
surgery can reduce liver volume and visceral fat, partic-
ularly in patients with BMI ≥50 kg/m2. This can shorten
the surgical time and increase the chance of success [56].

• Vitamin and mineral deficiencies should be corrected
preoperatively. To eliminate the need for costly mi-
cronutrient screening after the surgery, multivitamin
complexes containing vitamin B1 can be started orally
1 month before the surgery [57, 58].

Table 5. Methods adopted by international organizations for the surgical and interventional treatment of obesity [50–52]

Method Weight loss Advantage Disadvantage

Laparoscopic adjustable
gastric band

20%–25% No anatomical change Erosion, sliding/rotation
Adjustable
Removable

Sleeve gastrectomy 25%–30% Easy to apply, no anastomosis required, low
complication rate, long-lasting metabolic effect

Leakage risk
GERD 20%–30%
Limited data over 5 years

Roux-en-Y gastric bypass 30%–35% Strong metabolic effect can be used for post-
sleeve correction

Micronutrient deficiency

Low risk of GERD The chances of revision
surgery are low

Biliopancreatic diversion with
duodenal switch

35%–45% Very strong metabolic effect Malabsorption
Sustainable and effective weight loss GERD
Can be a second stage after sleeve gastrectomy Technical difficulty

Single anastomosis duodeno-
ileal bypass and sleeve
gastrectomy (SADI)

35%–45% Easier than biliopancreatic diversion No long-term data
Strong metabolic effect High risk of malabsorption
Low complication rate

Single anastomotic gastric
bypass

35%–45% Strong metabolic effect, easier than Roux-en-Y Bile reflux
Low risk of mesenteric defect Limited experience

Malabsorption

Gastric balloon 10%–12% High safety profile Temporary effect
Easy to implement Nausea, vomiting, pain

Early removal

Transpyloric bulb 14% Applied endoscopically Short-term data
Delays gastric emptying Stomach ulcer

Vagal nerve blockade 8%–9% Low complication rate Pain at the application site
No anatomical changes

Endoscopic sleeve gastroplasty 12%–20% Advantageous in patients with difficult access to
the upper abdomen

High cost
Difficult to reverse

Effective in reducing anastomosis diameter in
gastric bypass patients with weight regain. It can
be used as a first-line treatment in patients with
stage 3 obesity

May complicate secondary
surgeries
Sutures can be opened in an
operator-dependent
manner

Türkiye Consensus Report on
Multidisciplinary Obesity Treatment

Obes Facts 2025;18:514–533
DOI: 10.1159/000545605

525

https://doi.org/10.1159/000545605


• If a patient has diabetes, it is recommended to achieve
glycemic control, discontinue oral antidiabetic drugs
during the perioperative period, and initiate insulin
therapy if necessary.

Patient Follow-Up after Surgical Treatment
• Medical treatment
– In individuals with diabetes, antidiabetic treatment

is reduced or discontinued on the basis of postop-
erative blood glucose monitoring.

– During weight loss, the dosages of other chronic
treatments (e.g., levothyroxine and antihypertensive
agents) are adjusted.

– Proton pump inhibitors must be used, especially in
smokers and patients who have undergone gastric
bypass, to prevent ulcer development [59].

– Multivitamin and mineral supplementation is
provided to prevent micronutrient deficiencies
(Table 7) [50, 60–62].

– Ursodeoxycholic acid 600 mg/day is administered
for 6 months to reduce stone formation [63, 64].

• Nutritional plan

– Days 1 and 2
• Phase 1: clear liquid diet. It is administered for
1–2 days at the hospital. Clear liquids should be
initiated a few hours after the surgery.

– Day 3 (discharge) and the following 2 weeks
• Phase 2: full liquid diet (discharge diet). This begins
on the 2nd or 3rd day after surgery, and the patient
is usually discharged on the day they start this diet.
It lasts for 10–14 days and should consist of full
liquids, including clear liquids.

– Days 15–30
• Phase 3.1: pureed, soft-texture diet. Clear liquids
should be increased. The diet should consist of
soft-textured foods (chopped, ground, or pureed)
containing proteins, carbohydrates, fats, and fi-
ber. The duration of this diet depends on the type
of surgery and the patient’s tolerance to food.

– Days 30–45
• Phase 3.2: mechanically modified soft foods diet.
The diet is texture-modified and requires minimal
chewing. It should consist of ground, pureed,
diced, or minced food.

Table 6. Methods not adopted by international organizations for the surgical and interventional treatment of obesity [53, 54]

Method Weight loss Advantage Disadvantage

Aspiration therapy 12%–14% Applied endoscopically Tube-related complications
Regulates/changes feeding behavior Early removal rate 25%

Endoscopic-hybrid
gastrointestinal bypass
devices

12%–20% Can be applied in a hybrid manner using
magnets, both endoscopically and
laparoscopically. Standard and safe
anastomosis, low risk of bleeding

Insufficient evidence, still in the
experimental phase

Laparoscopic gastric
plication

12%–25% Low cost Sutures may open in the long term. No
long-term randomized controlled trials

Bariatric arterial
embolization

1%–12% Easy to implement, less invasive Low level of evidence and insufficient
studies. Can only be performed in
interventional radiology units

Botox injection 1%–12% Can provide temporary gastroparesis. Easy to
apply

The products are not FDA-approved
Risk of systemic toxicity and morbidity
when high doses are used

Ileal interposition 25%–35% Long-term remission rates in type 2 diabetes
mellitus patients are high

Rates of anastomotic leak and long-
term morbidity are higher. High-level
evidence is lacking

Transit bipartition and
its variations (including
sleeve + jejuno-ileal
bypass)

30%–35% Less malabsorption and vitamin and mineral
deficiencies compared to gastric bypass and its
variations. Access to the duodenum is possible.
No excluded bowel segments

Limited high-level evidence
Anastomosis calibration and technical
standards are inadequate

Sleeve + fundoplication
procedures

12%–20% Advantageous in terms of endoscopic control
for GERD and intestinal metaplasia

High early-stage complication rate
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– Days 45–60
• Phase 3.3: mechanically modified soft foods diet.
This phase includes thicker foods and is reached
during the 6th to 8th weeks after surgery. If
tolerated, the diet should include salads, fruits,
protein-rich foods, and beverages.

– Day 60 and lifelong
• Phase 4: healthy, balanced solid foods diet. This
diet is started once Phase 3.3 is tolerated. It is
applied when the patient is stable and has reached
maintenance weight.

• Exercise plan
– The type of surgery and potential complications are

critical factors in determining when a patient can
start an exercise program postoperatively. Imme-
diately after surgery, patients started walking for
20–30 min daily.

– Two weeks later, low-to-moderate-intensity aerobic
exercises (such as walking, stationary cycling, or
swimming) are gradually introduced.

– After 6 weeks, resistance exercises can be incorpo-
rated into the program.

– Ten weeks post-surgery, once wound healing is
complete and the risk of abdominal hernia is
minimized, abdominal exercises (such as crunches,
push-ups, and planks) can be added.

– During routine follow-up, the patient’s exercise
gains are evaluated, the exercise plan is updated,
and the patient’s progress with exercise is
documented.

Patient Follow-Up Standards in Obesity Treatment
Units
Obesity is a chronic and progressive disease that is

characterized by remission and relapses. Therefore,
individuals with obesity should be monitored regularly
regardless of their treatment. At each follow-up visit,
anthropometric measurements are recorded to assess
the level of weight loss and whether weight control
goals are achieved. Compliance with medical treat-
ments, nutrition, and exercise plans is reviewed and
medications for comorbid conditions are adjusted.
Laboratory tests are performed at regular intervals,
based on the nature of the treatment administered. The
frequency of follow-up visits, tests to be requested
during these visits, and issues to be reviewed vary
between patients receiving medical treatment and those
undergoing surgical treatment. For patients receiving
medical treatment, medication adherence and side
effects are primarily reviewed during the initial visits.
In patients undergoing obesity surgery, wound healing

and nutritional adequacy are the primary focus of the
review.

During patient follow-up, efforts are made to resolve
treatment-related issues, increase patient motivation, and
enhance treatment adherence. Although face-to-face
follow-up visits are preferred, utilizing telemedicine ap-
plications and digital technologies to manage conditions
such as obesity, which require frequent monitoring, will
improve patient adherence [65].

Obesity software that can be used across all obesity
treatment units should be developed to record patient
data and regularly conduct standardized patient
monitoring. This software allows different healthcare
professionals within the same unit to access patient
information, statistically evaluate patient progress,
and enable more effective patient monitoring.

Patient Follow-Up with Digital Technologies
Wearable digital technologies, such as smart-

phones, smartwatches, and skin sensors, are highly
beneficial for maintaining health records. Addition-
ally, continuous glucose monitoring systems,
Bluetooth-connected blood pressure measurement
systems, and scales enable direct transmission of
anthropometric and clinical data to healthcare pro-
fessionals. This facilitates the close monitoring of
patients’ lifestyles and health-related development.
Therefore, digital technology should be recom-
mended and encouraged for all patients.

In patients with obesity, the following parameters can
be monitored using digital technologies:
• Physical activity
– Number of steps
– Exercise duration, intensity, type, frequency, and

weekly exercise volume
– Calories burned through physical activity

• Nutrition (can be photographed and digitally calcu-
lated or selected from a list)

• Meal frequency and times
– Nutrient content and total calorie intake
– Fiber and macronutrient ratio

• Capillary glycemia levels
– Glycemic fluctuations
– Time spent in the target range

• Vital signs
– Blood pressure and pulse rate
– Respiratory rate
– Oxygen saturation

• Sleep recordings
– Sleep duration, sleep quality, length of rapid eye

movement, and presence of apnea
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Table 7. Recommendations for multivitamin and mineral supplementation after bariatric/metabolic surgery [50, 60–62]

Replacement doses Considerations

AGB SG RYGB BPD/DS

Number of multivitamin +
mineral tablets (containing
thiamine, iron, selenium, zinc,
and copper), /day

1 2 2 2 After all bariatric procedures, a daily
supplement containing the
recommended amounts of
multivitamins and minerals should be
taken
If the current preparations do not
contain the recommended vitamins
and minerals in sufficient amounts,
they should be taken as separate
supplements

Calcium, mg/day 1,200–1,500 1,200–1,500 1,200–1,500 1,800–2,400 Should be taken in divided doses
Calcium carbonate should be taken
with meals
Calcium citrate can be taken
independently of meals

Vitamin D 3,000 IU/day ✓ ✓ ✓ ✓ 25(OH) vitamin D >30 ng/dL

Vitamin B12 ✓ ✓ ✓ ✓
350–1,000 µg/day orally
1,000 µg/month im

Folic acid ✓ ✓ ✓ ✓ Women of childbearing age are given
800–1,000 μg daily400–800 µg/day

Thiamine ✓ ✓ ✓ ✓ In individuals with symptoms such as
prolonged vomiting, dysphagia, and
rapid weight loss, higher doses of
thiamine (50–100 mg) may be
necessary to prevent the
development of Wernicke’s
encephalopathy

12 mg/day

Elemental iron
Men: 18 mg/day ✓ ✓ ✓ ✓ Should be taken in divided doses and

separately from medications that
reduce absorption, such as antacids
and calcium

Fertile women:
45–60 mg/day

Vitamin A, IU/day 5,000 5,000–10,000 5,000–10,000 10,000

Vitamin E ✓ ✓ ✓ ✓
15 mg/day

Vitamin K, μg/day 90–120 90–120 90–120 300

Zinc, mg/day 8–11 8–11 8–22 16–22 To minimize the risk of copper
deficiency, the supplementation
protocol should include 8–15 mg of
zinc per 1 mg of copper

Copper, mg/day 1 1 2 2 Tests to be requested during follow-
up after interventional treatment of
obesity
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Number, Frequency, and Content of Follow-Up
Visits for Obesity Patients Undergoing Medical or
Surgical Treatment
During follow-up visits for patients undergoing

medical treatment for obesity, the side effects and drug
tolerance of obesity medications are primarily assessed.
If serious side effects are present, the medication is
discontinued. If tolerable side effects are noted, dosage
adjustments are made based on clinical conditions. Any
changes in lifestyle including diet and physical activity
are recorded. Positive changes are emphasized, and
recommendations are provided for areas that have not
progressed. The date of the next visit is scheduled, and
the goals to be achieved by that visit are mentioned to
the patient. Treatment is continued if a weight loss of
>5% is achieved after 3 months of medical treatment. If

the weight loss is <5%, the treatment plan is reviewed,
and the obesity medication may be discontinued or
replaced with another agent. Depending on the patient
and the unit’s suitability, follow-up visits may be
conducted via video conference or phone. However,
during the first year, the interval between face-to-face
appointments should not be extended beyond 2
months.

In surgically treated patients, wound healing, pain
status, adherence to postoperative treatments, and
adequacy of physical activity are assessed during the
initial post-discharge follow-up visits. In addition,
dietitians investigate the nutritional status and
whether the patient is receiving enough protein and
fluid. Changes in nutrient content and tolerance to
food intake are reviewed during the subsequent visits.

Table 8. Recommended biochemical tests after interventional treatment of obesity [50]

Month
1

Month
3

Month
6

Month
12

Month
18

Month
24

Annual

Complete blood count (CBC), FBG, urea, creatinine, AST,
ALT, lipid panel, total protein, and albumin

√ √ √ √ √ √ √

Vitamin B12 √ √ √ √ √ √
Iron, iron binding capacity, ferritin, folic acid √ √ √ √ √
Vitamin D, calcium, and PTH √ √ √ √ √ √
24-h urine calcium level √a √a

Vitamin A √b

Zinc and copper √c √c

Vitamin B1 (thiamine) In the presence of symptoms or risk factorsd

Vitamin E and K and selenium In the presence of symptoms

aAfter BPD/DS or in those with a history of renal stones. bAfter RYGB and BPD/DS or in cases of malnutrition. cAfter RYGB and
BPD/DS. dEspecially in the first 6 months, the patient should be carefully monitored for symptoms and risk factors.

Fig. 2. Frequency of follow-up visits for patients under medical treatment.
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Postsurgical follow-up visits should periodically re-
view the patients’ metabolic status and vitamin and
mineral levels. The required laboratory tests and their
frequencies are presented in Table 8 [50].

In-Person or Phone/Video Conference Follow-Up
Visits

• Frequency of visits
– For patients under medical treatment is shown in

Figure 2:
• Teleconference visits 2nd, 6th, and 10th weeks,
and 7th, 9th, and 11th months

• In-person visits 1st, 2nd, 3rd, 4th, 5th, 6th, 8th,
10th, and 12th months
– Follow-up every 3 months thereafter

– After surgical treatment is shown in Figure 3:
• Teleconference 2nd, 4th, 6th, and 8th weeks
• In-person 1st, 3rd, 6th, 9th, and 12th months
– Follow-up every 6 months thereafter

• Visit duration
– Teleconference 10–15 min
– In-person 15–20 min

• Healthcare professionals conducting the visits
– Depending on the treatment and the patient’s needs,

a doctor, dietitian, psychologist, or exercise specialist
can conduct visits.

– If a digital monitoring program is used, digital data
should be reviewed before the visit.

• Parameters to be evaluated and recorded during the
interview
– Side effects of the obesity medications.
– For patients undergoing surgical treatment, post-

discharge pain, and bowel movements.
– Anthropometric measurements (weight, height,

WC, and body fat distribution).
– Nutritional behavior.

• Energy intake, macronutrient content, and fluid
intake

– Physical activity level
• Structured planned and daily targeted aerobic,
weight, stretching, and balance exercises

– Impulse control, problem-solving skills, emotional
and social triggers, and the eating environment.

– Review of medications for other chronic metabolic
diseases causing weight gain.

– Adherence to medications given after bariatric
surgery.

– Review of laboratory parameters (glycemic level,
anemia, and vitamin and mineral deficiencies).

– Goals for the next visit are set, and how to reach
these goals is determined and implemented.Fi
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Conclusion

This consensus report describes how diagnosis,
treatment, and follow-up of people living with obesity can
be carried out with absolute and sustainable interdisci-
plinary cooperation in the light of up-to-date, evidence-
based information. The awareness, sincere effort, and
collaboration of all health professionals are required to
treat this critical disease, which affects a large segment of
society and is rapidly increasing in incidence. Indeed, the
most effective and accurate method of combating obesity
should be to prevent its development. For this purpose, all
segments of society, central and local administrators,
press and publication organs, and civil society organi-
zations should join hands as soon as possible and take
effective and sustainable preventive measures.
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