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Guideline Change Summary 
 

Date Description 
1/2026 Guideline review and recommendations completed by Dr. Ryan Fulton for 

presentation to the committee on 1/16/2026.  Updates made to the 
Guidelines include Table of Contents, Identification of Overweight and 
Obesity, Epidemiology, Screening and Evaluation, Behavioral Treatment, 
Pharmacotherapy, Surgical Intervention, Follow-Up and Chronic Care, and 
references. Committee discussion completed and approval received on 
1/16/2026. 
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Identification of Overweight and Obesity 

Growth Assessment 

 Recommend to use the CDC 2000 BMI-for-age growth charts for children and adolescents ages 
2–19. 

 Calculate and document BMI percentile at all preventive and appropriate problem-focused visits. 

BMI Categories and Severity 

 

The American Academy of Pediatrics recommends using CDC Growth Charts to track BMI patterns for 
children and adolescents aged 2 to 18 years, with annual screening at minimum to identify overweight, 
obesity, and severe obesity. For older adolescents, the adult cutoff of BMI ≥30 kg/m² can define obesity if 
this value is less than the 95th percentile for age and sex. 

The severe obesity category (BMI ≥120% of 95th percentile) is particularly important because it improves 
identification of children at highest risk and enables better monitoring of weight status changes over time. 
The CDC Growth Charts were not designed to track extremely high BMI values, and percentiles beyond 
the 97th could not be reliably generated due to limited reference population data. This limitation led to the 
development of separate growth charts specifically for children with severe obesity. 

BMI z-scores have limitations for tracking children with severe obesity because compression of z-scores 
at extremely high BMI values into a narrow range may not accurately detect meaningful changes in 



weight status or comorbidity risk over time. The 120% of 95th percentile metric provides a more 
clinically useful measure for this population. 

For children older than 18 years, most pediatric providers transition to adult BMI calculation and 
categorization, though CDC Growth Charts can technically be used through age 21 years. 

 

Epidemiology 

 Approximately 20 percent of U.S. children and adolescents have obesity. 

 Since the COVID-19 pandemic, BMI acceleration and obesity severity have increased, 
particularly in preschool and elementary-aged children. 

 Obesity in childhood strongly predicts obesity in adulthood. 

 

Health Effects of Childhood Obesity 

Childhood obesity is associated with significant medical and psychosocial morbidity, often persisting into 
adulthood. 

Common associated conditions include: 

 Hypertension and dyslipidemia 

 Insulin resistance and type 2 diabetes 

 Metabolic dysfunction–associated steatotic liver disease (MASLD) 

 Obstructive sleep apnea and asthma 

 Musculoskeletal pain and orthopedic complications 

 Gastroesophageal reflux disease and gallbladder disease 

 Depression, anxiety, reduced quality of life, and weight-based stigma 

 Earlier pubertal development 

 

 

 

 

 

 

 

 



Causes of Childhood Obesity 

Childhood obesity results from a complex interaction of biologic, environmental, and social factors rather 
than individual behavior alone. 

Contributing factors include: 

 Biologic susceptibility: Genetic and neurohormonal influences on appetite, satiety, and energy 
regulation 

 Nutrition environment: High availability of calorie-dense foods, sugar-sweetened beverages, 
and large portion sizes 

 Physical inactivity: Reduced opportunities for routine activity at school and home 

 Screen time and sleep: Sedentary behavior and insufficient sleep 

 Family and social factors: Household stress, time constraints, and caregiving patterns 

 Community and socioeconomic factors: Limited access to safe activity spaces and affordable 
nutritious foods 

Language implying blame should be avoided. 

Screening and Evaluation 

Screening 

1. USPSTF Recommendation (2024): 
a. Screen children and adolescents age 6 years and older for obesity using BMI. 
b. Children with obesity should be referred to intensive behavioral interventions. 



 

The American Academy of Pediatrics recommends obtaining a fasting lipid panel for children 
≥10 years with overweight or obesity (strong recommendation) and considers screening for 
children 2-9 years with obesity (moderate recommendation). The stronger recommendation for 
older children reflects a higher prevalence of lipid abnormalities and stronger evidence linking 
childhood dyslipidemia to adult cardiovascular risk. 

The most common dyslipidemia pattern in children with obesity is high triglycerides and low 
HDL cholesterol, driven by insulin resistance. NHANES data show that 43% of children with 
obesity have abnormal lipid levels, compared with 14% of those with a healthy BMI. Even 
young children ages 3-5 years with obesity show a 10% prevalence of elevated triglycerides and 
low HDL. 

Fasting lipid panels (8-12 hours fasting) are preferred because dietary fats and carbohydrates 
significantly affect triglyceride levels, and nonfasting values will not accurately reflect the 
typical dyslipidemia pattern seen with obesity.[1] When fasting testing is not feasible, a 
nonfasting panel using non-HDL cholesterol (total cholesterol minus HDL) may be obtained; if 
non-HDL ≥145 mg/dL or HDL <40 mg/dL, a fasting panel should follow for diagnosis.[1] 

The rationale for screening is that cardiovascular risk factors track from childhood into 
adulthood, and early identification allows lifestyle interventions and family education about 
long-term cardiovascular disease risk.[1] This aligns with 2011 NHLBI and 2018 American 



Heart Association/American College of Cardiology guidelines recommending early 
atherosclerotic cardiovascular disease risk assessmen 

 

Behavioral Treatment 

Intensive Health Behavior and Lifestyle Treatment (IHBLT) 

First-line therapy for children and adolescents with obesity. 

USPSTF 2024 recommendation: 

 Refer children age 6 years and older to intensive behavioral interventions. 

 Effective programs include: 
o ≥26 contact hours 
o Multicomponent approach (nutrition, physical activity, behavior change) 
o Family involvement 

 



 

 

 

 

 

 



Pharmacotherapy 

Pharmacotherapy should be offered to adolescents ≥12 years with obesity (BMI ≥95th percentile) as an 
adjunct to intensive health behavior and lifestyle treatment and may be considered for children ages 8-11 
years with obesity according to medication indications, risks, and benefits. Medications should not be 
withheld if the recommended 26 or more hours of lifestyle therapy is not available, and there is no 
evidence supporting pharmacotherapy as monotherapy—all clinical trials have included concurrent 
lifestyle modification. 

 

 



The USPSTF notes limited long-term safety and outcome data, and medications are not included in its 
formal recommendation. Use should follow specialty guidance and individual risk assessment. 

Off-Label Considerations: 

Metformin: Frequently used off-label for obesity in adolescents, particularly when other indications are 
present (prediabetes, PCOS, insulin resistance); modest and inconsistent BMI reduction (approximately 
3%)[2][5][7] 

Safety Monitoring: 

A 2025 meta-analysis of 18 randomized trials (1,402 participants) found GLP-1 receptor agonists 
significantly improved glycemic control, weight, and cardiometabolic outcomes with no significant 
differences in suicidal ideation/behaviors or depression compared to placebo, though gastrointestinal 
adverse events were more common. Long-term safety data beyond 1-2 years remain limited, and future 
research should examine longer-term outcomes, optimal treatment duration, and effects of medication 
withdrawal. 

Important Limitations: 

Weight regain commonly occurs after medication discontinuation, as demonstrated in the liraglutide trial 
where both groups experienced BMI increases during the 26-week follow-up period after stopping 
treatment. This underscores that obesity pharmacotherapy, like treatment for other chronic diseases, may 
require indefinite use to maintain benefits. 

 

 

 

 

 

 

 

 

 

 



Metabolic and Bariatric Surgery 

The 2023 American Academy of Pediatrics guideline provides the most current framework for surgical 
referral, recommending that pediatricians refer adolescents ≥13 years with severe obesity (BMI ≥120% of 
the 95th percentile) to comprehensive multidisciplinary pediatric metabolic and bariatric surgery centers 
(moderate-strength recommendation, Grade C evidence).   

Evidence Indicates the following: 

 The comprehensive evaluation process at specialized centers must involve multidisciplinary 
assessment of longitudinal BMI trajectory, comorbidity status, physiologic readiness, and 
psychosocial factors. 

 Specific weight and comorbidity criteria define surgical candidacy 

 Certain surgeries have shown substantial and sustained benefits 

 Long-term monitoring requirements are substantial: vitamin deficiencies are common and 
necessitate ongoing surveillance 

 

Follow-up and chronic care 

The 2024 USPSTF recommendation and supporting evidence reviews provide additional implementation 
guidance for delivering comprehensive, intensive behavioral interventions as the foundation of chronic 
obesity care. Effective programs require ≥26 contact hours delivered over 2-12 months, with 71% of 
high-intensity interventions (26-51 contact hours) demonstrating BMI reduction compared to only 25% of 
low-intensity interventions (<5 contact hours). The magnitude of treatment effect ranges from 3-5% BMI 
reduction with the most effective interventions. 
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