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Statement of the Director General

The purpose of the Ministry of Health is to promote the health and quality of life of the citizens of the 

state. The natural focus of activity is therapeutic care, although investing in the primary prevention 

of disease is the true strategic choice.. This is not solely a theoretical notion; it is a growing reality.In 

recent years, the obesity epidemic has been spreading throughout the population, striking children 

and adolescents as well as adults.If not stopped in its tracks, it threatens to reverse existing positive 

health trends and increase chronic disease-related morbidity and mortality rate in Israel.

Fully appreciating the importance of health promotion and disease prevention, already in 2006, the 

Ministry of Health started systematic planning of  preventive activity, launching the Healthy Israel 2020 

initiative. Twenty professional committees worked to evaluate the disease burden, define objectives 

and quantitative targets for 2020, and develop interventional strategies founded upon the best scientific 

evidence. The reports of three central subcommittees: promoting physical activity, the prevention and 

treatment of obesity, and healthful nutrition are currently being published. We hope they will help 

focus prevention efforts so we can ever more successfully cope with the main causes of obesity: poor 

nutrition and physical inactivity.

But theoretical guidelines are not enough; it is important to turn them into an operational plan. Therefore, 

within the “Pillar of Fire”, the work plan of the Ministry of Health for 2011, I established the promotion 

of public health as one of the five key goals of the ministry. To implement the plan, it was decided to 

form and lead a multi-ministerial national program for promoting an active and healthy lifestyle. Based 

on the scientific recommendations in these reports and the experience of many professionals and 

policymakers, a proposal for decision makers specifying legislative proposals and ancillary initiatives 

to allow citizens of all ages to live healthier, more complete lives, has been drafted.

I wish to thank Dr. Boaz Lev, who heads this initiative, Dr. Elliot Rosenberg and his team for coordinated 

its development, and all of the chairpersons and members of the committees who have devoted 

considerable time effort to promote this important initiative.

Well done, and may we all see it to fruition.

Prof. Ronni Gamzu, 

Director General
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Statement of the Assistant Director General

In the spirit of the present

 The people want choice

 The people want health

 The people wish to muster around values of health and disease prevention

 The people want healthcare justice

The Ministry of Health considers health promotion and disease prevention to be a key “lodestar” for 

policy and courses of action.

Shared responsibility for health between individuals, communities, local authorities, and the government 

has the potential to optimize the health of the nation.

Healthy Israel 2020 offers achievable health objectives and tools for reaching them.

We are well on the way.

I extend my hearty wishes and gratitude to all those who have worked to move this major project 

forward.

Dr. Boaz Lev.

Assistant Director General
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Healthy Israel 2020: From Vision to Realization

The quest for good health has accompanying mankind since the dawn of history. The sages of the 

past gave useful advice regarding the means to maintain and improve one’s health that would also be 

appropriate for a 21st century preventive medicine textbook as.The father of medicine, Hippocrates, 

stated back in the fifth century BCE that “walking is the best medicine known to man”. Maimonides, 

who lived in the 12th century, cited in his famous book Mishneh Torah, a set of wise tips for a healthy, 

lifestyle. Here are several in the field of healthful nutrition “A person must be kept away from things 

that cause the body to deteriorate and he must direct himself towards those things that bring wellness 

and speed recovery. And they are as follows: a man should never eat unless he is hungry… a person 

is not to eat to his full”.

But the sages of yesteryear lacked two vital elements for achieving the desired health objectives: 

substantiated scientific knowledge about what should be done, and proven methods showing how to 

effect change in the behaviors of the individual and society.

Significant  change occured in the 1970s, when three key documents were published: in 1974, the 

report of the Canadian Minister of National Health, Marc Lalonde, was published, emphasizing the  

importance of the contribution of a healthy lifestyle and the physical and social environment to health; 

in 1976, the Canadian Task Force on Preventive Health Care was established, developing for the first 

time, scientific methodology for determining the level of evidence supporting preventive interventions; 

and in 1979 the Health People Report of the U.S. Department of Health was published, setting out 

preventive healthcare objectives at the national level.

These developments encouraged the World Health Organization to establish in1984, the Health for 

All initiative, following which, in 1989, the Israeli Ministry of Health undertook a process of crafting 

healthcare objectives for the year 2000. While that initiative did not advance beyond publication of 

objectives, it did prepare the ground for the current initiative, which was launched in 2006.

Twenty committees were created, many of which were divided into subcommittees. These were 

composed of subject experts from the Ministry of Health, other government ministries, healthcare 

organizations, the academia, and other organizations. The focus areas dealt with by the committees 

spanned  a wide spectrum of preventive topics: some focused on health behaviors such as smoking, 

nutrition, physical activity, alcohol consumption or alertness. Others concentrated on the health states 

characteristic of a certain age group, such as neonatal anemia, occupational diseases, and hip joint 

fractures in the elderly. Yet other committees dealt with the prevention of  diseases major body systems: 

e.g., infectious diseases, oral health or mental health. A final group explored  methods and tools 

considered essential for the success: information, training and education, and health communication 

and marketing. The task of the committees was threefold: estimating the disease burden and economic 

burden resulting from risks and diseases in their domain, examining broad strategies and specific 

interventions to prevent or minimize this burden, and setting of objectives and targets to reach by 2020 

for those issues that created a significant health burden and for which an effective and practicable 

interventions could be found. If baseline data was unavailable or it was decided that interventional 

research was required to explore the utility of a promising approach in Israel, a “developmental 

objective” was set, with the aim of directing future applied research to that issue.
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Equality in the provision of healthcare services is a basic right of every citizen. To exercise this right, 

the committees were directed to reduce health disparities between the various population groups. 

Among the various efforts expended in this area was the strategy of choosing target values that fit 

the needs of each groups, with the expectation that the setting of an ambitious target would generate 

greater resources, define the need for persistence, and spark innovation to help “hit the mark” by 2020.

The current management of the Ministry of Health has decided to prioritize the issue of  health promotion 

and disease prevention it its multi-annual work plan. The first topics to be addressed were tobacco 

control, obesity prevention and treatment, the promotion of physical activity, and healthful nutrition. The 

reasons are clear: these issues account for close to half of the chronic disease burden in developed 

countries. Tobacco control has been dealt with separately. The other three subjects constitute the core 

issues of a program that is currently being launched, the National Program for a Healthy and Active 

Lifestyle. The reports of the subcommittees dealing with these three subjects are contained in the 

current volume . During the next few months, the remaining reports will follow. We hope that over the 

upcoming years the Ministry of Health and other partners in the government ministries, healthcare 

organizations, and other participating organizations will develop implementation programs for the 

remaining issues as well.

I extent my wishes and gratitude to all of the participants in this tremendous effort: the Director General, 

Prof. Ronniy Gamzu, for his vision and support since assuming his office and the head of the initiative, 

the Assistant Director General,  Dr. Boaz Lev, who has been leading and steering the initiative since 

its beginning. Many thanks to Dr. Tunie Dweck, who has been taking a key role  in all of the activities 

of the initiative since 2007, Thanks to Dr. Laura Rosen, who helped initiate and promote the initiative, 

while she served as a national coordinator for the initiative in its formative years. And thanks to Miri 

Cohen, Prof. Gabi Bin-Nun and Dr. Tuvia Horev, members of the Healthy Israel 2020 directorate, for 

their continued support and good advice.

And last but not least, a hearty thank you to the members of the committees, consisting of more than 

300 senior professionals from government ministries, healthcare organizations, the academia, and 

other organizations, and dozens of consultants from abroad. All of them have contributed greatly to 

the effort. .

It is our hope that the vision manifest in this first volume will translate into preventive action, thus 

bringing into greater focus the ancient biblical promise of wellness : “and I will remove sickness from 

your midst…and let you enjoy the full count of your days” (Exodus XXIII:25-26).

Dr. Elliot Rosenberg

National Coordinator

The Healthy Israel 2020 Initiative
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1. Executive summary

1.1 Background

Obesity causes significant damage to health; it affects quality of life and the ability to function, and 

causes chronic mental and physical morbidity. Significant weight gain is even liable to lead to premature 

death. Although a genetic tendency to obesity exists, the striking increase in the scope of obesity 

in the western world over the past several decades is unequivocal evidence of the contribution of 

lifestyle to weight gain. Weight gain, and eventually obesity, stems from an imbalance between the 

number of calories consumed and the energy expended during physical activity. Excess calories are 

typically consumed through eating high calorie fast food, increasing portion size, and the low cost 

of high calorie food, while on the other hand, physical activity has decreased due to increased time 

spent watching television, and using of the computers and other electronic devices. The percentage 

of adults and children suffering from overweight and obesity in Israel has grown. The KAP survey of 

2008 found that 13.7% of people aged 18 and above suffer from obesity, and 34% from overweight. 

Longitudinal surveys show evidence of increasing weight gain among adults and teens. The problem 

of overweight does not affect the different population groups equally. For example, the percentage of 

the obese among the Arab population, and in particular among Arab women, is higher than among the 

Jewish population. In addition, it has been shown in developed countries that the rate of weight gain is 

inversely related to socio-economic class, and this is likely to be true in Israel as well.

Method of target-setting, choice of objectives and selection of interventions

Targets and objectives for the year 2020 have been formulated in accordance with the burden of 

disease per population and age group, while factoring in the expected impact of the interventions. 

The 2006 task force report on the prevention of obesity served as the basis for the selection of 

interventions on that topic .Evidence-based recommendations were adopted. Interventions for the 

treatment of obesity were selected directly from the scientific literature.

Interventions were prioritized as a function of the robustness of the scientific evidence supporting 

them.

1.2 Objectives

1.2.1 Outcome objectives

1. Reduce the proportion of adults 18 years and older who are considered obese by 11.2%.

2. Reduce the proportion of adults 18 years and older in the Jewish population who are considered 

obese by 10%.

3. Reduce the proportion of adults 18 years and older in the Arab population who are considered 

obese by 15%.

4. Increase the proportion of adults 18 years and older who are at a healthy weight by 10%.

5. Reduce the proportion of children and adolescents who are considered obese by 10%.
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Target-setting method: it is important to set ambitious and meaningful health targets, but these also 

need to be achievable. Reducing inequalities between different population groups is another important 

consideration. Therefore, taking into account the fact that the U.S. Healthy People 2020 initiative has 

recently set target values of 10% for the vast majority of its objectives, and considering that only eight 

years stand between us and our target year, it was decided to set targets of 10% for Jews and 15% of 

Arabs. The general population target value represents a weighted sum of the target values set for the 

two major population groups.

1.2.2 Developmental objectives

Conducting periodic surveys that include anthropometry, e.g., the decennial MABAT survey.

1.3 Strategies and interventions

1.3.1 Prevention

In light of inherent difficulty in losing large amounts of weight, it is essential to take vigorous steps to 

prevent the weight increase that normally occurs over the course of our lives. It should be noted that 

the interventions recommended below are set in a variety of environments and may complement one 

another.

The order of the interventions reflects their level of scientific support.

1.3.1.1 The health system

1. Monitor BMI on an annual basis, and in the future, measure waist circumference in primary care 

clinic.

2. Provide incentives for maintenance of a healthy lifestyle such as engaging in physical activity and 

adhering to healthy nutrition (via discrete funding through the Health Basket).

1.3.1.2 Industry and government

Encourage the provision of healthful food through legislation or through negotiation with the food 

industry to reduce the price of healthful food products and improving their content, along with reducing 

portion sizes, encouraging the low energy density foods, and providing information regarding the 

nutritional composition of ready to eat or prepared foods sold in supermarket chains, fast food chains 

or served in restaurants.

1.3.1.3 The media

1. Limit advertising of food with low nutritional value during children’s peak television viewing hours.

2. The media should be encouraged to use positive role models to further the consumption of healthful 

food.

1.3.1.4 Schools

1. Limit the sale of low nutritional value food and drink and increase the availability of healthful foods 

in cafeterias and vending machines.
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2. Adopt innovative approaches in the teaching of nutrition, physical activity and wellness, as well as 

select and train appropriate teaching staff.

3. Monitor students’ BMI from the age of six and above.

4. Include education for a healthy lifestyle in the school curriculum.

1.3.1.5 Family

1. Reduce children’s “screen time” (television, computer, video games) by one of the following 

behavioral methods:

• Skill building, goal setting and reinforcement techniques.

• Parent or family support through provision of information on successful environmental strategies 

for reducing access to television, video games, and computers.

• Encourage a “TV turnoff challenge” in which participants are encouraged not to watch television 

for a specified number of days.

2. Encourage family meals, including provision of support for healthy decision-making with regard 

to the type and quantity of food, as well as the frequency of meals.

1.3.2 Treatment

To reduce weight it is necessary to track the BMI (and in the future, the waist circumference as well), 

incorporate regular physical exercise into one’s lifestyle, and adhere to a low-calorie, nutritionally 

balanced diet (low fat, low carbohydrate, or with a low glycemic** index).

In order to realize this plan it is important to act on a number of levels, as follows:

1.3.2.1 The health system

1. Monitor weight in the clinics by means of BMI screening and lifestyle counseling, including an 

assessment of barriers and readiness to make behavioral changes. This will generally be performed 

by the primary care team. The US Preventive Services Task Force (USPSTF) recommends BMI 

screening in children aged six and above.

2. Offer behavioral therapy or cognitive behavioral therapy for people suffering from obesity, through 

monthly or more frequent sessions. Obese children should be offered at least 25 hours of therapy 

over 6 months by skilled professionals such as dieticians.

3. Individual or group counseling with the aim of maintaining desired weight, through personal 

counseling or with written materials, as well as with technology such as the Internet, e-mail, 

computer programs, computerized telephone systems focused on health-promoting nutrition and 

physical exercise, and using pedometers with written or computerized tracking of the number of 

steps taken daily.

**  The glycemic index describes the degree to which a particular food releases glucose into the blood 
after a meal. The higher the index, the faster the food raises the glucose level, and consequently, in 
people with normal pancreatic function, also the level of insulin in the blood.
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4. Offer incentives for participation in weight loss classes or workshops.

5. In cases where behavioral change has not been sufficiently successful, weight loss medication 

should be considered.

6. If all the above do not succeed and the person involved has a body mass index of ≥ 40 or ≥ 35 with 

obesity-related morbidity (e.g., diabetes), bariatric surgery should be considered.

1.3.2.2 The workplace

1. Increase employees’ knowledge of health-promoting nutrition and physical exercise by means of 

lectures, written information, or designated computer software.

2. Change employee behavior by means of behavioral and social strategies such as individual or 

group behavioral counseling, skill-building activities such as cue control, providing encouragement 

or rewards, and inclusion of co-workers or family members to build support systems.

3. Enact changes in policy or in the work environment, such as improving access to healthful foods 

by changing cafeteria offerings and vending machine content, along with provision of on-site and 

on-the-job time for physical activity.

1.3.2.3 Schools and families

1. Develop and field multi-year school curricula on topics such as reducing “screen time”, increasing 

physical activity, increasing consumption of fruits and vegetables, and reducing consumption 

of unhealthful foods. Involve parents in the development and family-relevant implementation of 

programs.

2. Cast parents as agents of change promoting a healthy lifestyle for the entire family. Efforts should 

be focused on families that are motivated to succeed and willing to devote effort in changing the 

lifestyle of the entire family.
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2. Prevention and treatment of obesity

2.1 Introduction

Within the context of the Healthy Israel 2020 initiative, the Health Behaviors Committee selected the 

topic of obesity as one of the areas in which national health targets should be set, along with a plan of 

action for achieving them.

Methodology:

1. Familiarization with the report published by the task force on the prevention of obesity, established 

in 2005 and headed by Prof. Elliot Berry and Dr. Dorit Kalusky. The task force submitted its 

recommendations to the Ministry of Health in 2006. The recommendations of the task force were 

based on a consensus of the task force experts. The main task force recommendations are detailed 

in Appendix 1. Within the same year, a subcommittee for the prevention and treatment of obesity 

was formed as part of the Health Behaviors committee of the Healthy Israel 2020 initiative. 

2. Review by the subcommittee of the evidence for effective interventions in the scientific literature 

through 2008, and ranking of its recommendations according to the evidence supporting them. 

3. Exploration of relevant data on overweight and obesity in Israel, including multiyear trends.

4. Holding a series of face-to-face meetings and a large number of electronic consultations in order to 

review the material and come to consensus regarding recommended strategies and targets.

5. The topic of eating disorders was not dealt with in this subcommittee, as there is a designated 

subcommittee tasked to report on this issue within the framework of the Healthy Israel 2020 

initiative’s Healthy Behaviors Committee. The report can be found on the Healthy Israel 2020 

initiative website, located on the Ministry of Health website.

2.2 Background

2.2.1 Overweight and obesity: international statistics

Overweight and obesity have reached epidemic proportions internationally. As estimated by the World 

Health Organization in 2005, approximately1.6 billion adults around the world suffered from overweight, 

with at least 400 million categorized as obese1. In 1995, this figure stood at 200 million adults. In 2015 

it has been projected to reach 2.3 billion and 700 million, respectively.

Obesity not only affects quality of life; it is also associated with a range of potentially fatal diseases2. It 

is estimated that in the United States in 2004, obesity was significantly associated with CVD mortality, 

leading to additional 112,000 deaths1. If no action is taken to modify the current situation, within 20 

years mortality rates around the world will increase by approximately 30% due to overweight and its 

associated diseases3. 

Generally speaking, obesity rates are higher among women than men, even though overweight is 

more prevalent among men. Obesity is also associated with socioeconomic status: in the Western 

world, obesity is more prevalent among those in lower socioeconomic strata4.
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Overweight among children and teenagers has also become epidemic in certain parts of the world, 

and is consistently increasing in prevalence in others5-12. It is estimated that at least 20 million children 

around the world under the age of five are overweight2. There is a high probability that these overweight 

children will become obese adults, with all the suffering that this entails13. 

Among the causes of increased weight among children is the fact that they are overly sedentary. 

Children spend many hours watching television or sitting in front of the computer. Data from the 2011 

WHO- Health Behaviors in School Children indicates that 36% of children and adolescents in grades 

6-10 spend at least 4 hours daily watching television, while approximately 30% are similarly engaged 

daily in playing computer games. In addition to the physical and social activities that do not take place 

in practice when sitting down and viewing, children are exposed to commercial advertising of food, and 

in particular high-fat food. This prompts increased consumption and, at least in part, in an automatic 

manner while engaged in television viewing. In addition, this food is less filling, it is calorie-dense, and 

requires no significant chewing. This phenomenon is more common in families where both parents 

work long hours14-16.

2.2.2 Overweight and obesity in Israel

Various research studies carried out in Israel show that prevalence of overweight and obesity in Israel 

is similar to those in other western countries (Appendix 3). Surveys of the adult population show that 

a large percentage are obese. The first MABAT survey, carried out between 1991 - 200118, weighed 

and measured people aged 25 - 64. It was found that 23% of the adult population was obese - 20% 

of males and 26% of females. Almost 40% of the adult population was overweight, 46% of males and 

33% of females. International trends over the last decade indicate that the problem is growing. The 

KAP survey carried out in 2008 among adults 18 and over found lower rates of weight gain: 13.7% 

were obese (13.1% men and 14.4% women), and 34% were overweight. It should be noted that this 

was a telephone survey in which the respondents reported their own weight. The sample included 

both young people aged 18 - 20 and elderly people, who are likely to be thinner than the 25-64 age 

group covered by the MABAT survey. There is evidence from surveys carried out in 1990 and 2000 

that there is an upward trend among young people19. Sobering data was very recently released from 

the HBSC 2011 survey of Israeli children and adolescents in 6-10th grade: Among boys, overweight 

(i.e., 85%≤BMI< 95%) ranged from 13.7% to 16% and obesity (i.e., BMI ≥ 95%) ranged from 13.7% 

to 17.6%. Thus, approximately 30% are above the normal range. Girls fared better: 8.9%-12.8% are 

overweight and 4.8-8% are obese, such that “only” approximately 15% are above the normal17. 

2.2.3 The economic burden due to weight gain and overweight

Overweight, and particularly, obesity, generate significant financial costs. The Institute of Medicine in 

the United States estimated 2004 that overweight and obesity cost the American economy around $98 

- 129 million dollars in health and other costs.

The Rand corporation in the United States calculated that if the rate of obesity was reduced among 

people aged 65 and above by 50% (i.e., its level in the 1980’s), the potential saving to the American 

economy between 2005 and 2030 would total $1.2 trillion!21 In light of the similarity between many 

aspects of both national economies, and the similar scope of obesity (31% overweight among adults 

from the age of 20 in the USA, and 23% among ages 25 - 64 in Israel18), it is reasonable to assume 

that this type of future health-financial modeling has implications for Israel as well.
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The financial cost of obesity to the Israeli economy in 2010 was estimated to at NIS 5.7 6 billion20. This 

is roughly 10% of that year’s national health expenditure57.

2.2.4 The causes of weight gain

The two main causes of weight gain are unbalanced nutrition, i.e., increased calorie consumption, and 

reduced physical activity (sedentariness in daily activities and a lack of dedicated physical activity).

The causes of increased calorie consumption are as follow:23-28

• An abundance of available food.

• An increase in the trend of eating outside the home: most types of food eaten out of the home, for 

example in the office or in restaurants, are high-fat, calorie-dense, and fiber-poor. Consequently, 

relatively larger quantities are typically eaten in order to reach satiety.

• Eating high calorie food: for example, pre-prepared food ready to “heat and eat”. This is typically 

food that is high in calories and fats, and also easy to chew (leading to quick and higher calorie 

meals). Both children and adults consume such food, but the problem is particularly notable 

among children.

• The absence of regular meals leads to unbalanced and high calorie nutrition.

• Increased consumption of high calorie drinks, such as carbonated drinks, energy drinks, fruit 

drinks, and alcoholic beverages. 

• Super-sized portions at food outlets, and family-sized packages of snacks.

• An increase in “screen time” (watching television and sitting in front of the computer screen) 

leads to a decrease in activity and to automatic eating of larger quantities of food that is also 

unfortunately of lower nutritional quality.

High calorie consumption and the lack of physical activity in everyday life are compounded by 

a lack of awareness among various segments of the public as to the extent and severity of the 

problem29, as well as a lack of effective multidisciplinary screening and treatment by the primary care 

team30.

2.2.5 The risks accompanying obesity

Obesity is associated with and increased likelihood of developing other risk factors, chronic disease, 

and death (Appendices 2, 4-5). Several of these appear in the following list:31-48

Risk factors

1. Hypertension

2. Dyslipidemia

3. Insulin resistance
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Chronic disease

1. Coronary heart disease

2. Diabetes: appears for the most part in adulthood, but with increasing obesity among the young, 

there has been an increasing prevalence in this age group

3. Respiratory problems, including obstructive sleep apnea (which has been linked to cardiovascular 

disease and mortaliry, Type 2 diabetes, and increased overall mortality)61

4. Liver and gall bladder disease

5. Arthritis: each additional kilogram of body weight increases the risk of arthritis by 10%

6. Cancer: colon, breast (postmenopausal), uterine, and prostate. Research in the United States have 

indicated that up to 20% of cancers in women and 14% in are caused by obesity.

7. Depression

8. Complications of pregnancy and childbirth: fertility problems, increased risk for Caesarean section, 

increased maternal and fetal mortality, and an increased rate of congenital defects

9. Functional limitations.

Note: Although obesity as measured in units of BMI, leads to increased morbidity and mortality, this 

effect is moderated in the elderly, possibly as a result of the protection afforded against hip fractures49. 

With regard to overweight, it appears that although increased BMI has been associated with an 

increased risk of morbidity and disability at all ages, among the elderly this is not so50. At the same 

time, waist circumference was found to be associated with increased mortality58 in those 70 and over. 

This may perhaps be related to an increased risk of the metabolic syndrome in those with increased 

stores of visceral fat. 
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3. International objectives 

3.1 The United States: Healthy People 202051

Weight Status

Increase the proportion of adults who are at a healthy weight. NWS–8

Target: 33.9 percent. 

Baseline: 30.8 percent of persons aged 20 years and over were at a healthy weight in 2005–08 (age 
adjusted to the year 2000 standard population). 

Target setting method: 10 percent improvement.

Data source: National Health and Nutrition Examination Survey (NHANES), CDC, NCHS. 

Reduce the proportion of adults who are obese.NWS–9

Target: 30.6 percent. 

Baseline: 34.0 percent of persons aged 20 years and over were obese in 2005–08 (age adjusted to the year 
2000 standard population). 

Target setting method: 10 percent improvement. 

Data source: National Health and Nutrition Examination Survey (NHANES), CDC, NCHS. 

Reduce the proportion of children and adolescents who are considered 
obese.

NWS–10

Children aged 2 to 5 years. NWS–10.1

Target: 9.6 percent. 

Baseline: 10.7 percent of children aged 2 to 5 years were considered obese in 2005–08.

Target setting method: 10 percent improvement. 

Data source: National Health and Nutrition Examination Survey (NHANES), CDC, NCHS. 

Children aged 6 to 11 years. NWS–10.2

Target: 15.7 percent. 

Baseline: 17.4 percent of children aged 6 to 11 years were considered obese in 2005–08. 

Target setting method: 10 percent improvement. 

Data source: National Health and Nutrition Examination Survey (NHANES), CDC, NCHS.
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Weight Status

Adolescents aged 12 to 19 years. NWS–10.3

Target: 16.1 percent. 

Baseline: 17.9 percent of adolescents aged 12 to 19 years were considered obese in 2005–08. 

Target setting method: 10 percent improvement. 

Data source: National Health and Nutrition Examination Survey (NHANES), CDC, NCHS. 

Children and adolescents aged 2 to 19 years. NWS–10.4

Target: 14.6 percent. 

Baseline: 16.2 percent of children and adolescents aged 2 to 19 years were considered obese in 2005–08. 

Target setting method: 10 percent improvement.

Data source: National Health and Nutrition Examination Survey (NHANES), CDC, NCHS. 

(Developmental) Prevent inappropriate weight gain in youth and adults. NWS–11

Children aged 2 to 5 years. NWS–11.1

Potential data source: National Health and Nutrition Examination Survey (NHANES), CDC, NCHS. 

NWS–11.2 Children aged 6 to 11 years. 

Potential data source: National Health and Nutrition Examination Survey (NHANES), CDC, NCHS. 

Adolescents aged 12 to 19 years. NWS–11.3

Potential data source: National Health and Nutrition Examination Survey (NHANES), CDC, NCHS. 

Children and adolescents aged 2 to 19 years. NWS–11.4

Potential data source: National Health and Nutrition Examination Survey (NHANES), CDC, NCHS. 

Adults aged 20 years and older. NWS–11.5

Potential data source: National Health and Nutrition Examination Survey (NHANES), CDC, NCHS.
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3.2 The World Health Organization’s Health21 initiative52

Note: No defined health outcome objective was proposed , but rather a process-based objective.

Target 11 – healthier living by the year 2015, people across society should have adopted healthier 

patterns of living.

In particular:

• healthier behaviour in such fields as nutrition, physical activity and sexuality should be 

substantially increased;

• there should be a substantial increase in the availability, affordability and accessibility of safe 

and healthy food.
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4. Israel

4.1 Overarching objective

Prevent weight increase among the population currently at a normal weight, and reduce existing 

overweight and obesity in the population***.

4.2 Outcome objectives

1. Reduce the proportion of adults 18 years and older who are considered obese by 11.2%.

Table 1

Population Baseline (%) Target (%)

Men 13.1 11.6

Women 14.4 12.8

General population 13.7 12.2

Source of data: KAP survey, 2008, Ministry of Health53.

Method for determining the target value: eight years remain until 2020. It was decided to adopt 

a modest target value of 10% for the Jewish population, which is the value adopted in the Healthy 

People 2020 initiative. As described below, a more ambitious target of 15% was adopted for the Arab 

population, in which higher rates of obesity exist. Weighting the percentage of weight loss among 

Jews (0.76*10%) and among Arabs and others (0.24*15%) according to their relative proportion in the 

population generated a overall target value of 11.2% for the general population.

2. Reduce the proportion of adults 18 years and older in the Jewish population who are considered 

obese by 10%.

Table 2

Population Baseline (%) Target (%)

Men 12.3 11.1

Women 13.8 12.4 

Source of data: KAP survey, 2008, Ministry of Health53.

 Method for determining the target value: eight years remain until 2020. It was decided to adopt 

a modest target value of 10% for the Jewish population, which is the value adopted in the Healthy 

People 2020 initiative.

3. Reduce the proportion of adults 18 years and older in the Arab population who are considered 

obese by 15%.

*** Obesity is defined as a body mass index (BMI) of 30 and above, calculated by the following formula: 
a person’s weight (in kilograms) divided by his height squared (in meters). Overweight is calculated 
as a BMI of between 25 - 29.9.
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Table 3

Population Baseline (%) Target (%)

Men 16.8 14.3

Women 17.7 15.1

Source of data: KAP survey, 2008, Ministry of Health53.

Method for determining the target value: in light of the higher prevalence of obesity in the Arab 

sector, and in the hope of reducing gaps, it was decided to set a more ambitious target value, one 50% 

higher than that set for the Jewish population. 

4. Increase the proportion of adults 18 years and older who are at a healthy weight by 10%.

Table 4

Population Baseline (%) Target (%)

Men 45.9 50.5

Women 51.1 56.2

Source of data: KAP survey, 2008, Ministry of Health53.

Method for determining the target value: the target value has been adopted from the Healthy People 

2020 initiative.

5. Reduce the proportion of children and adolescents who are considered obese by 10%.

Table 5

Population Grade 6 Grade 8 Grade 10

Baseline (%) Target (%) Baseline (%) Target (%) Baseline (%) Target (%)

Boys 13.7 12.3 17.6 15.8 13.8 12.4

Girls 8.0 7.2 6.7 6.0 4.8 4.3

Source of data: WHO-HBSC Survey 2011, Y. Harel-Fish19

Method for determining the target value: the target value has been adopted from the Healthy People 

2020 initiative.

4.3 Developmental objectives

1. Measuring the waist circumference of all adults.

Rationale: there is a clear causal connection between waist circumference and morbidity and 

mortality from cardiovascular disease55.

2. Conducting surveys, including anthropometric measurements such as height and weight 

measurements (as in the MABAT surveys) on a regular basis (at least once every five years for all 

age groups).

3. Assessment of the contribution of advanced nutritional labeling strategies in helping consumers 

choose healthful food.
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5. Strategies and interventions

5.1 Interventions to prevent weight gain

Detailed below are the methods / interventions intended to prevent weight gain. It should be noted that 

all preventive interventions are also likely to assist those already overweight or obese prevent further 

weight gain and thus can be also considered therapeutic.

The following interventions are supported by varying levels of scientific evidence. Alongside each 

recommended intervention appears the ranking of the validity its supporting evidence, on a scale of 

1 - 5, with 1 denoting the highest validity. Further details are given in Appendix 6.

5.1.1 Specific interventions by setting

1. Health system

Monitoring by the primary care team (including, physicians, nurses, dieticians, health behavior 

specialists, and others):

• Monitor BMI (i.e., measure height and weight) at least annually in the general population. [1] 

Note: In the elderly, the phenomenon of height loss due to vertebral compression and/or kyphosis 

(particularly prevalent in elder women) may upwardly bias measurement of the BMI. This should 

be kept in mind, along with related issues such as increased fat vs. lean tissue mass in the 

elderly which may have reverse implications.

Notes: 

1. According to the recommendations of the National Quality Measures Program, weight and 

measurement should be carried out once at the age of 5 - 7, once at age 14 - 19, once every 

five years between 20 - 55 (as of 2011), and annually from age 55 -74. 

2. The US Preventive Services Task Force (USPSTF) has recently recommended also 

monitoring BMI among children from the age of six.56 

• Measure waist circumference at least annually in the general population. [1]

• Provide incentives to encourage behavioral change in patients. This should include subsidies 

provided by the Health Basket to encourage patients to join groups and attend workshops 

focusing on better nutrition/improved eating habits and/or encouraging increased physical 

activity. [4]

2. Industry and government

Encourage provision of healthful food through legislation or negotiated agreement with the food 

industry by means of the following measures:

• Reducing the cost of healthful food products (for example, fruit and vegetables, low-fat milk 

products, cereals, canola oil and olive oil, whole grains, pulses, and whole wheat bread. [2]

• Eliminating or reducing discounts given to manufacturers of high calorie / fat / salt food and 

drinks (for example, soft drinks) and exploring the possibility of taxing high calorie density food.

[2]
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• Reducing portion size of food sold in marketing chains and in restaurants. [2.5]

• Encouraging the marketing of relatively low calorie density foods .[3]

• Comprehensive nutritional labeling of ready to eat or cooked food sold in food chains and fast 

food chains, or served in restaurants. [3]

3. The media

• Advertising of food with low nutritional value during children’s peak television viewing hours will 

be limited. [3]

• The media should be encouraged to use positive role models to further the consumption of 

healthful food. [3]

4. Schools

• Limit the sales of low nutritional value food and drink and increase the availability of healthful 

foods in cafeterias and vending machines. [2]

• Adopt innovative approaches to the teaching of smart nutrition, physical activity and wellness, 

as well as select and train appropriate teaching staff. [4]

• Monitor students’ BMI from the age of six and above [4]

• Include education for a healthy lifestyle in the school curriculum. [4.5]

5. Reduce children’s “screen time” (television, computer, video games) by one of the following 

behavioral methods:

 � Skill building, goal-setting and reinforcement techniques.

 � Parent or family support through provision of information on successful environmental 

strategies for reducing access to television, video games, and computers.

 � Encourage a “TV turnoff challenge” in which participants are encouraged not to watch 

television for a specified number of days.

• Encourage family meals, including provision of support for healthy decision-making with regardto 

the type and quantity of food, as well as the frequency of meals. [5]

Summary: Prevention of weight gain

A significant reduction in weight and maintenance of a new lifestyle so as to keep the weight off are 

not easy tasks for the majority of the population. It is therefore preferable to emphasize the prevention 

of weight gain before it occurs. To succeed, it is important for individuals, families, teachers, and role 

models to adopt healthier patterns of behavior. In addition, it is important to effect change in the “food 

environment” around us: the products available in supermarkets and food outlets, the food offered in 

school and workplace cafeterias and vending machines, in restaurants, and the food advertised in the 

media. This will require proposal of appropriate legislation to the Knesset, along with oversight and 

enforcement by the relevant government ministries, as well as cooperation with the food industry.
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5.2 Interventions for treating obesity

5.2.1 Introduction

Effective interventions are presented below, in decreasing order of validity. As was the case in the 

previous chapter on the prevention of obesity, the degree of validity of the evidence is presented in 

square brackets at the end of each recommendation, with 1 denoting the highest level of evidence. 

Further details are given in Appendix 6.

5.2.2 Screening

• Monitoring BMI. [1]

• Measuring waist circumference. [1.8]

Diagnosing potential barriers/comorbidity

• Diagnosing and treating depression and other illnesses having a negative effect on mood. [2.5]

• Assessing readiness to undergo behavioral change. [2.5]

5.2.3 Therapeutic interventions

The following treatments can be grouped according to content of the therapy, setting , or treatment 

method.

Content of intervention

• Diet combined with physical activity. [1]

• Low-calorie diet: low-fat or low carbohydrate. [1]

• A diet low in food with a high glycemic index / load. [1]

• Limiting “screen time” for children to no more than 2 hours daily. [2.3]

Setting

Workplace 60

• Increase employees’ knowledge of health-promoting nutrition and physical exercise by means of 

lectures, written information, or designated computer software. [1]

• Change employee behavior by means of behavioral and social strategies such as individual or 

group behavioral counseling, skill-building activities such as cue control, providing encouragement 

or rewards, and inclusion of co-workers or family members to build support systems. [1]

• Enact changes in policy or in the work environment, such as improving access to healthful foods 

by changing cafeteria offerings and vending machine content, along with provision of on-site and 

on-the-job time for physical activity. [1]
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Primary and secondary care clinic (using all the above screening tests and interventions):

• Behavioral counseling for those with obesity. This should be conducted by trained professionals 

and tailored to the specific intervention. These include: dieticians, physicians, behavioral 

therapists, exercise specialists, or other professionals with relevant credentials59. [1]. In a recent 

systematic review prepared for the US Preventive Services Task Force (USPSTF), it was 

determined that provision of 12 or more counseling sessions in the first year doubled the weight 

loss among patients, in comparison those receiving less frequent counseling59.

School (in cooperation with the parents):

• Limit screen time to no more than 2 hours daily. [2.3]

 � Develop and field multi-year school curricula on topics such as reducing “screen time”, 

increasing physical activity, increasing consumption of fruits and vegetables, and reducing 

the intake of unhealthful foods. Involve parents in the development and family-relevant 

implementation of programs.

At home / in a family framework (for children):

• Cast parents as agents of change promoting a healthy lifestyle for the entire family. Efforts should 

be focused on families that are motivated to succeed and willing to devote effort in changing the 

lifestyle of the entire family. [2.5]

Recommended methods

Provide regular counseling sessions for obese patients (as described above) 59, while using clinical 

discretion.

Types of counseling:

• Behavioral therapy / guidance by a professional with the appropriate training: dietician, physician, 

behavioral therapist, or other qualified professional relevant training. [1]

• Behavioral - cognitive therapy by professionals with the appropriate training. [1]

Provide incentives to patients to encourage weight loss. For example, providing financial reimbursement 

for participation in weight loss workshops/group sessions, or for weight loss achieved. [1.2]

Pharmacological treatment, with orlistat, for patients who are unable to change their lifestyle through 

the previously mentioned methods. [1.2]

Note: it should be noted that the impact of pharmacologic treatment was only assessed over a two 

year period. Lifestyle interventions should continue in parallel to pharmacologic treatment. Weight lost 

is often regained after cessation of pharmacologic treatment.

Bariatric surgery, as necessary, is effective for those with Class III (BMI ≥ 40) or with Class II obesity 

(BMI = 35-39.9) when it is accompanied by obesity-related morbidity. [1]

Note: notwithstanding the high ranking given to surgical intervention [1], the fact that it is limited to 

certain subgroups should lower its priority in the overall list of interventions.
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Summary: Therapeutic interventions for weight loss

The most effective method for achieving weight loss is by dietary change in combination with physical 

activity, accompanied by behavioral and cognitive change. Pharmacalogic intervention is recommended 

in cases where lifestyle change alone has not achieved the desired results. In individuals with severe 

obesity, bariatric surgery has been shown to be effective, when accompanied by careful nutritional and 

emotional support and monitoring.
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6. Conclusion

As is the case in many developed countries, the population of Israel is becoming heavier. Weight gain 

is particularly prominent among women in the Arab sector. This is a serious health problem that also 

affects quality of life. Therefore for the year 2020, a realistic target value of a 10% reduction in the 

percent of the obese was chosen for the Jewish population. In order to reduce the health disparity 

between sectors, a more ambitious target value of 15%has been set for the Arab population. 

To achieve this, it will be necessary to combine preventive and therapeutic interventions on a wide 

scale, and adapt them to the target population. The preventive interventions span a broad range of 

topics: Screening and counseling by primary clinic staff and by consultants such as dieticians; Changes 

in advertising and sale methods by the food industry; Proposing new legislation and enforcement 

of existing laws by the government; Engagement and commitment by school staff and workplace 

management; and last, but not least, they are based on greater involvement of parents in supervising 

the nutrition and level of physical activity of their children.

Similarly, a wide range of therapeutic interventions exist. Whether referring to change of dietary 

behaviors, with or without increase of physical activity through increased awareness, or with the help 

of more intensive behavioral, cognitive-behavioral, or pharmacologic therapy, it is important to be 

realistic and be aware that effort and persistence will be required in order to lose weight. Moreover, 

without ongoing involvement, it is difficult to keep the lost weight from being gained back. Successful 

weight loss maintenance requires long-term vigilance and determination by all involved with respect to 

dietary and, in particular, physical activity-related behaviors.

At the system-wide level, the Knesset should adopt the relevant legislation proposed in this chapter. 

The relevant government ministries, health funds, workplaces, schools, and food manufacturers need 

to implement the interventions in their domains and maintain the necessary momentum to keep them 

going.

At the individual level, it is important that each person adopt healthy eating habits and engage from a 

young age in regular physical activity, to prevent weight gain.

Weight should be monitored regularly in order to detect minor weight gain in “real-time”, so as to be 

able to effectively take action to lose it before it obesity sets in.
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Appendix 1: Recommendations of the task force for the 
prevention of obesity

1. General recommendations

1. The Prime Minister’s Office, under the guidance of the Ministry of Health, must initiate a 

national multidisciplinary strategy to prevent weight gain in all strata of society, and all age 

groups, with special emphasis on the population of children.

2. It is necessary to coordinate policy, legislation, research programs and interventions by 

means of inter-institutional / organizational cooperation, in order to achieve the objectives 

detailed in this report.

3. Priority should be given to investing resources in programs focused on populations at greater 

risk of developing obesity.

4. A research array should be established in accordance with the law, to carry out monitoring 

and control (including health surveys - MABAT) of the nutrition and physical activity behaviors 

of the population on a regular basis.

5. Essential resources should be allocated to these activities, in the understanding that reducing 

obesity is cost- beneficial because it reduces the costs of accompanying chronic diseases 

(diabetes, heart disease), improves health indices, and increases work productivity.

6. Responsibility and budgets for research in the field of nutrition should be transferred to the 

relevant government ministries (science, health, education, etc.).

2. Legislative recommendations 

1. The sale of drinks and food in schools should be limited, and legislation should be enacted 

to define the types of food suitable for student food services (including soft and carbonated 

drinks), whether as part of a catering service or in another framework, for a fee or free of 

charge.

2. Advertising should be restricted or legislation enacted to prohibit or limit advertising, 

sponsorship or any other advertising activity within schools relating to food or drinks. The 

number of advertisements directed at children during the course of the day and during 

television viewing hours should be limited to times when children are not watching television 

and/or the Internet.

3. Nutritional labeling of food on restaurant and cafeteria menus should be mandatory. With 

regard to meals for children, at least one meal should have fat content of less than 20%.

4. With respect to the health, nutrition, and physical activity surveys, an earmarked budget for 

MABAT surveys should be allocated to the Israeli National Center for Disease Control and 

to the Food and Nutrition Services of the Ministry of Health.They should be required to carry 

out continuous and comprehensive monitoring of the state of health, nutrition, and nutritional 

consumption of the general population every five years, in order to monitor the state of health, 

nutrition and lifestyle of the population, and to plan and prepare any necessary interventions, 

similar to law in the U.S.
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5. With respect to the food fortification law: flour mills, bakeries, salt factories and the dairy and 

dairy products industry should be obliged to fortify their products as required by the Ministry 

of Health’s Food and Nutrition Services, thus preventing the consumption of “empty calories”. 

In the framework of this law, the Ministry of Health should be given a budget to implement 

surveys monitoring the nutritional status as noted in section 4.

6. With respect to the price control law: the Ministry of Industry, Trade and Employment should 

be instructed to supervise prices of whole meal and enriched flour, low-fat dairy products, 

vegetables and fruit. In this way, appropriate nutrition will be offered to all the country’s 

citizens.

7. With respect to the law relating to proper nutrition and physical exercise in the education 

system, there should be a requirement for school nutrition to follow the professional 

instructions of the Ministry of Health’s Food and Nutrition Services. There should be a 

prohibition against stocking food that is not nutritionally fortified in vending machines and 

cafeterias in the education system. The “Green School” program, which includes lessons in 

agriculture, growing agricultural crops, nutrition and consumer education, should be required 

by law. At least three physical education lessons a week should be mandatory throughout the 

school years.

8. Giving subsidies to agriculture and food factories growing / producing food that is not in line 

with the principles of enlightened nutrition should be prohibited by law.

9. With respect to the Good Israeli law, it is necessary to ensure healthful nutrition in soup 

kitchens, benefit societies, and so on.

10. With respect to the local authorities law, safe paths should be defined for walking, cycling, 

and so on.

11. The Health Basket should include individual nutritional counseling for the general population 

from a qualified clinical dietician to prevent weight gain.

12. In addition, assessment of the degree of weight gain among children and teenagers in schools 

should be required.

13. With regard to the law concerning research studies into nutrition and physical activity, 

earmarked research budgets in the field of nutrition and physical exercise should be 

transferred to the relevant ministries (science, health, education, communication, transport, 

labor, agriculture, and so on).

3. Industry - healthy marketing

1. The food industry should be encouraged to develop healthful types of food with low energy-

density concentration, and reduce portion size and fat and salt content.

2. The use of healthy menus at meetings and cultural events, as well as at restaurants marketing 

fast foods, should be promoted. Icons should be created for products according to the level 

of literacy of the population, and health information should be included. There should also be 

full transparency with regard to the composition of the food served, including calorie content, 

calcium, sodium, fact and so on per portion equivalent.
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3. Labels giving nutritional information should be clear and simple, in order to help improve food 

choices. Another label should give the scope of the desired activity to expend the energy 

contained in the food.

4. The media environment

1. The Ministry of Health must develop a national strategy for social marketing in the field of 

obesity prevention, detailing, among other things, guidelines for healthy eating and drinking 

and regular habits of physical activity. The health messages should be clear and consistent, 

and marketed via the products themselves and by direct marketing.

2. The use of positive role models should be encouraged.

3. Advertising of food with low nutritional value (junk food) to children should be regulated and 

restricted.

4. Advertising food with low nutritional value and high calorie concentration during children’s 

peak television viewing hours should be restricted.

5. The Ministry Education must include programs on the subject of media literacy, with examples 

of of overt and subtle advertising of food and eating habits.

5. A healthy environment in kindergartens and schools

1. The education system must provide an environment that supports and contributes to healthy 

eating, regular physical exercise and leisure activities, as well as encouraging competitive 

sports.

2. Education for a healthy lifestyle should be included in the curriculum throughout the school 

years - including preparing and cooking food, together with reducing sedentary activities and 

encouraging physical exercise in schools.

3. Meals in schools should be monitored in all aspects.

4. The regulation prohibiting the sale of calorie-dense drinks, and prohibiting the fast food 

facilities in the school environment should be enforced, and advertising encouraging incorrect 

eating should not be allowed.

5. Children’s growth should be monitored throughout their school years (height and weight 

according to BMI percentiles) in order to identify children at risk of weight gain. Responsibility 

for this lies with the appropriately designated professional.

6. Walking and cycling to and from school should be encouraged (including use of helmets), 

paying special attention to the appropriate safety rules.

7. The number of physical education classes in schools should be increased to 3 times a week, 

with an accent on teaching the importance of physical exercise.

8. The creative use of websites teaching about a healthy lifestyle should be encouraged.

9. Teachers should be trained to serve as role models of healthy lifestyles and smart nutrition.

10. Schools should become a health-promoting environment, in collaboration with the parents.
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6. A healthy environment at home The following measures should be encouraged at all points of 

intersection and with all possible means:

1. Breastfeeding to the age of six months according to the guidelines of the Ministry of Health., 

Among its many advantages, it reduces later risks of weight gain.

2. Determining a family policy to encourage buying healthy food, healthy eating skills, and 

regular exercise for children, while espousing positive role models.

3. Using effective parenting, including parental authority, to create a healthy environment in 

which screen time will be restricted to up to 2 hours a day. Children should be allowed to 

choose the times and the programs themselves, within reasonable limits. Weight gain is 

caused, and does not simply “appear from nowhere”. Parents should not be blamed, but the 

responsibility lies with them.

4. Encouraging family cooking, choosing the style of the meals, and leisure activities including 

all members of the household.

7. A healthy community and a healthy work environment

1. Local authorities should be encouraged to establish neighborhood steering committees 

promoting a healthy lifestyle by means of inter-organizational cooperation.

2. Community residents should be included in these committees. The local community should 

be involved in prioritizing the decisions that are taken jointly, “bottom up”, in order to create 

organizational structuring.

3. Local authorities and councils should be encouraged to create as many safe walking paths 

and cycling paths as possible.

4. Workplaces should be encouraged to create an environment promoting physical exercise 

and healthful nutrition.

5. Those developing new residential projects should be required to include facilities for leisure 

time physical activity, including sports fields, playgrounds and public areas for vegetables and 

gardens.

6. Healthful and varied types of food should be offered at all community events at which 

refreshments are served.

7. Preference and incentives should be given for improving leisure time facilities such as playing 

fields.

8. Construction encouraging physical activity should be created, for example directing people to 

safe and well lit stairwells, and so on.

8. Health organizations

1. Encouraging a healthy lifestyle and addressing risk behaviors should be included in the 

framework of the state health insurance law. Counseling about a healthy lifestyle for all 

(including healthy individuals) should be included in the basket of services of the state health 

insurance law.
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2. Professionals in the field of health should monitor the BMI of their patients at least once a 

year.

3. Clinical guidelines supported by evidence on the subject of preventing weight gain should 

be accessible in all clinics. These guidelines should include information on the preventable 

conditions and the treatment of obesity, including obesity-related diseases such as diabetes, 

hypertension, hyperlipidemia, and heart disease.

4. Health professionals should be trained in counseling to support behavioral change and in 

variousr techniques supporting improvements in lifestyle. Financial incentives should be 

given to clinical staff providing counseling on the subject of lifestyle.

5. Health insurance and supplementary insurance should take into account awarding bonuses, 

discounts, or incentives to people engaging in physical exercise and/or reducing weight and/

or maintaining their weight.

6. In order to measure achievements in health behavior, consideration should be given about 

dispending pedometers that provides immediate feedback and encourages a daily private 

“10,000 km service” in the form of 10,000 steps a day, each to his or her own ability.

7. Counseling for a healthy lifestyle should be included in the role of the dietician, physician, 

nurse, health promoter and other health professionals.

8. The training of health professionals should be expanded with regard to assessing and 

counseling for a healthy lifestyle.

9. Academic training tracks for higher degrees should be created, with the aim of extending the 

training of health professionals in the field of healthy lifestyle.

10. The availability of counseling services on the subject of diet should be guaranteed at the 

national level, in particular in development areas and in the Arab sector.

9. Research, supervision and monitoring

1. Programs for preventing weight gain in all strata of society should be developed and monitored, 

in particular among children and among low socio-economic groups.

2. Local community programs should be funded, developed and studied, rather than relying on 

programs from abroad.
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Appendix 2: Obesity as a cause of mortality

The following graphs illustrate the relative risk of death from different types of cancer in men and 

women.

Source: Calle EE, Rodriguez C, Walker-Thurmond K, Thun MJ. Overweight, obesity, and mortality from cancer in a prospectively 

studied cohort of US adults. N Engl J Med 2003;348;1625-38.
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The following graphs illustrate the risk of cardiac mortality from coronary heart disease and 

cardiovascular disease due to obesity.

The following graphs illustrate the greater effect of the waist-hip ratio (WHR) and waist circumference 

relative to BMI.

Source: Welborn TA et al. Waist-hip ratio is the dominant risk factor predicting cardiovascular death in Australia. Med J Aust 

2003;179:580-585.
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The following graphs show the years of life lost at different ages due to obesity, in comparison with 

individuals with a normal BMI. The earlier the obesity appears, the more years of life that are lost.

Source: Fontainge KR, Redden DT, Wang CW, Westfall AO, Allison DB. Years of life lost to obesity. JAMA 2003;289:187-193.
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Appendix 3: Data on the incidence of overweight and obesity in 
Israel

Survey 
name

Year survey 
carried out

Description 
of research 
population

Obesity in adults (BMI ≥ 30)
Obesity in youth (BMI ≥ 95%)

Overweight in adults (30 
> BMI ≥ 25) Overweight in 
youth (95% > BMI ≥ 85%)

Israel 
national 
health survey 
(INHIS-1) - 
ICDC
A project of 
the WHO 
Europe 
region1

2003 - 2004 Ages 21 and 
above

N=9,509

Jews and Arabs

Telephone 
interview
Self-reporting

Overall research population (weighted 
by population group and age):
Men: 13.2%
Women: 15.5%
 Age 65-74 75+
Men: 18% 13.3%
Women: 26.1% 22.5%
 Jews Arabs
Men: 12.7% (13.6%*) 16.0% (18.7%*)
Women: 14.6% (15.1%*) 21.3% (30.8%*)
*Age standardized

National 
health 
survey - CBS 
(Central 
Bureau of 
Statistics) 
and Ministry 
of Health.
Part of 
the WHO 
international 
mental 
health 
survey2

2003 - 2004 Ages 21 and 
above

N=4,859

Face to face 
interview in the 
interviewee’s 
home

Self-reporting

General population:
585,500 (14.8 per 100 residents)
Men: 264,500 (13.9 per 100 residents)
Women: 320,900 (15.7 per 100 residents)
 Age 65-74 75+
Gen. pop: 88,100 (22.6%) 36,600 (15.5%)
Men: 28,600 (16.4%) 13,500 (14.0%)
Women: 59,500 (27.7%) 23,000 (16.6%)
 Jews Arabs
Gen. pop: 462,400 (14.1%) 91,500 (18.1%)
Men: 212,300 (13.5%) 41,800 (16.6%)
Women: 250,100 (14.7%) 49,700 (19.7%)

First national 
MABAT 
survey, 
General 
findings - 
ICDC3

1999 - 2001 Ages 25 - 64

N=3,246

Face to face 
interview

Measurement

General population:
Total: 22.9%
Men: 19.9%
Women: 25.8%
 Jews Arabs
Total: 21.6% 27%
Men*: 18.5% 22.4%
Women: 23.6% (22.2%*) 33.2% (41.2%*)
* Age standardized

General population:
Total: 39.3%
Men: 45.8%
Women: 33.0%
 Jews Arabs
Men*: 44.6% 49.4%
Women: 37.7% 25.6%
(31.7%*) (33.3%*)
*Age standardized
BMI ≥ 25:
Total: 62.2%
Men: 65.7%
Women: 58.8%
 Jews Arabs
Gen. pop: 60.5% 67.7%
Men*:  63.1% 71.9%
Women*: 54.0% 74.6%
* Age standardized
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Survey 
name

Year survey 
carried out

Description 
of research 
population

Obesity in adults (BMI ≥ 30)
Obesity in youth (BMI ≥ 95%)

Overweight in adults (30 
> BMI ≥ 25) Overweight in 
youth (95% > BMI ≥ 85%)

Health 
knowledge, 
attitudes, 
and practices 
in Israel 
(KAP) – 
Dept. of 
Education 
and Health 
Promotion, 
ICDC4

2004 - 2005 Ages 18 and 
above
N=4,379

Oversampling 
of the Arab 
population

Telephone 
interview
Self-reporting

General population: (weighted for age 
and sex) 11.6%
Men*: 10.9%
Women*: 12.1%
*Weighted for age

Ages 65+
Men: 11.2
Women: 23.6

General population:
(weighted for age and sex) 
32.0%
Men*: 36.7%
Women*: 27.3%
*Weighted for age

Ages 65+
Men: 46.4%
Women: 41.1%

First national 
youth 
MABAT 
survey4

2003 - 2004 Students in 
grades 7-12

N=3,265
Junior high
N-3,009
Senior high

Face to face 
interview
Measurement

Total weighted by division:
Boys: 7.4%
Girls: 3.9%

 Junior high Senior high
Boys: 8.3% 6.8%
Girls: 5.7% 2.5%

Total weighted by division:
Boys: 12.7%
Girls: 12.9%

 Junior Senior
 high high
Boys: 13.2% 12.3%
Girls: 13.1% 12.7%

Children in 
Israel 2005 
Statistical 
Yearbook6

2003 - 2004 Based on youth 
MABAT data 
(above)

Total: 5.7%
Senior high: 4.3%
Junior high: 7.0%
Boys: 7.7%
Girls: 4.1%
Jews: 5.2%
Arabs: 7.1%
Israeli-born: 5.9%
Pre-1999 immigrants: 5.1%
Post-1999 immigrants: 1.0%

Total: 4.9%
Senior high: 12.5%
Junior high: 13.2%
Boys: 12.8%
Girls: 12.9% 
Jews: 12.2%
Arabs: 14.4%
Israeli-born: 13.3%
Pre-1999 immigrants: 10.0%
Post-1999 immigrants: 
11.5%

References for the table

1. Israel National Health Survey 2003 - 2004 (INHIS-1), selected findings, National Center for Disease Control

2. National Health Survey 2003 - 2004, CBS and Ministry of Health

3. First National MABAT (State of Health and Nutrition) survey, 1999 - 2001, part 1, general findings, National Center 

for Disease Control

4. Health Knowledge, Attitudes and Behavior in Israel (KAP) 2004 - 2005, Department of Education and Health 

Promotion, ICDC

5. First National Youth MABAT Survey, 2003 - 4, National Center for Disease Control

6. Children in Israel, 2005 Statistical Yearbook, National Council for Children’s Welfare. Data from the Youth MABAT 

Survey for grades 7 - 12, 2003 - 2004.



Prevention and Treatment of Obesity

107

Appendix 4: Burden of disease (DALYs) from overweight and  
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Appendix 4: Burden of disease (DALYs) from overweight and 
obesity-related diseases (BMI ≥ 25)

DALY due to overweight and obesity in the 
EUR-A region (% of the total DALY)1

PAF* of the total DALYs attributed to 
overweight and obesity in the EUR-A 

region**2

Men: 6.9%
Women: 8.1%
EUR-A total: 6.5%
In Israel4: 6.9%

Diabetes:
Men: 75%
Women: 83%

Ischemic heart disease:
Men: 34%
Women: 33%

Ischemic stroke:
Men: 34%
Women: 35%

Hypertension:
Men: 57%
Women: 59%

Breast cancer:
Women: 12%

Colorectal cancer:
Men: 15%
Women: 17%

Uterine cancer: 
Women: 49%

Osteoporosis:
Men: 19%
Women: 20

* PAF = Population Attributable Fraction

** The region includes Israel and the developed countries of Europe

References for table

1. WHO report 2002, chapter 4: Quantifying selected major risks to health

2. WHO, World Health Report 2002, Annex Table 7, Selected population attributable fractions by risk factor, sex and 

level of development (% DALYs for each course), 2000

3. WHO, Global Health Risks: Mortality and burden of disease attributable to selected major health risks, 2009. 

Accessed on November 5, 2011 at http://www.who.int/healthinfo/global_burden_disease/GlobalHealthRisks_

report_full.pdf

4. Data from Dr. Gary Ginsberg, Ministry of Health
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Appendix 5: Morbidity rates for diseases attributed to obesity

Disease Morbidity rate due to diseases attributed to obesity

Diabetes Self-reported diabetes1:
Men: total 6.3%*
Jews 6.2% (7.1%**)
Arabs 6.6% (12.5%**)
Women: total 5.2%*
Jews 5.0% (5.3%**)
Arabs 6.3% (11.5%**)
*Weighted for population group and for age. **Age standardized

Physician-diagnosed diabetes / hyperglycemia2 at some point:
Total: 319,700 (8.1 per 100 residents)
Men: 144,700 (7.6 per 100 residents)
Women: 175,100 (8.5 per 100 residents)
Jews:
Total: 267,500 (8.2 per 100 residents)
Men: 122,300 (7.8 per 100 residents)
Women: 145,300 (8.5 per 100 residents)
Arabs:
Total: 38,700 (7.7 per 100 residents)
Men: 18,800 (7.5 per 100 residents)
Women: 20,000 (7.9 per 100 residents)

Self-reported diabetes3: 6.4% diagnosed at some point:
Men: total 6.7%
Jews: 5.7%* Arabs 9.4*
Women: total 6.1%
Jews: 4.9%* Arabs 13.5%*
Total Jews: 5.7%
Total Arabs: 8.3%
*Age standardized
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Disease Morbidity rate due to diseases attributed to obesity

Cardiac disease Self-reported ischemic heart disease (myocardial infarction or angina pectoris)1:
Men: total 6.6%*
Jews: 6.9% (7.8%**)
Arabs: 4.9% (8.9%**)
Women: total 4.4%*
Jews: 4.8% (4.4%**)
Arabs: 1.9% (3.5%**)
*Weighted for population group and for age. **Age standardized

Physician-diagnosed cardiac disease2 at some point:
Total: 342,800 (8.7 per 100 residents)
Men: 183,400 (9.6 per 100 residents)
Women: 159,400 (7.8 per 100 residents)
Jews: 278,800 (8.5 per 100 residents)
Arabs: 31,900 (6.3 per 100 residents)

Self-reported myocardial infarction3: 
2.3% suffered myocardial infarction at some point
Men: total 3.3%
Jews: 3.6%* Arabs 1.9*
Women: total 1.4%
Jews: 1.7%* Arabs 0.0%*
Total Jews: 2.9%
Total Arabs: 0.7%
*Age standardized

Stroke Self-reported stroke3:
0.6% reported having had a stroke at some point 
Men: total 0.7%
Jews: 0.7%*
Arabs: 0.7*
Women: total 0.5%
Jews: 0.5%*
Arabs: 0.6%*
*Age standardized
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Disease Morbidity rate due to diseases attributed to obesity

Hypertension Self-reported hypertension:
Men: total 13.6%*
Jews: 14.3% (16.1%**)
Arabs: 9.6% (15.6%**)
Women: total 17.0%*
Jews: 17.7% (17.7%**)
Arabs: 12.3% (21.2%**)
*Weighted for population group and for age. **Age standardized

Physician-diagnosed hypertension2 at some point:
Total: 791,900 (20 per 100 residents)
Men: 323,200 (17 per 100 residents)
Women: 468,700 (22.9 per 100 residents)
Jews:
Total: 670,100 (20.4 per 100 residents)
Men: 276,500 (17.6 per 100 residents)
Women: 393,700 (23.1 per 100 residents)
Arabs:
Total: 76,800 (15.2 per 100 residents)
Men: 32,900 (13.1 per 100 residents)
Women: 43,900 (17.4 per 100 residents)

Self-reported hypertension3: 
13.5% diagnosed at some time
Men: total of 12.7%
Jews: 14.1%* 
Arabs: 5.9*
Women: total 14.3%
Jews: 14.8%* 
Arabs: 14.6%*
Total Jews: 15.5%
Total Arabs: 7.2%
*Age standardized

Breast cancer Incidence of breast cancer in 20024:
Jewish women: ASR*= 96.49
Non-Jewish women: ASR*= 41.25
*ASR = Age Standardized Rate

Colorectal cancer Incidence of colon cancer in 20024:
Jewish men: ASR = 29.0
Jewish women: ASR = 24.4
Non-Jewish men: ASR = 12.5
Non-Jewish women: ASR = 15.2

Incidence of rectal cancer in 20024:
Jewish men: ASR = 13
Jewish women: ASR = 9.2
Non-Jewish men: ASR = 7.5 
Non-Jewish women: ASR = 4.3
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Disease Morbidity rate due to diseases attributed to obesity

Uterine cancer Incidence of uterine cancer in 20024:
Jewish women: ASR = 14.5
Non-Jewish women: ASR = 10.5

Osteoporosis Self-reported osteoporosis3: 
4.3% total Jews
0.7% Jewish men
7.5% Jewish women
Rare cases reported in the Arab population

References for table

1. Israel National Survey 2003 -- 2004 (INHIS-1), selected findings, National Center for Disease Control

2. National Health Survey 2003 -- 2004, CBS and Ministry of Health

3. First National MABAT (State of Health and Nutrition) survey 1999 -- 2001, part 1, general findings, National Center 

for Disease Control

Israel National Cancer Register, website
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Appendix 6: Methods of prioritizing interventions

a. Preventive interventions

A number of considerations affected the ranking of the interventions:

1. The source of the recommendation

Recommendations came from three main sources:

1.1 Scientific organizations determining policy on the basis of systematic reviews

These are bodies such as the Cochrane Collaboration, the USPSTF (US Preventive Services Task Force) 

or the TFCPS (Task Force on Community Preventive Services). These organizations are considered 

authorities among those issuing guidelines and recommendations in the field of prevention, due to 

their use of comprehensive and thorough methods of assessing the validity of the scientific evidence 

in each subject that they examine. If one of these organizations recommended an intervention, it was 

adopted and given the highest rank – 1. (For example, monitoring BMI in the general population at 

least annually).

1.2 National or international policy-making organizations

In the context of the work of the subcommittee, this refers to three senior organizations that determine 

global preventive policy: the U.S. Institute of Medicine (IOM), the U.S. Partnership for Prevention (PFP), 

and the World Health Organization (WHO). The first two organizations are recognized as leaders in the 

field of health policy-making. At the same time, in the areas such as preventing weight gain in children 

that, despite their importance, have limited evidence-based interventions, the IOM stated that it is 

prepared to adopt interventions with a weaker evidence base, on the condition that close monitoringl of 

the results of studies is performed in order to minimize investment in interventions that, in retrospect, 

were proven to be ineffective. Some of the recommendations of the World Health Organization were 

based upon expert consensus, rather than formal systematic ranking of evidence. If the IOM or the 

PFP has recommended an intervention also recommended by the WHO, the intervention was ranked 

2 (for example, restricting the sale of high calorie / fat / salt food and drinks). It is important to note that 

even if at least one of the above organizations supported an intervention, but systematic reviews did 

not find evidence supporting them, the intervention was ranked lower (in such a case – a rank of 6). 

1.3 Peer-reviewed scientific literature

Interventions have been drawn from sources of varying evidentiary quality, from systematic reviews, 

considered to be the strongest evidence, to expert consensus, which is considered far weaker. 

Intervention ranking was influenced by the type of literature supporting it. For example, the intervention 

that proposes reducing portion size is supported by a randomized, controlled study and has therefore 

been given a higher rank (2.5) than it otherwise would have been accorded (3) on the basis of the 

criteria mentioned in paragraphs 1.1 and 1.2 above). On the other hand, if the findings of a robust 

source of evidence such as a systematic review were only suggestive, the ranking of the intervention 

was raised, but not to the same relative degree as in the previously described cased. Thus the equivocal 

systematic review on the topic of “including teaching about a healthy lifestyle in school curriculum” 

raised its rank, but only from a 5 to a 4.51.
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2. The number of organizations recommending the intervention and the nature of their support

In section 1.2 above it was noted that an intervention supported by at least two of the three international 

policy-making organizations was rated 2. However, an intervention with strong support from one 

organization, IOM or PFP, but with only moderate support from the WHO was rated 3. Sole support of 

the IOM or PFP led to a rank of 4. Support from only one organization and but expressed reservations 

about the intervention from another organization led to a rank of 5. If a systematic review concluded 

that the evidence was inconclusive, a rank of 6 was accorded (despite support from one of the policy-

making organizations).

Table 1. Method of ranking the recommendations

Rating Systematic 
review

IOM or PFP WHO Remarks

1 √ No impact No impact -

2 None √ √ -

3 None √ √/- The strength of the evidence 
was not noted by the WHO

4 None √ None -

5 None √ Not supported

6 I (lacks evidence) √ None -

b. Therapeutic interventionsThe recommendations of the Cochrane Collaboration, the USPSTF, 

and the 2006 Canadian clinical guidelines on the prevention and treatment of obesity served as a 

basis for prioritization. The rankings paralleled the recommendations of these organizations as 

follows: interventons with an A level recommendation from the USPSTF, a recommendation affirming 

effectiveness by the Cochrane Collaboration, or a strong recommendation (level A) by the Canadian 

guidelines based on evidence such as a meta-analysis, merited a rank of 1 (the highest rating in the scale). 

Level B recommendations were ranked 2. Canadian guideline level C (consensus) recommendations 

were not adopted. If reservations were expressed in the body of the recommendation (for example, the 

lack of long-term follow-up regarding the effectiveness and safety of weight loss drugs), the rank was 

slightly lowered (in the above example from 1 to 1.2).

In parallel to the strength of the recommendation represented by the A-C letter system, the Canadian 

guidelines also state the strength of the scientific evidence on which the recommendations were 

based. An A1 recommendation denotes a strong recommendation based on a randomized, controlled 

trial or good-quality meta-analysis. In the table of evidentiary support for interventions to treat obesity 

(Appendix 8 below), such an intervention was accorded a rank of 1. An A2 recommendation denotes 

a strong recommendation made on the basis of a randomized, controlled trial or meta-analysis with 

limitations, or a non-randomized, but controlled trial (NRCT). Such an intervention was ranked 1.3. An 

A3 recommendation represents a strong recommendation on the basis of uncontrolled trials and was 

ranked 1.5. When different organizations were divided in their opinion of a particular intervention (BMI 

measurement, for example, merited a rank of 1.5 on the basis of the Canadian A3 recommendation, 

but a 2 according to the level B recommendation issued by the USPSTF). Consequently, the average of 
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the two rankings was calculated. In the above case, for example, we ranked the recommendation 1.8, 

which represented the average of the two scores of 1.5 + 2 (rounded up from 1.75). Recommendations 

from the TFCPS were rated 1 when they were represented recommendations based on “strong 

evidence”, and 2 when they were made on the basis of “sufficient evidence”. An intervention supported 

by epidemiological analytic studies (cohort or case-control) were ranked 3. Non-analytical studies and 

expert opinions were ranked 4.
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Appendix 7: Scientific evidence supporting interventions to 
prevent obesity

Below is a description of the methodology behind the recommendations made by the various 

organizations.

Subject appears 
in the task force 

recommendations 
(Berry et al.)

Major Systematic 
Reviews: 

Cochrane, US 
Preventive 

Services Task 
Force, Task Force 

on Community 
Preventive 
Services

Individual 
studies

Partnership 
for Prevention: 
Health Policy 

Priorities, 2005

US Institute 
of Medicine: 
Preventing 
Childhood 

Obesity, 2005

WHO European 
Ministerial 

Conference on 
Counteracting 

Obesity, 
November 2006

Overall approach

Expert opinion Recommenda-
tions are based on 
rigorous scientific 
criteria.

Only con-
trolled stud-
ies were 
quoted.

Noted that robust 
research evidence 
was rare, and 
therefore quoted 
approaches that 
were “promising” 
on the basis of 
their initial results, 
or studies measur-
ing interim results 
(such as sale of 
healthful food 
to high school 
students) rather 
than long-term 
outcomes such as 
weight loss.

In light of a lack of 
robust evidence and 
due to the urgency 
of the topic, two 
complementary 
approaches were 
adopted:
1. Accept evidence 

derived from 
a range of re-
search fields that 
in toto confirm 
the biological, 
psycho-social and 
environmental 
plausibility of the 
intervention.

2. Monitor each 
intervention care-
fully to examine 
whether it merits 
continued support 
in the future.

In light of a lack of 
evidence of suc-
cess of interven-
tions as rated ac-
cording to accepted 
scientific criteria, 
they were prepared 
to adopt indirect 
evidence such as 
outcomes from 
related fields (for 
example, tobacco 
control) despite the 
lack off upporting 
research in the field 
of nutrition/weight 
control.
Three levels of rec-
ommendations exist 
(but were insuffi-
ciently defined):
Strong evidence, 
moderate evidence, 
and limited evi-
dence.
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Subject appears 
in the task force 

recommendations 
(Berry et al.)

Rating Major Systematic 
Reviews: Cochrane, 

US Preventive 
Services Task 

Force, Task Force 
on Community 

Preventive Services

Individual studies Partnership for 
Prevention: Health 

Policy Priorities, 2005

US Institute 
of Medicine: 
Preventing 
Childhood 

Obesity, 2005

WHO European 
Ministerial 

Conference on 
Counteracting 

Obesity, 
November 2006

Impact of the 
intervention

Limiting the sale of 
unhealthful food and 
drinks in schools

2 -
-

Monitoring showed that 
implementation of US 
federal recommendations 
for healthy nutrition in 
schools among 5.9 million 
students was only partial9.
Reducing the price 
of healthful snacks 
encouraged consumption in 
high schools in the US11.

Evidence of the 
effectiveness of limiting 
the sale of unhealthful 
food is lacking. In 
approximately half of 
the states in the US 
there are restrictions, 
but there is a 
considerable difference 
between them: some 
restrict the type of food 
and others restrict the 
hours of sale. The two 
largest school districts 
in the country, New York 
City and Los Angeles, 
prohibit the sale of 
soft drinks, candies 
and snacks in vending 
machines.

1. Develop 
guidelines 
regarding types 
of food and drinks 
sold in schools.

2. Monitor to check 
that meals 
served in schools 
are in line with 
the existing 
guidelines.

3. Periodic 
assessment 
of school 
performance.

Strong evidence:
Whole-school 
approach.
School nutrition 
services 
must adhere 
to nutritional 
guidelines. Fruit, 
vegetables and 
cold water must 
be offered.
Limited evidence:
Banning food and 
drinks with low 
nutritional and 
high calorie value 
from vending 
machines.

-
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Subject appears 
in the task force 

recommendations 
(Berry et al.)

Rating Major Systematic 
Reviews: Cochrane, 

US Preventive 
Services Task 

Force, Task Force 
on Community 

Preventive Services

Individual studies Partnership for 
Prevention: Health 

Policy Priorities, 2005

US Institute 
of Medicine: 
Preventing 
Childhood 

Obesity, 2005

WHO European 
Ministerial 

Conference on 
Counteracting 

Obesity, 
November 2006

Impact of the 
intervention

Restricting 
advertising, for 
example: prohibiting 
advertising of food 
of low nutritional 
value during 
children’s peak 
viewing hours

3 There is no direct evidence 
of weight reduction.
Studies (including RCT) 
with a relatively small 
sample and limited 
duration have shown that 
television commercials 
change the preferences 
of viewers at kindergarten 
and elementary school 
age1.

- 1. Develop 
guidelines 
regarding the 
content, location 
and advertising 
/marketing 
of food and 
for sedentary 
activities geared 
for children and 
teenagers.

2. Ensure that the 
media industry 
adopts the above 
guidelines.

3. Give the 
government 
the authority 
and resources 
to supervise 
adherence.

(Strength of 
evidence is not 
noted)
Reducing the 
volume of 
advertising 
of food and 
drinks through 
legislation and 
self- limitation by 
food companies

-
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Subject appears 
in the task force 

recommendations 
(Berry et al.)

Rating Major Systematic 
Reviews: Cochrane, 

US Preventive 
Services Task 

Force, Task Force 
on Community 

Preventive Services

Individual studies Partnership for 
Prevention: Health 

Policy Priorities, 2005

US Institute 
of Medicine: 
Preventing 
Childhood 

Obesity, 2005

WHO European 
Ministerial 

Conference on 
Counteracting 

Obesity, 
November 2006

Impact of the 
intervention

Nutritional labeling 
in restaurants, 
adjusted to the level 
of health literacy of 
the population

3 - - _ Offer healthy 
menus providing 
comprehensive 
nutritional 
information (rather 
thano the existing 
menus)

(strength of 
evidence is not 
noted)
Clear and uniform 
labeling (not 
necessarily just 
in restaurants) 
of products 
containing large 
quantities of 
calories, fat, 
sugar or salt.

-

Noting the physical 
activity required to 
expend the amount 
of calories in the 
food

- - - - - - -

Adopting the “Green 
School” program: 
including lessons in 
agriculture, growing 
agricultural crops, 
and lessons in 
consumerism and 
nutrition

- - - - - - -

Price control: 
whole and fortified 
flour, low-fat dairy 
products, vegetables 
and fruit

2 - - - 1. Assess 
government 
nutritional 
support 
programs for 
farmers.

2. Support pilot 
projects.

Strong evidence:
Provide subsidies 
for food with high 
nutritional value 
and for needy 
population groups

-



A
ppendix 7: S

cientific evidence supporting interventions to prevent obesity
P

re vention and Treatm
ent of O

besity

119

Subject appears 
in the task force 

recommendations 
(Berry et al.)

Rating Major Systematic 
Reviews: Cochrane, 

US Preventive 
Services Task 

Force, Task Force 
on Community 

Preventive Services

Individual studies Partnership for 
Prevention: Health 

Policy Priorities, 2005

US Institute 
of Medicine: 
Preventing 
Childhood 

Obesity, 2005

WHO European 
Ministerial 

Conference on 
Counteracting 

Obesity, 
November 2006

Impact of the 
intervention

Banning subsidies 
to agriculture and 
factories growing /
manufacturing 
unhealthful food

2 - - - As above Strong evidence:
taxing food with 
low nutritional 
value

-

Law to ensure the 
supply of suitable 
food in soup 
kitchens, benefit 
societies , etc.

- - - - - - -

Nutritional guidance 
/ counseling for the 
entire population by 
a qualified clinical 
dietician, to prevent 
overweight and 
obesity

- USPSTF does not 
necessarily require a 
dietician, but rather 
those specializing in 
the subject

Research from Australia 
and the US does not 
support utilizing a dietician 
rather as opposed to the 
primary care clinic 11-12.

- - - -

In industry / workplaces

Encouraging the 
development of food 
with relatively low 
energy density

3 - - - The food / drinks 
industry must 
develop products 
and packaging 
taking energy 
density into 
account

(strength of 
evidence is not 
noted)
Encouraging 
/ providing 
incentives to 
food growers and 
manufacturers 
to develop more 
healthful products

-
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Subject appears 
in the task force 

recommendations 
(Berry et al.)

Rating Major Systematic 
Reviews: Cochrane, 

US Preventive 
Services Task 

Force, Task Force 
on Community 

Preventive Services

Individual studies Partnership for 
Prevention: Health 

Policy Priorities, 2005

US Institute 
of Medicine: 
Preventing 
Childhood 

Obesity, 2005

WHO European 
Ministerial 

Conference on 
Counteracting 

Obesity, 
November 2006

Impact of the 
intervention

Reducing portion 
size

2.5 - 15 - The food / drinks 
industry must 
develop products 
and packaging 
that offer standard 
portion sizes

(strength of 
evidence is not 
noted)
Prevent 
restaurants from 
encouraging 
the purchase 
of supersized 
portions via price 
discounts

100% bowl 
size increase 
led to a 31% 
serving sizei 
ncrease. 
A 50% 
spoon size 
increase led 
to a 14.5% 
serving size 
increase

Media environment

Encouraging the 
use of positive role 
models

3 - - - The media 
should increase 
the prominence 
of obesity in its 
programming as 
well as promoting 
positive role 
models

(strength of 
evidence is not 
noted)
The reverse 
aspect is noted: 
preventing the 
use of celebrities 
to encourage 
the sale of 
unhealthful food

-
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Subject appears 
in the task force 

recommendations 
(Berry et al.)

Rating Major Systematic 
Reviews: Cochrane, 

US Preventive 
Services Task 

Force, Task Force 
on Community 

Preventive Services

Individual studies Partnership for 
Prevention: Health 

Policy Priorities, 2005

US Institute 
of Medicine: 
Preventing 
Childhood 

Obesity, 2005

WHO European 
Ministerial 

Conference on 
Counteracting 

Obesity, 
November 2006

Impact of the 
intervention

In the school environment

Including lessons 
about healthy 
lifestyle in the 
curriculum

4.5 The Community Task 
Force found that 
there was insufficient 
evidence 
(I recommendation 
) to support school 
interventions for 
maintaining a healthy 
body weight

Teaching about healthful 
nutrition may improve 
students’;eating habits of 
the students15

- Ensure that study 
programs on health 
devote sufficient 
attention to the 
subject of nutrition, 
energy balance, 
and reduce 
the number of 
sedentary activities

Moderate 
evidence:
Intensive fielding 
of multi-media 
educational 
messages 
to improve 
consumption 
of fruits and 
vegetables 
(body weight not 
mentioned)15

-

Adopting innovative 
approaches for 
teaching the subject 
of nutrition, physical 
education and 
wellness, including 
careful selection 
and training of 
appropriate teachers 
for the subject of 
nutrition

4 - - - Adopt innovative 
approaches to 
selecting and 
training the 
appropriate 
teachers

- -

At home

Limiting “screen 
time” to up to 2 
hours a day

5 - - - Limiting “screen 
time” to up to 2 
hours a day

Interventions at 
the family level 
have not yet 
been shown to be 
effective

-
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Subject appears 
in the task force 

recommendations 
(Berry et al.)

Rating Major Systematic 
Reviews: Cochrane, 

US Preventive 
Services Task 

Force, Task Force 
on Community 

Preventive Services

Individual studies Partnership for 
Prevention: Health 

Policy Priorities, 2005

US Institute 
of Medicine: 
Preventing 
Childhood 

Obesity, 2005

WHO European 
Ministerial 

Conference on 
Counteracting 

Obesity, 
November 2006

Impact of the 
intervention

Encouraging 
families to cook 
together

- - - - - As above -

Choosing family 
meals

5 - - - Helping children 
make healthy 
decisions with 
regard to the 
type of food, 
recommended 
quantity, and 
frequency of 
consumption

As above -

In the community

Encouraging the 
establishment 
of neighborhood 
steering committees 
promoting a healthy 
lifestyle with the 
cooperation of the 
residents

- - - - - - -

Serving healthy food 
at community events

- - - No research evidence.
A number of successful 
neighborhood initiatives 
abroad (not at events)

- - -
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Subject appears 
in the task force 

recommendations 
(Berry et al.)

Rating Major Systematic 
Reviews: Cochrane, 

US Preventive 
Services Task 

Force, Task Force 
on Community 

Preventive Services

Individual studies Partnership for 
Prevention: Health 

Policy Priorities, 2005

US Institute 
of Medicine: 
Preventing 
Childhood 

Obesity, 2005

WHO European 
Ministerial 

Conference on 
Counteracting 

Obesity, 
November 2006

Impact of the 
intervention

Providing incentives 
to medical 
staffmembers for 
counseling about a 
healthy lifestyle

6 No evidence7 - - Licensing bodies 
should incentivize 
monitoring body 
weight and related 
preventive services, 
including quality 
control efforts

- -

Provide incentives 
in the basket of 
services to people 
maintaining their 
weight or reducing it

4 - - - Support for 
participating in 
healthy eating 
workshops, 
physical activity, 
etc. will serve 
as an incentive 
to members to 
maintain a healthy 
body weight

- -

Monitoring BMI 1 Screening through 
measuring the BMI or 
waist circumference 
of every adult patient 
received a B rating 
by the USPSTF. 
Calculation of the 
risk for increased 
circumference is 
accurate in patients 
with BMI ≤ 35

- - Periodic monitoring 
of BMI and 
providing behavioral 
counseling

- BMI screening 
leads to 
intervention. 
High-intensity 
intervention 
average 
weight loss: 
2.7 - 5.5 kg 
at 12 months 
to more than 
two years of 
follow-up)
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Appendix 8: Scientific evidence supporting interventions to treat obesity

Subject Rating Systematic review (for example the 
Cochrane review or 2006 Canadian 

guidelines)

Good quality articles 
(controlled trials or 

conclusive observational 
studies)

Non-systematic 
reviews / 

guidelines of other 
organizations

References / 
remarks

Impact of 
intervention

BMI 
measurement

1.8 Recommended for adults by USPSTF (B 
recommendation).
Frequency not mentioned.
Recommended in the Canadian 
guidelines* for children from age 2 and up 
(Level A3 evidence)

- - 1

2*

BMI screening leads 
to intervention. High-
intensity intervention 
average weight loss: 
2.7 - 5.5 kg at 12 
months to more than 
two years of follow-
up)

Measuring 
waist 
circumference 
(WC)

1.8 USPSTF supports implementation 
with the aim of abdominal weight gain 
assessment. Recommended in the 
Canadian guidelines for adults (evidence 
level A3)

- *Supports measuring 
waist circumference 
in children due to 
the advantage over 
BMI in predicting 
and monitoring the 
metabolic syndrome 
in different population 
groups

3* -

Measuring 
waist-hip ratio 
(WHR)

3 - In a case-control study of 
some 30,000 subjects from 
52 countries, a statistically 
significant and graded 
association was found 
between WHR and heart 
attacks (but not between 
BMI and heart attacks)

- 4 -
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Subject Rating Systematic review (for example the 
Cochrane review or 2006 Canadian 

guidelines)

Good quality articles 
(controlled trials or 

conclusive observational 
studies)

Non-systematic 
reviews / 

guidelines of other 
organizations

References / 
remarks

Impact of 
intervention

Screening

Diagnosing 
and treating 
depression 
and other 
mood-related 
illnesses

2.5 Recommended in the Canadian 
guidelines (evidentiary level B3)

- - - -

Assessing 
readiness for 
behavioral 
change and 
barriers to 
change

2.5 Recommended in the Canadian 
guidelines (Level B3 evidence)

- - - -

Interventions

Low-fat, high 
protein or low 
carbohydrate 
diet (under the 
supervision 
of a qualified 
professional)

1 The Cochrane review (2002) compared 
low-fat diets with other diets, after follow-
up at 6, 12 and 18 months. no significant 
difference was found between the 
different diets.
The Canadian guidelines (2006) 
recommended a low fat or high protein 
diet for adults for a period of up to 12 
months (Level B2 evidence)
Another review of controlled studies 
(2006) found a difference in favor of low 
carbohydrate diets rather than low-fat 
diets after six months, but the differences 
became insignificant after a year.

In a 2006 study comparing 
low-fat, low carbohydrate, 
and low calorie diets 
and diets using meal 
substitutes over six months, 
no significant differences 
were found between the 
interventions (all achieved 
a weight loss of 6.8% -- 
9.9%). In a study of 50,000 
women (WHI) whose diet 
was low-fat and included 
large quantities of fruit, 
vegetables and grains over 
seven years, weight loss 
and maintenance of the loss 
was seen in the intervention 
group relative to the control 
group.*

- *5-8 *WHI:
1-year weight loss: 
1.9 kg
7-year loss: 0.4 kg



A
ppendix 8: S

cientific evidence supporting interventions to treat obesity
P

re vention and Treatm
ent of O

besity

127

Subject Rating Systematic review (for example the 
Cochrane review or 2006 Canadian 

guidelines)

Good quality articles 
(controlled trials or 

conclusive observational 
studies)

Non-systematic 
reviews / 

guidelines of other 
organizations

References / 
remarks

Impact of 
intervention

Diet with low 
glycemic index

1 Cochrane review (2007) - - Six random 
controlled studies 
continuing up to 6 
months29

1.1 kg weight loss by 
comparison with the 
other diets

Dietary fiber 3 - - Epidemiological 
evidence supporting 
the inverse connection 
between eating fiber 
and body weight 
and body fat, but 
intervention studies 
are more divided. The 
authors support adding 
fiber-rich food to the 
menu

- -

Physical 
activity

1 On the basis of a review of 43 studies, the 
Cochrane review determines that physical 
activity is liable to generate a small 
degree of change, but in combination with 
diet will lead to a reduction of 1.1 - 1.5 kg 
(as per the intensity of the activity)

- Among 2700 people 
registered in the 
National Weight 
Loss Registry in the 
USA and who lost 
an average of 33.1 
kg and succeeded in 
maintaining a weight 
loss of 13.6 k over 5.8 
years, it was found that 
they expended 2620 
calories a week doing 
physical activity

The Canadian 
guidelines 
recommend 30 
minutes ofphysical 
exercise a day, at 
least five times a 
week.10

1.1 – 1.5 kg weight 
loss
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Subject Rating Systematic review (for example the 
Cochrane review or 2006 Canadian 

guidelines)

Good quality articles 
(controlled trials or 

conclusive observational 
studies)

Non-systematic 
reviews / 

guidelines of other 
organizations

References / 
remarks

Impact of 
intervention

Counseling - 
general

1 The USPSTF recommends frequent and 
multi-component counseling for people 
with obesity (level B recommendation). 
Counseling at a frequency of 1 to 2 times 
a month (12 to 26 times over the year) 
was more effective than counseling 11 
times or fewer a year. The majority of 
the intensive interventions included self-
monitoring, setting weight loss targets, 
relating to obstacles to change, and 
planning how to maintain the change in 
lifestyle, but it was not possible to indicate 
a particular component that was related 
to the weight loss.

- - There are no 
details in USPSTF 
regarding the nature 
of the counseling 
(that is, whether it 
should be based 
on cognitive 
principles or 
cognitive behavioral 
principles59

(See BMI monitoring 
above)

Taking 
advantage of 
a formative 
health incident 
“preventable 
moment” 
to provide 
counseling on 
weight loss

4 - Based on the lessons 
of The National Weight 
Control Registry

“ -

Cognitive 
therapy

- From the Cochrane review it appears 
that there is insufficient proof of the 
effectiveness of the study.

A Swedish study12 found 
a statistically significant 
difference among people 
suffering from obesity who 
underwent treatment for 10 
weeks, when weighed again 
after 18 months.

- 12

Definition: a 
psychological 
therapy method 
that aims to change 
distorted patterns of 
thinking (cognitive 
restructuring).
The findings of the 
Swedish research 
reflect only the 60% 
of the therapy group 
who remained in 
the study after 18 
months

10.7 kg difference at 
18 months
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Subject Rating Systematic review (for example the 
Cochrane review or 2006 Canadian 

guidelines)

Good quality articles 
(controlled trials or 

conclusive observational 
studies)

Non-systematic 
reviews / 

guidelines of other 
organizations

References / 
remarks

Impact of 
intervention

Behavioral 
therapy

1 From the Cochrane review, it appears that 
the intervention is effective*. Combining 
the method with a change in diet and 
physical exercise caused a greater weight 
loss than diet and physical exercise 
alone.

- A review from the 
CDC14 recommends 
behavioral strategies 
including self-
monitoring of 
body weight, food 
consumption and 
physical exercise, 
identification and 
control of stimuli 
leading to over-eating, 
identifying and creating 
possible solutions to 
problems, and making 
use of family and 
social support systems 
to support the effort.

Definition: a 
psychological 
therapy method 
aiming to change 
patterns of behavior 
(without relating to 
the cognitive roots 
of the individual that 
may generate the 
behavior)
*13 - **14

*2.5 kg weight loss 
relative to placebo



A
ppendix 8: S

cientific evidence supporting interventions to treat obesity
P

re vention and Treatm
ent of O

besity

130

Subject Rating Systematic review (for example the 
Cochrane review or 2006 Canadian 

guidelines)

Good quality articles 
(controlled trials or 

conclusive observational 
studies)

Non-systematic 
reviews / 

guidelines of other 
organizations

References / 
remarks

Impact of 
intervention

Behavioral 
/ cognitive 
behavioral 
therapy (CBT)

1 The Cochrane review shows that the 
intervention is effective and this increases 
when the intensity of the intervention 
increases. Combining the method with 
change in diet and physical exercise 
increases its success.*

- - 13
Definition of CBT: 
a combination of 
the two previous 
methods. This 
method combines 
discussing the 
cognitive processes 
preventing 
achievement of the 
weight loss / weight 
maintenance goal, 
and encouraging 
cognitive 
restructuring and 
new behavioral 
experiments.

*4.9 k weight loss 
relative to diet and 
PA alone

Drug treatment 
existing in 
Israel: Orlistat

1.2 Orlistat: from the Cochrane review on the 
basis of 11 studies lasting at least a year, 
it was found that the intervention was 
effective (a loss of 2.7 kg) in combination 
with lifestyle changes.

- According to the CDC 
review documented 
above14, drug 
treatment is the right 
option if lifestyle 
change has been 
attempted for at least 
6 months, with BMI≥30 
or BMI≥27 with at least 
two risk factors for 
obesity or diseases 
related to obesity.

14 - 16 Orlistat: -2.7 kg with 
lifestyle changes at 
one year
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Subject Rating Systematic review (for example the 
Cochrane review or 2006 Canadian 

guidelines)

Good quality articles 
(controlled trials or 

conclusive observational 
studies)

Non-systematic 
reviews / 

guidelines of other 
organizations

References / 
remarks

Impact of 
intervention

Bariatric 
surgery

1 The Cochrane review recommends 
surgical treatment for patients with 
significant excess weight. The surgery 
led to an average reduction of 21 kg 
after eight years (by comparison with an 
increase in weight by other methods). No 
particular method was found to stand out 
as more effective or safe than another.

- *Surgical treatment 
was recommended 
for patients with 
BMI≥40 or for those 
with BMI≥35 but 
with obesity-related 
diseases, such as 
hypertension, diabetes, 
hyperlipidemia or sleep 
apnea

*19 -- 18 21 kg loss after eight 
years, as compared 
with conventional 
treatment

By provider/professional

Physician 
counseling

2.3 Recommended in the Canadian 
guidelines (Level B2 evidence)

In a randomized, controlled 
trial in Denmark, obese 
patients and patients 
with hyperlipidemia were 
randomly referred for 
nutritional counseling by a 
physician of by dieticians). 
The cost - benefit of the 
medical counseling was 
found to be considerably 
higher than counseling given 
by the dieticians.

- The fact that the 
research was 
carried out abroad 
and the relatively 
small number of 
doctors participating 
in it reduces its 
value for Israel 20

-

Counseling by 
a dietician

2.3 As above - - - -

Counseling by 
a cognitive-
behavioral 
psychologist / 
psychiatrist

2.3 As above - - - -
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Subject Rating Systematic review (for example the 
Cochrane review or 2006 Canadian 

guidelines)

Good quality articles 
(controlled trials or 

conclusive observational 
studies)

Non-systematic 
reviews / 

guidelines of other 
organizations

References / 
remarks

Impact of 
intervention

Providing 
incentives 
through the 
basket of 
services 
to people 
maintaining / 
reducing their 
weight

1.2 Incentives were found to be effective in 
the short term, and included prevention 
of financial loss: reimbursement of 
the cost of participation in workshops 
for participants or for those who had 
achieved the goals that have been set

- - 28 -

Intervention in 
the workplace

1 TFCPS recommends one or more of 
the following approaches intended to 
generate behavioral change:
educational strategies to increase 
knowledge about nutrition and physical 
exercise, behavioral and social strategies 
including, among other things, personal 
or group counseling, developing 
personal skills (such as cue control 
during exposure to stimuli), incentives 
/ reinforcement, or building supportive 
networks with other workers or family 
members, and environmental strategies 
/ policy changes such as improving the 
availability of healthy food and drinks, and 
providing time for performing physical 
activity

- - 21 -1.8 to 11.8 kg 
weight loss range

Systematic interventions / outside the clinic

 General - From the Cochrane review on the subject 
(18 studies) it appears that there is 
insufficient information to recommend a 
specific method (2006)

Another systematic review that included 
37 studies published between 1975 and 
2003 came to the same conclusion as the 
above (2006)

- -
23

24

-
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Subject Rating Systematic review (for example the 
Cochrane review or 2006 Canadian 

guidelines)

Good quality articles 
(controlled trials or 

conclusive observational 
studies)

Non-systematic 
reviews / 

guidelines of other 
organizations

References / 
remarks

Impact of 
intervention

Family therapy 2.5 Recommended (Level B1 evidence) in the 
Canadian guidelines (2006

The Cochrane review notes that there 
is insufficient evidence to support this 
approach (2003)

- * It is recommended 
to treat the whole 
family and not only the 
overweight child. It is 
recommended to focus 
efforts on families 
with the motivation 
to succeed and the 
willingness to change 
the lifestyle of the 
entire family. 

*25 

-

Limiting 
“screen time” 

 2.5 Recommended in the Canadian 
guidelines (Level B3 evidence)

The Planet Health program 
in the US succeeded in 
significantly reducing obesity 
among schoolgirls. This is 
a multichannel program, 
but the most effective 
component was reducing 
television viewing time

-

 26 

 In the intervention 
group girls, the 
odds ratio for the 
prevalence of obesity 
was 0.47 and the 
OR for remission of 
obesity was 2.16 

 Screening tests and interventions in children 

Physical 
activity

- - In an RCT conducted 
among over 500 children 
in 36 kindergartens in 
Scotland, the children in the 
intervention arm received 30 
minutes of physical activity 
three times a week as well 
as an educational program 
for the home over 24 weeks. 
No statistically significant 
difference in BMI was found 
after six or 12 months.

-

27 

-
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Appendix 9: Update of systematic reviews for the prevention and 

treatment of obesity (2007 - 2011)

Appendix 9: Update of systematic reviews for the prevention and 
treatment of obesity (2007 - 2011)

Method

This update is based on systematic reviews for the prevention and treatiment of obesity among children 

and adults from the following sources:

1. Cochrane Collaboration

2. USPSTF (US Preventive Services Task Force)

3. TFCPS (Task Force on Community Preventive Services)

4. Other systematic reviews were located by a search of PubMed in the designated search engine 

for systematic reviews, using the following terms: obesity treatment, obesity prevention, obesity 

control.

5. The Canadian Best Practices Portal for Health Promotion and Chronic Disease Prevention, Public 

Health Agency of Canada, 2008 

http://cbpp-pcpe.phac-aspc.gc.ca/glossary/all_terms-eng.html

6. IOM (Institute of Medicine) reports

7. World Health Organization (WHO) reports 

8. NICE (National institute for Health and Clinical Excellence) reports

Comments/LimitationsImpact (BMI)Quality# of studiesReferenceIntervention, 
Setting

Obesity prevention

Pediatric

< 50% of studies (diet-
33%, PA-33%, combined 
diet/PA-45%) demonstrated 
significant and positive 
changes in BMI relative to 
controls. 
Overall inconsistent and 
short term effects for 
weight maintenance. Diet 
& PA interventions may 
help prevent weight gain in 
the long term (but no clear 
trend was detected).

Insufficient 
evidence

–38Brown T, Summerbell C. 
Systematic review of school-
based interventions that 
focus on changing dietary 
intake and physical activity 
level to prevent childhood 
obesity: an update to the 
obesity guidance produced 
by the National Institute 
for Health and Clinical 
Excellence. Obes Rev 2008 
Jul 30.

School- 
based

Significantly greater effects 
seen for trials longer than 6 
month duration.

Nonsignificant
pooled effect

Low-fair34Kamath CC et al. Clinical 
review: Behavioral 
interventions to prevent 
childhood obesity: a 
systematic review and 
metaanalyses of randomized 
trials. 
J Clin Endocrin Metab 
2008;93:4606-15.

General 
lifestyle, 

children and 
adolescent
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Comments/LimitationsImpact (BMI)Quality# of studiesReferenceIntervention, 
Setting

No significant 
anthropometric changes 
(e.g., weight or BMI 
change), but behavioral 
changes (diet, PA, 
television viewing, parental 
involvement) did occur.

Insufficient 
evidence

–9Campbell KJ, Hesketh KD. 
Strategies which aim to 
positively impact on weight, 
physical activity, diet and 
sedentary behaviors in 
children from zero to five 
years. A systematic review 
of the literature. Obes Rev. 
2007;8:327-38.

Preschool 
(aged 0-5)

Most directed at children 
and adolescents.
Interventions could include:
• Skill building, tips, 

goal setting, and 
reinforcement techniques

• Parent of family 
support via provision 
of information on 
environmental strategies 
to reduce access to 
television, video games 
and computer

A TV turnoff challenge 
where participant are 
encouraged not to watch 
TV for a specified number 
of days .

Screen time 
reduced by 
36.6 min/
day (range: 
-26.4 to -55.5 
min/d)
5/7 studies 
showed 
a modest 
improvement 
in weight 
related 
outcomes

Conducted 
for the 
Task Force 
for Com-
munity 
Preventive 
Services.

7Behavioral interventions 
to reduce screen time. 
Task Force for Community 
Preventive Services, 2008.

Family: 
Behavioral 

intervention 
to reduce 

screen time

Most 1-3 year duration
Mostly clinic-based, but 
several in community
Intervention packages 
ranged included lectures, 
group meetings, mailings 
and were of varying 
intensity.

5/10 studies 
reported 
significant 
effects: 
between 1.0 
to 3.5 kg 
weight loss

Controlled 
studies of 
≥3 month 
duration 
and
≥3 month 
follow-up 

10Lombard CB, Deeks AA, 
Teede HJ. A systematic 
review of interventions aimed 
at the prevention of weight 
gain in adults. Public Health 
Nutr 2009;12:2236-46.

Variety of 
diet, physical 
activity and 
behavioral 

interventions

25% reduction in cesarean 
section in intervention arm, 
but no significant effect on 
other maternal or infant 
outcomes (birth weight, 
preeclampsia, gestational 
diabetes or preterm births).

1.9 kg 
reduction in 
GWG that 
continued 
6 months 
postpartum 

RCTs and 
quasi-ran-
domized 
RCTs with 
concurrent 
controls

13
(10 trials 
contribute-
data on total 
gestational 
weight gain 
(GWG)

Tanensapf I, Heitmann BL, 
Adegboye AR.
Systematic review of clinical 
trials on dietary interventions 
during pregnancy among 
normal weight, overweight 
and obese women. BMC 
Pregnancy Childbirth 
2011;11:81 [Epub ahead of 
print]

Pregnancy:
dietary 

interventions 
to prevent 
excessive 

weight 
gain during 
pregnancy
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Comments/LimitationsImpact (BMI)Quality# of studiesReferenceIntervention, 
Setting

Technology-supported 
components may include 
use of the following:
• Computers (e.g., 

internet, email, CD-
ROM, kiosk, computer 
program)

• Video conferencing
• Personal digital 

assistants
• Pagers
• Pedometers with 

computer interaction
• Computerized telephone 

system interventions 
targeting weight, physical 
activity, or nutrition

Sufficient 
evidence 
that they are 
effective in 
maintaining 
weight-related 
behaviors or 
weight-related 
outcomes.

Performed 
for the 
Task Force 
for Com-
munity 
Preventive 
Services.

UnstatedTechnology-supported multi-
component coaching or 
counseling interventions to 
reduce weight and maintain 
weight loss. Task Force 
for Community Preventive 
Services, 2009.

Technology 
supported 

multi-
component 
coaching or 
counseling 

Obesity treatment

Pediatric

Effective interventions dealt 
with dietary improvement, 
PA, and usually involved 
teaching behavioral 
management principles 
such as teaching parents 
and/or children about goal 
setting, relapse prevention, 
problem solving, and 
managing the environment 
to encourage a healthy 
lifestyle. 2 of 3 trials tracked 
both short and long term 
(12 month) results. Benefits 
were largely retained 
at 12 months. Greatest 
effects in residential and 
≥75 hr interventions in 
health care settings. More 
modest results seen in 
medium intensity (26-75 hr 
duration) school settings. 
Little to no effects in low 
intensity (< 25 hr duration) 
primary care or internet 
interventions.

Behavioral 
interventions 
Schools (26-
75 hrs): 0.4 
- 2.1 (pooled 
0.82) relative 
BMI decrease
Health care 
settings 
(26 to 75 + 
hrs): 1.9-
3.3 re. BMI 
decrease

Behavioral 
studies:
fair to good 

2 SRs, 45 
primary 
studies, 
18 
behavioral 
trials, 

Whitlock EP et al. 
Effectiveness of weight 
management programs in 
children and adolescents. 
Evidence Report/Technology 
Assessment No. 170. AHRQ 
Publication No. 08-E014, 
Sept 2008.
(Partially based on 2006 
NICE review)

Clinical & 
non-clinical 
settings 
(obese 
children and 
adolescents 
aged 5-18)
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Comments/LimitationsImpact (BMI)Quality# of studiesReferenceIntervention, 
Setting

Maintenance effects 
of pharmacologic 
therapy remain are still 
inadequately documented. 

6-12 months 
of combined 
treatment: 
sibutramine 
reduced BMI 
by 1.6-2.7 
kg/m2, and 
orlistat by 
0.5-0.85 kg/
m2 relative 
to behavioral 
treatment 
alone

Behavioral-
pharmacol.
studies:
fair to good

7 
behavioral & 
pharmacolo-
gic
trials

Whitlock EP et al. 
Effectiveness of weight 
management programs in 
children and adolescents. 
Evidence Report/Technology 
Assessment No. 170. AHRQ 
Publication No. 08-E014, 
Sept 2008.
(Partially based on 2006 
NICE review)

Clinical & 
non-clinical 
settings 
(obese 
children and 
adolescents 
aged 5-18) 
(cont’d)

Bariatric surgery also 
reduced sleep apnea and 
some other co-morbidities, 
but the cases were too 
highly selected to broadly 
generalize. 

Laparoscopic 
adjustable 
gastric 
banding 
reduced BMI 
in morbidly 
obese 
adolescents 
by an average 
of 9.4-10.2 
kg/m2 one 
year post 
surgery
Gastric 
bypass 
procedures 
led to an 
average 
reduction of 
15-20 kg/m2 
one year post 
surgery

Surgical 
case 
studies: 
Limited
Quality

18 surgical 
cases 
(case series)

Whitlock EP et al. 
Effectiveness of weight 
management programs in 
children and adolescents. 
Evidence Report/Technology 
Assessment No. 170. AHRQ 
Publication No. 08-E014, 
Sept 2008.
(Partially based on 2006 
NICE review)

Clinical & 
non-clinical 

settings 
(obese 

children and 
adolescents 
aged 5-18) 

(cont’d)

12 week duration, average 
79 minutes parental 
meeting time. Nine studies 
reported data for an 
average 9.6 month follow-
up period.

Interventions included well-
established child cognitive 
programs such as the four-
pronged stimulus control 
Cues, Activity, food Intake, 
Rewards (CAIR), or the 
Traffic Light diet

Large and 
significant 
mean effect 
size 
(% 
overweight) 
(-0.89), 
and moderate 
effect (-0.61) 
when an 
unusually 
long study 
was removed 
from the 
analysis

–16Young KM et al. A meta-
analysis of family-behavioral 
weight-loss treatments for 
children. Clin Psych Rev 
2007;27:240-249

Family
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Comments/LimitationsImpact (BMI)Quality# of studiesReferenceIntervention, 
Setting

Adults

5 studies ≥ 1 year duration
4 studies: 3 -12 months
The 2 long-term effective 
interventions consisted of 
intensive implementation, 
including group sessions 
designed to promote 
behavioral change.
Overall conclusion: firm 
conclusions about effective 
interventions cannot be 
drawn. 

4/9 studies 
were 
significant
 (1 short-
term and 2 
long-term 
combined 
interventions, 
and 1 long-
term dietary 
intervention)

-9 studies: 
7 combined 
diet & PA,
1 diet 
(long term),
1 PA 

Lemmens VE et al. A 
systematic review of the 
evidence regarding efficacy 
of obesity prevention 
interventions among adults. 
Obes Rev 2008;9:446-55.

Behavioral 
interventions

 Includes normal, 
overweight, and obese 
subjects who were either 
healthy or diabetic,

Reduction 
of glycemic 
load by 17g 
glucose 
equivalents/d 
was 
associated 
with reduced 
body weight

-45 relevant 
publications 
to 2005

Livesey G et al. Glycemic 
response and health-a 
systemic review and 
meta-analysis: relations 
between dietary glycemic 
properties and health 
outcomes. Am J Clin Nutr 
2008;87:258S-268S.

Diet: 
Glycemic load 

reduction

Orlistat: reduced 
incidence of Diabetes 
mellitus (DM), improved 
blood concentration of 
total cholesterol and 
LDL-C, blood pressure 
and glycemic control in 
DM patients, but slightly 
lowered HDL-C and 
caused gastrointestinal 
(GI) effects. Note: 
Meta-analysis (MA) 
included Sibutramine and 
Rimonabant but they have 
not been here as they have 
been discontinued due to 
adverse effects.

Weight loss 
(kgs)
Orlistat: -2.9 
Sibutramine: 
-4.2

-30 studies:
16 Orlistat,
1-4 yr. 
duration

Rucker D et al, Long term 
pharmacotherapy for obesity 
and overweight: updated  
meta-analysis. BMJ 
2007;335:1194-9.

Long-term 
pharmaco- 

therapy

Subjects with at least 
one additional factor for 
morbidity: T2DM (majority), 
hypertension, heart failure, 
smoking etc.
Mean participant age 
55±6.8 years.
Mean BMI: 33.1±2.2 kg/m2

Weight losses 
up to 4 kg 
(i.e., less than 
5% body 
weight). At 
6 months 
greatest 
effects for 
dietary 
intervention 
but at 24 
months diet 
and PA most 
effective.

RCTs with 
at least 12 
weeks of 
follow-up 
data (after 
randomiza-
tion)

44 studies
Mostly US 
(27), but also 
Canada, 
Europe, 
Australia

Dombrowski SU, Avenell A, 
Sniehott FF.
Behavioral interventions for 
obese adults with additional 
risk factors for morbidity: 
systematic review of effects 
on behavior, weight and 
disease risk factors. Obes 
Facts 2010;3:377-96.

Dietary, 
physical 

activity, or 
combined 

interventions 
in obese 

adults with 
additional risk 

factors for 
morbidity
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Comments/LimitationsImpact (BMI)Quality# of studiesReferenceIntervention, 
Setting

Difficult to draw a definitive 
conclusion on the potential 
impact of web-based 
interventions 

0 to 7.6 kg 
weight loss

--Arem H. Irwin M. A review 
of web-based weight loss 
interventions in adults. Obes 
Rev 12:e236-43.

Web-based 
interventions

Obesity Prevention and Treatment

All ages

Includes MAs by Katz 
(2009), Gonzalez-Suarez 
(2009), and Cooke-Cottone 
(2009) and SR by Brown 
and Summerbell (2009). 
Rated quality using JBI 
and PRISMA criteria. 
Surprisingly little overlap 
in studies reviewed by 
various MAs and STs. 
Interventions dealt with 
dietary behaviors, PA, 
or modifying dietary 
or PA behaviors, or a 
combination of both.2/3 
MAs and 2/5 SRs showed 
overall positive significant 
effects, but only one of 
the above dealt only with 
prevention. Limitation: 
1. Mixes conclusions 
preventive with obesity 
control/treatment reviews.
2. Qualitative review.

Interventions 
associated 
with a 
significant 
reduction 
in weight 
included:
Long term 
interventions 
with a 
combined 
diet and PA 
or a family 
component.

Two of the 
SRs and 
all three 
MAs were 
rated high- 
quality

8: 
Five 
qualitative 
systematic 
reviews 
(SR) and 
three meta-
analyses 
(MA).

Khambalia AZ, Dickenson 
S, Hardy LL, Gill T, Baur 
LA. A synthesis of existing 
systematic reviews 
and meta-analyses of 
school-based behavioral 
interventions for controlling 
and preventing obesity. 
Obes Rev 2011 Nov 11 
[Epub ahead of print]

Synthesis of 
school based 

behavioral 
interventions: 

systematic 
appraisal of 

methodology 
and 

conclusions 
of existing 

reviews

Over 18,000 children, 
mostly grades 3-6. 
Studies ranges from 6 
months to 3 years. Most 
reported PA subjectively 
via questionnaires. Twelve 
incorporated curriculum 
changes.

Non-
significant 
results.

RCTS and 
controlled 
trials with 
objective 
data, pre-
post study 
. Minimum
 6-month 
duration.

18Harris KC, Kuramoto LK, 
Schulzer M, Retallack E. 
Effect of school-based 
physical activity interventions 
on body mass index in 
children: a meta-analysis. 
CMAJ 2009;180:719-26.

Physical 
Activity: 

exercise and 
curriculum 

change

Technology-supported 
components may include 
use of the following:
• Computers (e.g., 

internet, email, CD-
ROM, kiosk, computer 
program)

• Video conferencing
• Personal digital 

assistants
• Pagers
• Pedometers with 

computer interaction
• Computerized telephone 

system interventions 
targeting weight, physical 
activity, or nutrition

Sufficient 
evidence 
that they are 
effective in 
maintaining 
weight-related 
behaviors or 
weight-related 
outcomes.

Performed 
for the 
Task Force 
for Com-
munity 
Preventive 
Services.

UnstatedTechnology-supported multi-
component coaching or 
counseling interventions to 
reduce weight and maintain 
weight loss. Task Force 
for Community Preventive 
Services, 2009.

Technology 
supported 

multi-
component 
coaching or 
counseling 
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