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Abstract

Over recent decades, obesity has become firmly established as one of the leading public health problems worldwide, with a
steadily increasing prevalence that substantially affects the working-age population. This excess adiposity is associated not
only with a higher risk of morbidity and mortality from cardiovascular, metabolic, and musculoskeletal diseases but also with
impaired functional capacity among workers, reduced productivity, and diminished long-term participation in the labor market.

In the field of occupational health, obesity interacts with organizational, ergonomic, and psychosocial factors, increasing the
likelihood of occupational accidents, absenteeism, temporary disability, and early retirement, with a significant impact on
both companies and social protection systems. Despite this evidence, obesity remains underrepresented in risk assessment,
health surveillance, and preventive policies implemented in workplaces, which continue to focus predominantly on traditional
physical, chemical, or biological hazards.

This article sets out the positioning of the occupational physician in preventive practice, considering obesity as a key
determinant of occupational health. It proposes a comprehensive framework for addressing obesity in the workplace that
integrates clinical, preventive, and organizational perspectives, with the aim of informing health policy decisions, guiding
corporate strategies, and shaping priority research agendas.
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Resumen

En las ultimas décadas, la obesidad se ha consolidado como uno de los principales problemas de salud publica a nivel mundial, con una
prevalencia en constante aumento que afecta sustancialmente a la poblacion en edad laboral. Este exceso de adiposidad se asocia
no solo con un mayor riesgo de morbilidad y mortalidad por enfermedades cardiovasculares, metabdlicas y musculoesqueléticas,
sino también con una alteracion de la capacidad funcional de los trabajadores, una reduccién de la productividad y una menor
participacion a largo plazo en el mercado laboral.

En el &mbito de la salud laboral, la obesidad interactia con factores organizacionales, ergonémicos y psicosociales, aumentando la
probabilidad de accidentes de trabajo, absentismo, incapacidad temporal y jubilacién anticipada, con un impacto significativo tanto
en las empresas como en los sistemas de proteccién social. A pesar de esta evidencia, la obesidad sigue estando infrarrepresentada
en la evaluacion de riesgos, la vigilancia de la salud y las politicas preventivas implementadas en los lugares de trabajo, que contintan
centrandose predominantemente en los riesgos fisicos, quimicos o biolégicos tradicionales.

Este articulo establece el posicionamiento del médico del trabajo en la practica preventiva, considerando la obesidad como un
determinante clave de la salud laboral. Propone un marco integral para el abordaje de la obesidad en el lugar de trabajo que integra
perspectivas clinicas, preventivas y organizacionales, con el objetivo de fundamentar las decisiones de politica sanitaria, orientar las
estrategias corporativas y configurar las agendas de investigacion prioritarias.

Palabras clave: Obesidad. Salud laboral. Medicina del trabajo. Riesgos laborales. Programas de bienestar laboral. Promocion de la

salud.

Introduction

Obesity is increasingly relevant in occupational health
because it affects functional capacity, safety, chron-
ic disease risk, and long-term work participation. In
this context, occupational physicians need practical
frameworks that go beyond body weight alone and
help translate current obesity concepts into preven-
tive action in the workplace.

The Lancet Commission article constructs a new
definitional framework: it confers identity to “clinical
obesity” as a disease in its own right, distinct from a
mere risk factor; establishes dual diagnostic criteria
(anthropometric plus clinical); and proposes a pre-
clinical/clinical dichotomy as a tool to structure pre-
vention and treatment’.

The ES article acts as a critical appraisal: it endorses
the conceptual advance and the critique of the Body
Mass Index (BMI), but questions the operability of
the binary model, the category of preclinical obesi-
ty, the exclusion of type 2 diabetes as a diagnostic
manifestation, and the insistence on detailed causal
attribution. In practice, it proposes harmonizing the
Commission’s framework with pre-existing staging
systems such as the Edmonton Obesity Staging Sys-
tem (EOSS)?, the European Association for the Study
of Obesity (EASO)3, and the American Association of
Clinical Endocrinology (AACE)*, as well as with more
pragmatic, risk- and benefit-based access criteria®.

The comparison between both approaches and their
application in the daily practice of occupational phy-
sicians, from the perspective of prevention and health
promotion within the healthy workplace framework, is
presented in Table 1.

Beyond the occupational sphere, the conceptual evo-
lution of obesity calls for progress towards models
that integrate not only the characterization of adipos-
ity and the presence of organ dysfunction but also a
global functional assessment of the individual. In this
regard, a clinical-functional approach makes it pos-
sible to move beyond both a purely anthropometric
view and the strict dichotomy between preclinical and
clinical obesity, by incorporating functional capacity,
exercise tolerance, and impact on activities of daily
living as key elements for decision-making. This mod-
el is applicable to diverse care contexts and popula-
tions and facilitates a more accurate, continuous, and
person-centered assessment.

This paper argues that, in occupational health prac-
tice, obesity should be approached through a clini-
cal-functional and preventive model that prioritiz-
es work ability, early risk identification, and feasible
workplace interventions.

Conceptual basis and scope of this
position paper

This position paper is based on a narrative and
practice-oriented analysis of recent conceptual
frameworks on obesity, with particular emphasis on
the Lancet Diabetes & Endocrinology Commission
and the Endocrine Society critique, complemented by
occupational health regulations, clinical staging sys-
tems, and evidence on workplace prevention strate-
gies. Its aim is to define the role of the occupational
physician in preventive practice and to translate cur-
rent obesity frameworks into an operational model
applicable to health surveillance, fitness-for-work as-
sessment, and workplace health promotion.
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During the preparation of this position paper, a struc-
tured methodological process was followed, combin-
ing a narrative review of recent literature on concep-
tual frameworks for obesity with a practice-oriented
analysis focused on prevention in the workplace.
Drawing on the proposals of the Lancet Diabetes
Endocrinology Commission and the critique by the
Endocrine Society, the authors conducted a compar-
ative reading of both texts and of the main clinical
staging systems, as well as Spanish regulations on
occupational health and international guidelines on
health surveillance and workplace health promotion.
This material was discussed in several successive
rounds, with iterative exchange of drafts and internal
peer review among the co-authors, until consensus
was reached on the positioning of the occupational
physician in preventive practice and on the clinical-
functional model proposed as the central axis of the
document.

Towards a clinical-functional model of obesity:
implications for occupational health

From an occupational health perspective, the most
useful approach is not a binary distinction between
health and disease but a continuum-based model
that links adiposity, functional capacity, cardiometa-
bolic risk, and work ability.

The work of occupational physicians within occu-
pational risk prevention services (ORPS) in Spain is
highly regulated and constrained by a specific legal
framework, and is primarily focused on health sur-
veillance in relation to the risks arising from the work
activity and the job. This framework includes: Law
31/1995 on the Prevention of Occupational Risks
(LPRL)%, which establishes the general duty of protec-
tion and the obligation of health surveillance; Royal
Decree 39/19977 on Prevention Services, which de-
fines the functions of ORPS and characterises them
as multidisciplinary teams where occupational phy-
sicians interact with safety, hygiene, and ergonomics
specialists; Royal Decree 843/20118, which regulates
the basic criteria for organising resources to deliver
the healthcare activities of ORPS, authorising them
and maintaining their standards; and the Specific
Health Surveillance Protocols issued by the Ministry
of Health®, which constitute the mandatory technical
guidelines for conducting health examinations target-
ed at specific risks.

This regulatory context explains why occupational
health approaches must be operational, proportion-
ate, and prevention-oriented.

The core competencies of the specialty, as laid down
in the formal training program, combine clinical,
preventive, legal, and managerial functions with the

overarching aims of protecting workers’ health, pre-
venting occupational diseases and accidents, and
adapting work to the individual™.

Within this clinical-functional framework, the con-
cept of a “risk continuum” acknowledges that work
ability exists along a dynamic spectrum, where the
goal is to prevent progression from risk factors to
functional impairment and work disability, rather than
to classify workers dichotomously as healthy or ill.
This biopsychosocial perspective emphasizes con-
tinuous functional assessment and the maintenance
of work ability as central objectives of occupational
medicine'.

The 2025 guidelines of the American College of Oc-
cupational and Environmental Medicine (ACOEM) on
the prevention of work disability state that clinicians
should identify, at an early stage, individuals at risk
of work disability and stratify that risk in order to pro-
vide stepped interventions. This paradigm, known as
CLRRT (capacity, limitation, risk, restriction, and tol-
erance), facilitates this function-centered approach.
The assessment should incorporate biological fac-
tors (tissue injury), psychological factors (fear-avoid-
ance beliefs), and sociocultural factors (work environ-
ment) that influence the transition towards functional
decline.

The Work Ability Index (WAI)'? is a validated tool that
operationalizes this continuum by evaluating the
worker’s current ability in relation to the job demands
and their best-ever work ability. Factors such as age,
self-reported diseases, and physically demanding
work increase the likelihood of moderate or poor
work ability. Although the supporting evidence is of
limited quality, early intervention is generally asso-
ciated with faster recovery and a lower risk of pro-
longed disability.

The 2026 ACC/AHA™ guidelines recommend that
combining waist circumference with BMI is the best
approach to assess obesity-related risk. For the de-
tection of metabolic syndrome in workers, multiple
studies have shown that the waist-to-height ratio
(WHtR) and waist circumference (WC) have greater
predictive capacity than BMI'4. To these parameters,
one can add the Body Roundness Index (BRI), an
anthropometric index developed in 2013 that inte-
grates height, waist circumference, and body shape
to better estimate total and visceral body fat com-
pared with BMI. It is calculated using the following
formula:

wc/@2n) \
0.5 X height

BRI = 364.2 — 365.5 X \/1 - (

where WC is the waist circumference.
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Despite its robust theoretical underpinnings, there is
disagreement regarding its ability to identify cardio-
vascular disease compared with WC and WHtR'®. The
main advantage of BRI is that it incorporates height
into its calculation, making it independent of stature;
however, this does not consistently translate into
clinical superiority over WHtR, which is also height-
independent and simpler to calculate.

In the world of work, the role of the occupational phy-
sician within prevention services is grounded in the
evidence supporting the assertion that health sur-
veillance protocols should incorporate at least waist
circumference alongside BMI, as has been shown
in studies conducted in working populations’. The
approach should be holistic: assessing functional
capacity, exercise tolerance, sleep quality, fatigue,
and job-specific injury risk, rather than weight alone.
This enables personalized interventions that enhance
safety and productivity while respecting workers’
dignity’®.

This pragmatic approach is consistent with simple
decision-making strategies based on BMI, waist cir-
cumference, comorbidity, and functional capacity.

For practical purposes in occupational health, the
most appropriate approach is to consider that obesi-
ty without metabolic disease should not be classified
as benign or low risk but rather as an opportunity for
primary prevention. Preventive programs focusing on
physical activity, nutrition, sleep, and stress manage-
ment are more effective when implemented before
the onset of functional limitations, safety risks, dis-
ability, or incapacity. Even a 5-10% reduction in body
weight produces clinically significant benefits with-
out the need to achieve normal weight'.

In occupational medicine, the narrative should shift
from “individual responsibility for weight” to “work
environments that promote health” and “shared re-
sponsibility between employer and worker.” Success-
ful programs require organizational commitment to
environmental and policy changes, combined with
voluntary opportunities for workers to engage in
support programs. Multilevel training, particularly
for middle management, is essential to implement
this integrated model and to avoid blame-induc-
ing messages that increase stigma and undermine
health objectives?.

The American Heart Association (AHA) defines sev-
en traditional biometric measures for workplace
screening: blood pressure, glucose, cholesterol, phys-
ical activity, diet, BMI, and tobacco use. Specifically,
the AHA recommends adding waist circumference
to BMI because the diagnostic accuracy of BMI for
obesity is particularly limited in intermediate BMI

ranges, in men, and in older adults; moreover, ab-
dominal adiposity provides a more refined indicator
of cardiovascular mortality risk than BMI alone?'. The
AHA also clearly states that “interventions targeting
higher-risk employees appear to be particularly effec-
tive” and that screenings may be even more effective
in identifying risk factors and yielding a better return
on investment if they are directed towards higher-risk
individuals?2.

Modules on stress, sleep, nutrition, physical activity,
psychosocial load, and organizational culture should
be integrated into workplace prevention campaigns
because they are causally interconnected (stress af-
fects sleep, diet, and physical activity; sleep affects
appetite and metabolism), have synergistic effects
on obesity and cardiometabolic risk, directly impact
absenteeism, presenteeism, and productivity, and
multicomponent interventions are more effective
than isolated interventions (Table 2).

The company should position itself as a facilitator
of an environment that makes it easier to be healthy,
with the occupational physician responsible for as-
sessing fitness for work and safeguarding workers'’
health. This approach entails a paradigm shift in
obesity (Table 3): it reduces functional limitations or
loss of function due to obesity and the associated
stigma or discrimination; increases participation by
avoiding worker blame; is more effective because it
addresses environmental and organizational deter-
minants; generates a higher return on investment by
improving productivity, reducing absenteeism, and
preventing disability; and complies with ethical prin-
ciples of respect for body diversity and individual
autonomy.

The evidence shows that investing in employee health
should be a priority objective through comprehensive
wellness programs that also improve performance
and corporate profitability. Occupational physicians
have sufficient tools to understand workers’ health
status and to propose that employers implement
specific obesity programs. They also have support-
ing materials endorsed by scientific societies, such
as the scientific—educational guide Obesity and Work,
endorsed by the Spanish Association of Specialists in
Occupational Medicine (AEEMT)%, and the Practical
Handbook for Daily Clinical Practice ?*.

This approach not only redefines obesity but also con-
tributes to evolving its management towards models
centered on functionality, risk, and clinical benefit,
moving beyond dichotomous views and facilitating
more precise, person-centered decision-making.

In practical terms, this means that occupational health
surveillance should combine simple anthropometric
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Table 2. Multicomponent programs and their scientific evidence in obesity and work.

Module Key content
1. Work-related Demands—control-support,
stress financial stress, coping
techniques.
2. Sleep Sleep hygiene, optimal duration
(7-8 h), detection of disorders.
3. Nutrition Mediterranean diet, mindful eating,

meal planning.

4. Physical activity Reduction of sedentary time,

active breaks, structured exercise.

5. Working hours

and shifts rotation, recovery.

Leadership, social support,
participatory job redesign.

6. Organizational
culture

Limits on working hours, shift

Connection with obesity and productivity

Chronic stress — overeating, inactivity, weight gain
(OR 1.73 with cumulative exposure)?52.

Short sleep — increased energy intake,
accumulation of visceral fat, higher risk of
obesity?’.

Unhealthy diet + long working hours = synergistic
effect on obesity and cardiometabolic risk?e.

Combined diet and physical activity interventions
improve stress and sleep and reduce adiposity?°.

= 55 h/week are associated with higher risk of
obesity and lower levels of exercise®.

Low social support is associated with disturbed
sleep and presenteeism; multilevel interventions
are more effective®" 32,

Table 3. Shift in the preventive approach to obesity in occupational health.

Traditional approach (to avoid)

“Weight-control programme”

“Obesity assessment”

“Weight loss as the goal”

“Individual responsibility of the worker”
“Incentives for weight loss”

“BMI screening”

measures, assessment of comorbidity and work abil-
ity, and early preventive interventions adapted to the
specific occupational context.

Considerations of both approaches regarding
their practical utility in occupational health

Although both frameworks are valuable, they serve
different purposes in occupational health. The Lancet
Commission offers greater conceptual precision for
defining obesity as a disease, whereas the Endocrine
Society approach is more applicable to everyday oc-
cupational practice because it is more compatible
with multicausality, functionality-based assessment,
and the operational constraints of prevention ser-
vices (Figure 1).

In occupational medicine there is a need to make rap-
id decisions on fitness for work, to have tools that can

“Healthy environment” approach (to adopt)

“Comprehensive wellness programme”.

“Assessment of functional capacity and health”.

“Improved energy, sleep, mobility, and well-being”.

“Shared employer—worker responsibility”.

“Incentives for participation in healthy activities”.

“Screening of cardiometabolic risk and functional capacity”.

be applied in health examinations/medical check-
ups, and to rely on reproducible criteria in health
surveillance.

ES does not require strict proof of “caused by
obesity,” allows for multicausality (the rule among
workers), and is compatible with systems such as
EOSS or AACE, which are more usable in clinical
practice.

+ Lancet Commission requires fine causal attribu-
tion, which is difficult in real-world occupational
practice and may entail additional testing, making
it less feasible in collective surveillance.

Among workers, pathology is usually multifactorial
(age, lifestyle, work, comorbidity), and it is rarely pos-
sible to demonstrate that a given condition is “caused
solely by obesity”.



Vicente-Herrero MT, et al. The role of the occupational physician in obesity prevention

Conceptual precision
——_

5

Feasibility /

Usefulness in occupational health \"\..

\ Applicability

/

-/‘ .’ o
~~ Clinical focus

Figure 1. Comparison of The Lancet vs. JCEM in Occupational Health. Own elaboration

The model proposed by The Lancet shows greater conceptual strength, whereas The Journal of Clinical Endocrinology &
Metabolism offers greater clinical applicability and usefulness in occupational health.

+ ES acknowledges this explicitly.

+ The Lancet Commission attempts to “isolate obe-
sity as a cause,” which is not very realistic in occu-
pational risk prevention.

Health surveillance at work requires identifying risk—
not only established disease—and acting at an early
stage.

« Lancet Commission includes the category of pre-
clinical obesity, which may be interpreted as “not
a disease” and thus delay preventive interventions
in workers.

« ES recognizes that there is already significant
risk in early stages and promotes anticipatory
intervention, which is key in occupational risk
prevention.

Regarding the impact on fitness for work, occupation-
al medicine is concerned not only with disease but
also with functional capacity and safety conditions in
the workplace.

+ ES: better integrates functionality, quality of life,
and mental health and is more closely aligned
with decisions on fitness and job adaptation.

+ Lancet Commission: focuses more on “objectifi-
able” organ dysfunction and may underestimate
limitations that are relevant for work.

Under regulations such as Law 31/1995 on the Pre-
vention of Occupational Risks and Royal Decree
39/1997, resources are limited and health surveil-
lance must be efficient.

+ Lancet Commission requires more tests and
more extensive assessment, which makes it less
viable in prevention services.

ES is more flexible and therefore better adapted
to real-world resource constraints.

Taking into account the biopsychosocial approach
that underpins occupational health (and is crucial in
the workplace):

+ ES places greater emphasis on mental health
and quality of life, which are highly relevant
for absenteeism, performance, and temporary
disability.

Lancet Commission has a more limited capacity
to integrate these dimensions into its diagnostic
criteria.

+ Sepueden destacar esos dos puntos con un breve
apartado especifico dentro del texto, por ejemplo
al final de la comparacién entre ambos modelos.
Te propongo este desarrollo (en inglés, para man-
tener coherencia con el paper) que puedes ajus-
tar en extension:
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Practical limitations of the Lancet
Commission model

Despite its conceptual robustness, the Lancet Com-
mission framework has important practical limita-
tions in occupational health settings. It requires de-
tailed causal attribution and confirmation of organ
damage, which often demands additional tests and
time that are not feasible in routine health surveil-
lance or in large working populations. In real-world
prevention services, where multimorbidity and multi-
causality are the rule, isolating obesity as the main
cause of functional impairment is rarely possible and
may delay early preventive action. In addition, the dis-
tinction between preclinical and clinical obesity may
inadvertently reinforce a binary view of disease that
does not fit the continuum-based approach needed
to preserve work ability and prevent disability. From
an operational perspective, its implementation would
require complex screening protocols, a greater num-
ber of complementary tests, and advanced recording
systems, which is in tension with the limited resourc-
es of many occupational health services and with the
need for simple, reproducible tools that can be easily
integrated into periodic medical examinations.

Potential biases and gaps in the Endocrine
Society approach

The Endocrine Society’s appraisal, although more
pragmatic and aligned with everyday occupational
practice, also presents potential biases and gaps. Its
emphasis on clinical usability and flexibility may lead
to heterogeneous implementation, with variability in
how risk, functionality, and comorbidity are actually
assessed across different companies or services. By
prioritizing existing staging systems and operational
criteria, there is a risk of underestimating the need for
more precise definitions of obesity as a disease and
for harmonized thresholds that facilitate compari-
sons across studies and health systems. Moreover,
although the approach explicitly incorporates men-
tal health and quality of life, it still provides limited
operational guidance on how to systematically inte-
grate psychosocial and organizational determinants
of obesity into occupational risk assessment and
preventive interventions. To translate its proposals
into practice, it would be necessary to develop spe-
cific implementation tools for the workplace, such as
screening algorithms that combine body mass index
and waist circumference with work ability indices,
stepped referral protocols according to functional
risk, and multicomponent workplace programs (train-
ing modules on stress, sleep, nutrition, physical ac-
tivity, and organizational culture) that can be applied
consistently within the framework of health surveil-
lance and workplace health promotion plans.

To mitigate the risk of limited international projection,
this position paper deliberately situates its propos-
als within widely used global frameworks and guide-
lines and presents the Spanish regulatory context as
a transferable example rather than an exceptional
case. By grounding the recommendations in inter-
nationally recognized staging systems, cardiometa-
bolic risk markers, and workplace health promotion
evidence, the operational model described here can
be adapted to different legal and organizational en-
vironments beyond Spain. Furthermore, the empha-
sis on simple, scalable tools for health surveillance
and multicomponent workplace programs is intend-
ed to facilitate uptake in diverse occupational health
systems, thereby enhancing the external validity and
global relevance of the proposed approach.

In light of the strengths and weaknesses of both ap-
proaches in occupational health, it can be conclud-
ed that both models are of great interest; however, in
line with The Lancet Commission recommendations,
their applicability is greater for defining what consti-
tutes disease (conceptual framework), for informing
health policy, and for designing research projects in
occupational medicine. The contribution of the Jour-
nal of Clinical Endocrinology & Metabolism is more
useful for daily clinical practice, health surveillance,
and decision-making regarding workers.

Although the framework proposed by The Lancet
Commission provides a more precise conceptual
definition of obesity as a disease, the ES approach
is more useful in occupational health because of
its greater clinical applicability, better adaptation to
multicausality, integration of functionality, and feasi-
bility in resource-limited settings, thereby facilitating
decision-making in health surveillance and fitness-
for-work assessment.

Based on the preceding analysis, this position pa-
per explicitly advocates for a clinical-functional,
continuum-based model of obesity that integrates
adiposity, cardiometabolic risk, functional capaci-
ty, and work ability as the primary reference frame-
work for occupational health practice. Within this
model, the Endocrine Society—aligned approach,
complemented by pragmatic staging systems such
as EOSS, EASO, or AACE, is proposed as the pre-
ferred operational tool for decision-making in health
surveillance, fitness-for-work assessment, and work-
place health promotion.

The two conceptual frameworks are not presented
as mutually exclusive but as complementary, with
different areas of preferential use. The Lancet Com-
mission model is particularly useful for defining what
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constitutes disease, informing policy debates, and
structuring research agendas in occupational med-
icine and public health, especially when precise no-
sological boundaries and comparative data across
countries or systems are required. By contrast, the
Endocrine Society approach is better suited to every-
day occupational health settings, where multicausal-
ity is the norm, resources are limited, and clinicians
must make timely, function-oriented decisions about
fitness for work, job adaptation, and the prioritization
of preventive interventions.

In occupational medicine, the key question is not
whether excess weight is present in isolation, but
whether obesity is already affecting function, safety,
work ability, or future disability risk.

This perspective supports a shift towards early,
function-oriented, and workplace-adapted preventive
strategies.
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