
OBESITY5 6 Guidelines for Determining BMI & Waist Circumference 
Body Mass Index [BMI]  = weight (kg) / height2 (m2) = weight (lbs) x 703 / height2 (in2) 

Waist circumference 
To measure waist circumference, locate the upper hip bone and the top of the iliac crest. Place a 
measuring tape in a horizontal plane around the abdomen at the level of the iliac crest. Before reading 
the tape measure, ensure that the tape is snug, but does not compress the skin, and is parallel to the 
floor. The measurement is made at the end of a normal expiration. 

Classification of Weight 

Table 4 – Classification of overweight and obesity by BMI, waist circumference, and associated disease risk for type 2 diabe­
tes, hypertension, and CVD 

BMI (kg/m2) Obesity Disease risk (relative to normal 
Class weight and waist circumference) 

Low-risk High-risk† 

Underweight <18.25 - -
Normal 18.5-24.9 - -
Overweight 25.0-29.9 Increased High 
Obesity 30.0-34.9 I High Very high †A High-risk waist circumfer-

35.0-39.9 II Very high Very high ence for women is > 35 in (>88 
Extreme obesity ≥40 III Extremely high Extremely high cm) 

Clinical judgment must be used in interpreting BMI. In the presence of edema, high muscularity, muscle 
wasting, and individuals who are limited in stature, BMI may not be accurate. The relationship between 
BMI and body fat content varies with age, gender, and possibly ethnicity, because of differences in the 
composition of lean tissue, sitting height, and hydration state. Women may have more body fat for a 
given BMI than men. However, these circumstances do not markedly influence the validity of BMI in 
classifying patients as overweight or obese. 

Note: Increased waist circumference can also be a marker for increased risk even in persons of normal weight 
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3Standards of Medical Care in Diabetes. American Diabetes Association. Diabetes Care 28:S4-S36, 2005.
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5Clinical Guidelines on the Identification, Evaluation, and Trea ment of Overweight and Obesity in Adults: The Evidence Report. National Heart, Lung, and Blood Institute. Sept. 1998. NIH Publication No. 98-4083.
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FRAMINGHAM RISK SCORING1 HYPERTENSION2 

CVD risk is continuous, consistent, and inde­
pendent of other risk factors 

Guidelines for Measuring Blood Pressure 
Average of two or more seated BP readings 
on each of two or more office visits, taken 5 
minutes apart. 

• Patients should be seated in a chair rather 
than the exam table. 

• Feet should be on the floor, and the arm 
supported at heart level. 

• Cuff should encircle the arm at least 80%. 
• Verify blood pressure readings from one 

arm in the other arm. 

Classification of Blood Pressure 

Systolic Diastolic 
Normal <120 <80 
Prehypertension 120-139   or 80-89 
Stage 1 hypertension 140-159   or 90-99 
Stage 2 hypertension ≥160 or ≥100 

Created by Dhaval R. Patel 

Cardiovascular Disease Risk Assessment Tool 



g ni or c  s am hgni amr g F in s  ut ne m ss ess  a ksri r ea y  10- d on esaB
% D > 20 H  C or f k si  r ar e -y  10 d  an s or t ca f ksi e r pl itl u  m, es t abe i  DI  I pe y  T,) si nos et  s  >50% r  o ci at om pt mys e ( as es  di y er t  ar dit o ar c, ms ry neu  a cit  aor al ni bdom  a e, as es di

l ai r etr l a ra phe ri des pe ul cn i nt le av  equi ksi  r DH  C.) yr egr u  s ry et  ar y onar r o d c  an yt sa opl ngi  a yr ona or c  ( s re edu oc  pr yr anor oc  of y or st i  h dn  a is, or ct e  p na gi e an abl t s
d  an le bat s  un f  o yr ot si , h emia hc  is al di ar coy  mr  o on ti rc fa  in l a di ocar  my nt e sil f ce o ne evid on, it c ar nf  i l dia r a oc y  met uc  a  of y or t si des a h ul cn e i saes  di t ear  h yr ona or C*

. 100  < si l L goa LD e h *, t lent av ui eq r o sease  heart di ronary o n c w  kno hti w
rson e  p r a oF. <130 L goal LD n a s require r facto k  ris ) le (2+ ip lt u th m i ts w en it  Pa 0. 16 w lo eb e b L to DL able for reason

s i , it ctor a f ksi r e o on ero t z th i a person w or F. se categori k ent ris er f  dif for d eifi od me ar oals g rol et s ole h L c  LD : e ot N

 high Very 0 19 ≥
gh i  h Very 00 5≥ gh Hi -189 160

h Hig 0-499 20 h g Hi 240 ≥ rline high Borde -159 130
al m  opti e abov

line high Border 0-199 15 h g Hi 60 ≥ e high orderlin B 239 200- al/ ar optim Ne -129 100
l a m Nor <150 w Lo <40 e sirabl e D 00 2< Optimal 00 1<

s ceride rigly  T rum Se l ro et se ol h  C HDL terol s hole l C a ot T rol  e olest L Ch LD

g/dL) m ( rides ce y igl r rum T and Se rol et s L Chole HD nd l, a Tota L, LD ion of t a ic sif as l C  III PTA-  3 ble aT
 Lipids f cation o i Classif

) wol e  b ees( t nel va i uq sk e D ri  CH  a gn vi a  as h ed ifi ssa cl s  i nosr pe
s i  th tes, eba  di 2 s type ah n osr  pe eht . If t un  co e  th om fr ed ct a btr  su s i ctor sk fa i  r e on , ) Ld/ g  m06≥ ( l or e est l oh  c L D  H gh i h s a ah on sr e a p If 


 ars) 55 ye ≥ en om  w; ears  y 45 ≥ en Age (m

 ears) 5 y 6<


 evti a  rel egree d-t s fir e mal e  in f DH  C ars; ey ve <55 relati gree t-de s ale fir  in m DH (C D ure CH t a  prem ily history of m Fa
L) d g/ m  40 olesterol (< h L c HD w Lo

cation) edi  mevi s erten g or on antihyp H mm 40/90 1 ≥ BP n ( io s en t per y H
oking m garette s i C

ia medi p sli ydr of ctors a f sk  ri t n independe r oj a  - M e 2 l baT

 to high. low om rf ls e lev
L LD ange of a broad r er ous ov ntinu risk is co D els and CH terol lev s ole L ch D een L  betw lationship re
he T  LDL. on  based ent m anage  m iate ppropr or a f eded ile is ne of n pr ei t popro p li u ollow  a f , g/dL <40 m

HDL is L or g/d ol is >200 m ter s  total chole  if a case,  usable. In such  be lli L cholesterol w ol and HD r leste
otal cho­  t or f alues  the v , only asting nonf  is rtunity  testing oppo  the als. If ter interv should be done at shor

ent emr easu ein m t lipopro able 2), ee T s s ( actor f sk i le r ltip u m th i risk patients. In patients w - er in low ov
and 20 ge ears in adults a  5 y yr e nce ev  least o at ined e) should be obta cerid trigly l, and estero l L cho HD
rol, et s esterol, LDL chole  total chol .e., i actions ( rf od lipid  blo or j a ile including m f o n pr i asting lipoprote A f

ining Lipids  erm or Det ines f l Guide  
CHOLESTEROL

) cy nan eg ing pr (diagnosed dur ) DM G ( llitus e Gestational diabetes m 	 • 
ical induced). or chem d drug eas, an  pancr ne i ocr e ex  th f seases o i in insulin action, d s ect def

enetic  g unction, f ll ce ects in ß- etic def gen  to other causes, e.g.,  (due  diabetes pes of ic ty er specif Oth 	 • 
resistance) 

insulin of defect on the background etory n secr suli ni e ssiv e  a progr omr esults f pe 2 diabetes (r yT	 • 
. ) y ienc ci lin def u ins to absolute ng i  lead lly usua , cell destruction  ß- omrf esults pe 1 diabetes (r yT	 • 

inical classes: l  c ur of ed into i Diabetes is classif
s abete i  Df cation o i Classif

). VD (C  disease lar ascu diov d car etes an e diab utur f
r o ors f ct a sk f i  Both categories are r ." s -diabete re p ed "  term cially i off n e  be ev  ha , IFG and IGT Recently

l) / mmol .0  - 11 l/l o m .8 m (7 l d/ g 9 m  - 19 /dl g m0 14 = e s uco l g a -h plasm 2 : IGT
ol/l) mm - 6.9 l ol/ m  m6. (5 g/dl m  - 125 dl / g m 00 1 = PG F : GIF

: T  an OGT G or P a F ough thr
ed i ntif ide ether it is h , depending on w ) rance (IGT tole paired glucose m i FG) or I sting glucose ( a paired f

im­ ized as either r diabetes is categor of ia iter ostic cr  diagn eet the m t to icien f ia not suf mecy gl per Hy

ter aw in ved ol ss  di es gluco drous nhy  a -g  75 f ot len a equiv T OGT
he aining t e load con  glucos a using on, it a ganiz  Or htl Hea  an ing /L) dur l o mm dl (11.1 
rld o W the bed by i r sc  as de ed form  be per test should The • / g m  200 e = s  gluco a ms 2-h pla od #3 h et M

s r t 8 hou s  lea t e for a ak t in loric ac  no sa d ne if de Fasting is • ol/L) mm0 . (7 g/dl m  126 PG = F od #2 h et M
eal st m e la cni s ) L/l mmo 1 . 11 ( l /d mg

e m ti to gard out re hti wy a  d of e mit y n  a sa fined de  is Casual •  200 e = so uc gl a ms casual pla
s s lo ight ew ned i pla  unex  and , ai s + 

p­ i lyd o uria, p ly o e p clud  in s abete i  d of s mto p sym c  classi The • tes diabe f  o s tom p sym od #1 h et M
etes ba  of di agnosis i d ia for the 1 - Criter ble aT

e. mi this t
nded at me  is not recom s diabete of sis diagno or the f  the A1C f he use o T actice. ed in pr mor  perf arely is r

) (OGTT glucose tolerance test al e 75-g or red diagnostic test, and th er ef the pr PG) is F a glucose ( plasm
sting a esent. F ia are pr mec gly per  hy of s mto p m sy ocal equiv  unless un ya  subsequent d ed on a mir conf

ust be m hod et  m able 1. Each n in T how are s egnant adults s in nonpr diabete f or the diagnosis o ia f r ite Cr
r Diagnosing Diabetes o ines f l Guide 3 

ETES BA DI


