K RALREB) IR A A BB BRI &

2 F) 2 8]

S

L L PR 2 S T T M D7 A 3 T AR R, AN 350™ B 108 1
FH, IR T AMEAT N S BT AR NG R . SRR T i
“CREE PR AT TIREIAESL, (HILSE T R A ARG B &
TIEHEARIR” e “AT AR LLIREE” (MR SR . AWt 5t id s )\
AN 1771 B 5FWIRE T, KAE T “fERALRE” B CER R IX — F5
A% O E - TFFLEE SRR, LA OGR AN i, S0 il (R4 BB
B S5 15 B, A RARTHK IR BN AR B . S s i s R T
S 555 500 5 SO AR M IEAR DG 7E 100 RATEEAN, #H#FS 5
m, REL BRIRMSGEBESE, Bl “RE” SRR, HEESR
H(23%) =18 64.7%, 1M “MAA” Z5RRHENN 7.9%. Ah, ZFE
AR T 2 H5F AT T ARG R, QRS FRBAN S ueE A%k,
REAR IR, FHMSEI T “WIEABIL” RS, 7R OBYERE
B T S 53 0G0, 187 T EVEAR R G SCREK, RIFMAE
FHAA RO, KFSEINERN . g5 ERTR, ThE RGBS
KORTE, K LA A B 1) 7R 5 B AR g\ 18 03 B 42 5 {ek B A1 gk 1 5%
Bl A2, @ B TR 5458 & IR BEBREN , 44 8 4 7 7 SRR R,

DRI SRR ARSI O L, AR L0 LRI AR I AL LI IR



MERALRIRTT #7 M RS A 2 VA B S TR 6 2, AT S A 22 08 A 15 5
THIAFETAEE T,
—, BEREHELRALKERHIEGHNEZELAHIDE[OH, BFH

RGN

R A A HE R RS R R . KBTS B PR IR
PR SO MR 2 BRI B 43 T e S5 18 M AR A% et 9 AU
REMIG, RHESGMR A 5RT ORI K R B R, HARE 8 A
RAERE, AR E AR AR W R 2 IS R . 55 B R R R
5B ORI S SR TE S RO 2 AR

T EEE AR B B, BT R NULT SR, 24
B ) AL A . B R AR R S (b B TR S8R
DR (2020 99)) Hdl, HE 18 8 KU R R EZRN 34.3%. JEMEEN
16.4%, 73 AltL 2012 4F EJF 4.2 1 4.5 M H 5, 2IH R ER) ETHES . It
Gh, 6~ 17 %)L E /DA EFLRER 38R 11.1%HM 7.9%, K7
W OEMNMNBEE 28 8 EE D EN B, BRI AT, RS
ITENARFER R, AR ML B R XU RAR AT . fEh [ IR
PRI T, XSRS AR B AR RIR KR ), 5
T GBD 2021 HEZE (1) RS0 #1, 2021 A48k “w& BMI (BMI > 25)” A]JH[A
FET22) 370 Jifil. DALYs £) 1.285 12, H 3 ZLIA R 5 -H 7EME IR B if
PR S « o I A o JIRE R 8 1 W 5 A v 262 o R ] o 2 2 Tl 9 )
1) RATEHES, o R R SR &K, KR WHO/NCD-RisC £

2 Xie F, Xiong F, Yang B, et al. Global, regional, and national burden of mortality and DALY attributable to
high body mass index from 1990 to 2021 with projections to 2036. BMC Public Health. 2025;25:2053.
doi:10.1186/512889-025-23237-7.

3 Ng, Marie et al. Global, regional, and national prevalence of adult overweight and obesity, 1990-2021, with
forecasts to 2050: a forecasting study for the Global Burden of Disease Study 2021. The Lancet, Volume
405, Issue 10481, 813 - 838



A BMI>25 (18 % VA b FReARl) HARHEAT SR E 50 L, 2022 4
E A E AR AT 38%, R ETHA 24%. #r 18%KI/K -, SiiE
(36%) JAL, BARTHrndE (41%) FE. FEFERIE: — AN
K, P EE 2Bk 2 I E RSN, 29 4.02 10N & EFHEHRIE,
A28k BMI > 25 [ ANHUM 1990 4E[125 7.31 44 ETHE] 2021 4F 12 21.10 12,
2021 24 1990 41 2.89 £, NEREANEIN Y 4.20 1%, HUtxfte, 2021 4 [#H
BMI >25 #1 30 A B0 43 588 = 21 1990 SE 11 4.40 580 10.02 15, RIfdFR AN
N VO I R sgm, iR PR IR A WA ZM . =R HDEIEMEER
B, RPEEEAE LB &S8R, 2024 A EDLEAEER N 11.1%, &P
LN EFPEIKFE (5.5%) 296 ANH .

b b, A KOG TFRSS 10 fif ot SR R e I R 48 7 %«

1. $RHLCR G MESCRFIASR, BRI A B M) TR OB A 2 A5, (e
ERER G MEREFRE SR, W TR (1D @SR si S5
T B AR HE R AT . WHO 2024 SE & A (L3 f e i £ i I B S 4R
A0, 4R A 2024 522 H B 115 AN EITE B 52 HAE S BEORLRL,
SRPU R AR I R, SRS MR ORI BB, S R ORI SE R X e
SHEFCFEI T REZ) 6%, (2) ZORIRMERTORE IR 5E R, WHO KA |
AT ALSCE TR R I4E S RN SHESE T, SRUREUN £ w] PPl .26
WRER. (3) #xfJLEFDER) & B4R, WHO 2023 42 BNt
e Eh b IR B SRR UORME B R IR A, DA )L B I 58
HEHES. (4) BRI ERASERNERE, £E FDA MEPR R EHE i
DT S AR R AR ER, T TIE i B A A 5 RN 24 5%

4 United Nations Children’s Fund (UNICEF). CNR 2025: Feeding Profit Data Tables (English,
FINAL)[R/OL]. UNICEF Data, 2025.



2. JEIE [P SRR A 5 2 I R A I AR A B Tt [ B
WA, SRR AR B R N BT S A XSS, SRIEAT AR K S Ak
SRR E N, HAZ IR AR R UCRE, TR LR W] BRI SRR
o HA FE SO S AL AR R MR R O 7 s ), LAY
RS (1D PL R 3ER Rt m s R 5 B 3AmE, seH
P rh e R R PR T T A0 5 QT PO A 8 “ AR SR 7, il
AR R RS, B H AR iOE . e 5 RhG N S HL I SR
Z 5FH LR EIEH 51T NS . (2) SIARESCR 5 REHS:, W HFRE
FEREAT R BB B R A PR R, SRALIRIISCHs, (BRI E) BIZEAS
B g 7 IX—RORS . (3) Bl EATH & 5 MR T, W B AR <Ry E 1
AR B 5 S DR AR T 377 Re A BEE A 07 R A Je A £ 15 A AT O U BN PR 62 5
XA SRS

[ BT AT BN AN il B A 10 A A BB SR B S B AR TR R (fE
FRHE AT (2019—2030 52)) BAAL 1 A G 77 A RAT S, Jo ik s PR
7 SARESR 503 TR . 2024 4, EX PA@RRZES 16 #I 10K (A=
EHE” SRS SLE T ), PRI = AR A AT I R A SRR ISR ST IR
BIRSHGE, JFRIAgmEIRUBIZ ORI SR BEES N MR T
LR, 2025 47, EZ Dok “@RIAEZHTE)” YA EEET3),
HBESCRATMME (A EZ 4TSN, BRE] 2030 £ “WIbIRE A\ BEHEE
RERE TS 7 S H AR, JHEAESEPRE S B0 RE. X BT,
PR HLOGAR I AL RIE B SN KBRS . BORZETH, KA (R
NIEEGFRIRE ), i — PR A B AL D T BT R B 5 A0 7 ST Tl
W, RIHEE S5 AT ERAENE.

3Jensen MT, Nielsen SS, Jessen-Winge C, et al. The effectiveness of social-support-based weight-loss
interventions—a systematic review and meta-analysis[J]. International Journal of Obesity, 2024, 48: 599—
611. DOI: 10.1038/s41366-024-01468-9.



{H2, MR EAEP S SL R b i i = SRa M PER B — A B E RS
TIIATSFR . (EF LRI A CHE AR (2025)) sif, LSRR
EIHMEAE AL EARG RS R, B FE AR E S ARAER I Hras HvE TR A o
TORAT NSRRI 5 BV REEHGERME. B3, IR, &
TVE PR YEE SR, HUR PR SRS, AR ) REDA Bk = R R S 1
LS A VAR E AT N . =R RS A S RtEA e, Llkfk
HEMEEY ESR. 1880, LESERWE RN ZERME, T,
By ARIX SRS 5t R S AFAEAS A2 o

X ERWNEL, SRR AR BATIBRBCR A, AR
LA E bR BRI SR EEFEN L), ReElEfrR, smdItmE .
FERRVE S AR WAL, 38— &80 B BRI A “HhEL”, e nl DAE TR
Pre SR ARSI SHESh R BRI NGE —RERHT e i K Y]
VeSS MR NE, R ES RS E A R E R B, B R R FEAERR
B 53, BB AR H A O T 4ERF AR T, A S s I
HPUS, AEREEREIR M SN, ZM RN SO0, =28 xRS s
PRSI R EA R, AT LIRSS A E, FIARHEIL TRA (75
P R MRS SEELIE S i, AR R i, JF
S5ZEMBERIV IR B, EhE “REEEHE” FEORNESE L2 VI
W, #H DM RS AR R RS Al A A
HEHSOFHA, MUBAARPAERN, BAEAHSHHE BRI R
QUHT B SEAE



= BEMBINFEESELEIMRERFE
(=) BIRF RN FEA

R BRI 7 7 28, 8 K 2 DAV Dl H IR A A, 4k 2 SCRE
A BB S5 MR T AR SE &, 38 T AN R B S 0 0] 3 O A K Sk TR bR, o
AT AT BB S R TH U R S O IR A B A THI R RREIR L Y LR E
Forpr, A5 s AN D 2 SR [P R R A B 5/ BHAS s BT
AL 30 RIKE . a3l 1ER. I 5IE8EHE ST A S 1800 & HA &
WIERSZ; FEIRPHETESI S 5%, iR S R SCR . OHEARE TE R
KSR 54 R . T 2025 £ 6 A-12 AL AR,
JUHN U RS B TERE S PER 8 AN TSI 1771 A, AN
AFINE, KSR AR B AL, SR EAHKSHN,
FH PR ERESN AL RIRE, SR I SCRAL RO R B BB il S
FHEMHT), ARKEFERRE S KHHER . B, KFE “IRAUTS)H "
WS /MR, R A HE, s T Rl OB B AT 7 UGl w7
G VYA BT AL 55, JE TR [958 & A Inbody 7R R SCRAE M %, M3
MAENLAE 2 HHEEES 5#H 02N (D il PSR A S5 (IR
. 1285, BER. O, 50 RCYRTEERGT 75, JFRIEIEAE ., &
REEHE . (2) T30 RJG: MEYIZ BB ICLE G, ERERS5EE
HEEFIYIE RS (IR SR Bt 2 EEEPOATD, FBMEARE. 4
JEEEE . (3) T 60 KJF: PPNAT NI BRETM, HBERBEIHMEER
K G AR B G - (4) T 100 K : B R Pl 3G E R5UR

COCBRAUTEI S MEF R AT U TR S S EE RN TR i T s S E
HEIL I BTN B2 30/60/100 REEVI I, S —idRRBEMER: it HHEITRAL,
FREBERE . 1880, (ERSE@BRAE T ABUTIE L, JFEMRAE B, Aotz s55
TR IR R BRI . BeAh, X —/MEFIEW LA RER IR, ATt
S 5385 50 F KA BT 7 SRR



LA CAME. FREMD . AT TR IRTT LU AR ) B A R
[FIAC IR RS .

AR IIEARE WREA I 1771 N, HAh A 2SR S 1726 1 2
FRARIAE X R 1295 N, HoZot: 5L 81.9%, Hi 5L 18.9%, L
BN 54 %, FIFERE 48.4 %, R0 AT FEEAETIAE 40-49 %L 50-59 % 1 60
BT Uh FAERR B, o N 25.3% 33.6%A11 21.2%, ARHR LA ESCALRR
o ELIE 2 28.9%, 78.2% 4K 1157 Bl . AETTE] 100 KIS, 7]+ A 4L
I A AR DN HAE 73 70 B A7 IS B 947 NI 1447 N

*1: HAEFEER

Bt B R BHFEAE Bt 1B R BRER A
R (ELR) 105 1294 55—k InBody(3££%) 1778

30 Hiat 1051 % % InBody 1545

60 H a4 957

100 H v %5 947 2 =X InBody 1447

(=) REFEIK B W b4 =] 2 B8k,

1. A0S 55 0T ERMRE, i — 1k E AR5 [ PP )
@, T IEREREN S5 E RIS BB G . RIES 58 5L R 5 & ik
HEE, 32.7%4TEEARE, 104%4TIEHRE . BEE P 51.3%[%
TERAIR B 5 By A7 288 5 ) . AR v Dy s 2 48 B DR 1) LR A9 vk 95.5%,
Fort 50.0% 1A B AR5 AR KT, 8 25 b Dy i 505 23 DR A 1) B 430k )
83.3%. HEIET . HHELIEMNZS 5% S5 BRI R, 65 BN EY
I 60%

R2: TEMFBERSSE5ENENEERERAEEEERL (B %)

| IEW | HE | ERE | At
NB s 3.1 539 [32.7 10.4 100.0
LSl =pe

Al 207 503 |108 |45 32.6




A RURAR, ISR — R 6.9 33.6 | 374 124 | 321
A7AE A 2 B B 1) i) 8t 3.4 9.5 51.3 83.1 30.2
bEd 69.0 | 6.6 0.6 0.0 5.1
R E A B E R
A W 3.6 4.0 204 | 50.0 13.0
A A 643 499 | 629 |[455 |535
WA R 32.1 46.1 167 |45 33.5
HEEEER
(358 39.3 615 [672 659 |642
P = 464 | 29.1 276 | 273 28.3
— R 107 | 8.7 4.9 4.5 6.8
ANEE 3.6 0.7 0.3 2.3 0.8
R E B E SR
MKBEA $ T A 286 |94 9.8 102 |99
IRFFIZ ) 60.7 |664 638 [50.0 |68.7
IR AT 39.3 672 695 |76.1 64.2
EFEREFRRE 393 | 46.1 454 1398 |456
PRSI (ANIZRE R s k) 10.7 10.6 144 |273 12.8
i R /e TR /4 BE A 0.0 2.4 2.6 6.8 2.6
7, ok A 2] /3 S5 ) A IR A5 0.0 0.5 2.0 6.8 1.6
R A1k B B RN
RORIR T 39.3 51.3 32.2 170 | 429
ROR— 286 | 437 |575 |682 |485
WA R 32.1 5.0 10.3 14.8 8.6
FHSAEEHEN =R R
I @R, AEEGIEKE 214 1296 |256 182 | 272
AENTE B TCN T F 14.3 166 [213 |25.0 18.4
HiZESE, ASAESEEUTE 214 299 [353 [398 [323
S (H AR HE IR 4 357 365 |489 659 |435
WA N 214 | 254 282 [31.8 266
PRI J73 ok 0.0 55 8.9 125 |68
WA I TR FRG ) 250 |244 |[25.0 34.1 25.3
AN K Z 5, 21.4 19.8 19.8 26.1 19.7
ARG XA (RS 107 |89 7.8 12.5 8.3
ANFNTE AN 21.4 7.7 6.3 4.5 7.5
R > 18 i) AR
TRAT AN G, L2 24.1 114 153 | 23.6 13.5
L2 N A5 Wl EE 13.8 17.1 25.1 427 212
B A YA L 55.2 427 | 46.0 52.8 43.5
EARBAA L 62.1 39.7 | 35.1 36.0 | 364




PERTAANL 552|294 339 [326 |306
POKEAE (FiXZ) 1500-1700ml) 552 380 [360 [382 |37.0
DL E#B 6.9 31,6 [29.8 |225 |31.5
HEARIB®

S A, RIS 759 | 40.7 | 476 609 |44.7
TR/ P BN B0 /4R /0 Hf A B 414 324 299 [483 |33.0
W 483 | 43.1 382 [529 418
225 WE Y 6.9 2.2 5.0 6.9 3.2
W LD 0.0 3.2 5.6 8.0 3.8
H & & 1k 31.0  [253 (290 [299 |26.1
M E — N/ UK 17.2 14.6 14.5 12.6 13.6
DL E#S 6.9 292 | 26.6 18.4 | 279
23 218

SEEENSHESRIE S — F 241 282 260 [264 |[27.6
IR RIE 6000 A2 48.3 62.5 60.1 55.2 60.5
B =3 IRHAR =30 pehhaEmE | 24.1 38.5 38.2 28.7 36.9
B35 1R % 6.9 10.9 10.1 5.7 10.3
DL ESATE & 31.0 18.3 222 31.0 | 21.1

2. ZHEMAFARZSHEGEH A, REFZ SRS R RE R 22K
BilsE v, H “Sid AR MER KR ORI S PR R &R . X 9.9% 12
53 MR RS wRE, K alf 68.7%H 64.2% 5 alad 5k &
WEFIRFFIEE) . HEIEFER, St HRMERRE” Bk R H 45 R PERE
0, ERd 43.5%, JF HEEZUAARAERE EJ: IEWAH 36.5%. HHHEHA
48.9%- HEMEAHEIL 65.9%. HZAHMERR “HaeiE, AHERIUTI”, Bk
32.3% GHE 353%, AEME 39.8%) DLJ “WE&A NWE” Sk 26.6% GEE
28.2%, NEMF 31.8%). SwoniH A # i 1 BUF fOFE “HAnIRL BROTEET, M
B CERRRERME. BRAMBL R R Rk, #LEE TV CEANE BE AT Re AT
FESSAL P RR S R AR B RIS SIS 1 28 S HF, 1B MR SR 5 i
AR R IRFF RS, X E S AR AT VB 7 SR FH S 5

3. R SEAIBAE, HRINGEEAL, ABRESEER, 3K
RIS R B PR . (RS TR, R M I AR T TR A A 5 N ST B ) L



un 43.5%M 2 55 FREEAHERAN L, AR BIRERE, “nziE/
Ik fwE " LB ST (EW 17.1%. HE 25.1%. IERE 42.7%). HH
AR, AT R R, LA F] 44.7%), HAEREEZH B
FE (60.9%), FRHESE W, Sk 41.8%, JEPEALAN 52.9%. &85 TH, &
REZKNREB R “HK 6000 257, (B “REfiEIEshgi” A, &H %
FEIZBNIERRN 36.9%, HENZGTEHRE 10.3%. Ak, HEE T 5 ER
IR N RGAHIAT NSRS U], DAAESh S AP
(Z) AEIHTHREEEZRLAAITRK

I THZS5EKE. RIg. BML ¥H T N, AR Bk, HIREr
I T RRAG , A B A B RO o TR BEAR AR H | (A IR 55 BT 3545 i T B
30 RAREFIYIEAL 0.74 kg BMI FEIK 0.28. ARAEHTFEAC 0.33 kg: B EEILIL
E/ME BT, 2IURR SIS BREE] 100 RIANFSCERE TR, &
FOPE) R 1.36 kg 1RG5 T F% 0.51 kg, InBody ¥4 TF 0.97 43 . # LI
ST E>3%3>5% MIEARTEIR, “> 3%IHE” M 30 K 15.6%$5ETHE] 100 K
35.5%; “> 5%JRE " M 5.6%IRTFE] 15.3%. R E, “HARAHEIL”
FE 100 RikF| 45.2%, FilL—FH1Z 5 LI T SRR 44 B PR AT .

®3: NARHEIRE TS SENFEEERR

HAE 30 K3tk | 100 KA

ek =7

GE() 1426 -0.74 -1.36

BMI 1426 -0.28 -0.51

HET (kg) 1324 -0.33 -0.51

B HEIL (kg) 1283 0.08 0.17

InBody 4> 1274 0.53 0.97
REEERE

> 3% ik EHIA bR 1426 15.60 35.50

> 5% ik EHIA PR 1426 5.60 15.30

WEAENL R BB 8L >0) 1247 40.90 45.20
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2. T A T I P A 8 L) TN G AR B A, AR A ) i R A A
AU FE T, S AT R 2 T RS L 7 ARG B 2 P g R A
£ 100 RIEIAN, MR E I R I 3.51%, T35k 2.82 kg, AIENT
W 1.57 kg, HUCNBEMH, RETFL K 2.79%. H AL 7B
JEFHEREAR UG B AR A R AL, MEERE AR 51.6%M 2 5%
JSC D SE BT R [ I R AP UL A BOIR S, B8 BN P I — LU A 0 3
45.5%.

x4 TREKBETHSE5ENFESTERYN

A4 b E# FEE AERE
100 RAREAZ Y A 0.24 -1.56 279 -3.51
100 RAKEAZLY, kg 0.02 -0.92 -1.94 2.82
100 KARHEAL kg 0.61 -0.14 0.9 -1.57
100 KB BN kg 0.04 0.2 0.07 0.11

100 K InBody #4424k 0.82 0.69 1.04 1.32

= 3% KPR % 6.67 31.2 43.16 45.03
= 5%IERH Y% 4.44 11.88 18.59 25.83
BEA Y% 20 42.56 4551 51.66

3. SR AR E SR AL T A M #E i, HiSsh 25K
w, JRE AR, RIEMINAMAICR. 7E 100 REWE RSN, AN
ARSI T ASSH, 100 K5, S5/NHM R G ET
YR B# 1.93kgC T B#IRFEF-1)iE 3 2.81%), HAEAR(-0.65kg) 5AL(+0.25kg)
IR B E T A2 54 GE-0.38kg, BA1+0.16ke), F“>3% H K ”
KH| T 45.1%, BRZ 5HM) 345%RBYE . SINESIREAR T, fiRd 5
R S BEAEOG, RFEC B " S 5B B R P E IR A 2 T 4.14%,
B 64.7% M2 5E ST 3% LA ERIR IR, 45.5% S IUIE HA LA
HHZTR, “AA” Z 50 BARRER N 0.61%, IREIEFRFRICN 7.9%,
IR AFENUI LB A 20.0%. SRFIST LR MIER, B IUR B3
BT, BERIRTHATMME . ORI R EE L E b i 0k % O AN AR
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x5 2BRE5MNANS5ENTEEERI

2 5/NH xS 5/NH
FH 30 K5
REIYEAL kg -1.06 -0.62
R -1.58 -1
RPEIIEA 1L kg -0.5 -0.23
B EIIIEZRA kg 0.08 0.03
InBody V7 ¥{HAR 1L 0.65 0.16
>3% ) HL % 29.9 20.5
>5% ) EL % 9.6 5.7
FH 100 RJ5
REIYEAL kg -1.93 -1.33
RS -2.81 -2.09
RPEIIEARL kg -0.65 -0.38
B EIIIEZRA kg 0.25 0.16
InBody 177 $4){E 24k 1.2 0.61
>3% ) HL % 45.1 34.5
>5%JH HL % 21.2 14.5

*6: TRIHESSMENSSENFESTERN

AEHEESIS 5ME B2 2% Hht TR MR

FH30 KRG
PR AL kg -1.46 -0.72 -0.58 -0.29 -0.26
R 2.25 -1.12 -0.87 -0.36 -0.45
RPEIIEA 1L kg -0.71 -0.34 -0.24 -0.02 -0.27
HRVLISEE kg 0.11 0.06 0.06 0.07 -0.02
InBody T4 B ATk, 1.11 0.5 0.26 -0.22 0.2
>3% ) HL % 39.4 14.7 14.8 8.5 4.8
>5% ) HL % 12.1 5.1 4.7 1.7 0
WEA L% 39.8 43.1 34.6 36.7 39.1

FH 100 RJ5
PR AL kg -2.74 -1.29 -1.16 -0.72 -0.37
R F Y -4.14 -1.98 -1.72 -1.04 -0.61
RPEIIEAR L kg -1.11 -0.39 -0.4 -0.16 -0.06
HEAUIE R kg 0.08 0.25 0.18 0.06 0.24
InBody T4 B ATk, 1.19 1.12 0.71 0.76 0.18
>3% ) HL % 64.7 29.8 24.3 17.6 7.9
>5% )R EL % 34.1 12.1 11.1 7.4 2.6
IR A% 45.5 40.5 43.0 44.1 20.0
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4 A RE SR R A E U7 AARAL, O R A B B ) RS AR R
JEREVS SCHF 2 538 P YERHE B AEVE U7 e DAILER T B I IR R B 6
ASSEORB, HAES SR 5 A 7 U GRS I  BE [R2D i 2k
LA 100 REGUEHING, B vEHNS 5% (BR7 5 “aF”) £EF
YA T e B T AR R K B, TR R AT S B 1 B A IE R R AR E HESF A 75%-
80%I L, RIS S HEARAE R — A I N AR R MO 30% /447, HEE
30 RIF[EIVE 1 23 DA Rl ARG, mSAE R AR Lk
F7 T 80% LA EAIRR R AME, ELAE “ ERF Ty B SR 7 X — i T s A FE b B
FAA IR YEFFE 35%-40% AT 71, 10 “MA” ZHHMAGT AL 5%
REMERFSE M. XA 2 5 LI E TR S a ST 5, REE DN B Ra oKk
SEASE B RE R SACNIE R, AT AT Rr 2L 0 fa RE s

x7: TRIHBESSMENSESENEREAAREHEMR

B2 SHE Hht TR MR
30 KA}
it B A4k 78 2 80.2 74.2 60.3 41.6 51.6
A 81.9 81.6 68.6 54.7 58.1
IKIERR 80.2 79.5 66.7 55.5 58.1
a4 A Ak 84.2 72.1 62.5 51.8 54.8
S 5L 80.8 79.5 70.2 63.5 452
U I 2 36.7 30.2 16.7 73 9.7
60 KB
i B A4k 78 2 80.0 79.3 62.4 47.0 37.9
A 84.6 83.3 74.1 52.1 44.8
IKIENR 81.1 82.3 67.5 56.4 55.2
a4 A Ak 90.3 78.0 67.8 64.1 48.3
SR 84.6 81.2 75.3 64.1 44.8
U &I 25 46.9 33.6 114 14.5 13.8
100 Kt
it B A4k 78 2 77.8 72.9 59.9 46.9 28.6
A 75.5 80.4 66.8 53.1 33.3
IKIENR 72.7 75.9 60.8 53.1 33.3
a4 A Ak 81.5 76.4 68.5 65.3 42.9
S 5L 74.1 79.3 66.8 60.2 52.4
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| REEI% [ 17.2 [ 112 4.8

(W) AEZHTHREFELABTOEH KL

| 41.2 | 34.7

5. S SR 2 5% MR O 51 &SRB IR T, RoaiEshE
R AE AR S . B R, BEHRES SR, 2 5% ML
eSS LRI AR (“H” SE5FEEHIRIFERIE 75.6%),
AR AR B S A S SRR T LS T T ——m s 55, A 70%W
TR B SEAR R T, 1T 69%WGR T BBt 2 S e 5 N BRied, XFLBy
TR E 2, ik 94.2% M AT AR T TSR KB . thah, MEWIFN B
G, XM HRANSEET AN RGEESE, BEEERT “S5REC7 1
JRZE % SRR EE S MEE N ES, S 5E NEAAEPR I
BUMRAL, fEBIRGUE FTHETt, i 57.9%1 “E2” 255 Rk Kz
BRITIF s Ribi&ss, xtfdR, RIFMEBRERE, BAROREARRED
AR “ IR 7

= 8: FREHESSHERNESEENRERFR
AEHEESIS 5ME B SHE Hht 1R MA
18 PR 15 O
PR I/ i 75.6 59.9 47.9 44.6 0.0
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Health Communities Contribute to Weight
Management

Amway Corporation’

Abstract

Overweight and obesity have become a serious public health challenge in China,
not only contributing to a significant burden of chronic diseases, but also generating
spillover effects in terms of individual behavior and socioeconomic costs. Although
policy measures such as the “Weight Management Year” initiative have established
a governance framework, weight management in practice remains mired in
structural dilemmas, including the “asymmetry between willpower and
environment” and the “difficulty in sustaining behavioral change.” This research,
through an in-depth survey of 1,771 participants across eight cities, validates the
core value of the “healthy community” model in overcoming the above-said
dilemmas. Research findings show that the community provides not only a place
for interaction, but it also offers key external variables that effectively enhance
compliance through peer help, supervision mechanisms, and emotional support.
Statistics clearly reveal a linear positive correlation between participation
frequency and weight loss effectiveness. In a period of 100 days, higher levels of
community engagement are associated with more significant improvements in body
weight and fat management. More specifically, among those participants who
“always” took part in weight management activities, the rate of achieving the
weight loss target (>3%) was as high as 64.7%, compared to only 7.9% among those
who “never” participated. In addition, such model effectively leads to systematic
optimization of participants’ lifestyles, including balanced nutritional intake and the
removal of unhealthy habits such as long sedentary hours and staying up late,

thereby achieving a healthy pathway of “losing fat without losing muscle.” On the

! The views expressed in this report are those of the enterprise research and do not represent the official
stance or opinions of the forum host and organiser.
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psychological dimension, the community significantly alleviates participants’
feelings of isolation and enhances their subjective well-being and sense of social
support. Furthermore, 57.9% of high-frequency participants reported a perceived
trend of reduced medical expenses, suggesting that effective weight management
carries certain spillover benefits across psychological and economic dimensions. In
sum, China should further advance the intervention threshold by integrating
community-based weight management models into the foundational projects of
chronic disease prevention and health promotion. Through deep integration of
digital tools and social platforms, a comprehensive supportive microenvironment
should be established, shifting from mere treatment to systematic social governance
and prevention. Such approach is expected to effectively alleviate the public health

pressure in the context of an aging society.

1. Overweight and obesity have become major public health
challenges globally, urgently requiring a systematic response.

Overweight and obesity are significant public health risk factors. A large body of
research as well as international consensus indicates that abnormal body weight is
strongly associated with an increased risk of non-communicable chronic diseases
such as cardiovascular and cerebrovascular diseases, type 2 diabetes, and certain
cancers. It is a key driver of the growing disease burden and healthcare expenditures.
Furthermore, weight issues exhibit significant externalities, as changes in
individual weight status can, at a macro level, translate into societal costs through
channels such as the incidence of chronic diseases, loss of labor productivity, and

increased medical security expenditures.

The increase in overweight and obesity in China is characterized by “rapid growth,
wide spread, and affecting younger age groups,” making it a serious public health
concern. According to the National Health Commission, citing data from the Report
on the Status of Nutrition and Chronic Diseases among Chinese Residents (2020),
the rates of overweight and obesity among Chinese residents aged 18 and above

were 34.3% and 16.4%, respectively. These figures represent an increase of 4.2 and
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4.5 percentage points compared to 2012, demonstrating a significant upward trend.
In addition, the rates of overweight and obesity among children and adolescents
aged 6 to 17 years have reached 11.1% and 7.9%, respectively. Abnormal body
weight has now widely spread from adults to the younger population. Coupled with
factors such as urbanization, changing dietary patterns, and physical inactivity, this
trend may establish a cumulative risk pathway from childhood into adulthood. As
China is currently undergoing rapid aging, this trend will place significant pressure
on the future disease burden. According to a systematic analysis based on the GBD
2021 framework, approximately 3.7 million deaths and 128.5 million DALY
globally in 2021 were attributable to high BMI (BMI > 25), with the primary
attributable diseases concentrated in diabetes, ischemic heart disease, hypertensive
heart disease, chronic kidney disease, and stroke!. According to data published in
The Lancet?, a leading international medical journal, China’s overweight and
obesity rate is at a moderate level globally. Using the WHO/NCD-RisC
classification with a BMI > 25 (age-standardized for individuals aged 18 and above),
the combined overweight and obesity rate in China was approximately 38% in 2022,
significantly higher than Japan’s 24% and Vietnam’s 18%, and comparable to Korea
(36%), while slightly lower than Singapore (41%). The three main concerns are as
follows. First, China has the largest absolute number of overweight and obese adults
in the world, at approximately 402 million. Second, the upward trend is pronounced:
globally, the number of individuals with BMI > 25 rose from approximately 731
million in 1990 to approximately 2.11 billion in 2021—2.89 times the 1990
figure—while the number of obese individuals increased to 4.20 times. By
comparison, China’s figures for BMI > 25 and BMI > 30 in 2021 were 4.40 and
10.02 times the 1990 levels, respectively; even excluding the effect of population
growth, the rapid increase in prevalence rates cannot be overlooked. Third, the
adolescent obesity rate is high: according to UNICEF data, China’s childhood
obesity rate in 2024 was 11.1%, approximately 6 percentage points above the

average for middle-income countries (5.5%)°.

From an international perspective, many countries have already begun efforts to

provide systematic solutions to address the issue of overweight and obesity:
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1. To provide a comprehensive supportive environment, i.c., to use fiscal and
regulatory tools to change the social environment, making healthy choices easier
and unhealthy choices more costly. Typical tools include: 1) To promote healthy
diets through the implementation of a sugar-sweetened beverage (SSB) tax and
related fiscal policies. The World Health Organization (WHO) published its
guidance on fiscal policies to promote healthy diets in 2024. According to the WHO,
as of February 2024, 115 WHO member states have implemented a SSB tax at the
national level. Research into the Mexican experience indicates that, following the
implementation of the SSB tax, purchases of taxed beverages decreased by an
average of approximately 6% relative to the counterfactual scenario. 2) To mandate
front-of-pack nutrition labeling and warning labels. In its manual on guiding
principles and frameworks for front-of-pack nutrition labeling, the WHO
emphasizes a government-led packaging system that is monitorable and evaluable.
3) To implement restrictions on advertising and marketing targeting children and
adolescents. In 2023, the WHO proposed to strengthen mandatory regulations of
the marketing of high-salt, high-sugar, high-fat foods and non-alcoholic beverages
to reduce children’s exposure and weaken marketing inducements. 4) To require
calorie labeling on menus in dining settings such as restaurants. The U.S. Food and
Drug Administration (FDA) introduced requirements for calorie labeling on menus
in places such as chain restaurants, extending interventions to out-of-home dining

environments and instant consumption scenarios.

2. To encourage overweight and obese individuals to adhere to weight
management through methods such as peer support. As a common international
practice, this effort emphasizes the integration of weight management into medical
and community services, as well as the long-term nature of behavior change and
the importance of social support. The core of this effort lies not in one-off
educational activities, but it stresses establishing a continuous and trackable support
system, in which peer support and community mechanisms are employed to address
issues of adherence rates, cost, and coverage. Typical practices include: 1) To
improve adherence rates and self-efficacy through the use of a “group sessions +

coach” format. For instance, the national diabetes prevention and lifestyle
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intervention program of the U.S. Centers for Disease Control and Prevention (CDC)
includes a “group support” component, featuring sessions led by trained lifestyle
coaches. Participants are supported in achieving weight control and behavior
change through mechanisms such as goal setting, self-monitoring, and addressing
barriers. 2) To introduce peer support and peer coaching, where coaches are
individuals also managing their own weight, providing long-term support. Such
model was recognized by a meta-analysis published in the International Journal of
Obesity*. 3) To carry out institutionalized screening and individualized guidance.
For instance, Japan’s “Specific Health Checkups and Specific Health Guidance”
program incorporates risks related to visceral fat obesity and metabolic syndrome

into insurer-mandated health checkups and health guidance.

In China, a policy chain for overweight and obesity management is taking
shape, moving from advocacy to actionable and institutionalized measures.
The “Healthy China Initiative (2019-2030)” identified actions related to healthy
lifestyles, providing an overall framework and governance direction for weight
management. In 2024, 16 government agencies including the National Health
Commission published the Implementation Plan for the “Weight Management Year”
Campaign, calling for establishing a supportive environment to enhance public
awareness and skills over a period of approximately three years, while
emphasizing the development of authoritative core knowledge, guiding principles,
and key points for health education for primary healthcare workers. In 2025, the
National Patriotic Health Campaign Committee incorporated the “Healthy Weight
Management Action” into the Healthy China Initiative and released the annex titled
“Healthy Weight Management Action” alongside the Healthy China strategic
document. The action paper set goals such as “initially curbing the rising trend of
overweight and obesity in the population” by 2030. It also identified the
popularization and education of weight management knowledge within families,
communities, medical institutions, schools, government agencies, enterprises and
institutions, as well as restaurants and canteens, as key tasks. At the technical level,
China issued the “Dietary Guidelines for Adults with Obesity,” further translating

weight management into actionable dietary and lifestyle intervention
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recommendations, thereby enhancing operability for primary-level institutions and

the public.

Nevertheless, in practical implementation, weight management faces three
types of structural challenges: 1) The imbalance between environmental factors
and willpower. The World Obesity Federation’s World Obesity Atlas
2025 emphasizes that the rise in obesity and chronic diseases is often the result of
multiple system failures, and that relying solely on individual willpower makes it
difficult to combat structural drivers over the long term. 2) The long-term nature
and recurrent pattern of behavior change. Weight management requires long-term,
multi-dimensional habit changes involving diet, exercise, sleep, and stress
management, and it often carries a risk of relapse. Without continuous feedback and
emotional support, it can be very difficult to translate these efforts into sustained
behaviors. 3) Fragmentation of service provision and insufficient accessibility.
Professional weight management often requires multidisciplinary collaboration
involving nutrition, exercise, psychology, and chronic disease management.
However, services in key life settings such as workplaces, schools, and

communities are often insufficient.

Given the above-said challenges, to explore “community support” provides
clear policy values. 1) The community can enhance adherence rates through shared
goals, mutual witnessing, and light yet consistent interaction. Through shared goals,
group norms, and mutual witnessing, it can “externalize” a portion of the self-
control costs. Furthermore, it can drive lightweight environmental improvements in
micro-scenarios such as workplaces, schools, and communities. 2) Addressing the
long-term and recurrent nature of behavioral change, the community can help
individuals transform short-term goals into sustainable life rhythms through
continuous but low-intensity interaction, periodic reviews, and the supervision and
empathy of peer coaches. When rebounds or interruptions occur, the community
can provide emotional connection and validation, helping to alleviate feelings of
shame and isolation. 3) Addressing the fragmentation and insufficient accessibility

of service supply, the community can serve as an extension of professional services.
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By using standardized toolkits (simple assessments, stratified advice, risk warnings)
to achieve initial screening and triage, expanding coverage at a lower cost and
creating synergies with macro-level policies. Therefore, against the backdrop of a
clearly defined policy framework in China, namely, the “Weight Management Year”
campaign, exploring replicable, evaluable, and scalable weight management
support models from the perspective of community and peer support holds not only
public health significance, but it also provides practical value for social governance

while contributing to innovation in the health service system.

2. Insights on findings of special study on healthy communities
supporting weight management

2.1 Overview of research methodology and study participants

The research team designed a study protocol to establish a health community
focused on weight loss. By integrating social support, peer support, and individual
interventions, and through the use of questionnaires and physical measurements at
different stages of the intervention, the study aims to analyze the specific effects of
community interaction on enhancing weight loss outcomes, improving
psychological status, and promoting overall health. The questionnaires covered
basic demographic information and body weight self-assessment, weight loss
willingness, and past methods/barriers; follow-up questionnaires recorded diet,
exercise, daily routine, stress, and emotional eating behaviors over the preceding
30 days, as well as weight relapse, chronic disease management, and physical
sensations; and the questionnaires also assessed activity participation frequency,
community belonging and peer support, psychological experience, satisfaction, and
changes in health and quality of life. The research team recruited 1,771 persons
from June to December 2025 in eight cities, namely, Beijing, Chengdu, Guangzhou,
Hangzhou, Shanghai, Wuhan, Shenyang, and Xi’an, who were assigned to different
groups, where the group head led the weight management community. Each
community consisted of a group head and group members. Each group can

participate in online activities for collective weight loss, encouraging and
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supporting mutual assistance, encouragement, sharing, and joint activities among
community members. The group heads played a primary role in supervision and
support. Meanwhile, the groups utilized the We Take Action WeChat mini program?
to conduct questionnaire surveys and track healthy lifestyle habits through check-
in records. The research includes four key assessment points. Leveraging
questionnaires and InBody data, the research team tracked changes in participants
from multiple perspectives, both subjectively and objectively. 1) Baseline
assessment: To assess baseline lifestyle habits (diet, exercise, sleep, psychology,
social interaction) and current health status scores, also measuring data such as
weight and body fat. 2) After 30 days of intervention: To observe preliminary
outcomes and psychological feedback, focusing on participants’ initial experiences
within the community (such as feelings of achievement and recognition), also
measuring data including weight and body fat. 3) After 60 days of intervention: To
evaluate whether behavioral habits have been formed, examining changes in the
difficulty of adherence and milestone improvements in physical condition. 4) On
100th day of intervention: To conduct a final outcome evaluation, including weight
loss results, changes in mindset (confidence, anxiety reduction), improvements in
quality of life, and overall satisfaction with the community model, also measuring

data such as weight and body fat.

This study included a total of 1,771 participants with valid objective data. Among
these, 1,295 individuals provided both objective measurements and questionnaire
responses. The participant demographics were as follows: 81.9% were female and
18.1% were male, with a median age of 54 years and an average age of 48.4 years.
The age distribution was primarily concentrated in the 40-49 (25.3%), 50-59
(33.6%), and 60 and above (21.2%) age groups. Additionally, 28.9% of participants
had a bachelor’s degree or higher, and 78.2% were engaged in light physical labor.

2 “We Take Action” (341147 8#i) WeChat Mini Program. This digital tool served as the implementation and
data-collection platform for the study: it was used to distribute and collect baseline and follow-up
questionnaires (at 30, 60, and 100 days), to record participants’ daily healthy-lifestyle check-ins (diet,
exercise, sleep, etc.), and to aggregate data for analysing the relationship between community engagement
and weight-loss outcomes, psychological status, and overall health. The mini program also included a
health education module through which participants could access content on healthy lifestyle practices.
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By day 100 of the intervention, questionnaire data and objective physical
measurement data were retained for 947 and 1,447 participants, respectively.

Table 1 Samples Collected and Retained

Time Sample retained Time Valid Samples
Baseline Questionnaire | 1,294 1* InBody (baseline) | 1,778

Day 30 Questionnaire 1,051 2" InBody 1,545

Day 60 Questionnaire 957

Day 100 Questionnaire | 947 3" InBody 1,447

2.2 Current status of weight management and the challenges faced

1) Approximately 40% of participants were classified as overweight or obese.
Over half of the overweight individuals had issues with body image self-
assessment. Participants with obesity reported higher levels of distress and
motivation to change. Based on participants’ baseline height and weight data, 32.7%
were classified as overweight and 10.4% as obese. Among those who were
overweight, only 51.3% correctly perceived themselves as having a weight problem.
A high proportion, 95.5%, of individuals with obesity reported being troubled by
weight management, with 50.0% experiencing significant distress. Among
overweight participants, 83.3% reported being troubled by weight management.
Participation willingness was high across normal weight, overweight, and obese

participants, with over 60% in each group expressing a strong willingness to engage.

Table 2 Levels of distress and corresponding weight management status among
participants with different body types (Unit:%)

Underweight | Normal | Overweight | Obese | Total

Proportion of participants 3.1 53.9 32.7 10.4 100.0
Self-perceived body type
Fit 20.7 50.3 10.8 4.5 32.6
A bit overweight, just need 32.1
some moderate control 6.9 33.6 374 12.4
measures
Havmg'an issue with being 34 95 513 83,1 30.2
overweight or obese
Underweight 69.0 6.6 0.6 0.0 5.1
Troubled by weight issues
Very much troubled 3.6 4.0 20.4 50.0 13.0
Somewhat troubled 64.3 49.9 62.9 45.5 |535
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Not troubled 32.1 46.1 16.7 4.5 335
Willingness in weight
management
Very high 39.3 61.5 67.2 659 | 642
High 46.4 29.1 27.6 273 283
Just so so 10.7 8.7 4.9 4.5 6.8
Low 3.6 0.7 0.3 2.3 0.8
Previous weight management
attempts
Never 28.6 9.4 9.8 102 199
Sustained exercise 60.7 66.4 63.8 50.0 68.7
Dietary calorie intake control 393 67.2 69.5 76.1 64.2
Choose meal replacement 39.3 46.1 45.4 39.8 | 45.6
products
Strict dieting (no supper/staple | 10.7 10.6 14.4 27.3 12.8
food or intermittent fasting)
Liposuction / Acupuncture / 0.0 2.4 2.6 6.8 2.6
Massage, etc.
Take weight-loss drugs / Inject | 0.0 0.5 2.0 6.8 1.6
semaglutide, etc.
Outcomes of previous weight
management efforts
Good 39.3 51.3 32.2 170 | 429
Just so so 28.6 43.7 57.5 68.2 48.5
Poor 32.1 5.0 10.3 148 | 8.6
Main reasons hindering weight
management
Go with the flow, no need for 214 29.6 25.6 18.2 27.2
deliberate improvement
Don’t know how to do it/ 14.3 16.6 21.3 25.0 18.4
Don’t know where to start
Procrastination, don’t want to 21.4 29.9 353 39.8 32.3
take action
Have tried but find it difficult 35.7 36.5 48.9 65.9 43.5
to stick with
No one to supervise 214 254 28.2 31.8 26.6
Excessive psychological stress | 0.0 5.5 8.9 125 6.8
No time/energy 25.0 24.4 25.0 34.1 253
Don’t want to put in too much | 21.4 19.8 19.8 26.1 19.7
money
Lack of necessary conditions 10.7 8.9 7.8 12.5 8.3
for improvement (facilities,
etc.)
Don’t know / Can’t say for sure | 21.4 7.7 6.3 4.5 7.5

Dietary habits issues
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Irregular eating habits / 241 11.4 15.3 23.6 13.5

Skipping breakfast

Often overeat / Prefer strong 13.8 17.1 25.1 427 | 21.2

flavors

Inadequate dietary fiber intake | 55.2 42.7 46.0 52.8 43.5

Inadequate protein intake 62.1 39.7 35.1 36.0 364

Inadequate vitamin intake 55.2 29.4 33.9 32.6 30.6

Inadequate water intake (less 55.2 38.0 36.0 38.2 37.0

than 1,500-1,700ml)

None above 6.9 31.6 29.8 22.5 31.5
Unhealthy habits

Sedentary, rarely get up/move | 75.9 40.7 47.6 60.9 | 44.7

around.

Rarely engage in outdoor 41.4 324 29.9 48.3 33.0

activities / Rarely get sunlight

exposure

Stay up late into the night 48.3 43.1 38.2 529 418

Frequent alcohol consumption | 6.9 2.2 5.0 6.9 3.2

Smoking (including vaping) 0.0 32 5.6 8.0 3.8

High levels of daily stress 31.0 25.3 29.0 299 [26.1

Often alone / Feelings of 17.2 14.6 14.5 12.6 13.6

loneliness

None above 6.9 29.2 26.6 184 1279
Exercise habits

Get up and move around once | 24.1 28.2 26.0 264 | 27.6

per hour on average

Walk 6,000 steps on average 48.3 62.5 60.1 552 ] 60.5

per day

Moderate-intensity activity for | 24.1 38.5 38.2 28.7 36.9

a minimum of 30 minutes each

time, and at least 3 times a

week

Weekly strength training 6.9 10.9 10.1 5.7 10.3

None above 31.0 18.3 22.2 31.0 | 2I1.1

2) Many participants had a history of weight management attempts, with a
higher proportion trying to exercise regularly and control dietary calorie
intake. However, “having tried but finding it difficult to persist” emerged as
the most significant structural barrier. Only 9.9% of participants never attempted
weight control. Among all participants, 64.2% and 68.7% tried controlling dietary
calorie intake and exercising regularly, respectively. However, “having tried but

finding it difficult to persist” emerged as the most prominent structural barrier,
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accounting for 43.5% overall, with this proportion increasing significantly with
objective body status: 36.5% in the normal weight group, 48.9% in the overweight
group, and reaching 65.9% in the obese group. Closely associated with this were
“procrastination, don’t want to take action” (32.3% overall; 35.3% for overweight,
39.8% for obesity) and “no one to supervise” (26.6% overall; 28.2% for overweight,
31.8% for obesity). These findings suggest that the primary pain points in weight
management are not a “lack of knowledge or methods,” but rather a “lack of
sustainability, external constraints, and feedback.” Therefore, the potential value of
community-based interventions may lie more in providing sustainable peer
supervision, real-time feedback, and emotional support, which may help transform
individual intentions and sporadic attempts into a more stable system of adherence.

Particularly strong support may be found among overweight and obese populations.

3) Poor dietary structure and intake habits, overall lack of strength training,
while sedentary behavior and staying up late were common, collectively
impacting the effectiveness of weight management. In terms of diet, prominent
issues concerned nutritional structure and intake habits. For instance, 43.5% of
participants reported inadequate dietary fiber intake. As body type progresses from
normal to obese, the proportion reporting “overeating/preferring strong flavors”
increases significantly (normal: 17.1%, overweight: 25.1%, obese: 42.7%). Among
common unhealthy habits, “sedentary behavior” is the most prevalent risk factor,
affecting 44.7% overall, and is notably higher in the obese group (60.9%). “Staying
up late” is also common, reported by 41.8% overall and 52.9% in the obese group.
Regarding exercise, while most participants achieve “6,000 steps per day,” there is
a deficiency in “high-quality exercise structure.” Only 36.9% meet the weekly
target for moderate-intensity exercise, and the rate for strength training is merely
10.3%. Therefore, weight management requires a strong focus on disseminating
scientific methods and establishing systematic behavioral support and social

mechanisms to promote structural changes.
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2.3 Weight management with community support proves effective

1) Participants in the intervention program demonstrated reduced weight,
body fat, and BMI, along with significant improvements in body composition.
Furthermore, longer adherence to the intervention was associated with better
weight management outcomes. Overall, participants in the intervention program
showed decreases in weight, body fat, and BMI: after 30 days, the average weight
loss was 0.74 kg, BMI decreased by 0.28, and body fat mass decreased by 0.33 kg.
There was a slight increase in average skeletal muscle mass, indicating a trend
towards improved body composition. The improvements were greater among
participants who persisted to day 100, with an average weight loss of 1.36 kg, a
0.51 kg reduction in body fat mass, and a 0.97-point increase in their InBody score.
Using relative weight loss of >3% or >5% as success indicators, the proportion
achieving “>3% weight loss” increased from 15.6% at 30 days to 35.5% at day 100;
the proportion achieving “>5% weight loss” increased from 5.6% to 15.3%.
Regarding body composition quality, 45.2% of participants achieved “fat loss
without muscle loss” by day 100, meaning nearly half of the participants followed

a healthier weight management pathway.

Table 3 Examining the weight management outcomes of intervention participants
through various indicators

Sample Change by | Change by
number day 30 day 100
Objective indicators
Weight (kg) 1,426 -0.74 -1.36
BMI 1,426 -0.28 -0.51
Body fat (kg) 1,324 -0.33 -0.51
Bone muscle(kg) 1,283 0.08 0.17
InBody score 1,274 0.53 0.97
Key achievement rate
>3% Weight loss target achievement rate 1,426 15.60 35.50
>5% Weight loss target achievement rate 1,426 5.60 15.30
Fat loss without muscle loss (body fat | and | 1,247 40.90 45.20
skeletal muscle > 0)
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2) Intervention participants who were initially obese or overweight showed
greater improvements, demonstrating enhanced health benefits. In this study,
overweight and obese individuals achieved relatively more significant health
improvements through scientific intervention. Over the 100-day period, obese
participants experienced an average weight loss of 3.51%, equivalent to a reduction
of 2.82 kg, and a decrease in body fat mass of 1.57 kg. This was followed by the
overweight participants, who achieved an average weight loss of 2.79%.
Furthermore, the intervention effectively helped with the ideal body composition
result of “fat loss with muscle gain” among overweight and obese participants. Over
51.6% of participants in the obese group successfully achieved a healthy state of
losing fat while preserving muscle, and this proportion reached 45.5% in the

overweight group.

Table 4 Weight management outcomes among intervention participants with

different body types
Body types Underweight | Normal Overweight | Obese
Percentage change in body i i
weight on day 100 0.24 -1.56 2.79 3.51
Body weight change (kg) on 0.02 -0.92 1.94 282
day 100 ) ' ' '
Body fat change (kg) on day 0.61 0.14 0.9 157
100 . . . .
Bone muscle change (kg) on 0.04 0.2 0.07 011
day 100 ' ' ' '
InBody score change on day 0.82 0.69 1.04 132
100 . . . .
=3% achievement rate (%) | 6.67 31.2 43.16 45.03
=5% achievement rate (%) | 4.44 11.88 18.59 25.83
EZ[)IOSS while no muscle loss 20 42 56 4551 5166

3) Participants engaged in community activities showed significantly better
weight loss outcomes compared to those who did not participate. Furthermore,
a clear linear relationship was observed: the higher the frequency of
participation in activities, the greater the weight loss effect. During the 100-day

observation period, the weight management outcomes of the participants who took

31



part in community activities were comprehensively better than those who did not
take part. After 100 days, those who took part in community activities lost an
average of 1.93 kg (an average reduction of 2.81%). Their performance in fat loss
(-0.65 kg) and muscle gain (+0.25 kg) was also significantly better than the non-
participating persons (fat loss -0.38 kg, muscle gain +0.16 kg). The “>3% weight
loss rate” in the participating group reached 45.1%, a clear advantage over the 34.5%
in the non-participating group. Among those who participated in community
activities, participation frequency was highly correlated with outcomes. The group
that “always” participated in community activities achieved an average weight loss
of 4.14%, with 64.7% of participants losing 3% or more of their body weight, and
45.5% achieving fat loss without muscle loss. In stark contrast, the group that
“never” participated saw an average weight loss of only 0.61%, with a success rate
of only 7.9% for the weight loss target and only 20.0% achieving fat loss without
muscle loss. This strong contrast fully demonstrates that the community is not
merely a place for interaction, but a core external variable for enhancing behavioral

adherence and ensuring the efficient achievement of weight management goals.

Table 5 Weight management outcomes of those who took part in community
activities and those who did not

Those who participated | Those who did
in community activities | not participate
After 30 days of intervention
Change in average body weight (kg) -1.06 -0.62
Change rate in average body weight (%) | -1.58 -1
Change in average body fat (kg) -0.5 -0.23
Change in average bone muscle (kg) 0.08 0.03
Change in average InBody score 0.65 0.16
>3% weight loss achievement rate (%) | 29.9 20.5
>5% weight loss achievement rate (%) 9.6 5.7
After 100 days of intervention
Change in average body weight (kg) -1.93 -1.33
Change rate in average body weight (%) | -2.81 -2.09
Change in average body fat (kg) -0.65 -0.38
Change in average bone muscle (kg) 0.25 0.16
Change in average InBody score 1.2 0.61
>3% weight loss achievement rate (%) | 45.1 34.5
>5% weight loss achievement rate (%) | 21.2 14.5
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Table 6 Weight management outcomes of those with different frequencies of
community activity participation

Frequency of
community activity
participation

Always

Often

Sometimes

Barely

Never

After 30 days of
intervention

Change in average
body weight (kg)

-1.46

-0.72

-0.58

-0.29

-0.26

Change rate in average
body weight (%)

-2.25

-1.12

-0.87

-0.36

-0.45

Change in average
body fat (kg)

-0.71

-0.34

-0.24

-0.02

-0.27

Change in average
bone muscle (kg)

0.11

0.06

0.06

0.07

-0.02

Change in average
InBody score

1.11

0.5

0.26

-0.22

0.2

>3% weight loss
achievement rate (%)

394

14.7

14.8

8.5

4.8

>5% weight loss
achievement rate (%)

12.1

5.1

4.7

1.7

Fat loss and no muscle
loss %

39.8

43.1

34.6

36.7

39.1

After 100 days of
intervention

Change in average
body weight (kg)

-2.74

-1.29

-1.16

-0.72

-0.37

Change rate in average
body weight (%)

-4.14

-1.98

-1.72

-1.04

-0.61

Change in average
body fat (kg)

-1.11

-0.39

-0.16

-0.06

Change in average
bone muscle (kg)

0.08

0.25

0.18

0.06

0.24

Change in average
InBody score

1.19

1.12

0.71

0.76

0.18

>3% weight loss
achievement rate (%)

64.7

29.8

243

17.6

7.9

>5% weight loss
achievement rate (%)

34.1

12.1

11.1

7.4

2.6

Fat loss and no muscle
loss %

45.5

40.5

43.0

441

20.0
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4) Community support helps cultivate healthier lifestyles, thus serving as a
crucial pillar for successful weight management. More community activities can
support participants in establishing and maintaining healthy lifestyles. Taking six
habits with low baseline adoption rates as examples, the frequency of community
participation showed a highly synchronized growth curve with the degree of
lifestyle improvement. Looking at the 100-day observation period, high-frequency
participants (“always” and “often”’) demonstrated high self-discipline in nutritional
balance, with their adherence rates for adequate dietary fiber and protein intake
remaining stable at a high level of 75%-80%. In contrast, the adherence rate for
low-frequency participants during the same period was only about 30%, and it
dropped by 23 percentage points compared to the 30-day mark. Regarding physical
activity, the high-frequency group maintained an extremely high adherence rate of
over 80% for “avoiding sedentary behavior.” Furthermore, on the most challenging
indicator of “adhering to strength training,” the high-frequency group still
maintained an execution rate of 35%-40%, whereas less than 5% of the “never”
group could persist. High-frequency participation helped cultivate consistent
nutritional patterns and exercise habits, which in turn provided sustained metabolic

benefits for the body, thereby forming sustainable health improvements.

Table 7 Lifestyle improvements among those with different frequencies of
community activity participation

Always | Often | Sometimes | Barely Never
On day 30
Sufficient dietary fiber 80.2 74.2 60.3 41.6 51.6
Sufficient protein 81.9 81.6 68.6 54.7 58.1
Enough hydration 80.2 79.5 66.7 55.5 58.1
Not sedentary 84.2 72.1 62.5 51.8 54.8
Sleep early 80.8 79.5 70.2 63.5 45.2
Sustained strength training 36.7 30.2 16.7 7.3 9.7
On day 60
Sufficient dietary fiber 80.0 79.3 62.4 47.0 379
Sufficient protein 84.6 83.3 74.1 52.1 44.8
Enough hydration 81.1 82.3 67.5 56.4 55.2
Not sedentary 90.3 78.0 67.8 64.1 48.3
Sleep early 84.6 81.2 753 64.1 44.8
Sustained strength training 46.9 33.6 114 14.5 13.8
On day 100
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Sufficient dietary fiber 77.8 72.9 59.9 46.9 28.6
Sufficient protein 75.5 80.4 66.8 53.1 333
Enough hydration 72.7 75.9 60.8 53.1 333
Not sedentary 81.5 76.4 68.5 65.3 42.9
Sleep early 74.1 79.3 66.8 60.2 52.4
Sustained strength training 41.2 34.7 17.2 11.2 4.8

2.4 Weight management with community support yields positive spillover effects.

5) Participation in community activities can enhance participants’ individual
psychology and sense of social belonging, thus providing a value amplifier that
enhances quality of life. Statistics show that, as the frequency of community
activity participation increased, participants not only enjoyed a clear advantage in
chronic disease management (with 75.6% of “always” participants reporting good
control), but they also reported improvements in subjective well-being and better
social support. Among high-frequency participants, 70% reported they felt a clear
increase in their sense of happiness, and nearly 69% gained stronger social support
and benefitted from interpersonal connections. This psychological and emotional
enrichment led 94.2% of them to feel satisfied with the overall intervention effect.
Furthermore, in terms of subjective evaluation results, such social engagement and
systematic lifestyle improvement directly formed the underlying logic for
“economic cost reduction.” When scientific weight management and regular
exercise became the norm, participants’ basic metabolic conditions were optimized,
and their health status improved. Over 57.9% of “always” participants clearly
perceived a decreasing trend in their medical expenses. This also suggests that
effective health management can act as a “preventive investment” to alleviate future

economic burdens.
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Table 8 Benefits experienced by participants with different frequencies of
community activity participation

Participants with
different frequencies .
. Always Often Sometimes | Barely Never
of community
activity participation
Chronic disease control
Good control 75.6 59.9 47.9 446 |00
/conditions improving
Conditions unchanged | 23.7 37.1 46.3 48.2 73.3
Poor control 0.6 3 5.8 7.1 26.7
Change in subjective
assessment
Mean — change in | ,, 0.19 0.21 0.21 0.16
physical health ) ) ) ) )
Mean change in mental | ) 5, 0.33 0.10 0.17 0.35
health
Mean change in social | ) 5, 0.25 0.10 0.18 0.24
connection
Change in subjective
perception
 Adherence to a healthy | ) 6o, | 93 g0, 82.7% 728% | 75.0%
lifestyle
Significant
improvement in physical | 84.2% 75.5% 65.3% 34.6% 40.0%
condition
Better mood 82.1% 79.3% 70.3% 53.1% 50.3%
Made new friends /| g g | 61 504 42.6% 284% | 25.0%
Received social support
Better quality of life 76.3% 71.0% 57.4% 32.1% 25.0%
Decreasing  trend of | 57 g9 | 47 50, 33.7% 24.7% | 0.0%
medical expenditure
Enhanced —sense  of | 76 oo | 60,50 42.1% 247% | 313%
well-being
(li\g)ean satisfaction level |, 7 448 411 4.06 3.94
Proportion of those
who feel very/relatively | 94.2% 95.2% 81.7% 76.5% 68.8%
satisfied
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2.5 Mechanisms of How the Community Plays Its Role

6) The driving force of the community is mainly reflected in making it easier
to adhere to weight loss behaviors through emotional support, companionship,
and supervision. Over 60% of participants directly attributed their community
experience to motivation and positive reinforcement: 61.5% felt “motivated to keep
going,” and 60.5% felt “encouraged/recognized.” This reinforcement of being
“seen” was more pronounced among high-frequency participants (e.g., 77.4% and
72.6% of “always/often” participants felt encouraged/recognized, significantly
higher than the 35.0% and 32.3% in the “rarely/never” group). Meanwhile, the
community also played a role in enhancing belonging and self-expression: 56.6%
felt “a sense of belonging, not alone,” and 50.0% were more willing to express and
share. High-frequency participants also scored significantly higher on sense of
belonging and willingness to share compared to the low-frequency group. This
indicates that the community provides more than just information; it reduces the
“emotional cost” of weight management. Furthermore, 34.8% explicitly stated that
the community helped them manage negative emotions, suggesting it may
indirectly support more consistent lifestyle execution by buffering stress and
emotional fluctuations. More importantly, the community provided an overall safer
atmosphere with more controllable stress levels — only 9.1% felt “pressured” or
“being compared with other people.” The rate remained relatively stable across
different participation frequency groups, suggesting the community provides a
more supportive environment, rather than one that makes people feel the stress of

competition.

Table 9 Perceptions of community participation among those with different
frequencies of community engagement

Those  with different

frequencies of community | Always | Often | Sometimes | Barely | Never | Total

engagement
Feel encouraged, recognized | 77.4 72.6 | 49.7 35 323 60.5
Have the motivation to carry

on 66.7 65 50.6 38 355 | 615
Have a sense of belonging, no

longer working alone 61.6 62.1 40.4 29.9 16.1 56.6
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More willingness in self-
expression and sharing
experiences 10.2 10 7.7 8 9.7 50

Have the feeling that the
community can help me manage

negative emotions 61.6 69.3 |599 47.4 41.9 34.8
Feel the stress, also feel that
I’m being compared with others | 35.6 394 333 26.3 25.8 9.1

The community does not
have a big impact; I'm
motivating myself 11.3 11.3 13.1 19.7 29 13.5

Others 0.6 1.3 4.2 5.8 129 [3.0

3. Enlightenment

1) In the context of rapid aging, China must persist in shifting the focus to
prevention-first and integrating weight management into the foundational projects

of chronic disease prevention and health promotion.

As the country continues to age, we will face the coexistence of a rising burden of
chronic diseases and constraints on health financing capacity, making it imperative
to adopt a prevention-first approach. Given the current prevalence of overweight
and obesity in China, if we fail to treat the issue as an urgent one, the resulting
disease burden is likely to impose a significant dual toll, not only affecting medical
treatment, but also complicating care provision. This could, in turn, escalate into
pressure on medical insurance funds and fiscal resources. There is an urgent need
to leverage policy initiatives such as the “Weight Management Year” campaign to
develop authoritative core knowledge and guiding principles. These efforts should
translate interventions into actionable measures for primary healthcare workers and
the public, shifting away from a treatment-centered model. By utilizing a national-
level institutional framework, weight management can be established as the “first

line of defense” in preventing and controlling chronic diseases.

2) We must promote an intervention model that combines online and offline
community support to overcome the behavioral dilemma of “knowing but not
doing.” We must also utilize communities to fill the gaps in execution, providing

companionship, supervision, reminders, and feedback.
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Research indicates that the biggest obstacle in weight management is not a lack of
knowledge, but rather “having tried but finding it difficult to persist” (accounting
for 43.5%) and a lack of supervision (accounting for 26.6%). Internationally,
programs like the U.S. CDC’s National Diabetes Prevention Program incorporate
“group support” and professional lifestyle coaches as core mechanisms, thus
significantly enhancing participants’ self-efficacy. Our own research also clearly
demonstrates the effectiveness of community support. It is worth considering
adopting the “community support” model as an extension of professional services,

using peer coaches and community mechanisms to lower the barrier to adherence.

3) We must strengthen the deep integration of social connections and digital

platforms to ensure intervention effectiveness through high-frequency interaction.

The community is not merely a place for interaction, but it represents a core driver
for enhancing adherence. A clear positive linear correlation exists between
participation frequency and weight loss outcomes. It is worth considering
establishing relevant online platforms, leveraging the convenience of digital tools
and the interpersonal interaction of online communities, so as to create a
comprehensive, multi-dimensional supportive environment. Such model can
provide indispensable behavioral anchors for participants. Through daily check-ins
and real-time feedback, it transforms what were once sporadic individual actions

into highly disciplined collective action.

4) We must draw on international experience to build a comprehensive supportive

environment that makes healthy choices easier and more affordable.

Mere slogans cannot counteract structural barriers; it is necessary to use regulatory
tools to change the broader social environment. For instance, following the
implementation of the SSB tax in Mexico, purchases decreased by an average of
approximately 6%. Singapore uses the Nutri-Grade labeling system to restrict
advertising for beverages of certain grades, and Chile’s food labeling law
effectively reduces residents’ intake of high-energy nutrients. While China
promotes community-based mechanisms, it could also consider implementing

calorie labeling in dining settings and out-of-home eating environments.
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Furthermore, establishing “supportive micro-environments” in key settings such as
homes, schools, and workplaces would allow community interaction and macro-

level policies to create systematic synergy.

5) We must establish a benefit chain from “health management” to “economic cost
reduction,” promoting the transformation of health services towards preventive

investment.

Effective health management is essentially a form of “preventive investment”
against future economic burdens, given the significant social spillover costs
associated with weight issues. Data shows that the rate of good chronic disease
control among high-frequency community participants (75.6%) far exceeds that of
low-frequency groups, and 57.9% clearly perceive a decreasing trend in their
medical expenses. In the future, we should explore integrating community-based
weight management models with commercial health insurance and corporate
employee benefits. By enhancing individuals’ sense of social belonging and
subjective well-being, this can facilitate a value transformation process, whereby
weight loss outcomes lead to reduced medical expenditures, thus alleviating the
public health pressure of an aging society.
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