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 Abstract 
 Obesity is officially recognised as a chronic disease and a top public health priority by sev-
eral global societies and healthcare bodies. In some European countries, the majority of the 
adult population is either overweight or obese, with major implications for patient health and 
healthcare systems. General practitioners (GPs) are well-placed to tackle this epidemic, yet 
their engagement with patients is fraught with challenges and barriers. These include time 
limitations, a lack of evidence base, sensitivities around raising the topic of obesity with pa-
tients, inadequate availability of supporting local weight loss services, a lack of training for 
healthcare professionals (HCPs) on the management of obesity and a limited number of ef-
fective therapies. A number of steps need to be implemented to promote engagement be-
tween GPs and individuals with obesity. This article provides a European perspective on the 
obstacles that patients face in accessing healthcare services and discusses a variety of ap-
proaches for engaging individuals with obesity and facilitating the management of obesity as 
a chronic disease. © 2016 The Author(s)

Published by S. Karger GmbH, Freiburg

  

 Introduction 

 Obesity is a growing global health problem and is officially recognised as a disease and 
health issue by several key societies and regulatory bodies, including the Organisation for 
Economic Co-Operation and Development, the European Medicines Agency and the World 
Health Organization  [1–5] . 

  In Europe, obesity presents an unprecedented and underestimated public health chal-
lenge. The latest estimates in European Union (EU) countries have shown that over half 
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(53%) of adults are overweight or obese  [6] . Although the prevalence of obesity varies 
between countries, on average across all EU member states, approximately 16.7% of adults 
had obesity in 2012  [6] . Childhood obesity rates are also worrying; the proportion of 11- and 
13-year-olds who are overweight or obese ranges from 5 to >25% in some EU countries  [7] . 
Importantly, almost two-thirds of children who are overweight before puberty will be over-
weight in early adulthood  [7] .

  Obesity is a complex disease thought to be caused by biological, psychological and envi-
ronmental factors  [8] . It is typically associated with multiple, potentially life-threatening 
co-morbidities, including type 2 diabetes, certain types of cancer and cardiovascular disease 
 [9] . Although the burden these complications place on individuals and healthcare systems is 
substantial  [10] , obesity is under-recognised and under-treated in the primary care setting 
 [11–13] . 

  General practitioners (GPs) are well-placed to tackle this obesity epidemic, yet their 
engagement with patients is fraught with challenges and barriers. This article identifies the 
key barriers in the European primary care setting and discusses the steps that can be taken 
to address them.

  Barriers to Engaging Obesity 

  Lack of Recognition of Obesity as a Disease  

 The first barrier is the perception among patients that overweight and obesity is ‘normal’ 
 [14] , which may result in them not seeking medical support and physicians not actively 
addressing the issue. There is evidence that some healthcare professionals (HCPs) do not view 
obesity as a disease and, therefore, do not consider it to be the responsibility of primary care 
 [15, 16] . This is perhaps not surprising – it is only recently, with improved scientific under-
standing of its causes and underlying biology, that obesity has been officially recognised as a 
chronic disease  [3, 5] . Prior to this, it was considered by many to be simply a lifestyle choice. 

   Frustrations around the Ability to Effectively Manage Obesity  

 Although many overweight or obese individuals initially lose weight through dieting, 
maintenance of weight loss is a challenge for a substantial proportion  [17] ; therefore, patients 
may feel frustrated about their ability to lose weight. Some HCPs believe that the responsi-
bility for weight loss lies solely with the patient and that many lack the motivation to change 
their behaviour, making the management of obesity ineffective  [18, 19] . Some GPs have 
reported that caring for patients with obesity is ineffective and frustrating owing to the low 
success rates  [19] . Furthermore, there exists a perception among some GPs that the clinical 
evidence base supporting the management of obesity in primary care is limited  [20] . Until 
recently, the lack of effective pharmacotherapies available for weight management may also 
have compounded the perception among physicians and patients that obesity cannot be 
successfully managed.

   Challenges around Starting the Conversation  

 Another barrier for addressing obesity in primary care is raising the topic of obesity. 
Many patients present at the clinic with a separate health issue, which means that GPs need 
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to pro-actively raise the topic of weight. This presents two challenges: firstly, time limitations 
may make it difficult for GPs to address the health concern that has prompted the consultation 
and raise the topic of obesity  [16, 21] . The length of GP consultations can be as short as 10 
min in some European countries, including the UK and the Netherlands  [22, 23] . 

  The second challenge is how to raise the topic of weight in a manner that will be acceptable 
to the patient. Patients expect their GP to raise the issue of excess weight, but if the topic is 
not discussed during their consultation, they may assume it is not a concern  [24] . If the topic 
of excess weight is raised, there are often issues of disconnect between patients and their 
physicians, which may also prove challenging. Patients often attribute their excess weight to 
uncontrollable biological factors such as hormonal disorders, slow metabolism and stress, 
whereas GPs are more likely to attribute obesity to controllable factors (such as over-eating) 
that can be solved through behavioural changes by the patient  [25, 26] . Furthermore, some 
physicians have reported that addressing the topic of weight with their patients can be detri-
mental to the doctor-patient relationship  [19, 21] .

   Lack of Training, Resources and Infrastructure   

 As obesity has historically been perceived as a lifestyle choice, training and guidance on 
the topic has traditionally been lacking in undergraduate and postgraduate medical courses 
and in training programmes for HCPs  [27] . In the UK, the Royal College of Physicians defined 
core aspects of knowledge in obesity in 2010  [28] , but this has not translated into adequate 
training for GPs. As a consequence, many GPs report a lack of competency in addressing 
people with obesity, and many do not feel equipped with the knowledge and training to do so 
 [16, 19, 21, 29] . 

  Compounding this deficit in training is the lack of resources and infrastructure required 
for obesity management. Guidelines outline the need for a multidisciplinary weight 
management programmes supported by a team of specialists, including psychologists, 
specialist nurses, dietitians and exercise physiologists  [30, 31] . Unfortunately, the provision 
of such multidisciplinary specialised weight management services (also known as ‘Tier 3 
services’) is sparse in many European countries  [32–34] , where they may only be accessible 
at larger hospitals or specialist academic centres, or restricted to private sector clinics  [34] . 
Consequently, many GPs and patients may not have access to these services.

  Inadequate financial resources to fund specialist obesity management services are 
another barrier for the provision of an appropriate level of care  [19, 33] . In the UK, the Quality 
and Outcomes Framework (QOF) rewards GP practices for tackling chronic diseases, with 
points awarded based on their level of achievement against pre-defined targets  [35] . Obesity 
management is not currently awarded QOF points, although it is likely that the introduction 
of QOF indicators for this disease may provide greater incentive for GPs to tackle the issue of 
obesity.

  There are a number of approaches that can be taken to overcome some of these barriers 
to obesity management, and these will be summarised in the next section.

  Approaches  

  Keep Up-to-Date  

 There is an unfilled need to train HCPs in obesity management. Currently, little training 
is provided for clinicians both at undergraduate and postgraduate level  [27] , and this is a 
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problem that seems to extend beyond Europe. An survey in the USA targeting internists, 
paediatricians and psychiatrists demonstrated a critical need for training in several areas of 
obesity care, including patient assessment, counselling and motivational interviewing (MI), 
and goal setting  [36] .

  It is imperative that this fundamental training gap is addressed so that doctors are 
empowered to improve the management of people with obesity. Training should begin in 
medical school and continue as a component of core medical training. Raising awareness of 
obesity among consultants and GPs alike through continuing medical education(CME)-based 
activities is important  [37] .

  In the meantime, specialist training programmes are available through ‘Specialist Certi-
fication of Obesity Professional Education’ (SCOPE; www.worldobesity.org/scope), which 
provides internationally recognised training and accreditation  [38] . 

  The European Obesity Initiative ( www.epgonline.org/obesity-cme/understanding-
obesity ) also offers an online CME learning module ‒ ‘Understanding Obesity’ ‒ which provides 
overviews of obesity as a disease and its clinical management. This e-module is aimed at 
obesity specialists, GPs and specialist nurses, and is accredited by the European Accreditation 
Council for Continuing Medical Education  [39] .

  The European Association for the Study of Obesity (EASO) offers multiple resources for 
clinicians on their web site, including webinar courses on a number of topics relating to 
obesity and its clinical management (http://easo.org/education-portal/course). Furthermore, 
many EASO national member associations provide local guidelines for obesity management 
on their web sites, together with information of annual meetings and obesity-specific training 
courses ( http://easo.org/membership )  [40] .

  In the UK, the Royal College of GPs Nutrition Group has set up an e-learning course (‘The 
Introductory Certificate in Obesity, Malnutrition and Health’; http://elearning.rcgp.org.uk) 
 [41] , which includes attendance at a behaviour-change study day. Excellent learning oppor-
tunities are also provided by international obesity conferences – for example, the annual 
European Conference on Obesity and national obesity conferences, such as the UK Congress 
of Obesity, which is organised by the Association for the Study of Obesity in the UK. National 
societies such as the Society for Endocrinology (SfE) in the UK have expressed an interest in 
supporting education and research in obesity, and have recently developed an obesity and 
metabolic network to drive these activities forward. It is also worthwhile to consider addi-
tional training opportunities on specific interventions for behavioural counselling for weight 
loss, such as MI and cognitive behavioural therapy (CBT). 

  Finally, it is important that GPs keep up-to-date with the obesity management guidelines 
so that they are aware of the latest treatment options, including new pharmacotherapies, 
which will allow them to discuss the most appropriate treatment options for individual 
patients.

   Use Appropriate Language  

 Robust communication skills are essential to successfully engage patients on the topic of 
their weight. It is essential to ask the patient’s permission to discuss the topic of weight and 
to be empathetic and non-judgemental (see section on the ‘5 As’ below)  [42] . 

  Hurtful and offensive words should be avoided and terms preferred by patients should 
be used – for example, terms such as ‘weight’ and ‘BMI’ are more appropriate than ‘large size’, 
‘fatness’ and ‘heaviness’ ( table 1 )  [43] . To reduce negative feelings, it may be useful to 
emphasise that obesity is a clinical term rather than a description of the physical appearance 
 [30] .
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  In the UK, the Royal College of Primary Physicians has recently published a ‘GP Ten Top 
Tips’ for raising the topic of weight with useful opening questions such as ‘How do you feel 
about your weight?’ or ‘Do you keep an eye on your weight?’ [44] . These questions are non-
judgemental and give the patient an opportunity to engage in the conversation without feeling 
defensive  [44] . 

   Ensure a Patient-Centric Approach  

 It is essential to make the person, not the obesity, the focus of the treatment  [45] . It is 
important to address the individual’s concerns first, which may not be weight-related, and 
ask to discuss general healthcare issues  [42] . In a position statement, the EASO recommends 
that regulatory authorities should take the patient’s viewpoint into consideration when 
conducting risk/benefit analyses of treatment or prevention strategies for obesity  [46] . The 
EASO also recommends that treatment should be individually tailored to the patient, and a 
wide spectrum of clinically proven treatment options should be delivered by a comprehensive 
multidisciplinary obesity team  [31] . 

  The UK National Institute for Health and Care Excellence (NICE) guidelines on obesity 
management focus on the concept of patient-centred care, advising that the choice of inter-
ventions for weight management should be discussed and agreed with the individual  [30] . 
The guidelines specifically recommend that ‘patients should have the opportunity to make 
informed decisions about their care and treatment, in partnership with their healthcare 
professionals’. Additionally, the Scottish Intercollegiate Guidelines Network published guide-
lines on the management of obesity in 2010, which include the recommendation to consider 
an individual’s willingness to change in order to select the most appropriate behavioural 
therapy for weight loss  [47] . 

  Physician advice has a significant impact on promoting weight loss attempts and can help 
patients achieve positive behaviour changes  [48] , but it is also important to tailor the advice 
to the individual. 

   Remember the ‘5 As’  

 Developed by the Canadian Obesity Network, the ‘5 As’ of obesity counselling (ask, assess, 
advise, agree and assist) can help GPs to initiate the conversation about weight and health 
and provide effective support for obesity management and behavioural change  [49] .

  The ‘5 As’ are defined as follows  [50] : 
  –  Ask  permission to discuss weight, be non-judgemental and explore readiness for 

change  

More desirable terms Less desirable terms

W eight Heaviness  
Excess weight Obesity
BMI Large size
Weight problem Excess fat
Unhealthy body weight Fatness
Unhealthy BMI Overweight status

 Table 1.  Patient ratings of terms 
to describe excess weight [43]
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 –  Assess  BMI, waist circumference and obesity stage, and explore drivers and 
complications of excess weight. Obesity staging criteria, such as the Edmonton Staging 
System  [51]  and the King’s Obesity Staging Criteria  [52] , can be helpful for assessing 
co-morbidities, and for interacting with and motivating patients towards achieving a 
down-staging of the severity of their obesity through weight loss interventions 

 –  Advise  on the health risks of obesity, the benefits of modest weight loss, the need for a 
long-term strategy and the available treatment options  

 –  Agree  on realistic weight loss expectations and targets, behavioural changes and 
specific details of the treatment options  

 –  Assist  in identifying and addressing barriers, provide resources and assist in identifying 
and consulting with appropriate providers, and arrange regular follow-up. 

  Leverage the Resources and Infrastructure Available  

 Involve the Multidisciplinary Team 
 Given that GP consultations with patients are relatively short, the use of a team-based 

approach can potentially alleviate the impact on resources and may help to limit a patient’s 
feeling of being ‘rushed’  [53]  by signposting them to other members of the care team. A multi-

  Fig. 1.  Multidisciplinary teams across levels of care  [30, 66]  
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disciplinary approach in the management of people with obesity is necessary across all levels 
of care. In the primary care setting, GPs, nurses and counsellors should all be involved ( fig. 1 ).

  Behavioural Counselling and Lifestyle Interventions 
 Despite a lack of confidence among some GPs that counselling patients about their weight 

is worthwhile, evidence suggests it is positively associated with behavioural change, with 
those individuals who receive initial weight counselling from their GP being more likely to 
attempt weight loss than those who do not receive counselling  [48, 54] . GPs have a unique 
and strategically important role in initiating the dialogue on obesity, assessing patients and 
signposting them to the appropriate services. There is clearly an opportunity to improve 
patient-provider communication regarding the management of excess weight and a need for 
GPs to be better supported in this role. 

  Obesity management guidelines recommend that lifestyle interventions for obese indi-
viduals should be multicomponent in nature  [30, 31]  and include behavioural change strat-
egies to increase people’s physical activity levels or decrease inactivity, improve eating 
behaviour and quality of diet, and reduce energy intake  [30] . Furthermore, patients who are 
not ready to change should be offered the opportunity to return for further consultations 
when they feel ready to discuss their weight and are willing or able to make lifestyle changes 
 [30] . 

  Cognitive Behavioural Therapy 
 CBT is a psychological treatment that teaches behavioural and cognitive strategies 

focusing on achieving and maintaining lifestyle changes, and is now being utilised for weight 
management  [55] . Patients are taught behavioural and cognitive strategies that focus on 
successfully achieving and maintaining lifestyle changes required for weight loss  [55] . 
European clinical practice guidelines suggest that CBT should be delivered not only by regis-
tered psychologists but also by other HCPs, including GPs, dietitians, exercise physiologists 
and psychiatrists  [56] . The guidelines also recommend that elements of CBT should be 
included in routine dietary management or as part of a larger structured programme  [56] . If 
not directly available at primary care level, these services should be accessible in structured 
weight loss programmes or ‘Tier 3’ obesity services. 

  Motivational Interviewing 
 Motivating patients to take responsibility for their health is one of the key goals of primary 

care consultations when managing obesity  [19] . MI is one approach to patient-centred 
communication that explores and attempts to resolve ambivalence toward behavioural 
change  [57] . There is some evidence that MI can improve weight-related behaviours and atti-
tudes, and lead to improved weight loss  [58, 59] . A meta-analysis of 11 randomised controlled 
trials found that the use of MI increased mean weight loss among overweight or obese indi-
viduals, compared with control groups who did not receive this intervention  [59] .

  Although MI methodologies may be effective, many HCPs have not been taught this coun-
selling approach, and teaching programmes can be costly and time-intensive. Techniques that 
can be applied without specific training, such as on-line educational interventions, have been 
developed and show potential for enhancing physician MI skills  [24] . 

  New Technologies 
 There is a need for new technologies that support self-monitoring among patients under-

taking behaviour change programmes for weight loss. Internet-based weight management 
programmes have been associated with modest weight loss  [60, 61] . However, these 
programmes are restricted to participants who are computer literate and have internet access 
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 [47] . Over the past few years, mobile electronic devices, such as mobile phones and personal 
digital assistants, have been frequently used in the facilitation of weight loss  [62] . Although 
the extent to which mobile electronic devices are more effective than usual care is debatable, 
a recent meta-analysis of randomised controlled trials evaluating their effectiveness concluded 
that they can be used to achieve successful weight loss  [63] .

  Family Involvement  
 Family members can influence both an individual’s decision to seek treatment and their 

adherence to treatment recommendations or lifestyle changes. NICE obesity management 
guidelines recommend that a patient’s partner or spouse should be encouraged to support 
any weight management programme  [30] , as this is likely to promote success. When tackling 
obesity in children, a family approach is essential, and family-based programmes should be 
promoted and encouraged  [64] .

  Clinic Space 
 Patients with obesity can face obstacles in accessing healthcare settings. Clinic settings 

for treating people with severe obesity should be equipped appropriately (e.g. with special 
seating, adequate weighing/monitoring equipment and large blood pressure cuffs). It is also 
important to be aware that people can feel anxious about being weighed and measured; 
therefore, taking steps to ensure privacy may help improve patient experiences  [65] . 

  Conclusions 

 GPs and other primary care professionals have a responsibility to recognise obesity as a 
disease and to help patients with obesity to receive appropriate treatment. They have a 
unique and strategically important role in starting the obesity dialogue, performing the initial 
assessment and signposting patients to the most appropriate services. There is clearly an 
opportunity to improve patient-provider communication regarding excess weight. However, 
there are several barriers that need to be overcome for GPs to be better supported in this role, 
although recognising them is the first step and the majority can be addressed. Tools are 
available to engage patients, including MI, CBT and new technologies. The emphasis should 
be placed on a patient-centred approach, empowering patients to take responsibility for their 
own health with support from their GP. Regardless of the treatment path that is chosen, 
patients will benefit from their doctors actively monitoring changes in their weight and 
health, congratulating them on their successes and reminding them of the need for long-term 
behavioural change. Importantly, a multidisciplinary approach to the care of patients with 
obesity is necessary across all levels of care, with physicians being at the centre of the weight 
management team.
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