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Abstract

Background and rationale: Obesity is associated with the development and pro-

gression of many diseases. Understanding and management of obesity have become

increasingly important; however, a knowledge gap remains between how healthcare

providers (HCPs) consider weight‐loss treatment and the importance of weight loss
for improving obesity‐related diseases.

Objective: The objective of this study was to investigate how HCPs assess obesity,

how they interpret the relationship between obesity and 12 recognized co‐
morbidities of obesity (excluding diabetes), and their view about the value of

various weight‐loss therapies.
Methods: This was a cross‐sectional, non‐interventional, descriptive study. Partic-

ipants were medical doctors (HCPs) from eight European countries.

Results: Eighty‐nine percent of the 197 HCPs that completed the survey considered
obesity a disease. For most of the 12 obesity‐related diseases under consideration, a
majority of HCPs agreed that weight loss could reverse the disease or prevent

progression. Among HCPs who have recommended weight loss, lifestyle in-

terventions were by far the most common recommendation. However, more than

three out of four HCPs stated that they would be likely to prescribe anti‐obesity
medications if available and reimbursed.

Conclusion: Most HCPs in this survey consider obesity a disease that needs to be

treated. However, the majority of HCPs appear to prefer recommending lifestyle

changes, although it is well documented that weight loss obtained by lifestyle

changes is difficult to maintain. These results underscore the need for improved

education of HCPs involved in the treatment of obesity‐related diseases.
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1 | INTRODUCTION

Throughout Europe, the prevalence of obesity in the adult popu-

lation has risen during the past decade and is expected to increase

further unless significant interventions are made. By 2025, the

level of people with obesity in Europe is expected to reach 20% or

more.1 If obesity rates continue to increase as projected, the cost

of maintaining Europe's healthcare systems is likely to escalate

dramatically. Research links obesity with as many as 236 other

conditions and diseases,2 and the duration of obesity alone in-

creases the likelihood of several diseases worsening, requiring

even more intense interventions.3 Therefore, understanding and

managing obesity is becoming increasingly important throughout

entire healthcare systems, both in primary care and in the hospital

sector.

Treating obesity could significantly improve the management

of a broad range of diseases and reduce associated morbidity or

mortality. For example, weight loss of different magnitudes has

been shown to clinically improve or reverse the course of disease

progression in several obesity‐related illnesses. Even moderate

weight loss (i.e., 5%–10%) has been shown to avoid progression

for selected complications, including osteoarthritis (OA),4,5

infertility due to polycystic ovarian syndrome (PCOS),6,7 obstruc-

tive sleep apnea (OSA),8–10 and urinary incontinence (UI) in

women.11

Despite many clinicians across medical specialties being directly

involved in the treatment of obesity‐related diseases, previous

research surveys have shown that few among medical doctors

(healthcare providers [HCPs]) diagnose or treat obesity.12,13 It is

unclear if this derives from inadequate recognition of obesity as a

disease entity, from perceived access to treatment, or from inade-

quate appreciation of the benefits of treating obesity for the man-

agement of related diseases, or all three.

To investigate beliefs and attitudes about obesity and its treat-

ment among HCPs in Europe, an online survey among medical doc-

tors across multiple disciplines, not specialized in obesity care, was

conducted. Specifically, this study aimed to understand how HCPs

perceive the relationship between obesity and several well‐known
complications of obesity (excluding diabetes) and their views about

the value of various weight‐loss therapies to treat obesity‐related
diseases.

2 | METHODS

The study was a cross‐sectional, non‐interventional online survey

among HCPs in eight European countries (United Kingdom, Ger-

many, France, Spain, Italy, Sweden, Switzerland, and Denmark),

conducted between February and March 2020. The HCPs were

recruited through existing email panels, where they were selected

at random from a pool of HCPs within the relevant countries and

specialties. The participants did not know the subject of the

survey before they chose to participate. Each HCP signed up to

the panel, agreeing to participate anonymously in studies such as

this one.

To understand the knowledge, experience, and attitudes sur-

rounding the treatment of obesity‐related illnesses among HCPs

within different medical specialties in Europe, the study included 12

diseases or conditions that are known to be associated with obesity.

The diseases were selected from a comprehensive list of obesity‐
related disorders from the systematic literature review by Yuen

et al.2 which identified a total of 236 conditions linked to obesity. The

selection was designed to represent different types of well‐known
obesity‐related diseases that are treated by clinicians across

different medical specialties. A number of selection criteria were

applied, including prevalence and incidence of the disease among

people in Europe with a body mass index (BMI) ≥35, mortality, and
disutility associated with the disease, and the extent to which weight

loss has been scientifically documented to improve or reverse the

course of the specific disease.

The selected diseases were heart failure with preserved ejection

fraction (HFpEF), henceforth heart failure, OA (knee, hips), hyper-

tension, PCOS, cirrhosis (obesity‐related) henceforth cirrhosis,

depression, dyslipidemia, OSA, psoriasis, female UI, asthma, and

chronic kidney disease/end‐stage renal failure (CKD/ESRF). Since the
relationship between obesity and type 2 diabetes is well estab-

lished14 and weight reduction is already incorporated into interna-

tional diabetes guidelines15–17 for the management of diabetes, this

survey did not include diabetes.

Eligible HCPs were medical practitioners in a participating

country within the following specialties: cardiology, rheumatology,

nephrology, endocrinology, gynecology, psychiatry, hepatology,

otorhinolaryngology specializing in sleep medicine, dermatology,

urology, pulmonology, and general medicine. The practitioners

worked in clinics treating at least one of the selected diseases. The

specialties had been selected to match the specialties of the 12

diseases.

All respondents provided electronic informed consent prior to

initiation of the screening questions and survey. The survey is

attached as Supplementary Material 1. The study complied with all

laws and regulations regarding the management of personal infor-

mation as required by the participant's country of residence and the

European General Data Protection Regulation. Therefore, the au-

thors did not have access to information regarding characteristics of

the participants such as gender, age, etc. Moreover, the survey

complied with the EphMRA code of conduct.18

660 - RUBINO ET AL.



2.1 | Survey design and testing

Aquestionnaire was developed in consultationwith amultidisciplinary

group including survey experts, health economists, public health ex-

perts, and medical doctors. A pretest was conducted to assess the

clarity and relevance of the questions amongHCPs in the target group.

The survey was designed to facilitate comparisons across diseases.

2.2 | Study subjects and procedure

All individuals could access the first part of the survey, and an initial

set of screening questions determined eligibility based on whether

the specific diseases were treated at the HCP's clinic. If so, re-

spondents proceeded to the full survey. Respondents were

compensated for their time and were recruited primarily via an

existing online panel to which they had given permission to be con-

tacted for research purposes. Respondents completed the survey in

their native language. All respondents could suspend the survey at

any time or point in the survey and for any reason. Respondents were

allowed to complete the survey only once. To avoid bias, the study

included carefully phrased questions presented in the same order for

each respondent. To avoid survey fatigue, they were asked questions

about a maximum of three diseases (the disease they mentioned as

the disease they treated most often and two other diseases among

their selected diseases, chosen at random). HCPs indicating that they

treated just one or two of the diseases answered questions about

only that/those disease(s).

2.3 | Outcomes

Outcomes were measured by end‐anchored 5‐point Likert evaluation
scales (to what extent the disease is related to obesity; to what extent

weight loss can be used to reverse the disease; to what extent weight

loss can be used to avoid progression of the disease; likelihood of using

the listed therapy options; likelihood of using pharmacological treat-

ment that targets weight loss, if it were available and reimbursed);

numeric response (what percentage of weight loss is necessary to start

showing clinical improvement or reversal of the disease); single‐item
selection (whether the respondent has recommended/prescribed

weight loss therapy [diet, exercise, pharmacotherapy, etc.] to patients

with 1 of the 12 diseases in order to assist them in reducing the effects

of the disease; whether the respondent considers obesity a disease;

whether the respondent thinks obesity should be treated); multiple‐
item selection (what weight loss therapy options the respondent has

recommended/prescribed; how obesity should be treated); and free

text (why the respondent was unlikely to use the therapy option). The

full set of questions is available in Supplementary Material 1. Besides

the results reported here, the questionnaire also contained a number

of additional questions regarding treatment guidelines for the 12

diseases and obesity. The results of this subset of questions are

beyond the scope of this report and will be published separately.

The sample target was set at two HCPs within each specialty for

each country.

2.4 | Analysis

Analysis of data was conducted using Microsoft Excel. Data were

summarized using univariate descriptive statistics (means, medians,

modes, and frequencies). Data were not weighted.

3 | RESULTS

A total of 197 HCPs from eight countries completed the survey

(Table S1). HCPs indicated that they each treated an average of 4.7 of

the 12 diseases (ranging from 1 to 12 diseases). HCPs provided a total

of 448 evaluations of the 12 diseases: 66 evaluations were collected

for heart failure, 30 for OA, 51 for hypertension, 32 for PCOS, 31 for

cirrhosis, 33 for depression, 40 for dyslipidemia, 43 for OSA, 34

for psoriasis, 31 for female UI, 28 for asthma, and 29 for CKD/ESRF.

The vast majority (89%) of the HCPs considered obesity a dis-

ease, ranging from 76% in the United Kingdom to 100% in Italy and

Spain. Moreover, nearly all HCPs thought that obesity should be

treated (96%), ranging from 88% in Switzerland to 100% in Spain,

Italy, and Sweden.

The HCPs reported using a wide range of approaches to treat

obesity and were most likely to recommend exercise (94% of HCPs),

patient education regarding weight loss (92%), and nutritional coun-

seling (92%). Recommended less often were counseling (therapy,

psychologist, etc.) (75%), pharmacological treatment targeting weight

loss (68%), and surgical treatment targeting weight loss (66%). These

recommendations also varied among countries, with the lowest intent

to recommend pharmacological treatment targeting weight loss in

Denmark, Italy, and Germany (54%), and the highest in Sweden (79%)

and Spain (94%). As the sample per country was relatively small, the

country‐specific estimates should be interpreted with caution.

Across all 12 diseases included in this study, an average of 62% of

HCPs indicated their belief that the diseases are related to obesity

(shown inFigure1). Specifically, for8of the12diseases,more than50%

ofHCPs stated that the disease is related to obesity to a large or a very

large extent. The diseases found to be most closely related to obesity

by the HCPs were hypertension and OSA at 92% and 89%, respec-

tively. Psoriasis, female UI, asthma, and CKD/ESRFwere deemed least

related to obesity (43%, 43%, 28%, and 35%, respectively).

Many HCPs indicated a belief that treating obesity can reverse

or significantly prevent the progression of all 12 diseases. Specifically,

between 66% and 85% of HCPs stated that weight loss could reverse

or prevent the progression of hypertension, OSA, dyslipidemia, and

OA (data shown in Figure 2). A smaller percentage of HCPs

responded that weight loss could reverse the other diseases;

nevertheless, at least one in four HCPs believed that all 12 diseases

could be reversed by weight loss. Likewise, similar results were found

for weight loss to prevent the progression of the diseases (shown in
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Figure 2); however, a higher percentage of HCPs treating heart

failure, OA, PCOS, cirrhosis, dyslipidemia, OSA, female UI, and CKD/

ESRF indicated a belief that weight loss can significantly prevent

disease progression.

Most HCPs believed that patients with obesity must lose a

considerable amount of body weight to start reversing any of the 12

diseases (shown in Table 1). For PCOS, depression, psoriasis, female

UI, asthma, and CKD/ESRF, the HCPs who evaluated these diseases

estimated that an average weight loss of 10% could start reversing

the disease. According to the HCPs, OA, cirrhosis, and OSA require

the largest weight loss to start reversing the disease (most HCPs

stated a mode weight loss of 20%).

F I GUR E 2 Percentage of healthcare providers (HCPs) who indicated their belief that weight loss can be used to a large or a very large
extent to reverse or significantly avoid progression of the diseases. HCPs were asked the following questions: Please indicate to what extent
you think that weight loss can be used to reverse the listed disease(s). That is, to what extent would weight loss lead to a remission of the

disease? Please indicate to what extent you think that weight loss can be used to significantly avoid progression of the listed disease(s).
n = 197, heart failure: n = 66, OA: n = 30, hypertension: n = 51, PCOS: n = 32, cirrhosis: n = 31, depression: n = 33, dyslipidemia: n = 40, OSA:
n = 43, psoriasis: n = 34, female UI: n = 31, asthma: n = 28, CKD/ESRF: n = 29. OA, osteoarthritis; PCOS, polycystic ovarian syndrome; OSA,
obstructive sleep apnea; UI, urinary incontinence; CKD, chronic kidney disease; ESRF, end‐stage renal failure

F I GUR E 1 Percentage of healthcare providers who indicated that the disease is related to obesity to a large or a very large extent. HCPs
were asked the following questions: Please indicate to what extent you think that the listed disease(s) is/are related to obesity. To what extent
are people with obesity more likely to suffer from the following diseases? n = 197, heart failure: n = 66, OA: n = 30, hypertension: n = 51,
PCOS: n = 32, cirrhosis: n = 31, depression: n = 33, dyslipidemia: n = 40, OSA: n = 43, psoriasis: n = 34, female UI: n = 31, asthma: n = 28, CKD/

ESRF: n = 29. OA, osteoarthritis; PCOS, polycystic ovarian syndrome; OSA, obstructive sleep apnea; UI, urinary incontinence; CKD, chronic
kidney disease; ESRF, end‐stage renal failure
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HCPs were asked about their experience prescribing weight‐loss
therapy in relation to the treatment of the 12 diseases. Overall, 68%

or more of HCPs have prescribed or recommended weight loss as a

treatment to reduce the effects of the diseases (shown in Figure 3).

Weight‐loss recommendation was most widely used in relation to

OA, PCOS, and OSA, with 90% or more of HCPs having advised

F I GUR E 3 Percentage of healthcare providers (HCPs) who have recommended/prescribed a weight loss treatment (diet, exercise,
medication, etc.) to patients in order to assist them in reducing the effects of the disease. HCPs were asked the following question: Have you

recommended/prescribed a weight loss treatment (diet, exercise, medication, etc.) to patients with <disease> in order to assist them in
reducing the effects of <disease>? n = 197, heart failure: n = 66, OA: n = 30, hypertension: n = 51, PCOS: n = 32, cirrhosis: n = 31, depression:
n = 33, dyslipidemia: n = 40, OSA: n = 43, psoriasis: n = 34, female UI: n = 31, asthma: n = 28, CKD/ESRF: n = 29. OA, osteoarthritis; PCOS,

polycystic ovarian syndrome; OSA, obstructive sleep apnea; UI, urinary incontinence; CKD, chronic kidney disease; ESRF, end‐stage renal
failure

TAB L E 2 Percentage of HCPs who have recommended different weight‐loss treatments in relation to treating the 12 diseases

Pharmacological

treatment targeting
weight loss

Surgical
treatment

targeting weight
loss

Patient education

regarding weight
loss

Nutritional
counseling

Exercise
recommendations

Counseling
(therapy,

psychologist,
etc.)

Other non‐
pharmacological
treatment

Heart failure 35% 41% 90% 82% 98% 59% 4%

OA 48% 37% 100% 96% 100% 52% 4%

Hypertension 38% 36% 98% 93% 95% 57% 5%

PCOS 45% 34% 90% 97% 90% 52% 3%

Cirrhosis 48% 43% 83% 96% 91% 57% 0%

Depression 40% 40% 88% 96% 96% 84% 4%

Dyslipidemia 43% 37% 91% 97% 97% 34% 3%

OSA 23% 51% 95% 95% 97% 59% 8%

Psoriasis 17% 30% 87% 78% 83% 43% 4%

Female UI 32% 41% 77% 86% 91% 55% 14%

Asthma 33% 24% 90% 95% 95% 62% 10%

CKD/ESRF 38% 43% 95% 100% 95% 43% 5%

Notes: HCPs were asked the following question: If you answered yes to having prescribed/recommended a weight loss treatment, which ones did you

choose?

n = 358, heart failure: n = 51, osteoarthritis: n = 27, hypertension: n = 42, PCOS: n = 29, cirrhosis: n = 23, depression: n = 25, dyslipidemia: n = 35,

obstructive sleep apnea: n = 39, psoriasis: n = 23, female UI: n = 22, asthma: n = 21, chronic kidney disease/end‐stage renal failure: n = 21.

Abbreviations: CKD, chronic kidney disease; ESRF, end‐stage renal failure; HCPs, healthcare providers; OA, osteoarthritis; OSA, obstructive sleep

apnea; PCOS, polycystic ovarian syndrome; UI, urinary incontinence.
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patients to lose weight. Sixty‐eight percent of HCPs responded that

they have prescribed or recommended weight loss for reducing the

effects of psoriasis.

Among HCPs who have recommended a weight‐loss treatment to
patients with any of the 12 diseases, lifestyle interventions such as

patient education, nutritional counseling, exercise recommendations,

and psychological or counseling (therapy, psychologist, etc.) were the

most common recommendations (Table 2). In contrast, only between

17% (psoriasis) and 48% (OA and cirrhosis) of HCPs had previously

prescribed or recommended anti‐obesity medications (AOMs), and

between 30% (psoriasis) and 51% (OSA) had previously prescribed or

recommended surgical treatment targeting weight loss (Table 2).

AOMs were most commonly prescribed or recommended for OA,

PCOS, and cirrhosis.

Although the frequency of prescribing AOMs was limited, be-

tween 71% (asthma) and 93% (OA) of HCPs stated that if medica-

tions were available and reimbursed, they would be likely to

prescribe AOMs to a patient with a BMI > 35 who also had one of the

12 diseases (Figure 4).

The survey indicated that one of the main barriers to using AOMs

is that other weight‐loss modalities (such as diet and exercise) should
be tried before other options are considered; this response accounted

for 34% of comments regarding why the HCP was unlikely or very

unlikely to prescribe AOM to patients with obesity. Moreover, many

HCPs were not familiar with AOM options, did not see enough evi-

dence of efficacy, and/or were concerned about potential safety issues

(41% of comments). Some HCPs also mentioned that they thought

AOMs should be prescribed by the patient's general practitioner or by

a practitioner in another healthcare sector (12% of comments). Other

reasons were mentioned in the remaining 13% of comments. Those

included that HCPs were skeptical regarding the use of AOMs and

that it is not a part of the routine to prescribe or recommend AOM.

4 | DISCUSSION

The data suggest that many HCPs now acknowledge obesity as a

disease and consider its treatment beneficial to patients' health

outcomes. However, the data also suggest that a considerable gap in

knowledge still exists about the amount of weight loss that is

necessary to achieve control of obesity‐related diseases and the

relative efficacy and indications of available evidence‐based
treatments.

While the relationship between obesity and many other diseases

is now well established, this knowledge has not yet translated into

integrated clinical practice. Several studies have shown that as low as

5%–10% weight loss can reverse or delay the progression of several

diseases that are associated with obesity.4–11 Although the majority

of HCPs in the current study recognized that weight loss is a means

of delaying or reversing the progression of some of the 12 diseases

considered in this study, they appeared to significantly overestimate

the degree of weight loss that is necessary to do so. For example, for

OA and OSA, past studies have found that a 5%4,5 and an 8%8–10

weight reduction, respectively, have a significant effect on the dis-

ease, whereas the HCPs in this study indicated that a 20% weight

loss (median/mode) is needed to show a clinically meaningful or

acceptable improvement. For all the investigated diseases except

asthma and CKD/ESRF, there was a significant discrepancy between

F I GUR E 4 Percentage of healthcare providers (HCPs) who would likely or very likely prescribe pharmacological treatment targeting
weight loss if it were available and reimbursed. HCPs were asked the following question: Imagine that you get a patient in your clinic with

<disease> who has a body mass index of 38. How likely would you be to use pharmacological treatment targeting weight loss if it were
available and reimbursed? n = 197, heart failure: n = 66, OA: n = 30, hypertension: n = 51, PCOS: n = 32, cirrhosis: n = 31, depression: n = 33,
dyslipidemia: n = 40, OSA: n = 43, psoriasis: n = 34, female UI: n = 31, asthma: n = 28, CKD/ESRF: n = 29. OA, osteoarthritis; PCOS, polycystic

ovarian syndrome; OSA, obstructive sleep apnea; UI, urinary incontinence; CKD, chronic kidney disease; ESRF, end‐stage renal failure
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HCPs' perception and the results from published literature. This

finding indicates a large knowledge gap in understanding the level of

weight loss required to substantially improve the course of obesity‐
related diseases. Moreover, a large difference in the association be-

tween the 12 diseases and obesity was found. For hypertension,

dyslipidemia, and OSA, most HCPs agreed that those diseases were

related to obesity, whereas for asthma, CKD/ESRF, psoriasis, and

female UI, the results were more inconsistent. This finding also

highlights the knowledge gap.

Furthermore, the study indicates a substantial knowledge gap in

the relationship between weight management and disease progres-

sion and reversion for several diseases, especially asthma and psori-

asis, for which obesity and weight loss can play a significant role in

disease management.19 Only 24%–30% of the HCPs in this survey

believed that weight loss plays an important or a very important role in

reversing or delaying progression for the above two obesity‐related
conditions. Given the tight link between weight management and

improvement of asthma and psoriasis symptoms in other studies,19

there could be significant advantages for patients if HCPs had better

knowledge about this relationship and hence begin advising patients

on weight management in relation to those diseases.

The vast majority of respondents in this study signaled they see

obesity as a disease that should be treated. However, most HCPs said

to have recommended diet and exercise as weight‐loss strategies, and
they indicated a belief that these options should be prioritized over

evidence‐based methods for weight loss, such as bariatric surgery or

AOMs. This finding suggests that manyHCPs conceptualize treatment

of obesity as a stepwise approach, whereby diet and exercise are used

first while surgery or AOMs remain a “last resort” for patients who do

not respond to lifestyle interventions. However, compared to the

frequency of surgery and the use of AOMs in the included countries

among people with obesity, the share of HCPs who have prescribed or

recommended theseweight‐loss options in this survey is high. Notably,
most HCPs (71%–93%) stated that if AOMs were available and

reimbursed, they would likely prescribe this to a person with BMI

above 38 and with one of the included diseases. This result un-

derscores the awareness of AOMs among HCPs and the willingness to

recommend or prescribe AOM if it was available and reimbursed.

At the point of contact with the HCP, the chance of success with

diet and exercise is most likely low, since many people with obesity

have struggled with their weight for many years prior to having a

weight management conversation with an HCP13 and have already

tried unsuccessfully to lose weight using diet and exercise.20 The

preference of HCPs for lifestyle interventions in this study is also at

odds with the belief that improving or reversing obesity‐related
diseases requires a level of weight loss well beyond what is achiev-

able by non‐surgical and non‐pharmacological interventions. In fact,

while lifestyle interventions such as diet and exercise can induce

3%–7% weight loss in the short term,21–24 evidence shows that even

a relatively modest degree of weight loss can rarely be maintained

long term.25 This paradox underscores the need for improving

awareness of current scientific evidence about the relative efficacy of

available weight loss treatments among HCPs.

Overestimation of the efficacy of lifestyle interventions, and, on

the other one hand, widespread misperceptions about efficacy and

safety of surgical and pharmacological anti‐obesity strategies which

were found in this survey may explain the reluctance of HCPs in

recommending the latter approaches.

Surgical options such as gastric banding, sleeve gastrectomy,

and gastric bypass are associated with improvement or resolution of

most obesity‐related illnesses and with weight‐loss outcomes

ranging between 7%–23%,26 13%–28%,27 and 24%–38%,26 respec-

tively. Modern minimally invasive techniques have dramatically

reduced morbidity of bariatric/metabolic surgery in recent

decades—with complication rates that compare favorably with those

of other commonly performed operations, such as appendectomy,

hysterectomy, or knee replacement.28 Yet, lack of knowledge about

the efficacy of surgery and misperception (overestimate) of its risks

continue to provide a significant barrier to access to surgical

treatment.29

Important safety issues associated with old weight‐loss drugs

that have been eventually withdrawn from the market30,31 may also

contribute to misperceptions about the risks of modern AOMs

among HCPs.

In fact, in this survey, HCPs attributed their reluctance in pre-

scribing AOMs to potential safety issues and a lack of evidence

regarding their efficacy. This is despite available clinical evidence

documenting the safety and efficacy of modern AOMs, which can

induce loss of up to 10% of body weight.32,33 Several new drugs for

the treatment of obesity are also under clinical development. With

these new drugs in development, and given HCPs' increasing

recognition that obesity is a disease entity requiring treatment,

AOMs offer potential for vast expansion of obesity care; this could

lead to a decrease in the far‐reaching, rapidly expanding burden of

obesity on both patients and the healthcare sector throughout

Europe.34 AOMs can also be seen as an adjuvant treatment to

enhance the efficacy of other options—a bridge toward a more

consistent weight loss.25

This study has several limitations that include a relatively low

sample size per country/disease, its cross‐sectional and descriptive

nature, and the fact that the HCPs were compensated for answering

the survey, which may bias results. In addition, specialties and

treatment experience were self‐reported. The HCPs from the chosen

specialties, however, were selected at random from an online panel

and were not briefed beforehand about the subject of the survey,

thus mitigating selection bias. To our knowledge, this is also the first

study to specifically aim at obtaining a snapshot of the current beliefs

and attitudes toward the use of weight‐loss treatment strategies as
part of the management of obesity‐related diseases among European
HCPs.

The findings that most HCPs in Europe acknowledge obesity as a

disease and consider obesity treatment beneficial to patients' health

are consistent with the results of other studies in different regions of

the world.13 Given that many people with obesity are generally highly

motivated to lose weight, HCPs' awareness of the importance of

obesity should provide an opportunity for earlier adoption of weight
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loss options in the management of diseases that are known to be

ameliorated by obesity reduction.

However, despite a large body of scientific evidence demon-

strating the safety and efficacy of modern pharmacological and sur-

gical interventions for obesity, most HCPs in this study appeared

reluctant in recommending such approaches and overwhelmingly

prefer lifestyle interventions such as diet and exercise, which have

limited long‐term effectiveness. These findings underscore the need

for improved education of HCPs about currently available, evidence‐
based treatments of obesity and their beneficial effects on obesity‐
related diseases.
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