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Position
The Royal Australian College of General Practitioners (RACGP) recognises that obesity is one of the most important 
health issues facing Australia and affects the health, wellbeing and productivity of many Australians.1–3 Obesity is linked 
directly and indirectly to many chronic conditions and also causes significant morbidity.

General practice has a central role to play in the prevention and management of obesity. This role needs to be supported 
through improved funding of effective and evidence-based services and therapies. Funding for research into obesity 
prevention and management is also much needed.

Background
Obesity affects individuals, their families and/or carers and the wider community. The causes of obesity are multiple and 
complex, and the condition requires lifelong management.4,5

People living with obesity commonly experience stigmatisation and social inequity in daily life6 – a situation compounded 
because systemic inequity and stigmatisation currently limit access to effective treatments.7,8

The worldwide prevalence of obesity has increased over recent decades, reflecting the significant contribution of 
changes in lived environments and lifestyle factors.4,9

To work effectively and equitably towards reducing obesity in our communities, we need a balanced combination of 
individual and public health measures.10,11

Obesity has been an Australian National Health Priority Area since 2008;3 currently, approximately two-thirds of 
Australian adults have a body weight in the overweight or obese categories.1 Obesity causes metabolic and hormonal 
changes in the individual.5 It is also associated with an increased risk for other chronic diseases such as diabetes, heart 
disease, osteoarthritis and some cancers.12

The causes of obesity are multiple and complex, and include epigenetics13,14 (a change in the way genes are expressed) 
and alteration in the gut microbiome15 (bacteria and cells that live in the gut), among others. While the heritability of obesity 
has been shown in twin studies16 and clinical practice, only a small percentage of patients have a purely genetic cause 
(eg leptin deficiency)17,18 or a purely medical cause (eg hypothalamic tumour) for their obesity. For the majority of patients 
at genetic risk of developing obesity, environmental factors (physical, social and economic)19 facilitate weight gain.

Obesity prevention and management
Position statement
February 2019



2  Obesity prevention and management: Position statement

Despite 25% of Australian adults living with obesity, it is estimated that <1% of general practice consultations20 centre 
around obesity. Of those Australian adults who qualify for bariatric metabolic surgery based on body mass index (BMI) 
alone, uptake of surgery is unacceptably low. This reflects barriers to access and inequities as evidenced by <12% of 
these surgeries being performed in the public healthcare system.21

The prevalence of obesity in Aboriginal and Torres Strait Islander communities is alarming.22 Obesity is thought to 
contribute to 16% of the health gap between Aboriginal and Torres Strait Islander peoples and the total Australian 
population.22 The inequity in health service access and provision for Australians with obesity is further accentuated in 
those from Aboriginal and/or Torres Strait Islander backgrounds.

Mental health issues place people at increased risk of obesity and deserve special consideration.12,23,24

Weight gain may be a consequence of symptoms such as impaired motivation or self-care, insomnia, inactivity or 
unhealthy relationships with food.25–27

In addition, many psychotropic medications are prone to cause weight gain and other metabolic side effects, which are 
a significant cause of morbidity and demand the careful attention of the treating clinician.28–31

General practice, as a fundamental component of primary care, has always been the foundation of management of 
chronic diseases in the Australian community.32 It is recognised that general practitioners (GPs) need to be better 
supported to play their role in assisting patients with obesity.33,34

Currently we have an ‘obesogenic’ environment that does not support people to make healthy decisions about their 
nutrition and physical activity levels.9,19 Obesity prevention requires a whole-of-systems approach that includes not only 
the healthcare sector, but also public health safeguards, town planning, transport, nutrition and education.9,35–37

Weight bias and stigmatisation are serious issues affecting the health and wellbeing of people living with obesity.7 
People with obesity may avoid healthcare if they feel shamed about their weight. Public obesity messages that focus 
only on weight and individual factors contribute to stigma and bias.8 The emphasis should shift from loss of weight to 
gain in heath.5

Policy response

Recognise the importance of obesity
Obesity is both a cause and consequence of many other chronic conditions and diseases. It is expected to have periods 
of relapse and remission and, given its progressive nature, lifelong management will be required.38 Obesity represents a 
disturbance in normal physiology,39 is detrimental to health, and is associated with many comorbidities.12 The RACGP 
recommends increased government support for effective services, therapies and surgical procedures.

Public policy
The RACGP recognises the need for a change in public policy to support healthy environments, where healthy options 
are readily available and affordable. To prioritise their health, individuals increasingly must work against the environments 
in which they live.10,11,40 The RACGP advocates that the focus of the health message be on ‘gaining health’ rather than 
simply ‘losing weight’, recognising that obesity is about more than body weight.41

Recognise the key role of GPs in managing obesity
The RACGP recognises that a skilled and enabled primary care workforce is essential for obesity prevention and 
management.33,34 GPs are in a unique position to bridge issues that cross primary care and public health; GPs deal with 
individuals day to day, but also have a deep understanding of the communities in which they work. The Department 
of Health has made available Medicare Benefits Schedule (MBS) provisions for GPs in this role, via the use of Chronic 
Disease Management Plans for the care of individuals with complex obesity.

Education and support for GPs in managing obesity
The RACGP recognises the need for more education of registrars and GPs in prevention, detection and management of 
obesity, and importantly the need for awareness of stigmatisation and inequity.

Many GPs have the skills required to provide professional advice to individuals at risk of developing obesity, but they 
need to be supported to provide effective, evidence-based management to patients with obesity.33,34



Obesity prevention and management: Position statement  3

GPs are part of a multi-dimensional approach
The RACGP recognises the need for a multipronged approach, including population-wide public health measures, and 
targeted approaches for particular ‘at risk’ groups.

‘Systems thinking’ is producing encouraging results in the crucial paediatric age group, and may be applicable to other 
high-risk groups.36,37,42

In the context of holistic health promotion, GPs are key to promoting obesity prevention by identifying patients at 
higher risk.

Stigmatisation
The stigmatisation of obesity in our communities is a major problem, and well-intentioned but insensitive comments 
or policies may do more harm than good.6–8 As a step to reduce the stigmatisation of obesity, the RACGP commits to 
using person-first language and to ending the use of stigmatising images and messages.

Health inequity
Health inequity is a consequence of, and a contributing factor to, obesity.11,22 All obesity initiatives should clearly state 
how they are working towards reducing health inequity in underserved populations, particularly Aboriginal and Torres 
Strait Islander communities. The RACGP recognises that to effectively and equitably prevent obesity, a balanced 
combination of individual and upstream measures is required.10

Advocacy
The RACGP calls for all levels of government, and other sectors including manufacturing and retail and public health 
authorities, to join GPs in addressing Australia’s obesogenic environment. Obesity is a serious health issue for individuals 
with obesity, and for their families and carers. The RACGP is committed to the primary prevention of this life-threatening 
condition to ensure better health outcomes and quality of life for all Australians.
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Disclaimer

The information set out in this publication is current at the date of first publication and is intended for use as a guide of a general nature 
only and may or may not be relevant to particular patients or circumstances. Nor is this publication exhaustive of the subject matter. It is no 
substitute for individual inquiry. Compliance with any recommendations does not guarantee discharge of the duty of care owed to patients. The 
RACGP and its employees and agents have no liability (including for negligence) to any users of the information contained in this publication.

© The Royal Australian College of General Practitioners 2019

This resource is provided under licence by the RACGP. Full terms are available at www.racgp.org.au/usage/licence 

We acknowledge the Traditional Custodians of the lands and seas on which we work and live, and pay our respects to Elders, past, present 
and future.

http://www.racgp.org.au/usage/licence

