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Obesity prevention and 
management 
Position statement – January, 2025 

1. Position 

The RACGP: 

• recognises that obesity is one of the Nation’s most important health issues, (1) affecting the health, 
wellbeing, and productivity of many Australians. (2-4). 

• Acknowledges that obesity is linked directly and indirectly to many chronic conditions (5-7) and causes 
significant morbidity and mortality. (8,9) 

• Believes that General practice has a central role to play in the primary, secondary and tertiary prevention 
of obesity, the latter focusing on the management of individuals currently living with obesity. This role 
needs to be continually supported through improved funding (10) of GP consultations to reflect the 
complexity of the disease (11,12) process, but also increased funding to be directed towards addressing the 
current inequity in access to effective evidence-based obesity-management services and therapies. (13,14). 

• Funding general practice research to evaluate the effectiveness of primary and secondary obesity 
preventative strategies is also much needed. 

2. Background 

Obesity affects individuals, their families and/or carers, the workforce, the healthcare system, and the wider community. 
(15) Obesity determinants include strong genetic predisposition, (16-19), early life experiences, (20-22) and environmental 

factors. The latter may contribute to the epigenetic (23,24) determinants of obesity. 

The worldwide prevalence of obesity has increased over recent decades, reflecting the significant contribution 

of changes in lived environments and lifestyle factors (25).  

Despite 32% of Australian adults living with obesity (2), a retrospective analysis of a large Melbourne General 

Practice database found that only 22.2% and 4.3% of patients (26) had a body mass index (BMI) and waist 

circumference (WC), respectively, recorded in their electronic medical record, which is currently not consistent 

with Guideline (27) recommendations. Furthermore, research has shown that if a formal diagnosis of obesity is 

made and documented, there is a greater chance that an obesity management plan (28) will be developed.  

The prevalence of obesity in Aboriginal and Torres Strait Islander peoples is continuing to rise and is of major concern. In 

2018–19, 71% of Aboriginal and Torres Strait Islander peoples aged 15 years and over, were living with overweight or 

obesity. The rise was driven by an increase in non-remote areas (2). 
 Obesity/overweight is thought to contribute to 11% of 

the health gap between Aboriginal and Torres Strait Islander peoples and non-Indigenous Australians (29). The inequity in 

health service access and provision for Australians with obesity is further accentuated in those from Aboriginal and 

Torres Strait Islander backgrounds. 
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The ACTION Australia study (30) showed that there is a mean delay of 8.9 years from when a person living with obesity 

first starts to struggle with their weight and when they have an initial consult with a healthcare professional about this. 

During this time, many such people will progress to more severe stages of obesity and/or develop complications of 

obesity, some of which are irreversible.  

Advances in medical research have resulted in the provision of more effective therapeutic options as adjuncts to 

lifestyle interventions. Effective obesity-management therapy should be ongoing to prevent relapses, given 

metabolic adaptation including hormonal changes (31) and reduction in basal metabolic rate (32), occurs after weight 

loss due to adipocyte mass reduction. Therefore, this condition requires lifelong management (10,33).  

People living with obesity commonly experience stigmatisation and social inequity in daily life (34-36)
 – a situation 

compounded because systemic inequity and stigmatisation currently limit access to effective treatments (13,14). 

Consequently, they often present late with more advanced stages of disease. 

Australian GPs and their primary care teams are well recognised for their comprehensive competence in 

chronic disease management (37). The National Obesity Strategy 2022 (NOS) (10) recommends GPs “…identify 

unhealthy weight gain at various life stages, with early action to prevent further progression and reverse small 

increases in weight”. It emphasises the importance of enabling people with obesity to “access early and 

appropriate support and treatment to improve health, prevent further weight regain, complications and 

associated diseases such as type 2 diabetes.” 

Obesity has been an Australian National Health Priority Area (4) since 2008; with two-thirds of Australian adults (2) 

living with overweight or obesity. Obesity is considered a pro-inflammatory(5,38,39) heterogeneous disease 

process (5,17) given that the excess dysfunctional adiposity (40) impairs the health of an individual in different ways. It 

is well documented that obesity often causes unfavourable metabolic and hormonal changes in the individual; 

however, it can also cause mechanical and/or mental health sequelae. Obesity is also associated with an increased 

risk of developing other chronic diseases such as diabetes, heart disease, osteoarthritis and many cancers (41) such 

as breast, endometrial, ovarian, oesophageal, upper and lower gastrointestinal tract (GIT) including pancreatic 

cancer.   

The causes of obesity are multiple and complex, and include genetics, early life experiences “the developmental 

origins of health and disease” (42,43), epigenetics (a change in the way genes are expressed), the brain-gut axis 

regulating several GIT hormones(44), alterations in the gut microbiome (45) (bacteria and cells that live in the gut), 

disordered sleep(46), iatrogenic (medication-related) and high stress levels among others. While the heritability of 

obesity has been shown in twin studies and clinical practice, only a small percentage of patients have a purely 

genetic cause (e.g. leptin deficiency) (47-49)
 or a purely medical cause (e.g. hypothalamic tumour) for their obesity. 

For most people at genetic risk of developing obesity, environmental factors (physical, social and economic) (50) 

facilitate weight gain and subsequent adiposopathy (5,38) (adipose tissue dysfunction).  

In particular, visceral adiposity (adipocytes around the vital organs) is strongly associated with an increased risk of 

developing T2 Diabetes (7), cardiovascular disease (39), metabolic dysfunction-associated fatty liver disease (51) 

(MAFLD) and many other metabolic health sequelae. Similarly, an awareness that adipocytes are part of the neuro-

endocrine system whereby the gut and the brain communicate about energy stores (44), has had a profound impact 

on our understanding of the disease process and management approaches.  

The scientific discovery of hunger and satiety hormones which are regulated by the hypothalamus (which is not 

under voluntary control) and our understanding of metabolic adaptation by the body as a physiological “survival” 

response to adipocyte mass reduction (as a result of weight loss), has helped to scientifically explain why weight 

loss maintenance is challenging for the majority of people living with obesity (52). This disturbance in normal 

physiology (31)
 is detrimental to health, function and wellness and is associated with many comorbidities (36, 37).   

The bidirectional relationship between obesity and mental health (53,54) is well documented in the medical literature. 
Consequently, mental health issues place people at increased risk of obesity and deserve special consideration (55). 

Weight gain may be a consequence of symptoms such as impaired motivation or self-care, insomnia, physical inactivity 
and/or an unhealthy relationship with food e.g. comfort/stress eating etc (50). In addition, many psychotropic medications 
are prone to appetite stimulation and subsequent weight gain in addition to other metabolic side effects, which are a 
significant cause of morbidity and demand the careful attention of the treating clinician (56-57).  

Furthermore, it has been shown in the literature that people living with obesity are less likely to participate in 

health prevention and screening programs (58-59) because of previous negative experiences with HCPs and/or fear 

of “fat”/weight shaming. As a result, such individuals may present when the disease is well advanced and/or when 
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complications have arisen, resulting in poorer health outcomes.  Alternatively, some people living with obesity may 

avoid healthcare altogether if they feel shamed about their weight and/or body size.  Obviously, this represents a 

missed opportunity to intervene early.  

Public obesity messages that focus only on weight and individual factors contribute to stigma and weight bias 
(35,37)

 and consequently, affect the health and wellbeing of the individuals (36). Additionally, people living with 

obesity commonly report experiencing stigmatisation and social inequity in many other aspects of daily life – a 

situation compounded because systemic inequity and stigmatisation currently limit access to effective treatments 
(13,14).  

Of those Australian adults who qualify for bariatric metabolic surgery based on BMI alone, uptake of surgery is 

unacceptably low (1%). In 2022, 3.2% of these primary operations were performed in the Australian public 

healthcare system (13). Furthermore, at the time of writing, there were no obesity-management medications (OMM) 

on the Pharmaceutical Benefits Scheme (PBS). A retrospective analysis of a large U.S. electronic medical record 

database revealed that only ~1% of adults meeting Food and Drug Administration criteria for obesity 

management medications (OMM) were prescribed them, with even fewer continuing OMM 12 months later (14). 

The low uptake of these effective evidence-based adjunct therapies is even more pronounced in those from 

socio-economic disadvantaged groups, exacerbating the divide between those who can and cannot afford private 

health insurance.  

3. Policy response 

Recognise the importance of obesity  

Currently we have an ‘obesogenic’ environment that does not support people to readily make healthy decisions 

about their nutrition and physical activity levels (50).  Furthermore, the prevalence of poor mental health, elevated 

stress levels, poor sleep patterns etc are currently greater that what they were in past decades. All these things 

play a role in this complex heterogeneous disease process, particularly in individuals who are genetically at-risk of 

developing obesity (48). Therefore, prevention strategies require a whole-of-systems approach that includes not only 

the healthcare sector, but also public health safeguards, town planning, transport, nutrition and education (61-62).  

Obesity is both a cause and consequence of many other chronic conditions. Obesity is expected to have periods of 

relapse and remission and, given its progressive nature (10,12), lifelong management will be required (10,33,63). 
  

Furthermore, there are certain periods along the life course and life events which are predictably associated with 

obesity relapse such as the inter-partum period (64), prolonged need for steroid therapy for medical reasons, 

prolonged immobilisation, initiation of psychotropic medications (56) etc.  

Given that obesity is a chronic health condition requiring a long-term multifaceted approach to management, GPs 

are well placed to assist and manage such individuals. GPs should be supported and appropriately funded to apply 

chronic disease management principles including planned, proactive, team-based care that is stepped up according 

to need (10,33,65,66).   

Public policy  

To work effectively and equitably towards reducing obesity in our communities, we need a balanced combination of 

individual and public health measures (3,67). To prioritise their health, individuals increasingly must work against the 

environments in which they live (50). The RACGP recognises the need for a change in public policy to support pro-

wellness environments, where healthier options are readily available and affordable. The RACGP advocates that 

the focus of the health message be on ‘gaining health’ by reducing adiposopathy, rather than simply ‘losing weight’, 

recognising that obesity is about more than body weight (68).  

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 (27,31,63). 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 delay in clinical presentation and lower participation rates in preventative screening programmes by people 
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living with obesity underscores the need for GPs to address all forms of prevention: primary, secondary and 

tertiary. This is also supported by the NOS (10). 

The RACGP encourages strategies to support GPs and their primary care teams in improving their 

documentation of measures of obesity/overweight and the subsequent management plan including follow-up. The 

Department of Health has made available Medicare Benefits Schedule provisions for GPs in this role, via the use 

of Chronic Disease Management Plans for the care of individuals living with obesity. This is supported by the 

NOS (10). 

Education and support for GPs in managing obesity  

The RACGP recognises the need for more education of registrars and practising GPs in all levels of prevention 

including tertiary i.e. 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 

living with obesity (10,33,63). Some of the cited barriers for therapeutic inertia include:  

1. the perception that people living with obesity are “not motivated”; the literature suggests otherwise (69,30)  
2. a concern that raising the topic of obesity might offend the individual; the literature suggests otherwise 

(69-70). 
3. insufficient consulting time-however recently Medicare has made provisions for longer duration consults 

for more complex patient-clinician interactions. 
4. the NOS (10) encourages GPs to be proactive not reactive in the management of people living with 

obesity/overweight however, dissemination of this important public health message has been limited. 
 

GPs are part of a multi-dimensional approach  

The RACGP recognises the need for a multi-dimensional approach, including population-wide public health 

measures, and targeted approaches for particular at-risk groups (27). 

Furthermore, the RACGP agrees with the NOS’ recognition that GPs need to be better supported to play their 

role in managing people living with obesity (10).  

‘Systems thinking’ is producing encouraging results in the crucial paediatric age group, and may be applicable to 

other high-risk groups (71,50).  

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. 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 when 

referring to issues relating to obesity.  

Furthermore, the RACGP recognises that the clinical focus of obesity management should be improving health, 

wellness, quality of life and independence of the individual (5,7,40).  

 

Health inequity  

Health inequity is a consequence of, and a contributing factor to, obesity (35,36). 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 (67). Seeking consultation from 

consumer groups, including people with the lived experience, on obesity initiatives should also be considered.  

The RACGP recommends increased government support for clinical services, effective obesity-management adjunct 

therapies including equitable access to public-funded bariatric metabolic surgery and PBS subsidised obesity-

management medication.  
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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 living with obesity, and for their families and carers. The RACGP is committed to the primary, secondary and 
tertiary prevention of this life-threatening disease process to ensure better health outcomes and quality of life for all 
Australians. 
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RACGP Mission statement 

The RACGP's mission is to improve the health and wellbeing of all people in Australia by supporting GPs, general 

practice registrars and medical students through its principal activities of education, training and research and 

by assessing doctors' skills and knowledge, supplying ongoing professional development activities, developing resources 

and guidelines, helping GPs with issues that affect their practice, and developing standards that general practices use to 

ensure high quality healthcare. 
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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.  
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