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OFFICIALLY..

• Insights into the key components 

of the modern management of 

obesity in NHS General Practice

• in the context of obesity as a 

disease in the CKM syndrome and 

the broader obesity related 

complications

• Sharing learning to help each other 

build a new standard of care in 

General Practice

 

PERSONALLY…

Learning Objectives
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CVRM = CKM = CAREME/CRM

Heart

MetabolismKidneys

MULTIPLE LONG-TERM CONDITIONS (MTLCS) 

Obesity is an independent disease state within the CKM syndrome that deserves independent 

attention….in GENERAL PRACTICE
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Every stage sits in General Practice

The Life Story Matters

Adapted from: Ndumele CE, Rangaswami J, Chow SL, Neeland IJ, Tuttle KR, Khan SS, Coresh J, et al., on behalf of the American Heart Association. Cardiovascular-kidney-metabolic health: a presidential advisory from the 
American Heart Association. Circulation. 2023;148(20):1636–64.

OBESITY

IS ALWAYS 

PRESENT
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200+ Obesity Related Complications, 13 different malignancies

Slide ownership - Raquel Gomez Bravo
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“obesity care will resemble modern diabetes care with pathways, targets, 

stepwise intensification….

……this will mark a change in…approach…obesity as a chronic, modifiable disease.’’

DO NOT COPY



First - Do no harm

Our weight bias is harming patients we are trying to help

1

Reduced healthcare 
use

2

Avoidance of physical 
activity

3

Low mood, reduced 
self-esteem

4

Increased binge 
eating

T A K E A W A Y    Treat obesity as you would any other chronic disease. 

Source: Puhl RM, Heuer CA. The stigma of obesity: a review and update. Obesity 2009;17(5):941–64.  
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Obesity Is Not A Choice

Cause – complex ,  multi-factorial , not completely understood

1

Genetic

2

Environmental

3

Psychological

4

Biological

5

Social

6

Behavioural

7

Unknown

Treat obesity as a disease, not a behaviour. Stigma is a clinical harm.

Adapted from Wharton S et al. CMAJ 2020;192:E875–91; Westbury S et al. Curr Obes Rep 2023;12:10–23.
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BMI Doesn’t Tell You Who’s Actually Unwell

It's a physical measurement — 3 things matter more.
BMI does not consider:

1

Fat mass

How much fat is present. 

2

Fat distribution

Where the fat sits. 

3

Sick Fat & Impact on 
health

If the adiposity is causing further 
disease.

! BMI alone leads to both underdiagnosis & overdiagnosis.

Rubino F et al. Lancet Diabetes Endocrinol 2025;13:221–62.
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Disease Often Occurs Below BMI Obesity Threshold

Risk factor Odds ratio (95% CI)

SELECT trial — all had CVD

Baseline BMI of patients enrolled with established cardiovascular disease:

28.5%

27–29.9

42.5%

30–34.9

19%

35–39.9

10%

≥ 40

% of participants

71% had BMI < 35
All had established cardiovascular disease.

BMI alone misses sick patients. 

Lingvay I et al. (SELECT baseline) Obesity 2023;31:111–22.
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Rethinking How We Diagnose Obesity

Diagnosis – measurement & clinical impact.

1

Identify excess adiposity

(anthropometric component)

BMI · waist circumference · 
Waist: height Ratio

&

2

Assess clinical impact

(clinical component)

Medical · Mental 
& Functional

.Assessing both together will inform future obesity care.

Rubino F et al. Lancet Diabetes Endocrinol 2025;13:221–62.   |   Busetto L et al. Nature Med 2024;30:2395–9.
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Preclinical versus clinical obesity: Lancet Commission

Preclinical obesity

Excess adiposity with:

• Preserved function of other tissues & organs & ADLS, AND

• increased risk of developing clinical obesity / other non-
communicable diseases

Clinical obesity

Excess adiposity with:

• Reduced organ & tissue function OR

• Limitations of ADLS due to obesity

Rubino F et al. Lancet Diabetes Endocrinol 2025;13:221–62.

Obesity:  excess adiposity, with or without abnormal distribution or function of adipose tissue
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EASO Frame Work - New diagnostic paradigm

Anthropometric & clinical components

• BMI ≥ 30 kg/m²

O R

• BMI ≥ 25 kg/m²  AND  WHtR ≥ 0.5

plus medical, functional or psychological 
complications.

DIAGNOSIS  of obesity

STAGING

DISCUSSION  (personalised treatment)

INITIAL → INTENSIFICATION

Adapted from Busetto L et al. Nature Medicine 2024;30:2395–9.

The Lancet Commission/EASO partially overlap but are not identical frameworks — EASO - more operationally usable for UK Primary Care

Reminder.  Use ethnic-specific thresholds in adiposity assessment  
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Assessing The Clinical Impact Of Obesity

Medical history

Symptoms, signs, prior diagnoses. 

Physical assessment

Functional / ADLs

Laboratory tests

I D E N T I F Y

What you're looking for:

• Organ/tissue dysfunction

• Physical limitations of ADLS

I F  F O U N D

• Maximise health & Manage ORC 

• NB DIAGNOSTIC OVERSHADOWING 

MOST OF THIS CONSULTATION YOU'RE ALREADY DOING — JUST FRAME IT  AROUND OBESITY 

Rubino F et al. Lancet Diabetes Endocrinol 2025;13:221–62.
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The 5As – Consultation Framework

The professional conversation is a tool.

Obesity Canada  ·  Rueda-Clausen et al., Clin Obes 2014 — with 5As training, initiation of obesity management doubled, 19% → 39%

A
Ask

Ask permission

Permission first

“Is it okay if we talk 
about weight?”

“Any words you’d rather I 
didn’t use?”

Bring no assumptions

A
Assess

Assess impact

Root causes, 
complications, barriers

Adiposity plus clinical 
impact

The 4 Ms need 
considered

Assess before you advise

A
Advise

Advise on options

The health risks of 
obesity

5–10% — metabolic and 
mechanical gain

10–15% — disease 
modifying

A long-term plan

A
Agree

Agree what’s realistic

Negotiate, don’t dictate

Best weight, not ideal 
weight

Realistic, and theirs

Agree the follow-up

A
Assist

Assist & arrange

Address the barriers you 
found

Signpost, refer, prescribe

Treat the drivers, not the 
willpower

Recall. Review. Repeat.

Episodic care fails obesity. Longitudinal care supports it. 

5As source: Wharton S et al. Obesity in adults: a clinical practice guideline. CMAJ 2020;192:E875–E891 (Obesity Canada).  |  Rueda-Clausen CF et al. Clin Obes 2014;4:39–44.
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Five Questions For A 10-minute Consultation

F i r s t  —  a s k  p e r m i s s i o n .   "Would it be okay if we talked about your weight today?"

1
"When did your weight start to change, and what was happening at the time?"

L i s t e n  f o r :   Childhood vs adult onset · pregnancy · medications started · life events · trauma

2
"What have you tried before, and what helped or got in the way?"

L i s t e n  f o r :   Diets · gym · GLP-1s · meal plans · what worked short-term · why it stopped

3
"How are you sleeping, and how is your mood?"

L i s t e n  f o r :   Sleep duration · snoring/OSA · shift work · low mood · binge eating · stress

4
"Is your weight affecting your day — your joints, breathing, energy, life?"

L i s t e n  f o r :   Mobility · ADLs · breathlessness · pain · fatigue · social and work impact

5
"What would you most like to be different — and what would help right now?"

L i s t e n  f o r :   Function vs scale · readiness to change · realistic targets · support needs

Open-ended questions. 
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Taking The Obesity History

O p e n  w i t h  p e r m i s s i o n

1 Weight history

• Age of onset; childhood vs adult weight gain

• Highest & lowest adult weight; current trajectory

• Pregnancy, menopause, life-event triggers

• Previous attempts — what worked, what didn't, why

2 Causes / Life Story / Barriers/Supports

• Meds (steroids, antipsychotics, insulin, gabapentin)

• Sleep — hours, OSA symptoms, shift work

• Mental health — mood, anxiety, eating patterns, trauma

• Endocrine red flags .Also hypothyroid, PCOS, Cushing's

3 Clinical impact

• CKM evidence

• OSA symptoms 

• Joint pain, mobility, ADLS

• Mental health, body image, social/occupational impact

4 Readiness / goals

• What matters to them — function, symptoms, weight, health

• Readiness to change

• Realistic targets 

• Social context — work, food access, family support

Synthesised from: Busetto L et al. Nat Med 2024;30:2395–9 (EASO) · NICE NG246. Overweight and obesity management. 2025 · Wharton S et al. CMAJ 2020;192:E875–91 (Obesity Canada)..
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Look For These In Every Consultation.

The four common contributors to weight gain.

C O M M O N

1 Life Story

• Unhealthy diet / crash diets

• Sedentary lifestyle

• Chronic lack of sleep

• OSA

• Shift work

• Timing of meals

• Alcohol / smoking

• Cultural / socio-economic 
factors

C O M M O N

2 Mental

• Depression

• Chronic stress

• Child abuse (physical or 
emotional)

• History of sexual abuse

• Psychotrauma

• Eating disorders (binge, 
bulimia)

C O M M O N

3 Medication

• Corticosteroids

• Antihypertensives (β-, α-
blockers)

• Antidepressants 
(mirtazapine, paroxetine)

• Antipsychotics (olanzapine, 
lithium)

• Pain meds (pregabalin, 
amitriptyline)

• Insulin / sulphonylureas

C O M M O N

4 Hormonal

• Hypothyroidism

• PMOS

• Hypogonadism

• Postpartum weight retention

• Menopause

• Cushing's syndrome

• Growth hormone deficiency

Most patients have contributors across all four categories — ask about all of them.

Adapted from Van der Valk ES et al. Obesity Reviews 2019;20:795–804.

DO NOT COPY



Recognise These — Refer For Specialist input

R A R E

5 Hypothalamic

• Post-radiotherapy / surgery / trauma

• Hypothalamic tumour

• Craniopharyngioma

• Congenital malformation

R A R E

6a Monogenic

• Early-onset obesity

• Increased appetite (hyperphagia)

• Striking weight difference vs family

• MC4R, POMC, leptin / leptin-
receptor, PCSK1

R A R E

6b Syndromic

• Early-onset obesity + hyperphagia

• Striking weight difference vs family

• Dysmorphic features / congenital 
abnormalities

• Mental or motor developmental 
delay

• Prader-Willi, Bardet-Biedl, Alström

R E D  F L A G S   Onset <5 years  ·  Striking hyperphagia  ·  Family discrepancy  ·  Dysmorphism  ·  Developmental delay

Rare, but life-changing when found — refer if any red flag is present.

Adapted from Van der Valk ES et al. Obesity Reviews 2019;20:795–804.
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The 4 M’s

BMI tells you the size of a person. The 4 Ms tell you what's wrong.

M
Mental

.

•  Depression
•  Eating disorders
•  Sleep quality
•  Trauma, ACEs
•  Addictions

M
Mechanical

•  OSA
•  OA / chronic pain
•  GORD
•  Urinary incontinence
•  Intertrigo
•  Plantar fasciitis
•  Idiopathic intracranial HTN

M
Metabolic

•  T2D, hyperinsulinaemia
•  Dyslipidaemia
•  HTN
•  MASLD / MASH
•  PMOS, infertility
•  Gout
•  Obesity-related cancers

M
Milieu

•  Income, employment
•  Food security/ £
•  Housing, neighbourhood
•  Education, health literacy
•  Caring responsibilities
•  Social support
•  Access to services

S T 3  T A K E A W A Y  The 4 Ms describes whole person care to whole person care General Practice teams.

Source: Wharton S et al. Obesity in adults: a clinical practice guideline. CMAJ 2020;192:E875–E891.  ·  Obesity Canada 5As Framework, 2020.
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Explain – Why Weight Comes Back – Normal Physiology

After lifestyle-induced weight loss, four physiological adaptations push back.

W E I G H T  L O S S

▼

Adaptations favouring weight regain

1 Hormones

↓ Leptin / insulin

↓ GLP-1, PYY, CCK, amylin

↑ Ghrelin

Persists ≥ 1 year after loss.

2 Metabolism

↓ Energy expenditure

↑ Muscle efficiency

The body burns less for the same 
work — still measurable 6 years on.

3 Appetite

↑ Hunger

↑ Drive to eat

↓ Fullness

Felt subjectively — patients aren't 
imagining it.

4 Food reward

↑ Brain response to food cues

↑ Hedonic drive to eat

Food tastes better, smells better, 
pulls harder.

▼

W E I G H T  R E C U R R E N C E

This isn't willpower failing — it's biology defending a set point.

Sumithran P et al. NEJM 2011;365:1597–604 · Rosenbaum M, Leibel RL. Int J Obes 2010;34(S1):S47–55 · Rosenbaum M et al. Am J Physiol 2003;285:R183–92 · DeBenedictis JN et al. Am J Clin Nutr 2020;111:816–26 · 
Fothergill E et al. Obesity 2016;24:1612–9 · Rosenbaum M et al. J Clin Invest 2008;118:2583–91.
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• Hypothalamus – energy 

homeostasis

• Mesolimbic system – 

reward seeking 

behaviour

• Pre frontal cortex – 

executive functioning 

Explain People With Obesity Have Pathophysiology, Not Poor Will Power 
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Don’t forget - Weight Regain - A Hard Problem

WHAT WE HAVE TRIED

↑ Physical activity / ↑ Protein intake / meal replacement

Continued support/monitoring

Continued monitoring

L I M I T E D - T O - N O  S U S T A I N E D  S U C C E S S  F O R  M O S T

W H A T  W E ' V E  B E E N  M I S S I N G

Medication Surgery

Both target biology that drives 
regain.

REALITY CHECK:  
IF NO ACCESS , MITIGATION OF PROGRESSION & MAXIMISING ORC MANAGEMENT MAY BE ALL YOU 

CAN DO…. FOR NOW.  

Adapted from Van Baak MA et al. Nature Reviews Endocrinology 2019;15:274–87.
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What Can We Expect From Healthy Living Interventions?

The landmark trials — and what happens to the weight loss over time.

T R I A L A T  1  Y E A R L O N G - T E R M  F O L L O W - U P

DPP / DPPOS
10-year follow-up

−7% −2%

DPS
13-year follow-up

−5% ≈ −1%

Look AHEAD
9.6-year median — with continued support

−8.6% −6.0%

The pattern. <10% at 1 year — substantial regain follows. Even a decade of resourced support holds 6%.

References: DPP Research Group. Lancet 2009;374:1677–86.  |  Lindström J et al. Diabetologia 2013;56:284–93.  |  Look AHEAD Research Group. NEJM 2013;369:145–54.
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Obesity Treatment Pillars

Healthy Living Psychological Medications Surgery

ALL TREATMENTS SHOULD BE TAILORED TO THE INDIVIDUAL — AND MOST PATIENTS NEED MORE THAN ONE PILLAR.

Adapted from Wharton S et al. CMAJ 2020;192:E875–91 (Obesity Canada) · Busetto L et al. Nat Med 2024;30:2395–9 (EASO).

We have two lives, and the second begins when we realise we only have one – 

help them live their best life. DO NOT COPY



Behavioural Support   
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Planning the change - Behavioural Support

Goals are behaviours, not numbers on a scale.

S
Specific

What exactly will the 
patient do?

Name the behaviour 

"Walk for 30 minutes after 
work, Mon–Fri."

M
Measurable

How will we both know it's 
happening? Quantify and 

track 

"Tick the days walked on the 
kitchen calendar."

A
Achievable

Is this realistic given the 
patient's current life and 

capacity?

Start with 3 days, not 7. Build 

R
Relevant

Does this matter to 
the patient — not 

just to the clinician?

"I want energy to play with 
my grandkids."

T
Timed

When will we review? A 
specific date holds the 

plan in place.

Review 6 wks.

P R A C T I C E  P O I N T   Self generated goals work best. 
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Motivational interviewing in the Obesity Consultation

1
Express empathy

"That sounds 
exhausting. You've 
been carrying this 
on your own for a 
long time’’

2
Develop discrepancy

"You want to be 
healthy for your 
children — how does 
that fit with how 
things are now?"

3
Avoid argumentation

“No problem if that 
idea wouldn’t work 
for you, I 
understand its really 
difficult.  Talk me 
through the barriers 
in your life.

4

Roll with resistance

“Ok I understand 
that wont work for 
you , no problem , 
what would work 
better for your 
lifestory?"

5

Support self-
efficacy

"You are the expert 
in you, tell me what 
you know works for 
you? "

O A R S   Open questions  ·  Affirmations  ·  Reflective listening  ·  Summarising

Miller WR, Rollnick S. Motivational Interviewing: Preparing People for Change (2nd ed). Guilford Press, 2002|   Resnicow K, McMaster F. Motivational interviewing: moving from why to how with autonomy support. Int J Behav Nutr Phys Act 2012;9:19.

.
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Food Strategy   
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Is there a “best” diet for weight management?

Two network meta-analyses, same group  ·  Johnston, JAMA 2014 (48 RCTs · 7,286)  ·  Ge, BMJ 2020 (121 RCTs · 21,942)

At 6 months  ·  Johnston 2014

All the diets worked.
Weight loss vs no diet. Differences between diets small to trivial.

−8.7 kg

Low-carb

−8.0 kg

Low-fat

≈ −6 kg

Moderate

At 12 months  ·  Ge 2020

The benefit faded.
Weight loss vs usual diet, all macronutrient patterns.

4–5 kg  →  ~3 kg
at 6 months                                     at 12 months

Blood pressure and lipid gains: gone by 12 months — except 
the Mediterranean diet for LDL.

12-month data: fewer trials, low certainty.

Diet alone won't hold the weight — and the risk-factor gains go with it. Durable obesity care needs more than diet.

Johnston BC et al. JAMA 2014;312(9):923–933.   |   Ge L et al. BMJ 2020;369:m696.
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Diet For The Heart, Not The Scale

Mediterranean diet reduces major cardiovascular events – without weight loss.

25–30% reduction in major cardiovascular events. Both primary and secondary prevention.

P R E D I M E D  ·  p r i m a r y  p r e v e n t i o n    HR 0.69 (95% CI 0.53–0.91) C O R D I O P R E V  ·  s e c o n d a r y  p r e v e n t i o n    HR 0.73 (95% CI 0.55–0.97)

Diet's most durable benefit isn't on the scale — it's on heart attacks, strokes, and deaths.

Estruch R et al. NEJM 2018;378:e34 (PREDIMED).   |   Delgado-Lista J et al. Lancet 2022;399:1876–85 (CORDIOPREV).
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• Increasing self monitoring – daily records of intake, activity. 

• Setting Goals – keeping it simple ‘three changes’.

• Social Support Mobilisation and Social Saboteur Assassination – needed for modifying 

behaviours.

• Relapse Prevention – expecting set backs , be prepared, view them as temporary. 

• Stress Management – Hedonic Hyperphagia. 

Behavioural therapy – why we eat
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Nutrition Therapy – Key Concepts For A Brief Intervention
 

Pattern – Regular meals   Content - Hydration / Protein / Fibre.           Dinner Plate Rule    - Balanced / Food Groups
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Movement Strategy

‘Benefits exist across the continuum of human movement’ 

   
Melanie J. Davies et all Management of Hyperglycemia in Type 2 Diabetes, 2022. A Consensus Report by the American Diabetes Association (ADA) and the European Association for the Study of Diabetes (EASD). Diabetes Care 1 
November 2022; 45 (11): 2753–2786.
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Physical activity is a Metabolic tool — not a weight-loss tool.

"Eat less, move more" - not an effective obesity treatment for the majority

T H E  E V I D E N C E

Pontzer et al. (2012) found Hadza hunter-gatherers

 — walking 10–15 km daily — 

burn roughly the same total daily energy as sedentary 
Western adults. 

The body compensates.

W H Y  I T  S T I L L  M A T T E R S Activity protects health on its own.

.

."
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Movement matters. For health gain, not weight loss

Frame activity around mood, energy, and long-term health — not weight loss.

1
Start small

5–10 minutes a day. 2
≥150 min/week moderate

Walking, cycling, swimming. MOVING.

3
Resistance 2× weekly

Protect muscle mass 4
Reframe the goal

Activity for mood, energy, sleep, cardiovascular risk

Movement is medicine — even when the weight doesn't move.
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https://www.gov.uk/government/publications/physical-activity-guidelines-uk-chief-medical-officers-report/uk-chief-medical-officers-physical-activity-guidelines (updated 2026) 

Some Is Good More Is Better — Every Minute Counts.
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Sleep and Stress Strategy   
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Sleep is not a lifestyle choice. It's A Physiological Driver Of Weight.

Each hour below 7 hours of sleep raises BMI by 0.35 kg/m².

H O R M O N A L

Hunger goes up.

M E T A B O L I C

Insulin resistance 
rises.

C I R C A D I A N

Timing matters 
too.

.

Take Home –  Sleep is an evidence-based, modifiable target in obesity care.

Cappuccio FP et al. Sleep 2008;31:619–26. · Spiegel K et al. Ann Intern Med 2004;141:846–50. · Spiegel K et al. Lancet 1999;354:1435–9. · Scheer FAJL et al. PNAS 2009;106:4453–8.
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Frame : "Your sleep & weight are connected. Improving sleep is part of your treatment."
 

when in the room

safety-net

refer digitallyPatient
poor sleep

FIRST LINE -  CBTi

Targets thoughts/behaviours

I N  T H E  C O N S U L T A T I O N

Brief sleep hygiene.

OFFER SLEEPFUL

Free CBT-i 

SAFETY-NET

OSA

• STOP-BANG ≥3 →  sleep study

• RED FLAGS 

Qaseem A et al. Ann Intern Med 2016;165:125–33 (ACP insomnia guideline) · NICE MTG70 2022 (digital CBT-I) · NICE NG202 2021 (OSA) · Chung F et al. Anesthesiology 2008;108:812–21 (STOP-BANG) · Sleepful — 
Loughborough University

Treating Sleep In General Practice 

Offer CBT-I before — or instead of — hypnotics. 

DO NOT COPY



Medication Strategy

They were never just ‘weight-loss drugs’
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Nutrient-Stimulated Hormone (NuSH) Therapies

Most adverse events come from excess dose — not the 
medication!

Titrate slowly.   Counsel proactively.   Don’t just stop .  STRATEGISE first.

Reference: Alhazmi AA, le Roux CW. How to reduce side effects of GLP-1 based obesity medications. Annu Rep Med Chem 2026. doi:10.1016/bs.armc.2026.02.001.
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Figure: Dr Mick Crotty, My Best Weight (mybestweight.ie) 

Nausea / Indigestion/Vomit/Diarrhoea/Constipation 

•  Nausea - usually first sign dose escalation too quick 

• GI side effects do NOT predict better weight loss — 
mechanisms are distinct.

• Slower titration = good practice — does not compromise 
weight loss or glycemic efficacy.

ALWAYS EDUCATE ON 
Pancreatitis – Gallstones - Food &  Movement Strategy – 

Muscle Mass preservation –Contraception
NAION –  recent data reassuring but be careful.

Gastrointestinal Side Effects

Other Source: Alhazmi A, le Roux CW. Annu Rep Med Chem 2026 
NAION evidence : Vilsbøll T, Arun Kumar D, Aiello LP, et al. Br J Ophthalmol Epub doi:10.1136/ bjo-2025-328729
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Conclusion And Call To Action 

Obesity care is relational. 

It is longitudinal. 

It is respectful.

Make your change in practice from tomorrow onwards be the 

legacy of your learning today 
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