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Abstract

Background Obesity, overweight and their associated diseases pose serious challenges to the health system.
General practitioners are in an especially favourable position to contribute to obesity prevention, make timely
diagnoses, and initiate treatment in their patients. Beyond individual findings, the German-speaking world has a lack
of studies giving a reliable reflection of the status quo for obesity management in primary care towards establishing
common attitudes and behaviour patterns in treating this patient cohort. The aim of the present study was to
determine the opinions, attitudes, experiences, and desires for improvement amongst GPs regarding obesity care. The
aim of this study is to serve as a basis for developing an approach towards optimisation.

Methods All 13,912 GPs in active practice in Baden-Wurttemberg, Hesse, Rhineland-Palatinate, and Saarland
between January and April 2024 were invited to take part in an online survey. A total of 4,038 fully completed
questionnaires were included in the analysis; this corresponds to a response rate of 29%. Apart from descriptive
analysis, Student’s t-test for independent samples was performed to determine significant differences between two
groups.

Results The results have shown that most GPs see obesity as a major challenge that is clearly on the increase. Many
of the GPs surveyed saw it as their responsibility to care for and provide therapeutic support for their overweight and
obese patients. GPs especially prioritised assessing individual life situations surrounding their patients in the causes
and consequences of overweight during weight counselling. Every second respondent provided dietary counselling,
but fewer gave exercise counselling. Only some respondents used the opportunity to recommend specific health
services to patients or refer their patients to these services. Respondents addressed dietary changes followed by
psychosocial support and physical exercise issues. GPs were often unsatisfied with obesity management outcomes.
This was worsened by general lack of time, resources, and connections to interprofessional support networks. Two
groups in the sample stood out as drawing more optimistic conclusions after reflecting on their own counselling
activities and therapeutic interventions. One group comprised GPs with specific additional qualifications, especially
in diet and sports medicine. The other group consisted of GPs who regularly used digital health apps (DHAs) in their
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therapeutic approach; physicians in this group were markedly more satisfied with the results of disease management
in their patients. Many respondents welcomed the introduction of the German DMP Adipositas obesity management

available local and regional health services.

programme and showed great interest in taking part in it. Many GPs expressed a desire for an easier overview of

Conclusions Even with the favourable conditions of primary care, the interview results indicate that the potential in
primary care is currently not being fully exploited in overweight and obesity management. It would seem to make
sense to raise awareness amongst GPs as to the circumstances of obesity while encouraging more motivational

and behavioural consultation with patients. An obesity diagnosis should include actual recommendations on diet
and exercise. Focussed diet and exercise counselling would also be welcome in primary care. GPs should also be
encouraged to take on a role as mediators by referring patients to a broader healthcare network as necessary.
Increased effort should be made towards developing structured, GP-compliant care programmes for obesity
management towards implementing evidence-based treatment concepts adaptable to patient needs.

Keywords Obesity, Overweight, General practitioner, Family doctor, Primary care, Treatment, Management

Background

The last few decades have seen a substantial increase in
severe obesity issues in almost all Western countries [1—
3]. This has gone so far that the WHO has begun referring
to epidemic proportions in view of the sharp increase in
obesity rates that are still one the rise [4]— [5]. A chronic
disease limiting quality of life and presenting a high risk
of morbidity and mortality, obesity may be the origin and
amplifier for various other severe health conditions. Obe-
sity is assumed to play a key role in around 80% of type 2
diabetes mellitus, around 35% of ischaemic heart disease,
and around 55% of hypertensive disease cases in Europe
alone [2, 6, 7]. Apart from that, overweight poses a bur-
den on the musculoskeletal system while also promoting
respiratory diseases, gallstones, and fatty liver disease [8,
9]. This clinical picture also causes considerable psycho-
logical stress for those affected [2, 3, 10-12]. Focusing on
Germany, 53% of adults are overweight (BMI 25-29.9 kg/
m?), 17% of whom are obese (BMI >30 kg/m?) [2, 7].

By far the most evidence-based guidelines see a mul-
tidisciplinary approach within a functioning support
network as the most promising way of tackling the issue
[13]. A multifactorial disease management system has
therefore been recommended consisting of increased
physical activity, a systematic reduction in calorie intake
by changes in diet, and, where necessary, support in life-
style and behavioural changes [1, 2]. The recommenda-
tions include longer-term steps after successful weight
reduction to keep patients on track with their new weight
and change in lifestyle.

Primary care is considered especially suitable for all
these measures [14, 15]. General practitioners play a cen-
tral role as they are usually familiar with their patients
having treated them for many years. The robust rela-
tionship of trust between doctor and patient plays an
especially important role in addressing severe obesity
problems when the opportunity arises, initiating moti-
vation towards lifestyle changes, and insuring adherence

to treatment by management [16—18]. The patient per-
spective emphasises this: Surveys in various Western
countries have shown patients affected by obesity to view
their general practitioners as the first point of contact for
advice on nutritional issues and physical activity, and also
see a mediating role in their GPs for referral to other ser-
vices [19-21].

In line with the above, general practitioners are in a
position to liaise with other care and health services
depending on individual needs while also providing their
own counselling, support, and treatment. This involves
the possibility of referring patients for consultation with
diet and exercise therapy specialists or external services
for psychosocial stabilisation or behavioural therapy
[22-24]. Drug and surgical treatment options may also be
considered [25]. German general practitioners can refer
to the interdisciplinary S3 obesity guideline for preven-
tive medicine, diagnostics, and treatment. Digital tools
are also available to provide therapeutic support and con-
tribute to prevention. Certified digital health apps (DiGA
apps) have been available to doctors in Germany on pre-
scription since 2020 [27-34].

Despite the great perceived potential in primary care,
repeated indications of current deficits limiting the effec-
tiveness of obesity care have arisen. One aspect applies to
the occasionally documented negative attitudes towards
patients with obesity, such as the assumption of lack of
willpower [8, 26, 35-39]. This has led to subliminal ste-
reotyping being common among physicians, which can
lead to increased reservations on the effectiveness of diet
or exercise therapies as well as insensitivity or incon-
sistency in medical communication [16, 21, 40-42].
Another issue difficulty may arise when general practitio-
ners see their role only in referring patients to specialists
and are unwilling to take on responsibility in helping the
patient lose weight [24, 39, 43-45].

A lack of adequate support networks and programmes
has also been given as a reason for the reticence



Wangler and Jansky BMC Primary Care (2025) 26:313

occasionally raised for general practitioners in obesity
management and a lack of funding for diet, exercise, and
drug therapies from health insurance companies [38, 46,
47]. This has only just recently culminated in the dedi-
cated DMP Adipositas obesity management programme
[48]. To make matters worse, surveys in the USA, the
UK and Germany have reported widespread challenges
towards motivating obese patients to achieve sustain-
able weight change, which can lead to frustration on the
part of physicians considering the scarcity of time and
resources available in general medical care [17, 38, 49,
50]. It should be noted that there are hardly any studies
on the possible effects of intervention by general practi-
tioners such as in therapeutic treatment, so firm conclu-
sions are difficult to draw on the general effectiveness of
support from general practitioners in this area.

Aim

Beyond individual international findings, the German-
speaking world has a lack of studies giving a reliable
reflection of the status quo for obesity management in
primary care towards establishing common attitudes and
behaviour patterns in treating this patient cohort. The
aim of the present contribution was therefore to deter-
mine the opinions, attitudes, experiences, and desires for
improvement amongst general practitioners regarding
obesity care.

Methods

This exploratory study collected detailed opinions and
experiential accounts from general practitioners with a
view to addressing the subject of this research project. A
full survey of general practitioners in four federal states
was conducted in the first half of 2024. This involved
designing an online survey with a written cover letter
sent in the regular mail.

Survey method and development of questionnaire
A qualitative preliminary study surveying thirty-six gen-
eral practitioners on the topic in 2022 [49] largely served
as a basis in designing the survey used in this quantitative
cross-sectional study (see Appendix 1). The development
process also involved a detailed literature search on the
topic [including 1, 2, 7, 8, 10, 14, 15-24, 26, 36, 37, 50].
The final questionnaire contained 43 questions and
mainly comprised the following content areas:

+ DPerception of obesity as a healthcare problem and its
causes.

+ Role of general practitioners in care and treatment
for patients with severe obesity issues, including
willingness and suitability to take on responsibility.

+ Experience with primary care and management
in obesity care, including the reason or initiation
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for weight counselling, subject matter and focus
in weight counselling; treatments, intervals, and
regularity of weight counselling; weight loss targets;
collaboration with other healthcare services.

+ Challenges experienced and response strategies
applied in obesity management and treatment.

« Satisfaction and outcome assessment regarding
previous obesity management.

+ Experience specifically with DiGA apps and obesity
management guidelines.

« Favoured approaches and measures towards
optimising obesity management in primary care.

Ordinal scales were widely used to achieve a good com-
promise between data quality and intuitive answerability
in the survey for general practitioners as a target group
with limited time to spare; many of these scales had
four ratings to choose from. By working with this form
of Likert scale, the aim was on the one hand to enable
quick answering of the questions and on the other hand
to avoid non-responses. Apart from the standardised
questions, the survey included several open questions to
reflect the exploratory nature of the study (questions 4, 7,
9,14, 15, 19, 21, 25, 26, 28, 30, 38, 40, 42).

The sociodemographic characteristics recorded were
gender, age, practice setting, type of practice, and patients
per quarter. We performed a pretest before field use; this
involved presenting the questionnaire to fifty randomly
selected general practitioners among general practice
lecturers in the general medicine faculty. The pretest
showed answer categories to be easy to understand, well
structured, and complete.

Recruitment and sampling

All 13,912 general practitioners practicing in Baden-
Wiirttemberg (6,664), Hesse (3,839), Rhineland-Palati-
nate (2,667), and Saarland (742) were sent written postal
invitations to take part in an anonymized survey; the
invitation period lasted between January and April 2024.
These federal states were selected as we aimed at includ-
ing densely populated territorial federal states for at least
an approximation to the primary care situation in Ger-
many. The second reason was that the authors had cur-
rent, complete contact lists due to continuous research
into primary care in these federal states. This was a one-
off mailshot where potential respondents were informed
of password-protected access to the online survey (no
incentives), inter alia.

A total of 4,038 completed questionnaires of the
4,114 questionnaires processed were included in evalu-
ation (29% response rate). Table 1 compares the sample
obtained against the reference data from the German
Association of Statutory Health Insurance Physicians
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Table 1 Sample comparison to reference statistics
Sample (N=4,038)

63% male,

37% female

53 (median: 53)

49% medium and large cities,

Reference statistics

58% male,
42% female1

56 (median: 57)'
41% medium and

Gender:

Average age:
Practice setting:

51% rural/small town large cities,
599% rural/small
town'

Type of practice:  54% individual practices, 56% individual

35% group practices, practices,

11% polyclinics or other 38% group practices,

establishments, 6% polyclin-
ics or other

establishments?

Patients per 25% 500-1,500, 34% Complete data

quarter: 1,501-2,000, 41% >2,000 unavailable
Physicians 681 (including diabetology: Complete data
with rel- 23%, nutritional medicine: unavailable

evant additional
qualifications

27%, physical therapy: 7%,

psychotherapy: 7%, social

medicine: 9%, sports medi-

cine: 30%)

"Based on health insurance research data in Rhineland-Palatinate (valid as of: 31
December 2021), available at: https://www.kv-rlp.de/institution/engagement/v
ersorgungsforschung/

?Based on health insurance research data for Germany (valid as of: 31 December
2021), available at: https:/gesundheitsdaten.kbv.de/

(KV) on the structure of general practitioners in Ger-
many (see Table 1).

Data analysis

We used SPSS 23.0 for data analysis. Student’s t-test for
independent samples was used to determine significant
differences between two groups. Two levels of signifi-
cance were tested — mean difference at p < 0.05 and p <
0.001. This parametric method is considered statistically
robust. We satisfied the necessary conditions with the
number of cases, normal distribution in groups for differ-
entiation, and samples originating from the same popula-
tion [51].

We evaluated open questions using post-coding for
qualitative content analysis. This involved creating a
basal category system for answers in free text to each
open question [52]. STROBE was used as the reporting
statement.

Results

Perception of obesity as a healthcare issue and the role of
primary care

According to the general practitioners surveyed, 19% of
the patients currently in their care were severely over-
weight or obese (physicians in large and medium-sized
cities: 17%; physicians in small towns and rural com-
munities: 21%); of the physicians, 69% stated that this
number had increased strongly or very strongly in the
last five to ten years, 17% reported a moderate increase.
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Accordingly, 73% considered severe obesity problems
to be a serious or very serious challenge to the health-
care system, while 24% saw it as a moderate or minor
challenge.

The respondents saw the most common causes in inap-
propriate lifestyle due to family or social background,
such as work and everyday stress, accompanied by
unhealthy diet and lack of exercise (83%). 58% mentioned
health problems resulting from physical predisposition or
accompanying health problems such as chronic disease,
whereas 45% gave personality predispositions as the main
cause. Psychosocial issues played a central role in obesity
development or perpetuation according to the opinion or
experience of 64% of respondents.

65% of the physicians saw it as the main responsibility
of general practitioners to act as the first point of contact
for obesity management, treatment, and prevention com-
pared to 27% who saw this is the main role for specialists
supported by others such as general practitioners. The
reasons that most of the respondents gave for the high
suitability for general practitioners in dedicated care for
obesity were their long-standing close familiarity with
patients and the importance of communication in medi-
cine in a holistic treatment approach.

33% of respondents stated that some or even most of
their practice staff members had training in topics such
as obesity, weight reduction, nutrition, exercise (17%, one
staff member) for busy physicians to delegate tasks and
improve patient care. Exactly half at 50% did not have
any access to trained staff. Strikingly, all the respondents
with additional qualifications in nutritional and/or sports
medicine also mostly had staff members with additional
specialist training.

Consultations with patients on overweight were usually
brought up rather casually as part of another consultation
and healthcare issues (82% frequently or occasionally);
patients presented specifically for consultation on obesity
far less frequently (27% frequently or occasionally).

Experience with weight counselling
35% of respondents provided lifestyle and weight coun-
selling frequently based on the total number of patients
affected by obesity that each physician saw in daily prac-
tice; a further 48% provided this counselling occasionally
and 17% rarely. Strikingly, physicians in urban environ-
ments conducted consultations more frequently than
their colleagues in rural areas (91% vs. 74% frequently
or occasionally, p<0.001). Physicians with additional
qualifications in fields such as diabetology, nutritional
medicine, and sports medicine also provided weight
counselling far more frequently.

54% of respondents stated that they mostly gave con-
sultations at several points in time or continuously with
patients returning for repeat appointments; 46% mostly
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gave one-off consultations. In this case, physicians with
one or more of the additional qualifications surveyed per-
formed regular consultations more often than average.

As this shows, general practitioners place special
emphasis on assessing the life situation of patients for
inclusion in the causes and consequences of obesity
in weight counselling (see Table 2). Importantly, this
involved briefing the patients on their options for weight
reduction, making recommendations to suit the patient
and, if necessary, agreeing on weight loss targets in a diet
plan. Around every second respondent provided dedi-
cated dietary counselling to patients or delegated this
to specialists. The respondents gave specific exercise
counselling less frequently. Respondents with relevant
additional qualifications according to the correspond-
ing aggregated query saw considerably greater impor-
tance in developing an individual weight loss strategy
including follow-up as well as separate nutritional and
exercise counselling compared to the greater respon-
dent population. A diagnosis (according to guidelines)
was also considered to be an important prerequisite for
planning obesity management for patients affected. Some
major differences also become apparent after dividing
the sample into urban and rural physicians. Urban gen-
eral practitioners placed greater emphasis on developing
or agreeing on weight reduction strategies, whereas their
colleagues in rural areas were especially concerned about
addressing lifestyle issues in their patients, providing for
psychosocial stabilisation and taking initial steps towards
helping the patients to help themselves.

“We dont have many opportunities to delegate
patients here in the countryside. That’s why we
think it’s especially important for them to realise for
themselves. They have to have the right mental and

Table 2 Areas of focus in weight counselling
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emotional mindset for that” Open answer from a
responding general practitioner (female).

“Who wants to be fat, who feels good about it? And
then there are denial and compensation strategies,
job stress, life’s hard knocks... [...] It's important to
set the scenes first for people affected to develop the
mental strength and inner willingness to accept fun-
damental change. In unacceptable situations, thirsty
or hungry spells — literally. Id call that empower-
ment” Open answer from a responding general prac-
titioner (male).

54% of respondents stated that they had frequently or
occasionally recommended specific offers to patients
such as dietary counselling, health insurance services,
sports courses, and local commercial weight reduction
programmes such as Weight Watchers based on the total
number of patients affected by obesity receiving lifestyle
and weight counselling. Over a third at 36% stated that
they had frequently or occasionally referred patients
directly to specific healthcare services stating reasons
such as collaborations that they had entered with these
providers and services. The last point was raised con-
siderably more often by physicians with qualifications
in nutritional or sports medicine and mainly involved
sports clubs, community exercise programmes, physio-
therapists, and self-help groups (62%).

An open question (15) showed that patients often
reacted with irritation, incomprehension, rejection,
denial, or even open aggression when asked about their
excess weight in the perception of many respondents.
Respondents also often reported that patients reacted
with ignorance or general apathy, which the physi-
cians associated with psychosocial factors. The experi-
ences of physicians were also negative after immediately

Question: Which of the following points do you think are especially important in weight counsel-  Overall Urban Additional
ling? (n=4,038, multiple answers possible) agreement vs. rural qualifications
physicians queried, aggre-
gated (n=681)

Discussing the patient’s personal life situation 93% 859%/100%  99%

Clearly addressing the consequences of severe obesity 83% 95%/71%*  95%

General briefing on the principles of weight loss (gradual vs. acute weight loss) 82% 91%/73%*  94%

Possible causes of (personal) overweight 82% 74%/90%*  96%
Consultation on individual weight loss targets with follow-up 59% 709%/48%*  79%

Specific suggestions and recommendations to help the patient take the initiative 55% 659%/45%*  78%

Specific nutritional consultation (including switching to a low-calorie diet, eating habits and routines)  55%
Referral for further specialist care/treatment (specialist, nutritionist or, if necessary, specialised centre)  46%

(Guideline-compliant) diagnosis

Psychosocial situation of the patient, stabilisation and improvement
Dissemination of information materials with information sources
Specific exercise consultation

65%/45%*  75%
53%/39%*  40%

45% 58%/32%*  73%
45% 39%/52%*  57%
44% 37%/51%*  60%
37% 39%/34% 63%

Significant difference: *p <0.001
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suggesting weight loss or lifestyle changes. Around half
mentioned low initial motivation and willingness.

Experiences with (therapeutic) obesity management
Almost three-quarters of respondents (73%) stated
that they frequently (27%) or occasionally (46%) took
on responsibility for obesity management (11% rarely)
and were thus involved in therapeutic measures in the
medium to long term, reflecting the perceived role of
obesity treatment and management in primary care. 46%
of respondents claimed general or primarily responsi-
bility for obesity management; a similarly large group at
43% followed instructions from specialists.

Results reflected responses to the question on general
subject matter covered in weight counselling towards set-
ting obesity treatment priorities (see Table 3). Respon-
dents focused most heavily on diet change followed by
psychosocial support and physical activation as specific
management activities in their patients. Only a minority
included adjuvant drug therapy as an important element
in obesity treatment measures. Another question (27)
showed similar results regarding surgical options, which
only 20% of respondents considered appropriate. Once
again, rural doctors placed more of an emphasis on psy-
chosocial and educational elements, whereas their urban
colleagues placed a heavier focus on active measures
towards dietary and behavioural changes. Physicians with
additional qualifications stood out clearly in the indica-
tors determined.

Well over a third of practitioners at 38% usually worked
with several intermediate targets when drawing up a
treatment plan while 45% typically defined a single inter-
mediate target. In contrast, 85% of the respondents with
additional qualifications used an approach with several
intermediate targets.

Challenges experienced and response strategies applied

The respondents were asked to evaluate medium and
long-term effects of therapeutic management based on
their previous experience. Only a minority at 40% were
satisfied with the results of the therapeutic measures

Table 3 Areas of focus in obesity treatment
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and reported very favourable (21%) or somewhat favour-
able (19%) outcomes. Physicians stating a primary focus
on psychosocial support and promoting physical activ-
ity were proportionately more satisfied than the others.
Likewise, physicians with most of their staff members
with additional specialist training were more satis-
fied than those with few or no staff members with this
training.

Most of the respondents at 61% had found it very dif-
ficult (32%) or somewhat difficult (29%) to motivate
patients with obesity towards therapy, compared to just
shy of a third at 32% finding it somewhat easy or very
easy. Many general practitioners found it even more dif-
ficult to keep patients motivated during disease manage-
ment towards achieving lifestyle changes or noticeable
weight loss (35% very difficult, 30% somewhat difficult,
30% somewhat or very easy). Respondents also generally
saw counselling and therapy adherence amongst patients
with obesity as low (35% very low, 28% somewhat low,
34% somewhat high or very high). We were able to deter-
mine causal relationships that played a role in these chal-
lenges in handling this patient cohort and implementing
structured and effective management strategies using
various open questions (19, 21, 25):

+ Lack of time resources, compatibility with daily
practice (74%).

+ Refusal to listen to advice, lack of motivation or
compliance (65%).

+ Problems maintaining a successful outcome (yo-yo
effects, 56%).

« Lack of local opportunities and resources to
initiate a multi-professional support network and
collaboration with other healthcare services (53%,
especially rural settings).

« Difficulties in setting and adjusting weight and
lifestyle change targets appropriate for the patient
(42%).

The open responses demonstrated that apart from lack
of time and local resources, many general practitioners

Question: Where do you place your focus in planning therapy

Overall agree-

Urban vs. rural Additional qualifications

towards helping obese patients lose weight? Please rate the ment (Very/some- physicians queried, aggregated (n=681)

importance of the following elements in your practice. (1=4,038) what high taken  (Very/somewhat high (Very/somewhat high taken
together) taken together) together)

Change in diet, diet therapy 58% 67%/49%* 80%

Psychosocial support 47% 409%/54%* 60%

Exercise therapy, promoting physical exercise, sports 43% 51%/35%* 69%

Organising information and materials for self-help 45% 39%/51%* 63%

Behavioural therapy (improving behavioural patterns and changing  40% 45%/35%* 62%

them in the long term)

Adjuvant drug therapy (such as orlistat, liraglutide) 25% 27%/23% 28%

Significant difference: *p <0.001
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saw reduced willingness to seek advice and therapy
amongst patients making effective intervention difficult.
Many respondents reported that the lack of compliance
and many setbacks they faced in obesity management
that “led to a feeling of frustration and exhaustion with
these patients” Many respondents therefore showed a
tendency towards viewing obesity not only as a clinical
condition, but also as a complex problem resulting from
acquired personality traits.

“We see what a lack of self-efficacy feels like over and
over in these patients” Open answer from a respond-
ing general practitioner (male).

“The [patients in this] group fight too little and let
themselves go too soon. That’s due to lifestyle, but
psychological mechanisms also play a role” Open
answer from a responding general practitioner
(male).

“I'm afraid there are many who are immune to any
medical advice” Open answer from a responding
general practitioner (male).

Remarkably, physicians with relevant additional qualifi-
cations experienced the challenges associated with obe-
sity to a more moderate extent. Only 40% in this group
found it very or somewhat difficult to persuade patients
with obesity to undergo therapy. Similarly, only 41% of
physicians with additional qualifications found it very
or somewhat difficult to keep their patients motivated
and on track in their disease management. One poten-
tial explanation for this could be that respondents with
additional qualifications were considerably more likely
to suggest procedures or strategies previously success-
fully used in motivating patients in the course of disease
management (Question 26). Respondents with addi-
tional qualifications in psychotherapy, social medicine,
and sports medicine in particular focused on stabilising
their patients and boosting their self-esteem from the
start. They also saw it as important to accommodate each
patient’s own needs and expectations as far as possible
when planning treatment.

“That means consistently avoiding pressure to suc-
ceed and situations where they need to justify them-
selves. It's more about meeting patients in their
own reality and standards” Open answer from a
responding general practitioner (male).

The priority is to provide a “focused, concentrated jump-
start” (including a structured exercise and nutrition pro-
gram) with individually appropriate motivational sports
to “set the scenes for consistent and steadfast weight loss”
The respondents found it essential that the patient made
the “change from within” and changed their habits. These
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respondents also saw health apps as beneficial for moti-
vation and daily routine.

“Long-term weight loss is achievable if you can get
the patient to adopt this lifestyle change as a habit”
Open answer from a responding general practitioner
(female).

“I see plenty of exercise and, most importantly, on a
regular basis as the proper approach in combina-
tion with a healthy high-fibre diet. Patients need to
be started on a corresponding programme; that will
lead to success sooner or later as long as it is strictly
adhered to” Open answer from a responding general
practitioner (female).

Respondents also saw it as crucial to set realistic, pre-
cisely tailored targets in the therapy plan — targets that
were neither too demanding nor too lax, beginning with
gradual weight loss. This meant formulating clear and
achievable final targets but also working with intermedi-
ate targets. Respondents also found arranging follow-up
appointments and emphasising commitment to play an
important role. Time intervals should ideally be kept at
a few weeks, time to analyse reasons for failure in good
time and to try out new approaches and similar.

“How much time should I give myself to achieve
which target, and in what way? If you don’t have
that, you don’t have a compass to guide you in los-
ing weight. [...] That’s a quick way of consigning the
whole thing to failure. [...] You need criteria for suc-
cess” Open answer from a responding general practi-
tioner (male).

“I take this approach: No hasty decisions. [...] An
individual programme for gradual and safe weight
loss is much more important. [...] And obviously
there also needs to be certain targets for patients
to pace themselves against” Open answer from a
responding general practitioner (female).

Strikingly, many general practitioners with additional
qualifications in nutrition and sports medicine reported
close contacts with local fitness and healthcare promo-
tion services. This applied to collaborations with gyms
and fitness centres, self-help groups, and diet and health
consultants. Respondents placed paramount importance
in the ease of referring patients to trustworthy coopera-
tion partners.

“Many of us act as solo operators too much. You need
to let that go. [...] You need to see yourself within a
network and a broader context. But that also means
setting things up. [...] It took us lots of time and
energy to find these partners and sync up with them,
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Table 4 Beneficial effects observed from using DHAs (DiGA

apps)
Question: Which favourable effects on the health status Over-
have you already seen as a result of DiGA apps in your pa- all
tients with obesity? (n=1,163, multiple answers possible)  agree-
ment
Increased compliance, such as taking their medications 83%
Improved health awareness and education 74%
Behavioural diet and lifestyle changes 72%
Increase mobility and joy of exercise 65%

Substantial weight reduction (such as BMI, abdominal circum-  62%
ference, waist circumference)

Decrease in psychological issues and sequelae such as 60%
depression

Improvement in self-management, such as in chronic disease ~ 55%
Reduced complications such as hypoglycaemia 43%
Stable decrease in blood sugar (HbA1c) 19%
Prevention of complications such as diabetic foot syndrome 18%
and CHD

Improvement in metabolic syndrome 17%
Avoidance of treatment escalation such as insulin therapy 11%

but that clinched the deal for us” Open answer from
a responding general practitioner (male).

These respondents ultimately saw sensitive communica-
tion and a collaborative approach to the doctor-patient
relationship as important. They also saw it as essential
to give these patients enough time for consultation while
always remaining accessible to them, also in treatment
setbacks.

“Quite a few of these people suffer from depression
in my experience. They often don’t believe they can
overcome extreme weight problems. [...] Become
the architect of one’s own happiness, as it were. [...]
There are also ingrained routines that need to be
addressed. [...] That’s why doctors need to prepare
for setbacks and think long-term. The most impor-
tant thing is to take a patient, sympathetic approach
without overtaxing the patient” Open answer from a
responding general practitioner (female).

Experiences with DiGA apps and guidelines

38% of respondents reported frequently (17%) or occa-
sionally (21%) recommending digital health apps (DHAs
or DiGA apps) to patients with obesity for support or
prevention. This was far more common amongst urban
doctors compared to their colleagues in rural settings
(54% vs. 22%, p<0.001). Under a third of physicians sur-
veyed (29%) reported that they had already frequently
or occasionally prescribed specialised DiGA apps to
patients with obesity (61% were open to prescribing
them in the future). Well over a third of urban physicians
(42%) prescribed DiGA apps at least occasionally in con-
trast with only 13% amongst their rural colleagues in the
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sample (p<0.001). Zanadio was the DiGA app most fre-
quently prescribed amongst the dedicated obesity apps
available in the DiGA directory.

Respondents with regular experience prescribing DiGA
apps for obesity were considerably more optimistic about
treatment results. In this group, 54% of respondents were
(very) satisfied with the results of therapeutic measures
compared to 34% from other respondents (p<0.001).
A considerably larger proportion of general practitio-
ners with DiGA app experience rated counselling and
therapy adherence in their patients with obesity as high
or very high compared to other respondents (49% vs.
29%, p <0.001), or found it easy or very easy to keep their
patients motivated toward managing their obesity (48%
vs. 27%, p<0.001).

A detailed survey of potential favourable effects associ-
ated with the use of DiGA apps confirmed these findings
(see Table 4). Apart from improved compliance, most
respondents reported increased willingness to change
behaviour as well as reduction in psychological problems
due to app use; a considerable proportion of the weight
loss achieved was attributed to DiGA app involvement.

It became apparent over the course of the study that
some general practitioners were not familiar with rel-
evant (evidence-based) guidelines on obesity as a clinical
condition. The best-known guidelines were the interdis-
ciplinary S3 obesity prevention and therapy guidelines
(56%) followed by the DEGAM practice recommenda-
tions for primary care in patients with obesity/overweight
(42%). Half of the respondents used these recommenda-
tions frequently, and half used them occasionally.

Optimising obesity management in primary care

We determined the approaches and measures favoured
by general practitioners at the end of the survey towards
improving treatment and management of patients with
obesity in primary care and enhancing their effective-
ness. Respondents increasingly called for the formation
of more overarching support networks for obese patients
on an outpatient or primary care basis. One area of focus
lay on regional or local health networks and collabora-
tions linking general practitioners, specialists, and other
stakeholders in healthcare.

“There has long since been an urgent need for greater
official formalisation of the disease in view of the
increasing number of overweight patients” Open
answer from a responding general practitioner
(male).

“I see a lot of room for improvement, especially at
local level, where there is too little collaboration,
organisation, and supervision” Open answer from a
responding general practitioner (female).
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Many respondents also openly admitted a lack of any sat-
isfactory overview of existing services or referral options
in this area due to the lack of easy orientation. This was
seen as another sensible reason for municipalities to pri-
oritise bringing different services together and communi-
cating these services to the public.

Respondents also generally criticised the consider-
able lack of support networks and healthcare services
to provide continuous support to general practitioners
in obesity prevention and management. Low-threshold
counselling and motivational services were reported as
especially lacking in rural areas, especially regarding psy-
chosocial support. Respondents especially welcomed the
recent decision to introduce an obesity disease manage-
ment programme in Germany. Well over three-quarters
of respondents (79%) considered this to make a very
effective or fairly effective contribution to improving out-
patient obesity care and management, including more
standardisation, evidence-based care, improved coopera-
tion between care levels, and patient education. Some-
what less than three-quarters of respondents at 71% rated
their own interest in participating in the DMP Adiposi-
tas obesity programme as very high or somewhat high.
Other suggestions included closer involvement from
health insurance companies in (continuous) weight coun-
selling for obese patients and a greater range of certified
training courses for general practitioner practice staff,
including the integration of specialised DiGA apps in
obesity treatment and management.

Many respondents also expressed a desire for more
efforts in primary prevention. Some general practitio-
ners raised the criticism that demands for behavioural
and situational prevention going back years had still
not been implemented everywhere consistently, such as
sugar tax as well as affordable balanced meals at daycare
centres and schools. Respondents therefore saw it as the
responsibility of primary care to prevent the develop-
ment of severe overweight in their patients by alerting
their patients to the risk factors early on and nurturing
conditions for a healthy lifestyle. These respondents saw
health checkups as an especially important ‘early warning
system’ and had taken further training courses in nutri-
tional medicine, amongst other specialities.

“People now eating the wrong food and not exercis-
ing enough will be the obese patients of the future.
That's why the whole health system needs to take
primary prevention far more seriously. We also need
doctors strongly emphasising prevention and con-
tinually raising awareness among patients in their
everyday lives. [...] If nothing else, this’ll save us from
lots of chronic illnesses and massive treatment costs”
Open answer from a responding general practitioner

(male).
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This raises the question as to how patients only come
to be the focus of healthcare after years of obesity.
This raised some self-critical reflection in some of the
physicians.

“If someone’s obese, then something has already gone
wrong on the physician’s part. These people should
have been noticed earlier and taken care of accord-
ingly. So anything that might help us identify these
people earlier would be welcome” Open answer from
a responding general practitioner (female).

This further emphasises the importance of regular
patient contact as well as thorough and consistent patient
education. Continuous bloodwork would also help iden-
tify early risk factors for general practitioners to watch
out for. Some of the respondents expressed the opinion
that practice staff involvement and training could be put
to more use in supporting general practitioners.

“We still definitely have some catching up to do in
Germany towards providing special training for staff
members and involving them as an asset in provid-
ing care for certain groups. This'll take the burden off
general practitioners and ensure greater effectiveness
in primary care. Especially in obesity, I see a rela-
tively serious need to catch up” Open answer from a
responding general practitioner (female).

Discussion
Principal findings
Primary care settings are in a favourable position to pro-
vide obesity counselling and management. The survey
results show that most general practitioners experienced
obesity as a major and challenge that was clearly on the
increase. This applied both to the healthcare system and
everyday activities in general practice offices. Many of
the general practitioners saw it as their own responsibil-
ity to care for and, where necessary, provide therapeutic
support for their overweight and obese patients. General
practitioners especially prioritised assessing individual
life situations affecting their patients in the causes and
consequences of overweight during weight counselling.
The following sets the varied range of priorities: Every
second respondent provided dietary counselling, but
fewer gave exercise counselling. Urban general practitio-
ners focused more on agreeing weight reduction strate-
gies; their rural colleagues were especially focused on
patient lifestyle as well as stabilisation and self-help. Only
some respondents used the opportunity to recommend
specific health services to patients or refer their patients
directly to these services.

Respondents addressed dietary changes followed by
psychosocial support issues and encouraging physical
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exercise. General practitioners often drew mixed conclu-
sions on obesity management. Many were finding treat-
ment adherence and motivation in patients with obesity
to be limited. This was worsened by general lack of time,
resources, and connections to interprofessional struc-
tures, especially in rural settings.

Two groups in the sample stood out as drawing more
optimistic conclusions with fewer challenges in perform-
ing effective obesity management after considering their
own counselling activities and therapeutic interventions.
One group comprised general practitioners with specific
additional qualifications, especially in diet and sports
medicine. These respondents named successful strate-
gies in dealing with this patient cohort noticeably more
often than other physicians; strategies included individ-
ual, needs-oriented and multi-stage weight loss strategies
with regular follow-up appointments as well as separate
nutrition and exercise counselling. Strikingly, many of
these respondents also reported regular collaboration
with other healthcare services and consistently referred
their patients to these services. The other group con-
sisted of general practitioners who regularly used DiGA
apps in their therapeutic approach; these respondents
were markedly more satisfied with the results of disease
management in their patients. Generally, physicians with
experience in prescribing digital health apps reported a
striking number of favourable health effects in the treat-
ment of obesity using DiGA apps.

Only some of the respondents were familiar with obe-
sity-related guidelines; an even smaller percentage used
them regularly. Many respondents welcomed the intro-
duction of the German DMP Adipositas obesity manage-
ment programme and showed great interest in taking part
in it. This tallies with their call for more (evidence-based)
support networks in this health area. The respondents
also identified further approaches towards optimising
outpatient and primary care-based obesity management
ranging from closer involvement from health insurance
companies to improved training programmes for GP
practice staff to reinforce general (nutritional) preventive
care. Many general practitioners expressed a desire for
an easier overview of health services available locally and
regionally that they could refer their patients to without
much additional workload.

Comparison with prior work

Overall, the results obtained match the existing study
situation in that outpatient physicians face multiple hur-
dles and challenges in treating obesity, some of which are
directly related to patients and some to external factors.
Obesity is therefore a highly polarising clinical condition
for some physicians; this gives rise to varying degrees of
willingness to provide care and support depending on
personal experience and basic attitude [11, 12, 14, 16,
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25, 38, 44]. A previous qualitative preliminary study has
already shown how varied these can be [49]. This study
involved interviewing thirty-six general practitioners
and categorising them into four clusters or archetypes.
The first cluster was widely represented in the sample;
physicians in this cluster were especially conspicuous
through their negative attitude towards obesity manage-
ment in primary care, patients affected, willingness to
provide treatment, and assumptions on options for per-
sonal efficacy. The other types were open-minded and
actively committed, albeit to varying degrees. One of
these active groups focused more on early and consistent
dietary adjustment and exercise, while another group
concentrated more on collegial and collaborative psy-
chosocial support. Especially worth emphasising are the
respondents that were integrated into informal networks
with local gyms and exercise services or psychosocial
and behavioural therapists depending on their chosen
approach. The present quantitative study also includes all
these areas of focus supplemented by additional findings.

International studies have so far indicated that general
practitioners are aware of the importance of overweight
and obesity management [37]. Even so, their attitudes
towards severely overweight patients are often affected
by scepticism [8, 26, 36, 42—44, 49, 50, 53]. Indeed, some
general practitioners show a corresponding lack of trust
in the effectiveness of diet or exercise therapy. Subtle, or
possibly even overt stereotyping renders obesity-related
medical communication insensitive and inconsistent,
which can be extremely disconcerting for patients [16,
54]. General practitioners often seem to prefer to take a
more passive role, viewing weight reduction as mainly
the responsibility of their patients [43, 44]. This leads to
largely ad-hoc weight reduction programmes designed
for each case as it stands [24, 42]. In a Hungarian study on
the same topic clear relation was found between the own
BMI of doctors and their habits and practice. Doctors in
the normal BMI range were unanimous that they should
be a model for their patients [55]. There is also some evi-
dence that general practitioners are relatively unaware of
obesity-based guidelines and therefore rarely use them.
Several studies have therefore concluded that obesity
diagnostics and management in primary care do not cur-
rently comply with common guideline recommendations
[13, 56, 57]. This is supported by a cohort study of 209
patients with obesity that attended primary care consul-
tations, which shows that only 25% of the clinical records
met al.l the criteria established in the therapeutic guide-
lines regarding diet prescription [58].

The lack of adequate structures and programmes has
also been repeatedly discussed as a reason for reticence
amongst general practitioners in obesity management
[38, 46, 50]. This has resulted in a lack of evidence-based
treatment concepts that can also be tailored to fit the
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patient towards continuous support from their general
practitioners in lifestyle changes [3, 12, 36, 40, 50]. Many
general practitioners therefore feel left on their own in
shouldering the all-encompassing and long-term respon-
sibility that is obesity management. The primary care
community generally sees DMP Obesity as one way to
overcome this longstanding deficit [41, 46].

Awareness of local assistance and support services for
patient referral is often limited with only a small propor-
tion of general practitioners consistently making use of
these services, such as by informing their patients of fit-
ness and exercise services or psychotherapeutic interven-
tion [17]. Many physicians seem to lack either awareness
of the general picture or low-threshold referral options
as clearly evidenced in the results from the survey in the
present contribution [59].

Many of the issues addressed are reflected in the
patient perspective; studies have shown that patients
view their general practitioners as central and trustwor-
thy points of contact for advice, support, and therapy
[50]. Several studies have indeed found severely obese
patients to show increased willingness to make lifestyle
changes after weight counselling with their own gen-
eral practitioners [20, 45]. In clinical practice, however,
severely overweight patients are often dissatisfied with
the care that their general practitioners provide [24, 40].
Studies have shown that obesity is mostly an inciden-
tal diagnosis, or that the subject comes up later than it
should. Discussions about the weight situation are mostly
not held regularly, and there is no continuous support.
This leads to patients often feeling alone with their over-
weight problems [60]. Apart from that, only some general
practitioners combine overweight and obesity diagnoses
with specific advice or instructions on diet and physical
activity, and only agree with the patient on specific tar-
gets or time frames in some cases [22, 24, 50]. Respon-
dents articulated a desire for referrals to support services,
whether in the form of health insurance services, gym
classes, or self-help groups, but are only given this sup-
port relatively rarely. We identified several problem areas
in primary care during an interview study on patients
with obesity [53]: 1: Incidental or delayed diagnosis of
obesity; 2: Lack of continuous weight counselling; 3: Lack
of agreement on specific weight-loss targets; 4: Lack of
referrals to assistance and support services; 5: Insensi-
tive or stigmatising consultation. Another problem from
the patient perspective is motivation. A recent survey of
209 primary care patients showed that a majority (68%)
of the respondents reported not having sufficient motiva-
tion to adhere to a weight loss program [61]. The barriers
to adherence to diet and exercise plans most frequently
mentioned by patients were not having a prescribed
diet, joint pain, getting tired or bored of dieting and
laziness. Both the high percentage of patients reporting
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insufficient motivation to lose weight and the barriers to
weight loss identified suggest that patients feel the need
to improve their motivation, which should be promoted
through primary care.

The ‘Awareness, Care and Treatment In Obesity MaN-
agement’ (ACTION) Study was the first US nationwide
study to investigate barriers to obesity management
from the perspective of people with obesity, health care
professionals and employers [62]. The results showed
that despite changing attitudes toward obesity and its
increasing recognition as a chronic, serious, and pro-
gressive disease, many barriers to effective care remain,
with the consequence that few people with obesity are
seeking and receiving long-term obesity care. Therefore,
the ACTION Study highlights a need for massive col-
laborative efforts that can lead to better understanding
of obesity and effective solutions for obesity care. Fur-
ther ACTION studies were conducted in other countries
(including Canada, Southeast Asia, Switzerland) and
came to similar findings [60, 63, 64].

Finally, it should be noted that various differences
between rural and urban physicians were identified dur-
ing the study. This was also the case in the qualitative
preliminary study [49]. Several other studies have found
that rural physicians prioritize patients differently due to
different structural conditions [2, 7, 8, 10, 14-24, 27, 33,
49, 53]. Specialist networks and healthcare providers are
often significantly less available or even non-existent in
rural areas, so primary care physicians try to compensate
for this by practicing more holistic approaches to care.
This explains, for example, why primary care physicians,
when caring for patients with obesity, focus more on the
individual’s personal life situation and the causes of obe-
sity. A variety of approaches emerge for optimising obe-
sity management in primary care from the study results,
taking the literature into account:

+  Recent studies have emphasised the immense
value and indispensable role of general practitioners
in managing weight issues towards effectively
counteracting the global spread of overweight and
obesity [15].

+ It would seem sensible to raise awareness amongst
general practitioners that obesity is a disorder with
a complex background involving not only individual
lifestyle factors but also external factors such as life
circumstances, genetic predisposition, and pre-
existing conditions [1, 2, 7, 16].

+  Obesity issues should be routinely, consistently,
and promptly addressed in primary care. Checkups
provide an ideal setting [36, 37, 41].

+ Diagnosing severe overweight or obesity should
be combined with specific action recommendations
and realistic targets set for each patient in diet and
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exercise. Existing guidelines provide additional
assistance and guidance [10, 65].

+ Diet and exercise counselling would seem to make
a sensible contribution towards reinforcing obesity
prevention in primary care. Good international
practice examples and compact models for
implementation have already been proposed to
this effect [2, 23, 65—69]. Staff at the doctor’s office
could also be enrolled for support and given targeted
training.

+  Regular counselling sessions with commitments and
a strategy of engaging with patients in their personal
situation (behaviour-oriented treatment strategies)
together with continuous patient motivation are
important prerequisites for the long-term success of
obesity management [21, 22, 24].

+  General practitioners should also be encouraged to
take on a role as mediators by referring patients with
obesity to a broader healthcare network as necessary.
Almost all statutory health funds in Germany
provide prevention programmes; the same applies to
health authorities, which often provide a useful guide
to the local and regional training and consultation
services available [8, 47]. Local health promotion
networks could provide a high level of additional
value in providing general practitioners with an
overview of existing health services for referring
patients to the services they need [70, 71].

«  Establishing and developing structured care
programmes for obesity management would seem
sensible [70, 72, 73]. The reality of primary care also
needs special consideration. These programmes
should not only aim towards improving patient
care but also training for general practitioners. This
would allow the added benefit of digital tools such
as DiGA apps to be passed on [27, 74, 75] while also
paving the way for effective staft training. Strategies
for evidence-based support for general practitioners
may further improve how they provide care. Here,
it would seem important to raise awareness of the
value of reviewed and certified guidelines [56, 57,

76, 77]. International model projects for holistic
practice staff training may provide guidance and
could be adapted to suit the specific situation [7,

20, 35, 38, 41]. Focusing on long-term step-by-step
programmes taking full account of patients as human
beings in their respective sociocultural environments
would be a productive way of addressing the
complexities of overweight and obesity [73].

+  Targeted training in nutrition and sports medicine
may help provide a more accurate response to
patients affected by obesity and start them on
therapy more effectively [20, 22, 36].
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Ideally, general practitioners would be placed in a posi-
tion where they can fulfil two main tasks — individual
consultation and treatment as well as coordination within
a multidisciplinary obesity care network. This includes
not only specific training for those giving treatment and
improved but also more structured networking amongst
various service providers; remuneration commensurate
to the services provided is just as important.

Strengths and weaknesses

The survey developed from a qualitative preliminary
study and was therefore tailored to the perspective of pri-
mary care in a specific real-life approach. We were able to
collect non-standardised responses from a series of open
questions. The survey achieved a relatively high response
rate, allowing us to diversify the sample in broad terms of
characteristics and attitudes towards the study topic.

Even so, there are limitations. The study cannot claim
to be representative in the strict sense due to the lim-
ited number of cases and regional recruitment strategy,
at most approximating to a representative study due to
comparison with health insurance data. It is also possible
that physicians with an interest in the topic participated
more closely in the study.

We would also like to note that these are the view-
points, reported experiences, and opinions of the gen-
eral practitioners surveyed on securing effective primary
care. In order to capture these perspectives and experi-
ences as openly and comprehensively as possible, and
thus emphasize the general practitioner perspective, we
deliberately avoided a narrow theoretical framework.
Nor did we prescribe a specific or restricted definition of
severe overweight or obesity, as our goal was to capture
the general perspective in primary care. This approach, of
course, also has clear disadvantages, as it results in a lack
of clarity in our study’s examination of the clinical pic-
ture. Nevertheless, the focus was on the everyday assess-
ments of general practitioners and terms such as ‘severe
overweight’ and ‘obesity’ have deliberately not been
clearly demarcated from each other.

This paper has been framed in the context of a classic
narrative of obesity with regrad to primary care in Ger-
many. From this perspective, individual nutrition and
exercise are more central, whereas the combination of
behavioural, psychological, pharmacotherapy and sur-
gery as evidence-based therapies is given less focus.

The scaling method used in the questionnaire is
another point of criticism. This was not always consis-
tent, such as in the scale levels used or additional catego-
ries included such as “undecided” or “difficult to say”” This
was due to the authors’ efforts to ensure that the survey
was as easy to complete as possible given the time con-
straints applicable to the target group.
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Conclusions

General practitioners see obesity as a rapidly increasing
condition and a challenge to healthcare; their experiences
are ambivalent. Even so, many general practitioners see
themselves as the first point of contact for this patient
cohort. They place divergent emphases on obesity man-
agement, which may also vary according to additional
qualifications as well as urban and rural settings. Physi-
cians focused most heavily on changes in diet followed
by psychosocial support issues and encouraging physical
exercise in their patients. DMP Obesity was especially
welcomed in view of the existing deficit in evidence-
based, interprofessional care services, and the desire for
further expansion of municipal support networks was
also brought up.

One of the key findings in the current contribution was
physicians with corresponding additional qualifications
(especially nutritional and sports medicine) well as those
with experience in DiGA-certified health apps reported
obesity management issues to a far lesser extent; satisfac-
tion with the results of the therapeutic intervention was
more favourable. In the primary care setting, the system-
atic use of digital tools is conceivable to support patients
in changing their lifestyles. The same applies to general
networking with other services and the use of evidence-
based instruments.
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