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Obesity Pharmacotherapy
in Primary Care: When Is
Earlier Treatment the
Right Choice?

Primary care perspectives on obesity pharmacotherapy, initiation thresholds, metabolic

risk, long-term durability, patient expectations, cost, and guideline adaptation. The

report traces how newer medicines are changing practice while sustained treatment

and real-world feasibility continue to shape the threshold.
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When is earlier obesity pharmacotherapy the

right choice in primary care?

Earlier treatment is most appropriate when cardiometabolic risk, weight trajectory, functional
impact, and previous treatment history justify action, and when the patient can access and

sustain monitoring over time. An earlier prescription without a long-term plan can simply

move the uncertainty forward.

Clinicians must weigh metabolic risk, previous lifestyle treatment, patient goals, safety,

affordability, monitoring capacity, likely duration, and the possibility of weight regain after
discontinuation. Earlier initiation creates a longer responsibility for follow-up and shared

decision-making.

The World Health Organization recognises selected GLP-1 medicines as long-term options

within comprehensive chronic obesity care. The primary care challenge is to turn that
direction into a pathway that is clinically justified and practically sustainable.

Countries covered: United States, United Kingdom, Canada, Italy, France, Germany. The survey included family practitioners and

general physicians from the United States, United Kingdom, Canada, Italy, France, and Germany.

EXECUTIVE SUMMARY

What the data is showing

FINDING O1

48.6% wait for a structured lifestyle period
in lower-risk patients

Earlier prescribing is increasing, but many clinicians still
use lifestyle response as a decision checkpoint.

FINDING 02

43.1% start pharmacotherapy mainly when
metabolic risk appears

Risk signals carry more weight than patient request or
rapid weight gain alone.

FINDING 03

58.4% are more influenced by long-term
safety and durability than delay risk

The strongest hesitation concerns what sustained
treatment means over years.

FINDING 04

42.5% adapt their response to patient
requests case by case

Primary care negotiation is contextual rather than rigidly
permissive or restrictive.

SECTION 01

Newer medicines are changing
primary care practice

p
CONTEXT . .
Change in obesity management from newer
Newer obesity medicines have made pharmacotherapy more pharmacotherapy
visible in primary care, but most clinicians still use selection Percent of responding participants
steps rather than prescribe automatically. The change is
substantial, yet it remains cautious and contextual.
THE INSIGHT
Prescribing has increased substantially, but most clinicians
remain selective and often use a defined lifestyle period
before starting in lower-risk patients.
L
@ Fundamental earlier shift @ Noticeable but selective
WHY IT MATTERS 36.0% increase 40.2%
The challenge is to make the threshold clinically explicit and @ Awareness with limited ® Minimalimpact 2.7%
avoid both premature treatment and passive delay. practice change 19.6%
\ @ Nochange 1.5%

Initiation in BMI 30 or more without major comorbidity

Percent of responding participants

48.6% 11.0%
15.8% 8.8% 15.8%

After If trajectory or
Early based on structured function Rarely without Varies by
BMI lifestyle period worsens comorbidity context

SECTION 02

Metabolic risk pushes clinicians
toward earlier action

02

p
CONTEXT . .
Primary trigger for pharmacotherapy
Metabolic risk can turn a weight-management discussion : -
Percent of responding participants
into a prevention decision. At the same time, clinicians
consider the uncertainty of committing a patient to long-term
therapy and the consequences of waiting. 431% 28.3% 8.8% 14.5% 5:3%
L
THE INSIGHT

Early metabolic risk is the leading trigger, yet long-term

safety and durability weigh more heavily than the risk of
delay in borderline cases. - .
L L

Early Repeated Rapid weight Quiality of life Patient
metabolic risk lifestyle failure gain or function request

WHY IT MATTERS

The decision requires a balanced account of present and
future risk.

Concern with greatest influence in borderline cases

Percent of responding participants

58.4% 41.6%

@ Long-term safety and durability = @ Risk of delaying treatment 41.6%
58.4%

SECTION 03

Sustainability changes how
response is judged

03

CONTEXT . . . . .
Influence of weight regain after discontinuation

Starting treatment is easier than defining what happens over _ .
Percent of responding participants

years. Weight regain, plateaus, response thresholds, adverse
effects, and stopping decisions make sustainability part of

9.4% 34.0% 41.6% 1M.4%
the initial consent conversation.
\ @ Strongly limits initiation 9.4% @ Moderately influences 34.0%
( @ Considered but does not limit @ Minimal influence 11.4%
THE INSIGHT 41.6%

Weight regain is widely considered but usually does not @ Notafactor 3.6%

prohibit prescribing. Response thresholds vary, and fully
individualised decisions are common.

. When to reconsider or discontinue for response
( Percent of responding participants
WHY IT MATTERS
A long-term plan should define benefit, stopping criteria, and 'r-ne;?t:;a” 5%in3t06 P 18.7%
the likely consequences of discontinuation.
Less than 10% in 6 to 12 o
. months - 25.8%
Plateau after response ) 14.8%
Continue unless adverse
1.0%
effects ® 0%
Fully individualized ) 29.7%
SECTION 04
%% patient expectations and access
p
CONTEXT . . .
Response when patient expectations conflict
Patient expectations can accelerate the discussion, while . .
Percent of responding participants
access can stop it. Primary care often has to negotiate a
clinically appropriate plan within the limits of coverage, Align and initiate ® 8.8%
supply, affordability, and follow-up capacity. Negotiate and delay oD 23.2%
\ Follow strict criteria D 24.2%
THE INSIGHT Varies by patient — 42.5%
Most clinicians vary their approach by patient, while cost No consistent approach 4 1.3%
and access strongly influence prescribing. Shared decision-
making is therefore constrained by what the system can
deliver.
Influence of cost and access
Percent of responding participants
WHY IT MATTERS
Clinical recommendations should include an access check
before expectations are set.
\

@ Major limiting factor 43.8% @ Moderate influence 30.7%

@ Minor influence 11.6% @ Noinfluence 6.4%

@ Varies by patient 7.5%

SECTION 05

% Guidelines help, but complexity

remains
(
CONTEXT L .
How guidelines are applied
Guidelines create a common framework, but obesity care . .
Percent of responding participants
remains highly individualised. Comorbidity, function, goals,
tolerance, previous treatment, and available resources all
influence how the framework is applied.
\
(
THE INSIGHT
Most adapt guidelines to context, and respondents are split
on whether newer treatments simplify or complicate
decisions. More options can improve care while increasing
the number of trade-offs. @ Follow closely 18.0% @ Adapt to patient context 58.8%
\
@ General reference only 16.0% @ Frequently deviate 5.9%
(
WHY IT MATTERS @ Rarely rely on them 1.3%
Primary care tools should organise assessment,
contraindications, monitoring, and referral without reducing
judgement to a checklist. Effect on decision complexity
\ Percent of responding participants

15.5% 32.6% 3.1%
24.4% 24.4%
Significantly Slightly Significantly
simplified simplified No change More complex more complex

SECTION 06

The future direction remains
closely divided

06

(
CONTEXT R .
Preferred future direction
The cohort is closely divided between broader earlier . .
Percent of responding participants
treatment and more selective risk-based prescribing. The
disagreement is less about whether obesity is chronic and
more about how to operationalise care without losing 547% 45.3%
balance.
\
(
THE INSIGHT
A narrow majority favour broader earlier use, while nearly
half prefer selective risk-based prescribing. Most still favour
a balanced medical and lifestyle approach.
\ Broader and earlier pharmacotherapy More selective risk-based prescribing
(
WHY IT MATTERS
The field is moving toward pharmacotherapy without
. . Current clinical perspective
abandoning comprehensive care.
L Percent of responding participants
Treat aggressively as o
chronic disease - 28.2%
E_Balance medlca_l and s 64.5%
lifestyle strategies
Pharmacotherapy is P 73%
overused
SECTION 07
7 Belief in earlier care does not
always become action
(
CONTEXT . . .
Delay despite belief earlier treatment could help
Many clinicians sometimes delay treatment despite believing . -
Percent of responding participants
earlier care could help. The gap reflects long-term
o,
uncertainty, access, workload, follow-up capacity, and the Frequently @ 15:5%
difficulty of committing to therapy that may need to continue Occasionally ] 54.7%
for years. Rarely ) 25.6%
\
p Never q 4.1%
THE INSIGHT
Most delay at least occasionally despite believing earlier
treatment may help, and long-term confidence is moderate
b e alasalie, Confidence in effectiveness beyond five years
L Percent of responding participants
(
WHY IT MATTERS
Evidence, access, follow-up capacity, and treatment
durability are the practical bridge between belief and
prescribing.
\

@ Highly confident 12.2% @ Moderately confident 44.8%

@ Uncertain 31.1% @ Skeptical 9.1%

@ Highly skeptical 2.8%

PRACTICE LENS

What this pattern means for care

The implications are framed for real-world use rather than ideal conditions.

Assess risk beyond BMI Set along-term plan before initiation

Practice implication Practice implication

Metabolic risk, function, trajectory, and the burden of waiting The conversation should cover monitoring, expected

should be considered alongside body size. duration, cost, response criteria, side effects, and what

happens if treatment stops.

Keep shared decisions structured

Practice implication
Patient preference matters, but it should be connected to

clinical indication, realistic benefit, and the ability to sustain
care.

CLOSING PERSPECTIVE

Earlier obesity pharmacotherapy needs a long-term primary care plan, not
only an earlier prescription.

The findings show that newer medicines are already changing practice. They also show why the shift is not automatic:
clinicians are balancing metabolic risk and the cost of waiting against safety, durability, affordability, and the obligations
of long-term treatment.

A sustainable model begins before initiation. The patient and clinician need a shared reason for treatment, realistic
expectations, access confirmation, monitoring plans, response criteria, and a clear discussion of what happens if benefit
is limited or therapy stops.

Primary care will be central to the next phase of obesity treatment because it holds the longitudinal relationship. The
quality of that care will depend not only on prescribing earlier, but on maintaining a coherent plan across years of
changing risk, goals, response, and access.

Share your perspective with MDForLives

Join a global healthcare community contributing to future peer insight reports.

Join the MDForLives Panel -

SELECTED EXTERNAL CONTEXT

1. WHO global guideline announcement

2. WHO obesity and GLP-1 Q&A

3. NICE practical prescribing_guide

%MDForLives
MDForLives

Real Opinions to Insights. Validated by Data.

This report combines MDForLives survey findings with carefully selected external clinical context. Survey

values are presented exactly as reported.



https://www.who.int/news/item/01-12-2025-who-issues-global-guideline-on-the-use-of-glp-1-medicines-in-treating-obesity
https://www.who.int/news-room/questions-and-answers/item/obesity-glp-1-therapies
https://www.nice.org.uk/guidance/ta1026/resources/a-practical-guide-to-using-medicines-to-manage-overweight-and-obesity-pdf-19828318651333
https://www.mdforlives.com/

