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Abstract: Background and Objectives: ACTION-France (Awareness, Care and Treatment In Obesity 

MaNagement in France) aims to identify the perceptions, attitudes, behaviors, and potential barriers to effective 

obesity management in France and guide collaborative actions. Methods: ACTION-France is a cross-sectional 

survey of people with obesity (PwO) and healthcare professionals (HCPs), in France. The PwO and HCP 

questionnaires ran from 27/09/2022 to 01/02/2023 and from 19/12/2022 to 31/03/2023, respectively. Results: The 

study, encompassing 1226 PwO and 166 HCPs, reveals a shared recognition of obesity as a chronic condition. 

However, despite being requested by most PwO, weight-related discussions are surprisingly infrequent, 

leading to delayed diagnosis and care. PwO and HCPs held different views as to why: HCPs often attributed 

it to PwO’s lack of motivation or disinterest, whereas PwO avoided them because they felt weight managing 

was their own responsibility and were uncomfortable discussing it. When weight was discussed, primarily 

with general practitioners (GPs), discussions mostly focused on physical activity and dietary. However, results 

identified a strong psychosocial impact of obesity: 42% of respondents reported anxiety-depressive symptoms, 

and many more hesitated to engage in certain social activities because of their weight. Psychotherapy was only 

discussed by 55% of HCPs. Pharmaceutical options were also rarely discussed (19.5% of HCPs), though 56.1% 

of PwO reported they would want to. Conclusions: HCPs’ and PwO’s perceptions differed significantly and 

need to converge through enhanced communication. A holistic approach, integrating comprehensive training 

for GPs and psychological comorbidities, would help to bridge perceptual gaps effectively and foster more 

empathetic and effective patient care. 

Keywords: obesity management; perception of obesity; physician-patient interaction; obesity 

treatment 

 

1. Introduction 

Obesity has become a significant global public health challenge, affecting populations across the 

world, regardless of their economic development. Obesity is characterized by an excessive 

accumulation of body fat, frequently leading to various health complications, and imposing 

significant economic burdens on society. Obesity is usually assessed in clinical practice all over the 
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world by the body mass index (BMI), expressed as the ratio of body weight in kilograms to height in 

meters squared (kg/m2). According to the World Health Organization (WHO), being overweight is 

defined as having a BMI (Body Mass Index) of 25 kg/m2 or higher, while obesity is defined as having 

a BMI of 30 kg/m2 or higher [1]. BMI is an inexpensive and easy screening method for weight 

categories. However, BMI does not measure fat directly. Instead, it is moderately correlated with 

more direct measures of body fat. Furthermore, BMI appears to be as correlated with various 

metabolic and disease outcomes as these more direct measures of body fat [2–6]. 

France also faces the challenge of increasing obesity rates. According to recent epidemiological 

studies, the prevalence of excess weight in the country was 47.3% in 2020 [7]. Over the past few 

decades, while the prevalence of overweight has fluctuated, the prevalence of obesity has steadily 

risen from 8.5% in 1997 to 17% in 2020 [7–9]. Fontbonne et al. (2023) observed that women exhibit 

higher obesity rates than men, increasing with age, while geographical location and profession “may” 

also play a role, though results are not as clear cut [7]. 

Obesity places a significant burden on affected individuals, impacting both their physical and 

mental well-being [10]. Excess weight and obesity pose major risks for several chronic conditions, 

including cardiovascular diseases such as heart disease and stroke [11], which are the main causes of 

death worldwide. Obesity is also associated with various other comorbidities such as diabetes [12], 

hypertension [13], depression [14], sleep apnea syndrome [15], and cancer [16,17], leading to a 

reduced quality of life and an increased risk of premature mortality. The treatment and prevention 

of overweight and obesity is therefore essential to improve the health of the population and reduce 

mortality.  

Obesity is becoming ever more prevalent with the rising consumption of unhealthy foods, 

coupled with reduced physical activity due to changes in work patterns, greater transportation 

availability, and increased urbanization [1]. However, obesity extends beyond the physical and 

dietary aspect of the environment, encompassing social, economic, and cultural contexts. Over 100 

wider factors that contribute to obesity have been identified, many of which lie beyond an 

individual's influence [18]. These contributing factors include biological aspects [19,20], psychosocial 

influences [21], socioeconomic factors  [22], behavioral and environmental factors [23]. Thus, 

effectively treating obesity requires a comprehensive and collaborative approach involving 

healthcare professionals (HCPs), policymakers, and society. Although, overweight and obesity stem 

from preventable and reversible factors, no country has succeeded in stopping or curbing this 

epidemic yet [24]. However, some countries, including France, have succeeded in stabilizing certain 

categories of obesity [7]. 

Obesity is increasingly recognized not just as a risk factor, but as a chronic disease. However, 

previous studies have identified several obstacles which hinder people living with obesity (PwO) 

from seeking and obtaining proper medical care and support to effectively manage the condition. 

Obstacles include lack of awareness of the severity of obesity and the risks it poses, as well as low 

rates of obesity diagnosis and management [25]. 

Obesity management faces challenges due to stigma, discrimination, and limited familiarity 

with evidence-based clinical management among HCPs [26]. Obesity stigma can lead to barriers in 

diagnosis and treatment and negatively impact the mental health and quality of life of PwO [27]. 

Despite the growing obesity pandemic, there is limited research available regarding the experiences, 

challenges and needs of PwO and HCPs who treat them. 

Thus, in order to overcome and meet these evolving needs, it is essential to first clearly identify 

and understand them. To this end, the Awareness, Care and Treatment In Obesity maNagement 

International Observation study (ACTION-IO) played a crucial role in examining obesity 

perceptions, attitudes, behaviors, and potential barriers to management for PwO and HCPs in 11 

countries across the world: Australia [28], Chile [29], Israel [30], Italy [31], Japan [32], Mexico [33], 

Saudi Arabia [34], South Korea [35], Spain [36] United Arab Emirates [37] and UK [38]. These studies, 

which were conducted in countries around the world from 2015 to 2018, aimed to raise awareness of 

the challenges faced by both groups in approaching and controlling obesity.  
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The ACTION-FRANCE study adapts the structure of previous ACTION studies to specific 

insights in France. The objectives of ACTION-FRANCE study were (1) to study the perceptions, 

attitudes, behaviors, and potential barriers to effective obesity management among people with 

obesity in France and (2) propose avenues to guide collaborative action to improve care, information, 

and support for patients with obesity. 

2. Materials and Methods 

2.1. Study Design and Participants 

The ACTION-FRANCE study was a cross-sectional, observational, descriptive, and exploratory 

study that collected data via online surveys of PwO and HCPs in France.  

ACTION-FRANCE was based on the previous ACTION-IO (International Observatory) [39] and 

ACTION-CANADA [40] studies and was adapted to the French cultural context by a national 

steering committee of obesity experts. The questionnaire for the ACTION-FRANCE study was based 

on the previously published ACTION-IO questionnaire [39], which was translated into French. 

Specifically, the number of questions was reduced to avoid redundancy and increase the proportion 

of complete responses. Also, some elements specific to France and to the French healthcare system 

were added. To avoid response bias, questionnaire items were carefully phrased and presented in 

the same order as previous ACTION studies.  

The PwO questionnaire was divided into two parts, one mandatory and one optional. In total, it 

contained 58 questions (89 questions in previous studies), including 33 original questions, 20 

modified questions, and 5 added questions. In addition, 22 of the original questions were optional 

for this study. As for the HCP questionnaire, it contains 41 original questions, 25 modified questions, 

and 1 added question (68 questions in previous studies). A 5-point Likert scale was used to measure 

attitudes or opinions. A commonly used scale within the study assessed respondents’ agreement with 

a statement and was measured from 1 “strongly disagree” to 5 “strongly agree”; with the midpoint 

of 3 as neutral.  

A third-party vendor (Sanoïa, Gémenos, France) conducted the online survey and managed the 

data collection and analysis. Data were collected from 27 September 2022 to 31 March 2023. 

Respondents were mostly recruited via online panel and via online panel companies (Kantar) and 

patient organizations (PwO only). All patients had previously given permission to be contacted for 

research purposes. 

Eligible PwO were aged 18 years or older, with a current body mass index (BMI), based on self-

reported height and weight, of at least 27 kg/m2 and residing in France (mainland and overseas 

territories). Exclusion criteria were a previous participation in this study (i.e., having previously 

given online consent for this study), pregnancy, mental incapacity, and language barriers precluding 

adequate understanding or cooperation. Ten PwO whose height was less than 120 cm were excluded 

from the analysis population as data management processes identified major inconsistencies in 

provided data for this population. 

Eligible HCPs were any health care professional involved in the management of obesity (doctor, 

nurse, surgeon, pharmacist, dietician, psychologist, medical assistant, physiotherapist, midwife), 

residing and practicing in France (mainland and overseas territories), aged over 18. Note that 

ACTION-FRANCE has accepted bariatric surgeons, unlike previous ACTION-IO studies. Also, 

although being pregnant was an exclusion criterion, midwives were included, given that in France 

they are involved in the care of non-pregnant patients, notably by prescribing contraception. For 

ethical and legal reasons, no distinction was made in terms of ethnic and racial affiliation. 

Screening questions were used to determine eligibility based on these demographic targets. 

Respondents who passed the screening process, had a BMI of at least 27 kg/m2, and who met the 

other study eligibility criteria, were permitted to complete the full survey (Table S1). 
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2.2. Statistical Analysis 

Responses were considered complete when all mandatory questions were answered. Only 

complete responses were analyzed using descriptive statistics according to the obesity class (based 

on self-reported weight and height), the current success (having generally lost weight over the past 

year) or non-success (having regained weight in the past year or having maintained a stable weight 

in the past year) of weight loss and treatment-seeking behavior (Table S1). The obesity classes were 

determined as follows: being overweight, with a body mass index (BMI) of 27-29.9 kg/m²; Class I 

obesity, with a BMI of 30-34.9 kg/m²; Class II obesity, with a BMI of 35-39.9 kg/m²; and Class III 

obesity, with a BMI of ≥40 kg/m² [41]. 

For qualitative data the frequency and percentage for each modality were calculated. 

Proportions were estimated with their 95 % confidence intervals when appropriate. Comparisons of 

qualitative data were made using the Chi2 test or Fisher exact test, according to the expected values 

under the assumption of independence. For quantitative data, arithmetic mean, standard deviation, 

median, 1st and 3rd quartiles, minimum and maximum were reported. Comparisons of data were 

made using a Student test or Mann-Whitney-Wilcoxon test (nonparametric test comparing ranks) 

depending on the distribution of the variable of interest. 

All comparisons were performed at the level of statistical significance set at p < 0.05. All 

calculations were made with SAS for Windows (v 9.4; SAS Institute Inc) and R software (v 4.2.3; R 

Foundation for Statistical Computing) was used for graphs. 

3. Results 

3.1. Participants 

In total, 1493 PwO answered the questionnaire. Based on the screening questions, 267 PwO were 

excluded from the analysis, leading to an analysis population of 1226 PwO (Figure S1-A). Additional 

questions were answered by 1108 PwO. Regarding HCPs, 185 participants answered the 

questionnaire of which 19 were excluded. The analyzed population of HCP consisted of 166 

respondents (Figure S1-B). 

The mean age of PwO (n=1226) was 48.4±13.6 years with a range of 18 and 83 years. The majority 

of respondents (74.1%) were female. Half of the population (50.3%) held an active working position, 

20.7% were retired, 11% were on leave for medical health conditions and 9.9% had no professional 

activity. Among PwO, 28,3% did not have a baccalaureate (Bac, the French High School Diploma), 

24.8% did, and 46.9% had at least a university degree or equivalent. Among the PwO population, 

62.7% reported having a life partner (married, common law marriage or PACS - civil partnership, 

cohabitation) (Table 1). 

Table 1. Sociodemographic and clinical description of the two populations surveyed, PwO and 

HCPs. 

 PwO HCPs 

Characteristic N = 1,2261 N = 1661 

Age (years)   

Median (IQR) 48.5 (38.0 - 59.0) 47.0 (38.0 - 57.8) 

Mean (SD) 48.4 (13.6) 47.9 (11.2) 

Range 18.0 - 83.0 26.0 - 73.0 

Age category   

[45-50[ years 163 (13.3%) 19 (11.4%) 

[40-45[ years 153 (12.5%) 22 (13.3%) 

[50-55[ years 141 (11.5%) 20 (12.0%) 

[60-65[ years 141 (11.5%) 18 (10.8%) 

[55-60[ years 139 (11.3%) 20 (12.0%) 

[30-35[ years 111 (9.1%) 15 (9.0%) 
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 PwO HCPs 

Characteristic N = 1,2261 N = 1661 

[35-40[ years 107 (8.7%) 33 (19.9%) 

[65-70[ years 88 (7.2%) 15 (9.0%) 

[25-30[ years 75 (6.1%) 3 (1.8%) 

[70-75[ years 51 (4.2%) 1 (0.6%) 

[18-25[ years 41 (3.3%)  

[75-80[ years 11 (0.9%)  

[80-85[ years 5 (0.4%)  

Sex   

Female 903 (73.7%) 93 (56.0%) 

Male 317 (25.9%) 73 (44.0%) 

Other 6 (0.5%)  

Current work situation   

Active 617 (50.3%)  

Retired 254 (20.7%)  

On leave (health condition) 140 (11.4%)  

No activity 121 (9.9%)  

Other 48 (3.9%)  

Student 26 (2.1%)  

I do not wish to answer 20 (1.6%)  

Highest degree obtained   

    Less than baccalaureate 343 (28.3%)  

    Baccalaureate 301 (24.8%)  

    Associate's degree 247 (20.3%)  

    Bachelor's degree 162 (13.3%)  

    Master / Doctorate 161 (13.3%)  

 Unknown 12  

Family situation   

Married / Cohabiting / PACS 769 (62.7%)  

Single 289 (23.6%)  

Divorced / separated 132 (10.8%)  

Widow(er) 27 (2.2%)  

I do not wish to answer 9 (0.7%)  

Obesity class   

Class I 529 (43.1%) 8 (5.2%) 

Class II 276 (22.5%) 1 (0.6%) 

Class III 238 (19.4%)  

BMI<30 kg/m² 183 (14.9%) 145 (94.2%) 

Unknown  12 

Bariatric surgery 140 (11.4%)  

Current weight loss   

Current weight loss Non-Success 1,036 (84.5%)  

Current weight loss Success 190 (15.5%)  

Seeking treatment   

Non-treatment seeking 793 (64.7%)  

Actively seeking treatment 433 (35.3%)  

Number of comorbidities   

Median (IQR) 2.0 (1.0 - 3.0)  

Mean (SD) 2.2 (1.9)  

Range 0.0 - 18.0  

Medical specialty   
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 PwO HCPs 

Characteristic N = 1,2261 N = 1661 

General practitioner  52 (48.6%) 

Nutrition Specialist/Medical Nutritionist  23 (21.5%) 

Endocrinologist  11 (10.3%) 

Bariatric Surgeon/Obesity Surgeon  9 (8.4%) 

Diabetes Educator  7 (6.5%) 

Surgeon  2 (1.9%) 

Other  1 (0.9%) 

Rheumatologist  1 (0.9%) 

Specialist in Internal Medicine  1 (0.9%) 

Unknown  59 

Obesity specialist  109 (65.7%) 

Practice time (years)   

Median (IQR)  19.0 (11.0 - 28.8) 

Mean (SD)  19.5 (10.6) 

Range  1.0 - 43.0 

Number of patients specifically dedicated to obesity management   

Median (IQR)  20.0 (6.0 - 43.8) 

Mean (SD)  34.8 (42.7) 

Range  0.0 - 250.0 

Profession   

Doctor  107 (64.5%) 

Dietitian  21 (12.7%) 

Pharmacist  21 (12.7%) 

Nurse  11 (6.6%) 

Psychologist  4 (2.4%) 

Physiotherapist  2 (1.2%) 
1 n (%). 

Concerning PwO’s medical characteristics, 14.9%, 43.1%, 22.5% and 19.9% of the respondents 

belong to the following BMI class: BMI<30 kg/m², Class I, Class II, and Class III, respectively. Bariatric 

surgery was performed for 11.4% of the respondents. The mean number of comorbidities was 2.2±1.9 

(Table 1) with the most frequent being depression/anxiety (42.0%), hypertension (38.7%), and 

obstructive sleep apnea (35.3%) (Table S2). In addition, 190 PwO achieved weight loss (15.5%) and 

433 were actively seeking treatment (35.7%).  

Considering the HCP population (n=166), 12.7% were dietitians (n=21) and 64.5% were doctors 

(n=107) of whom 48.7% were general practitioners, 21.5% nutrition specialists, 10.3% 

endocrinologists, and 8.4% bariatric or obesity surgeons. Among the rest of the HCP population, 

which accounted for 22.9% (n=38), various professions were represented, including 12.7% 

pharmacists (n=21), 6.6% nurses (n=11), 2.4% psychologists (n=4), and 1.2% physiotherapists (n=2). 

Obesity specialists (i.e., a physician for whom ≥50% of adult patients are seen primarily for weight 

management) represented 65.7% of the HCP population. The mean time in practice time was 

19.5±10.6 years. Each HCP was in charge of around 20 patients (median and IQR: 6.0 - 43.8) 

specifically dedicated to obesity management during the last month prior to completing the 

questionnaire (Table 1). 

3.2. Perception of Obesity 

Among PwO, 62.8% (n=678) believed that obesity is a chronic disease, significantly lower than 

HCPs, among whom 89% held the same view (Figure 1A). The perception of obesity as a chronic 

disease seemed to be correlated with BMI class, with a higher prevalence of this belief observed as 

BMI increases (Figure 1B). Compared to other diseases including diabetes, chronic obstructive 
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pulmonary disease, stroke, and cancer, obesity was perceived by HCPs as having a lesser impact on 

health, while PwO considered it to be their most significant health issue (Figure S2-A). However, 

76.5% of HCPs considered obesity to be at least as important as the other diseases they treat.  

 

Figure 1. Perception of obesity as a chronic disease by HCPs and PwO (A) and according to BMI class, 

for PwO only (B). 

When asked about life expectancy, 82.8 % of PwO felt that being overweight or obese would 

reduce it. According to HCPs, life expectancy decreases with BMI, from a minimum of 3.8±6.7 years 

to a maximum of 13.5±8.5 years for overweight and class III individuals respectively (mean for each 

class), and with a mean loss reduction of 10.2±7.8 years for all obesity classes. 

PwO tended to underestimate their own weight status, especially noticeable among medically 

obese respondents, as 47.3% of them considered themselves overweight and not obese. Similarly, 

46,9% of PWO with class III obesity thought of themselves as obese but not extremely obese. 

Interestingly, a significant majority (74.9%) of people with a BMI < 30 accurately perceived their 

weight category (Figure S2-B). 

3.3. Psychological & Social Impact of Obesity 

PwO reported a feeling of powerlessness concerning their weight. The prevalence of this 

sentiment appeared to increase with BMI (Figure 2A). For instance, 47.8% of PwO participants 

expressed that their weight controls their lives, increasing to 63.1% among those in BMI Class III. 

Additionally, 56.6% of PwO said they were unable to lose weight, no matter how hard they tried, 

reaching 75.6% for those in Class III. Furthermore, 64.8% of PwO respondents believed that their 

weight was controlled by fate or other uncontrollable factors, up to 72.7% of PwO belonging to BMI 

class III. 

Preprints.org (www.preprints.org)  |  NOT PEER-REVIEWED  |  Posted: 25 April 2024                   doi:10.20944/preprints202404.1641.v1

https://doi.org/10.20944/preprints202404.1641.v1


 8 

 

 

Figure 2. Psychological and social impact of obesity, by BMI class. (A) Psychological dimensions of 

obesity. (B) Impact on social activities. Questions on the impact of obesity on social activity were 

specifically added to the ACTION-FRANCE questionnaire. For both plots, percentages correspond to 

the percentage of PwO how answered “agree” or “totally agree”. 

Regarding social activities, over half of the respondents (55.2%) expressed feelings of concern 

about the situations presented, and this trend is particularly pronounced among people with a BMI 

over 34.9 (Figure 2B). Half of PwO belonging to BMI Classes II and III have already hesitated or 

refrained from going to a clothing store due to their weight (47.8% and 52.5% respectively). 

Approximately one in four respondents in BMI Class III and those with a BMI < 30 have previously 

decided not to enter a fast-food restaurant. Alarmingly, approximately 1 out of every 10 respondents 

hesitated or decided against the idea of seeking medical care in a healthcare facility. 

3.4. Weight-Loss Goals, Success, and Motivations 

The most important weight management goals for PwO included losing any amount of weight 

(56.5%), improving their appearance (36.3%), preventing health problems (33.6%), and gaining more 

energy (26.6%), as well as increasing their lifespan (23.9%). In terms of the amount of weight to lose, 

87.3% of PwO believed that a 5-10% reduction in body weight would be extremely beneficial for their 

health. However, PwO’s self-reported ideal weight was 24.0%±13.1 (n=1096) lower than their current 

weight. 

The goals most frequently set with healthcare professionals were to lose any amount of weight 

(44.1%), stop gaining weight (28.3%), reduce weight-related risks (21.7%), improve existing health 

conditions (21.5%) and improve physical and mental well-being (21.5%). 

Indeed, HCPs prioritized improving the existing health status (55.4%), enhancing both physical 

and mental well-being (49.4%), and promoting an overall improvement in lifestyle (48.8%), whereas 

a goal of improving appearance is only set 16.9% of the time. 

It is noteworthy that 17.7% of PwO had no specific weight management goals. Yet a majority of 

PwO (58.8%) and HCPs (74.7%) believed that setting realistic and attainable goals significantly 

improves their chances of success in weight loss or management endeavors. The other most frequent 

contributors to weight loss success were support from family, colleagues, or friends (46.3% and 

55.4%) and from HCPs (42.3% and 54.8%), along with personal motivation and determination to lose 

weight (34.5% and 31.3%) for both PwO and HCPs, respectively. 

According to HCPs, the greatest motivator for patients to lose weight was their overall health 

status as this was reported by 79.5% of HCPs, followed by specific personal medical events and 
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diagnoses (72.3%), their desire to improve their physical well-being and energy (63.9%) and for 

improved self-esteem (51.8%). PwO’s reported motivators were similar, though PwO most often 

prioritized reaching a weight where they feel comfortable (61%), with overall health status a far 

second (46.1%). Other common motivators included the desire to improve their physical well-being 

and energy (42.6%), to fit into smaller-sized clothing (34.2%), and for improved self-esteem (29.4%). 

Interestingly, 14.5% of HCPs reported improved sex life as a motivator, while this frequency was 

lower for PwO, at 7.8%. 

3.5. Previous Weight Loss Attempts: Outcomes and Barriers 

About 1 in 10 (8.8%) PwO’s reported having generally lost weight in the last 10 years, while 

68.9% said they had made at least one attempt to lose weight, with an average of 6 attempts per 

respondent during their adult life. Some 46.3% of PwO have lost at least 5% of their body weight in 

the last 3 years. 

Regarding barriers to weight-loss, HCPs and PwO hold generally similar views (Figure 3). The 

primary barriers reported by both groups include: lack of exercise (82.5% and 77.9%, respectively), 

unhealthy eating habits (68.7% and 71.4%), mental and emotional health (69,9% and 61,2%) and 

genetic heritage (63.9% and 61.8%). Both populations agreed that friends, colleagues, or family, as 

well as health professionals did not constitute significant barriers. Additionally, almost half of all 

respondents (48.2% and 49%) pointed out that the cost of healthy food serves as a hindrance to weight 

loss. 

 

Figure 3. Barriers to weight loss reported by PwO and HCPs. Percentages correspond to the 

percentage of PwO who answered “agree” or “totally agree”. 

However, there were notable differences in certain aspects. For instance, 53% of HCPs 

considered the lack of understanding of obesity to be a significant barrier, while only 24.2% of PwO 

shared this view. Additionally, 41% of HCPs mentioned age as a potential barrier, while 60.5% of 

PwO considered it relevant. PwO identified the lack of motivation (62.7%), the fear of regaining lost 

weight (66.3%) and the nature of PwO’s job (54.2%) as significant barriers, compared to 52.4%, 47%, 

and 39,2% of HCPs, respectively. 

3.6. Appointment and Conversations between PwO and HCPs 

In total, 816 PwO (67.5%) reported having discussed their weight or weight loss with a HCP in 

the last 5 years. Of these, 87.1%, had discussed being overweight and 76.2% weight loss, and 17.5% 

of reported having had a follow-up appointment or call about their weight after their last visit. Both 

PwO and HCPs reported initiating discussions about weight approximately half of the time. Patients 

most often discussed these topics with General Practitioners (GPs) (69.5%). 
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The average age at which participants consulted a HCP about their weight was 30.4±15.5 years 

(n=708/1226), whereas they reported having become aware of being overweight at an average age of 

28.4±14.4 years (n=1044/1226). Among PwO, 51.1% received an official diagnosis of obesity from 

qualified HCPs. Considering only respondents who provided responses to questions regarding age, 

weight, and consultations, 56.2% (n=245/436) consulted for the first time about their weight after their 

BMI exceeded 29, with a mean delay of 8.7±7.9 years.  

Important divergences exist between the points of view of HCPs and PwO in terms of why 

patients would not discuss their weight with an HCP. For instance, HCPs more readily attribute this 

to patients' lack of motivation (31.3%) or their disinterest in losing weight (29.5%). However, the vast 

majority of PwO are interested and motivated to lose weight (Figure 4). HPCs also underlined that 

there are other issues more significant to discuss with patients (37.3%). On the other hand, PwO 

refrain from initiating discussions mostly because they consider that it is entirely their own 

responsibility to manage their weight (28.5%) or because they do not feel comfortable discussing 

weight matters with their HCP (25.2%) (Figure 4). Interestingly, 15.6% of HCPs also were not 

comfortable initiating a conversation about their patient’s weight unless the patient mentioned it first. 

However, 60.2% of PwO (n=462/1226) like when their HPC brings up the subject of their weight 

during consultations. In addition, 79.3% of PwO who usually start a conversation about their weight 

would like to discuss it during the consultation. 

 

Figure 4. Reasons for not discussing weight management or obesity. Only reasons where a difference 

of at least 10% between HCPs and PwO was observed are presented. Not presented: 13.7% of PwO 

selected “no reason” and 12.0% of HCPs selected “other”. 

3.7. Attitude towards Obesity Management 

PwO and HCPs had divergent views regarding who was responsible for treating obesity. 

Indeed, PwO reported getting information on obesity and obesity management more often from 

internet research (40.2%), than from doctors and dietitians (36% and 29.7% respectively).  

When asked, 73.1% of PwO agreed that weight management was entirely the patient’s 

responsibility, compared to only 18.1% of HCPs (Figure 5) and only 29.6% of PwO believed their HCP 

has a responsibility to actively contribute to their patients’ weight loss efforts, compared to 59.6% 

among HCPs. Perceptions of PwO’s knowledge also differed, with 52% of PwO reporting they know 

how to manage their weight, whereas only 24% of HCPs believed this to be the case for their patients. 
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Figure 5. Attitudes toward obesity, as reported by HCPs and PwO. Percentages correspond to the 

percentage of respondents or how answered “agree” or “totally agree”. Item wording is presented for 

HCPs, wording was modified for the PwO questionnaire (e.g., “My patients’” becomes “My” or “I”). 

When asked to choose the actors responsible for obesity treatment, both PwO and HCPs selected 

healthcare professionals most frequently (72.5% and 90.1%, respectively). The same was observed for 

obesity prevention (72.4% and 80.7%).  

HCPs had a mostly positive and encouraging attitude towards obesity management, with a large 

majority of HCPs agreeing that the time devoted to managing patients with weight problems is 

valuable work time (80,7%), and reporting they support and empower them to make healthy changes 

(81,3%) as well as being motivated to help them lose weight (81,3%) (Figure 5). 

3.8. Perception of Treatments for Obesity 

Physical activity was often recognized as one of the most effective methods for weight loss 

(PwO=45.9% and HCPs=68.5%), as was improving dietary habits (PwO=62.4% and HCPs=64.8%) 

(Figure 6). Stress management is considered effective by 11.4% of PwO, which is nearly the same 

percentage as for bariatric surgery (12.5%). Interestingly, 79.1% of healthcare professionals 

recommended stress management often or systematically, while only 10.5% considered it to be 

effective. In comparison, while bariatric surgery is more frequently evaluated as an effective method 

(27.2%) by HCPs, only 26.9% recommend it often or systematically. Of these 27.2% of HCPs, 22.7% 

were nutrition specialists/medical nutritionists (n=10/44) and 15,9% of both endocrinologists and GPs 

(n=7/44). All surgeons (=2/2), 85.7% of diabetes educators (n=6/7), 66.7% of bariatric surgeons/obesity 

surgeons (n=6/9) and 63.6% of endocrinologists (n=7/11) considered bariatric surgery as an effective 

method. Psychotherapy is acknowledged as effective by 19.1% of HCPs, like a consultation with a 

nutritionist/dietitian (22.2%). However, 45% of HCPs state that they do not frequently discuss these 

options.  
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Figure 6. Effective weight loss methods, as reported by HCPs and PwO respondents. Percentages 

correspond to the percentage of PwO or HPC who answered “Yes” to the proposition. 

Patients' attitudes towards surgical treatment of obesity are quite nuanced. Although 63.1% of 

patients felt well-informed about the risks and failures associated with surgery, fewer than one-third 

(33.8%) believed that there are currently excellent surgical solutions for weight loss and only 28.9% 

of patients believed that surgery is more effective than other available treatments. The cost of these 

procedures is perceived as a major obstacle by 35.2% of patients. Furthermore, 71.9% of participants 

considered undergoing weight loss surgery would entail a permanent lifestyle change. Finally, 68.5% 

of patients acknowledge that weight can return after a weight loss procedure. 

HCPs determined their recommendations based on their effectiveness. HCPs tended to use 

multiple strategies to assess the effectiveness of weight management, with 68.1% of HCPs using BMI 

reduction, 54.2% using improvements to patient quality of life, and 51.8% using patient satisfaction, 

among others. 

Pharmaceutical weight loss treatments are not frequently discussed during consultations, with 

only 9.5% of PwO mentioning discussions about it, and 18.5% of HCPs recommending them often or 

systematically. Indeed, nearly half of HCPs (49.3%) reported that weight loss medications are no 

more effective than other weight loss treatment options. Nevertheless, 56.1% of PwO would like their 

HCP to propose a prescription to aid in weight loss even though 53.4% of PwO would prefer to lose 

weight on their own rather than relying on medications and most PwO expressing concerns about 

potential short- and long-term side effects (60.2% and 58.6%). When asked whether there are good 

options when it comes to prescribed medications for weight loss, 26.9% of PwO didn’t answer and 

31.3% had a neutral opinion.  

In addition, 35.7% of HCPs (n=54/151) reported they felt they didn't know enough about 

prescription weight loss drugs to feel comfortable prescribing them. Among these 54 HCPs, 29 

(53.7%) were physicians (16 [29.6%] GPs, 6 [11.1%] nutrition specialists/medical nutritionists, and 7 

[13,0%] physicians of other specialties). Among GPs specifically, 30.8% (n=16/52) felt they didn’t 

know enough about prescription weight loss drugs. This proportion was higher among nurses (63.6 

%, n=7/11) and dieticians (42.9%, n=9/21) and lower among pharmacists (23.8%, n=5/21). 

Approximately 34% of HCPs indicated that there are currently good options for prescribing weight 

loss medications and 61.4% cited cost as a significant barrier to prescribing such medications. 

3.9. Ideas for Change  

The French social system and society fail to meet the requirements of PwO for 51.9% of HCPs 

and 49.2% of PwO. Among factors that could improve obesity management, HCPs selected 

“increasing the number of health professionals managing obesity as a chronic disease” (52,4%) most 

often. Several other propositions, such as increasing the number of people who view obesity as a 

medical condition (39,2%), providing solutions to help healthcare professionals treat patients (38,6%), 

changing public perceptions of people with obesity (36,8%) or the judgments made by some health 

professionals (36,1%) were also considered as good options for improvement.  

4. Discussion 

The ACTION-FRANCE study highlighted several critical gaps in obesity management, most 

notably between the perceptions and attitudes of PwO and those of HCPs.  

Firstly, in terms of awareness, approximately two thirds of French PwO and 90% of French HCPs 

viewed obesity as a chronic disease, which is in line with the situation in other countries [39]. Indeed, 

obesity is widely recognized by both PwO and HCPs as a serious chronic disease. Although a smaller 

proportion of PWO viewed obesity as a chronic disease, they considered obesity to be the factor that 

has the greatest impact on their health. PwO still consider obesity to be their most significant health 

issue, this observation lends further credence to existing literature [42]. Therefore, there appears to 

be a discrepancy between PwO’s view of themselves and of their health status. 
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Though HCPs view obesity as having a lesser impact compared to other diseases, they 

nevertheless recognize that obesity is a serious condition, and its management should be taken 

seriously. Indeed, a majority of HCPs tended to overestimate the reduction in life expectancy. 

According to the OECD, obesity and its associated health issues reduce life expectancy by 0.9 to 4.2 

years [43], which is two to three times lower than the estimates provided by HCPs. This data casts a 

somewhat negative light on the situation.  

Individuals with a BMI < 30 were more likely to have an accurate perception of their weight 

status, while a considerable number of PwO (BMI ≥ 30) tended to underestimate their BMI class.  

In addition, one of the specific features of the ACTION-FRANCE study was to ask PwO about 

pleasant social activities, such as going to a bar, or a restaurant, staying at a hotel or shopping, which 

are social activities specifically linked to French culture. Over half of all respondents have already 

given up or hesitated to carry out one of these activities. Troublingly, the fact that more than 1 in 10 

PwO has hesitated to consult a health care facility seems to indicate that progress remains to be made 

in encouraging treatment-seeking behavior as further evidenced by the low number of patients 

actively seeking treatment (35.3%).  

The reluctance of PwO to participate in certain activities also aligns with the prevalence of major 

comorbidities, with around one out of every three PwO exhibiting symptoms of anxiety and 

depression. Indeed, the impact of obesity extends beyond hypertension, diabetes, 

hypercholesterolemia, and cardiovascular disease. Obesity affects the well-being of individuals, with 

anxiety and depression being the primary comorbidities, especially in those with severe obesity. 

However, observed prevalence was higher than the 2020 Obepi-Roche Study [7], potentially due to 

the Covid-19 pandemic which has tended to bring psychological problems such as anxiety and 

depression to the forefront of peoples’ minds and led to a surge in the prevalence of depressive 

symptoms [44]. To the authors' knowledge, the association between anxiety/depression and obesity 

was not always emphasized in other ACTION studies [31,36], but it has been widely reported in the 

literature [45]. 

Secondly, concerning healthcare, results indicated a need to enhance communication between 

PwO and HCPs. This finding is consistent with studies in other countries  [31,40]. Most PwO 

reported having discussed their weight or weight loss with a HCP in the last 5 years most often 

discussing these topics GPs, highlighting the pivotal role of GP in obesity management. Nevertheless, 

the majority of PwO wait for approximately ten years after becoming aware of their excess weight 

before seeking medical advice. 

Both PwO and HCPs agree that clear and attainable goals are the most important contributor to 

weight loss success. Losing any amount of weight was reported as the main option goals for both 

populations while improving appearance was a more important goal for PwO than for HCPs. Also, 

the absence of a specific weight target may correspond to a population that is more concerned with 

resolving comorbidities or improving their quality of life. The strictly weight-based targets are a 

simple but very restrictive approach to treating this condition. 

In addition, weight or obesity is not always discussed during medical appointments, despite 

patients expressing a desire for it. They would like HCPs to initiate these discussions. HCPs should 

be less reluctant to broach the subject of weight with their patients during consultations since a 

majority of patients want to discuss it. The perceived reasons for this constitute another glaring 

difference between HCPs and PwO. HCPs attribute patients' reluctance to discuss weight to a lack of 

motivation or a disinterest in losing weight whereas PwO avoid the discussion because they believe 

it's their responsibility to manage it on their own and feel uncomfortable talking about it with HCPs. 

Patients may appear less motivated by weight loss not due to disinterest but rather because of their 

concern for associated comorbidities or a holistic perspective on their health that extends beyond 

mere consideration of the number on the scale, however this remains to be verified. These differences 

highlight the importance of an open and empathetic communication to effectively address weight-

related issues.  

Thirdly, 1 in 10 PwO reported having lost weight in the last 10 years, while a large majority 

made an effort and attempted to lose weight, suggesting that management options proposed by 
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HCPs are not effective or not adapted to patients’ needs. Limited access to specialized obesity 

consultations often results in a lack of awareness and support for effective and appropriate weight 

loss methods. Therefore, it is crucial to train healthcare professionals and all those involved to 

improve early detection and effective management. An important figure to bear in mind is that only 

half the people surveyed had received a clinical diagnosis for their obesity. 

While the psychological impact of obesity, particularly the feeling of helplessness, emerges as a 

central element of PwO’s life with the disease, the management options proposed by the primary 

health care provider (general practitioner), and accepted by PwO, remain primarily focused on diet 

and physical activity. This approach is likely influenced by the guidelines provided by the French 

National Nutrition Health Program (Plan National Nutrition Santé, PNNS) [46] which aims to improve 

the overall health of the French population. This concept is widely accepted internationally, but our 

results suggest that French HCPs put more of an emphasis on physical activity compared to dietary 

changes (68.5% vs. 64.8%). This inversion is discreet but disrupts the order of the French flagship 

slogan “Manger Bouger” ("Eat Move") to “Bouger Manger” ("Move Eat"). 

The importance of stress management and psychotherapy are the main differences in the 

perception and management of obesity between PwO and HCPs. Insufficient consideration given to 

managing anxiety, depression, and stress by HCPs could lead to negatively impacted overall quality 

of life experienced for PwO as these conditions remain untreated. Mental and emotional health 

problems are considered one of the main obstacles to weight loss. An adaptable treatment approach 

is necessary to address these differences effectively. Empowerment of patients with the tools and 

knowledge to actively participate in their own well-being can greatly enhance their ability to cope 

with the challenges of obesity and its associated mental health issues. This, in turn, should lead to 

adopting a new flagship slogan “S’estimer, bouger, manger” ("Esteem, move, eat”).  

Considering medication to lose weight, results suggest that there is a strong demand among 

PwO for prescription weight loss medication in France, with over half of all respondents saying they 

would like to discuss this option with their HCP. Reassuringly, expectations were realistic for the 

most part and PwO appeared to be cautious regarding potential short- and long-term side effects 

suggesting a healthy level of skepticism among French PwO. This enthusiastic yet markedly cautious 

outlook on new pharmacological treatments might change, as the arrival on the market of new 

therapies backed by promising results in terms of clinical effectiveness, may tend to temper this 

particularly cautious perception [47]. 

Among other weight loss methods, bariatric surgery was not perceived as an effective treatment. 

Indeed, only 11.4% of respondents underwent surgery. This may be a factor in the responses among 

PwO. This can also be explained by the fact that the data collection method (patient associations and 

social networks) is likely to introduce bias among respondents by recruiting more patients for whom 

surgery has failed to yield the expected outcomes or in search of new therapeutic solutions, than 

patients who have had a very satisfactory outcome.  

It should be emphasized that the largest number of responders were GPs who are less trained 

in surgery than dedicated surgeons. To note, unlike ACTION-IO studies [39], bariatric and plastic 

surgeons were included in the HCP analysis population. This choice was made in view of the 

particularly high rate of bariatric surgery in France compared with other countries [48]. Also, the 

difficulties of long-term follow-up, with a high number of post-operative PwO lost to follow-up, may 

negatively alter the perception of this option. The study highlighted the importance of providing 

comprehensive information to PwO and to improve HCPs knowledge about bariatric surgery, their 

costs, and long-term implications. Social networks, the primary source of information used by 

patients, could serve as a lever for changing perceptions of obesity treatments. 

The majority of the time, PwO educate themselves about their weight and weight loss 

techniques, primarily relying on the internet and social media. The content of these sources likely 

accounts for some of the disparities in perceptions between PwO and HCPs. It would be valuable to 

investigate this aspect further and identify the key actors and the content of these emerging sources. 

HCPs view themselves as the primary actor in obesity prevention, placing themselves well 

ahead of social security, government, and political decision-makers, as well as the food industry. 
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However, physicians are not the sole contributors to tackling obesity. For example, pharmacists, 

nurses, and school health professionals are also key players [49]. Furthermore, it is crucial not to 

overlook the impact of industrialization and the accountability of public authorities in tackling 

obesity. Addressing food regulation becomes a key aspect to be considered, aligning with WHO 

recommendations to combat this pandemic.  

Finally, this study presents some limitations. Firstly, unlike other surveys, ACTION-FRANCE 

was conducted between 27 September 2022 to 31 March 2023. The survey's timing raises concerns 

about comparisons due to the addition of three years of global pandemic history, including two years 

affected by the COVID-19 epidemic, which undoubtedly altered the perception of obesity both in the 

public and for PwO, even if it is challenging to quantify. Additionally, the questionnaires were 

complex, long and dealt with several themes, potentially dissuading respondents from completing 

them. A more concise format with a specific theme could gain in popularity with respondents. 

Also, the PwO population was predominantly female, with nearly 3 out of 4 respondents being 

women. This results in an overrepresentation of this group in the survey, as the prevalence of obesity, 

while slightly higher for women, remains similar at 16.7% for men and 17.4% for women [7]. 

Another limit is the geographical distribution of respondents, where regions heavily involved 

in obesity management presented a low response rate (data not shown). Similarly, the most actively 

involved HCPs in the discussions are GPs, accounting for nearly 70% of respondents, yet they 

constitute only 45% of the overall population. Although they are the majority, this discrepancy may 

contribute somewhat to the observed gaps between the PwO and HCP results. 

Moreover, the self-reported weight and height data for calculating BMI introduces a probable 

bias, resulting in an underestimation of BMI. Indeed, similarly to respondents’ skewed perception of 

their weight class, people will tend to understate their weight while overstating their height. Thus, 

while BMI is widely used, it has its limitations, as it does not consider factors such as muscle mass or 

body fat distribution. Therefore, in some instances, other measures, such as waist circumference and 

waist-to-hip ratio, may be used to further assess an individual's risk of obesity-related complications 

[2]. However, implementing these measures in this study would not have addressed any potential 

biases generated by the declarative nature of data collection. 

5. Conclusions 

In conclusion, HCPs and PwO's perceptions differ significantly. To achieve better outcomes, it 

is vital to break down communication barriers and dispel false beliefs, especially those held by HCPs 

towards PwO. Comprehensive training of HCPs, particularly general practitioners, would be useful 

to ensure the widespread adoption of a holistic management approach that goes beyond simple 

recommendations on diet and physical activity. Additionally, addressing psychological 

comorbidities and broadening the therapeutic arsenal with additional medical and pharmaceutical 

options are essential steps in combating obesity effectively.  

The study also highlights the utmost importance of recognizing obesity as a chronic disease. 

Increasing the number of healthcare professionals specialized in managing obesity as a chronic 

disease and providing solutions to help address the judgments made by some HCPs, constitute the 

first steps towards improving obesity management. By addressing these aspects collectively, we can 

pave the way towards a healthier future for individuals affected by obesity and tackling the growing 

obesity pandemic.  

Supplementary Materials: The following supporting information can be downloaded at the website of this 

paper posted on Preprints.org, Figure S1: Flow chart of the Action-FRANCE study for PwO (A) and HCPs (B); 

Figure S2: Perception of obesity and impact of obesity on general health status by HCPs and PwO. (A) Response 

to the question, ‘What is the influence of each item on an individual’s health’ according to both populations. The 

percentage represents the proportion of responses for each Likert scale item. (B) PwOs’ perception of their 

weight in relation to their clinical weight. Clinical weight was defined as follows: Overweight (BMI <= 29.9), 

Obese (BMI >= 30 and BMI <= 39.9, Class I and II) et Extremely Obese (BMI >= 40, Class III). The percentage 

corresponds to the total number of respondents by clinical category; Table S1: Stratifications of respondents; 

Table S2: PwO’s comorbidities according to BMI class. 
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