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Background: The prevalence of obesity continues to rise, affecting nearly a third of Australian adults in
2017-18. The stigma and bias people with obesity (PwO) experience is one of the barriers hindering
the dialogue between PwO and their Health Care Professionals (HCPs). The results from the ACTION 10
Australian cohort are reported here. Identification of local barriers can inform strategies to improve access
to quality obesity care within Australia.
Methods: The ACTION-IO study was an online cross-sectional survey conducted in 11 countries during
June-October 2018. In Australia 1,000 community based adult PwO (body mass index >30 kg/m based
on self-reported height and weight) and 200 HCPs involved with direct patient care (seeing >10 patients
with obesity/month) completed the survey.
Results: There was a mean delay of 8.9 years from when a PwO first started to struggle with their weight,
and the initial discussion with an HCP about this. HCPs acknowledged weight loss efforts in only 38.5%
of their patients, although 74.6% of PwO had attempted weight loss. Most PwO (82.0%) assumed full
responsibility for their weight loss. HCPs identified short appointment times (60.5%) and the cost of
obesity medication, programmes and services (58.5%) as barriers to weight management conversations
and weight loss, respectively. Most PwO want their HCP to raise the issue of weight with 64 % reporting
finding such conversations positive and helpful.
Conclusion: Compared to global results, Australian PwO took 3 years longer to seek medical care about
their weight. Better recognition of obesity’s impact and targeting barriers to care are needed.

© 2020 Asia Oceania Association for the Study of Obesity. Published by Elsevier Ltd. All rights

reserved.

Introduction

The prevalence of obesity continues to rise, affecting nearly a
third of Australian adults in 2017-18 [1]. Despite being an Aus-
tralian National Health Priority Area since 2008 [2], <1% of general
practice consultations focus on obesity [3].

The Awareness, Care and Treatment In Obesity maNagement
- International Observation (ACTION-IO) study was conducted to
assess perceptions, attitudes and behaviours towards obesity man-
agement in people with obesity (PwO) and healthcare professionals
(HCPs). Primary results from the global dataset have been reported
previously [4]. Results from the Australian cohort are reported here.
To our knowledge, this is the largest Australian survey of PwO and
HCPs to date.

Methods
Methodology for the study (NCT03584191) has been reported
previously [3]. Results from the Australian cohort are reported

here. 1000 community-based adult PwO (body mass index >30
kg/m?2 based on self-reported height and weight) and 200 HCPs

* Trial registration: Clinicaltrials.gov, NCT03584191.

https://doi.org/10.1016/j.0rcp.2020.08.003

involved with direct patient care (seeing >10 patients with obe-
sity/month) completed the survey. Those specialising in general,
plastic or bariatric surgery were excluded. A third-party vendor
(KJT Group [Honeoye Falls, NY, USA]) conducted the survey and
was responsible for data collection and analysis.

Results

1000 PwO and 200 HCPs completed the survey in Australia.
Respondents’ characteristics are show in Table 1. More than half of
PwO had Class I obesity (55.9%, 544/1000). Yet two-thirds (66.4%,
683/1000) of PwO considered themselves to have a normal weight
or overweight.

Only 53.2% (555/1000) of PwO had discussed their weight with
an HCP in the past 5 years, with more than half having initiated the
conversation themselves (54.3%,308/555). There was a mean gap of
8.9years from self-concern about weight (at mean age 39.9 years) to
weight management discussions with their HCP. The main reasons
PwO reported not discussing weight management with their HCP
were the belief that it was their own responsibility (54.5%) (Fig. 1).

HCPs cited obesity-related comorbidities as the principal rea-
son for initiating weight management discussions (80.0%). The top
reasons HCPs provided for not discussing obesity was perceiving
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Reasons for not discussing weight

Percentage of respondents selecting answer as 1 of top 5

0 20 40 60 80
I believe it is my responsibiity to manage my weight [ ——
| believe it is the patient's responsibility to manage therr weight jmsss 5 55
. | already know what | need to do to my weight 55
Patient already knows what he/she needs to do to manage their weight 41
There are more important health issues/concerns to discuss 29
There are more important health issues/concerns to discuss 56
. | do not feel motivated to lose weight |e— D1
Patient does not feel motivated to lose weight 75
| do not see my weight as a significant medical issue 16
| do not see weight as a significant medical issue s 3
The appointment is not long enough/I'mrushed |w— 15
The appointment is not long enough/I'mrushed 61
| do not think my HCP is interested in/concerned about my weight ~[ess——" 14
| am not interested enough in/concerned enough about patients’ weight == 3
| do not believe | am able to lose weight |esssssss= 10
Patient does not believe he/she is able to lose weight 43
_l'amin good health and do not have weight-related heath problems jusssss 7
Patient is in good health and does not have weight-related comorbidities 32
_lamnot interested in losing weight fesss= 6
Patient is not interested in losing weight 77
I do not feel comfortable bringing it up  je—— 20
| do not feel confortable bringing it up |r— 11
| do not have the financial means to support a weight loss effort |um—————— 19
Patient does not have financial means to support a weight loss effort 23
. _ Evenif | were to lose weight, | would justgain it back |ess— 17
Even if the patientwere to lose weight, he/she would just gain it back s 10
There is nothing my HCP can do to help me manage my weight 10
There is nothing | can do to help patients managing their weight s 3
| do not trust and/or do not have a close relationship with my HCP e g
| do not trust and/or do not have a close relationship with my patient 15
My HCP does not have training to provide weight gement services 9
| do not have training to provide weight management services s
I have had previous bad experience discussing weight with a healthcare provider [ g
| have had previous bad experience discussing weight with a patient fesss—— 13
My HCP's office is not set u&to treat patients with excess weight/obesity 7
My office is not set up to treat o ght patients 10
Other s 5
Other fmsm §
| do not get financial compensation for treating obesity s g
m PwO, n=1,000 m HCPs, n=200 Q770/708

Fig. 1. Reasons for not discussing weight with an HCP (PwO, orange) or patient (HCPs,

green); reasons with at least 10% difference between PwO and HCPs are presented

above the dotted line, all other reasons are presented below. Abbreviations: HCP, healthcare professional; PwO, people with obesity.

patients to not be interested (76.5%) or lack motivation to lose
weight (74.5%) and limited appointment time (60.5%) (Fig. 1).

Most HCPs reported unhealthy eating habits (92.5%) and lack
of exercise (86.0%) as barriers to weight loss, whereas fewer PwO
considered these to be important (51.1% and 64.0%). Only 51.0% of
HCPs and 31.6% of PwO considered genetic factors a barrier.

For PwO who discussed their weight with HCPs, more than one-
third found such conversations very or extremely helpful, and 64%
had positive feelings after such discussions (Fig. 2).

Discussion

The Australian cohort took an average of 3 years longer to dis-
cuss their weight with an HCP compared to the global dataset (8.9
vs 6 years). Despite almost half having Class II or III obesity, 66.4%
of PwO did not perceive themselves as having obesity. Inadequate
self-awareness of obesity, and its complications, could be a barrier
to seeking effective obesity treatment.

Favourable responses from PwO about weight loss discussions
should encourage HCPs to initiate communication earlier. Of Aus-
tralian HCPs, 60.5% cited short appointment times as a barrier to
weight management conversations, 7% more than the global cohort
(54%). This indicates a need for Medicare Benefits Schedule item
numbers specific to obesity and its complications.

PwO feelings after weight management discussion

Parcentage of respondents
A4%

Posanen (Nel)
Supported
Hopatil
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Discouragad
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Offended
Olhr

PwO, discussed welght with an HCP
in the past 5 years, n=555; Q710

Fig. 2. PwO feelings after discussing their weight with an HCP. Abbreviations: HCP,
healthcare professional; PwO, people with obesity.

The most common barrier for PwO to initiating conversations
with HCPs was the belief that weight management was solely their
responsibility. Three quarters of HCPs perceived that their patients
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Table 1
Demographics and characteristics.

Characteristic PwO (n =1000) HCPs (n = 200)

Recruitment and qualification

Total survey invitations sent 46,511 6324
Respondents 4424 (9.5%) 394 (6.2%)
Respondents who qualified 1150 (2.5%) 245 (3.9%)

Respondents who qualified and 1000 (2.2%) 200 (3.2%)

completed survey
Age, years® 61 (18-88) 51 (30-78)
Gender?

Male 500 (50.0%) 140 (70.0%)

Female 499 (50.0%) 60 (30.0%)

Other 1(0.1%)
BMI classification®

Respondents
Underweight (<18.5 kg/m?) 3(1.8%)
Healthy weight (18.5-25 kg/m?) 98 (58.7%)
Overweight (25-29.9 kg/m?) 57 (34.1%)
Obesity Class I (30-34.9 kg/m?) 544 (55.9%) 5(3.0%)
Obesity Class II (35-39.9 kg/m?) 220(18.5%) 2(1.2%)
Obesity Class 11 (=40 kg/m?) 236 (25.5%) 2(1.2%)
Number of comorbidities®

0 132 (13.9%)

1 184 (22.6%)

2 204 (18.9%)

3 195 (18.3%)

>4 285 (26.3%)
Income, AUD?

<$26,000 154 (15.4%)

$26,000-<$80,000 536 (53.6%)

>$80,000 310 (31.0%)
Place of residence®

Metropolitan 747 (74.7%)

Rural or remote 253 (25.3%)
HCP category

PCP 101 (50.5%)

Specialist 99 (49.5%)
Cardiologist 50 (25.0%)
Endocrinologist 41 (20.5%)
Internal medicine (non-PCP) 4 (2.0%)
Hepatologist/gastroenterologist 2 (1.0%)
Other 2 (1.0%)
Obesity specialist*

Yes 106 (53.0%)

No 94 (47.0%)

AUD = Australian dollar; BMI = body mass index; HCP = healthcare professional;
PCP = primary care physician; PwO = people with obesity. Data are mean (range) or
number (%).

3 PwO data are reported for the final unweighted sample.

b PwO percentages are reported for the weighted sample.

¢ A physician who meets at least one of the following criteria: at least 50% of their
patients are seen for obesity/weight management, or has advanced/formal training
in treatment of obesity/weight management beyond medical school, or considers
themselves to be an expert in obesity/weight management or works in an obesity
service/clinic.

had low motivation to lose weight, whereas only 21% of PwO did
not feel motivated.

The key limitations of this study are similar to the global study. A
high proportion of Australian HCPs identified themselves as obesity
specialists, which might have biased their responses.

Conclusion

New strategies and greater resource allocation are required
to overcome the substantial barriers to equitable, effective and
timely access to obesity treatment in Australia today. There is a
gap of nearly 9 years between self-concern about weight and initial
weight-management discussion with an HCP. Better recognition of
obesity’s impact and targeting barriers to care are needed.
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