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A B S T R A C T   

Background: People with obesity (PwO) often struggle to achieve and maintain weight loss. This can perpetuate 
and/or be influenced by feelings of low motivation. This analysis from ACTION-IO data identified factors 
associated with PwO motivation to lose weight. 
Methods: PwO completed an online survey in 11 countries. Exploratory multinomial logistic regression analyses 
identified independent variables associated with self-report of feeling motivated versus not motivated to lose 
weight. 
Results: Data from 10,854 PwO were included (5,369 motivated; 3,312 neutral; 2,173 not motivated). Variables 
associated with feeling motivated versus not motivated included (odds ratio [95% confidence interval]): 
acknowledgement of healthcare professional (HCP) responsibility to contribute to weight loss (2.32 
[1.86–2.88]), comfort in talking to their HCP about weight (1.46 [1.24–1.72), agreement that it is easy to lose 
weight (1.73 [1.30–2.31]), and a goal of reducing risks from excess weight (1.45 [1.22–1.73]). Conversely, if 
PwO considered obesity less important than other diseases they were less likely to report feeling motivated (0.49 

Abbreviations: ACTION-IO, Awareness, Care, and Treatment In Obesity maNagement International Observation; HCP, healthcare professional; PwO, people with 
obesity. 
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[0.41–0.58]). PwO who reported being motivated to lose weight were more likely to exercise ≥5 times a week 
versus <1 time a week (2.77 [2.09–3.68]) than those who reported they were not motivated. 
Conclusions: Positive interactions with HCPs, self-efficacy, setting goals and knowledge of the importance of 
weight management, in addition to regular exercising, may increase PwO motivation for weight loss. Appropriate 
HCP support may help PwO who are ready to engage in weight management. 
Clinical trial registration: : NCT03584191.   

1. Introduction 

Obesity is a global health concern [1]. Multiple complications are 
associated with overweight and obesity including diabetes, heart dis-
ease, musculoskeletal disorders and some cancers, and people with 
obesity (PwO) are at an increased risk of disability and suffer social 
stigma [2-5]. In the current time, the risk that obesity poses has been 
highlighted; it increases the risk for serious complications from viral 
infections, and in particular is associated with high mortality risk of 
COVID-19 and H1N1 infections [6-9]. Losing weight and maintaining 
weight loss is a struggle for PwO due to the complexity of obesity and the 
range of contributing factors – physiological, genetic, environmental 
and psychosocial [10]. We have reported previously that only 11% of 
14,502 PwO surveyed had a loss of 5% body weight or more that was 
maintained for at least 1 year [11]. 

Adherence to weight loss interventions and sustained motivation for 
weight loss is important for weight management. A study by Webber 
et al. showed that individuals who achieved 5% weight loss after a 16- 
week intervention had sustained motivation for the whole of the 16- 
week study [12]. Participants who did not achieve 5% weight loss had 
shown decreased motivation over time [12]. The study also found that 
motivation at 4 weeks was a predictor of adherence to self-monitoring 
and 16-week weight loss [12]. Good mental health may contribute to 
motivation and adherence, since better mental health has been associ-
ated with sustained weight loss outcomes [13]. Incorporating aspects of 
social support showed high adherence rates for weight loss interventions 
and even had a reduced risk of premature mortality in some studies [10]. 
However, it should be noted that once someone has lost some weight, a 
cascade of events take place in the body to prevent further weight loss, 
including a reduction in energy expenditure [14] and changes in the 
hormones that regulate energy reserves and satiety in the body and, 
subsequently, appetite control [15]. As a result of these biological 
mechanisms, people find it difficult to continue to lose and maintain 
their weight loss [15], even if they are still adhering to weight loss in-
terventions [4, 16]. 

In order to determine which factors might contribute to motivation 
for weight loss and be associated with a successful response to weight 
loss efforts, we performed exploratory regression analyses of PwO data 
from the Awareness, Care, and Treatment In Obesity maNagement In-
ternational Observation (ACTION-IO) study. 

2. Methods 

2.1. Study design 

ACTION-IO was a cross-sectional, non-interventional, descriptive 
study that collected data from 11 countries (Australia, Chile, Israel, 
Italy, Japan, Mexico, Saudi Arabia, South Korea, Spain, the UAE, and the 
UK) via an online survey [11]. The study aimed to identify perceptions, 
attitudes, behaviours and potential barriers to effective obesity care 
amongst PwO and healthcare professionals (HCPs). Eligible PwO were at 
least 18 years of age and had obesity based on self-reported height and 
weight and per country-specific definitions (body mass index [BMI] 
≥25 kg/m2 in Japan and South Korea and ≥30 kg/m2 in all other 
participating countries) [17]. PwO were recruited through email in all 
participating countries, with telephone and in-person recruitment also 
used in Saudi Arabia and the UAE. Email recruitment was conducted via 

online panel companies to participants whom had given permission to 
be contacted for research purposes. Prior to participation, PwO were 
blinded to the specific study goals, being informed that the purpose was 
“to determine treatment experiences of patients with a specific condi-
tion”. A stratified sampling approach for PwO was used, whereby 
recruitment into the study was according to pre-determined de-
mographic targets based on gender, age, income, race/ethnicity (in 
select countries) and region. Targets were monitored throughout data 
collection to ensure population representativeness. A set of screening 
questions were used to determine eligibility based on the demographic 
targets, BMI requirements and other study eligibility criteria, and only 
those who qualified for the study completed the full survey. All re-
spondents provided electronic informed consent prior to initiation of the 
screening questions and survey. To ensure that the group was largely 
representative of the general population, the PwO sample, including 
those failing to qualify for the survey, was also weighted to the repre-
sentative demographic targets within each country. Weights were 
calculated using the statistical method of raking, which adjusts sampling 
weights to match population totals along each demographic margin. The 
representative demographic targets were based on data from the 2011 
International Standard Classification of Education, the US Census Bu-
reau International Data Base and other public data, and included age, 
gender, household income, education and region. The data from each 
individual country were weighted to the representative demographic 
targets for that particular country. Questionnaire items were carefully 
phrased and presented in the same order for each respondent and items 
in a list were displayed alphabetically, categorically, chronologically or 
randomly, as relevant for each response set and to avoid bias. The study 
was registered with ClincalTrials.gov (NCT03584191) and conducted in 
accordance with the Guidelines for Good Pharmacoepidemiology Prac-
tices and the Declaration of Helsinki. 

A multinomial logistic regression model was used to investigate in-
dependent variables associated with feeling motivated versus not 
motivated, and feeling neither motivated nor unmotivated (neutral) 
versus not motivated, to lose weight. The PwO subgroups were arbi-
trarily established and derived based on responses to a survey question 
asking the participants to indicate how much they agreed with the 
statement “I am motivated to lose weight”. PwO selected their answer 
based on a scale where 1 means “Do not agree at all” and 5 means 
“Completely agree”. Those responding with 4 or 5 were considered to be 
motivated to lose weight, 3 to be neutral, and 1 or 2 to be not motivated 
to lose weight. The neutral group was not combined with either the 
motivated or not motivated groups to ensure these populations were 
distinct from each other. The neutral group was included in the model, 
rather than being omitted, to investigate whether there were indepen-
dent variables associated with a neutral versus not motivated disposi-
tion. As such, a multinomial logistic regression model was required for 
inclusion of all three groups. 

Logistic regression models were used to investigate independent 
variables associated with at least a (a) 5% or (b) 10% weight loss in the 
past 3 years that was maintained for at least 1 year. Percentage weight 
loss was calculated from responses to questions asking the participants’ 
current weight and the most they have weighed in the past 3 years. If the 
participants’ current weight was less than their maximum weight within 
the past 3 years, they were asked how long they had been able to 
maintain the weight loss. Responses to these questions were used to 
apportion the PwO into the relevant subgroup. Inaccuracies due to the 
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self-reported nature of the data cannot be precluded. 

2.2. Data analysis 

Potential independent variables were grouped into three domains: 
attitudinal, behavioural, and demographic. Relevant variables for the 
models were identified and necessary transformations for use in the 
models were outlined. Prior to model development, the data were 
cleaned and transformed (see the supplementary appendix for more 
details). An analytics dataset of 10,854 records and 141 variables was 
obtained from a starting dataset of 14,502 records and 683 variables. All 
data were analysed using the R statistical language [18]. 

A systematic process was created to ensure reproducibility and 
consistency across the models. All potential independent variables were 
identified, and bi-variate odds ratios and confidence intervals were 
calculated; all significant odds ratios were ordered by their absolute 
impact and quartile thresholds were calculated; all variables with sig-
nificant odds ratios in the 3rd and 4th quartiles were kept, and an initial 
multi-variable model (multinomial or logistic as appropriate) was 
created. The number of variables was algorithmically reduced in the 
models: for the multinomial model, variables were iteratively removed 
from the model with the largest p-value above 0.05; for the logistic 
models, Bayesian variable selection [19] was used to calculate marginal 
posterior inclusion probabilities for each variable and variables with an 
inclusion probability greater than 0.25 were kept. Variables with unin-
terpretable effects were manually removed (see the supplementary ap-
pendix for variables removed per this criterion). Variables of clinical 
relevance or significance, not already in the model, were added to the 
model and kept if they were significant and improved model fit. Model 
diagnostics were performed on residuals, general fit, and predictive 
accuracy (assessed over five-hundred training/test splits); models that 
adequately passed were kept. For motivation this yielded 13 models in 
total, for maintenance of 5% body weight loss this yielded 8 models in 
total, and for maintenance of 10% body weight loss this yielded 7 
models in total. The final models were selected for model fit and pre-
dictive capacity. 

2.3. Role of the funding source 

This study was designed by the study steering committee members 

(all are authors and include representatives of the study sponsor) and 
KJT Group (Honeoye Falls, New York, USA). Data collection and anal-
ysis was undertaken by KJT Group. All authors interpreted the data, 
contributed to manuscript development, and approved the submitted 
version. The corresponding author had full access to all the study data 
and had final responsibility for the decision to submit for publication. 

3. Results 

As previously described [11], 14,502 PwO completed the survey, in 
accordance with the target sample size for the 11 participating coun-
tries. Of these PwO, 10,854 had complete data for the variables in the 
models and were included in the regression analyses. 

3.1. PwO motivation 

Half of the PwO (n = 5369) reported that at the time they took the 
survey, they were motivated, and the rest reported they were not 
motivated (n = 2173) or provided a neutral response (n = 3312). De-
mographics and characteristics of the participating PwO are summarised 
in Table 1. Variables significantly associated with PwO reporting they 
were motivated for weight loss are presented in Fig. 1. The data for the 
neutral group are presented in Supplementary Fig. S1, and were 
largely consistent with being an intermediate group between the moti-
vated and not motivated groups. PwO who agreed that they are moti-
vated to lose weight were more likely to report that they exercise for at 
least a 20-minute period at least once a week compared to never or less 
than once a week. The odds were increased by a factor of 2.12 (95% 
confidence interval [CI], 1.79–2.52) for 1 to 4 times a week and 2.77 
(95% CI, 2.09–3.68) for 5 or more times a week. 

PwO who acknowledged that their HCP had a responsibility to 
actively contribute to a successful weight loss effort, who reported 
feeling comfortable talking about their weight with their HCP, and who 
regarded their HCP as a source of information for managing their 
weight, were more likely to consider themselves as motivated, 
increasing the odds by a factor of 2.32 (95% CI, 1.86–2.88), 1.46 (95% 
CI, 1.24–1.72) and 1.36 (95% CI, 1.17–1.58), respectively. When asked 
which types of HCPs with whom PwO have discussed or would consider 
discussing their weight, those who selected ‘Internal Medicine Physi-
cian’ (in countries where this was provided as an option in the survey) 

Table 1 
Participant demographics and characteristics.   

Motivated (n = 5369) Neutral (n = 3312) Not motivated (n = 2173) Total PwO (N ¼ 10,854) 

Mean age, years (range) 43 (18–88) 45 (18–86) 45 (18–87) 44 (18–88) 
Gender, n (%) 

Male 
Female 
Other  

2747 (51%) 
2618 (49%) 
4 (< 1%)  

1774 (54%) 
1536 (46%) 
2 (<1%)  

1127 (52%) 
1042 (48%) 
4 (<1%)  

5648 (52%) 
5196 (48%) 
10 (<1%) 

BMI classification for Australia, Chile, Israel, Italy, Mexico,  
Saudi Arabia, Spain, UAE and UK, n (%)a 

Obesity Class I (30–34.9 kg/m2) 
Obesity Class II (35–39.9 kg/m2) 
Obesity Class III (≥40 kg/m2)  

2692 (50%) 
861 (16%) 
554 (11%)  

1622 (49%) 
582 (18%) 
336 (11%)  

1021 (48%) 
415 (19%) 
395 (17%)  

5335 (49%) 
1858 (17%) 
1285 (12%) 

BMI classification for Japan and South Korea, n (%)b 

Obesity Class 1 (25–29.9 kg/m2) 
Obesity Class 2 (30–34.9 kg/m2) 
Obesity Class 3 (35–39.9 kg/m2) 
Obesity Class 4 (≥40 kg/m2)  

976 (19%) 
193 (3%) 
53 (1%) 
40 (1%)  

600 (18%) 
108 (3%) 
31 (1%) 
33 (1%)  

266 (13%) 
41 (1%) 
14 (1%) 
21 (1%)  

1842 (17%) 
342 (3%) 
98 (1%) 
94 (1%) 

≥5% weight loss in past 3 years, maintained for ≥1 year, n (%) 696 (13%) 318 (10%) 196 (9%) 1210 (11%) 
≥10% weight loss in past 3 years, maintained for ≥1 year, n (%) 400 (7%) 155 (4%) 85 (4%) 640 (6%) 

Numbers are reported for the final unweighted sample; percentages for demographic data are unweighted; percentages for BMI and 5% weight loss are weighted to 
demographic targets. 
BMI, body mass index; PwO, people with obesity. 

a Classes I (BMI 30–34.9 kg/m2), II (BMI 35–39.9 kg/m2) and III (BMI ≥40 kg/m2) apply to Australia, Chile, Israel, Italy, Mexico, Saudi Arabia, Spain, the UAE and 
the UK. 

b Classes 1 (BMI 25–29.9 kg/m2), 2 (BMI 30–34.9 kg/m2), 3 (BMI 35–39.9 kg/m2) and 4 (BMI ≥40 kg/m2) apply to Japan and South Korea. 
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were more likely to report feeling motivated (odds ratio [OR] 1.77; 95% 
CI, 1.35–2.32) versus not motivated. 

The odds of feeling motivated to lose weight were increased if PwO 
agreed it was easy for them to lose weight (OR 1.73; 95% CI, 1.30–2.31) 
and if they lost weight it would be easy for them to keep the weight off 
(OR 1.77; 95% CI, 1.47–2.14). Agreeing that they know how to lose 
weight and know how to keep the weight off had a meaningful impact on 
the odds of PwO feeling motivated, increasing them by 1.36 (95% CI, 
1.15–1.62) and 1.38 (95% CI, 1.15–1.65), respectively. Selecting the 
following goals as an important part of weight management also 
increased the odds of PwO reporting they were motivated to lose weight: 
losing a pre-specified number on the scale (OR 1.60; 95% CI, 1.25–2.04) 
or percentage of their body weight (OR 1.51; 95% CI, 1.23–1.86), or 
reducing the risks associated with excess weight or preventing a health 
condition (OR 1.45; 95% CI, 1.22–1.73). 

When PwO agreed that their weight loss is completely their re-
sponsibility it increased the odds of feeling motivated versus not moti-
vated by a factor of 1.66 (95% CI, 1.38–2.01). When PwO selected 
“encouragement and support from others who are trying to lose weight” 
as having motivated them the most to lose weight, there was a mean-
ingful impact on the odds of reporting themselves to be motivated to lose 
weight, increasing them by a factor of 1.55 (95% CI, 1.11–2.16). 

PwO who agreed that no matter what they do or how hard they try, 
they just can’t seem to overcome their weight issues were less likely to 
report feeling motivated versus not motivated, with an OR of 0.66 (95% 
CI, 0.56–0.78). If PwO thought that obesity is less important than other 
diseases the odds were also decreased by a factor of 0.49 (95% CI, 
0.41–0.58) for motivated versus not motivated. 

A greater proportion of PwO who reported being motivated to lose 
weight versus not motivated had experienced a 5% or 10% weight loss in 

Fig. 1. Variables significantly associated with PwO reporting they are motivated to lose weight.a 

CI, confidence interval; HCP, healthcare professional; PwO, people with obesity. 
aVariables associated with a non-significant effect on PwO self-reported feelings of motivation to lose weight are provided in the Appendix. 
bThe option of ‘Internal Medicine Physician’ was not displayed for Chile and the UK. 
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the past 3 years that was maintained for at least 1 year, but there were 
PwO in the not motivated group who had also experienced a successful 
response to weight loss per these criteria (Table 1). 

3.2. Response to weight loss efforts 

While significant results were found, the models for determining 
variables associated with at least a 5% or 10% reduction in weight 
during the past 3 years, maintained for at least 1 year, did not meet the 
minimum thresholds for statistical reliability. Therefore, confidence in 
the results was low and no clear trend existed for differentiating suc-
cessful responses to weight loss efforts from unsuccessful ones. 

4. Discussion 

These regression analyses aimed to determine the attitudes and be-
haviours of PwO associated with motivation for weight loss. Only half of 
PwO reported they were motivated to lose weight, highlighting the need 
to improve overall motivation to facilitate engagement with HCPs and 
adherence to weight management plans. Since PwO may go through 
periods of motivation and amotivation, support to both induce and 
maintain the motivation is required. In this study, level of exercise, 
which could be considered a motivational measure, was indeed associ-
ated with PwO motivation for weight loss. Other variables associated 
with the likelihood of PwO reporting that they were motivated to lose 
weight at the time of the survey fell broadly into three key themes: 
positive HCP interactions, self-efficacy, and weight loss goals. 

4.1. Positive HCP interactions 

PwO who acknowledged their HCP’s responsibility to contribute to 
their weight loss efforts felt comfortable talking about their weight with 
their HCP, and who regarded their HCP as a source of information for 
managing their weight were more likely to report feeling motivated than 
not motivated. It would be interesting to determine if there are partic-
ular HCP approaches, such as empathy, that encourage PwO to feel 
comfortable discussing their weight and to seek HCP advice. Empathy is 
used in motivational interviewing, which has been suggested to enhance 
weight loss outcomes [20, 21]. Other studies have demonstrated the 
importance of active intervention from HCPs. Following referral to a 
weight management group and offer of follow-up, PwO were more likely 
to take effective weight management action compared with control 
participants who were advised that their health would benefit from 
weight loss [22]. In another study, PwO who had a weight loss of ≥10% 
over the past 3 years, versus those who did not, were more likely to have 
previously had weight loss discussions with their HCP and be diagnosed 
with obesity [23]. Given the adverse health effects from overweight and 
obesity [1], appropriate and regular HCP support is important to help 
with weight management and prevent or treat the complications of 
obesity. 

4.2. Self-efficacy 

Reporting finding weight loss easy and weight loss maintenance easy 
and knowing how to lose weight and how to keep the weight off, 
increased the odds of feeling motivated to lose weight. In contrast, PwO 
who reported not being able to overcome their weight issues no matter 
what they do or how hard they try were less likely to report feeling 
motivated. Therefore, self-efficacy appears to be a key factor in feeling 
motivated to lose weight, whereas a sense of failure and hopelessness 
can negatively impact motivation for weight loss. These feelings could 
be influenced by weight management history, for example, PwO who 
believe it is easy to lose weight may have the necessary tools for weight 
control, had successful weight loss responses previously and less expe-
rience of weight regain. These findings highlight the importance of 
identifying PwO who are struggling to lose weight and ensuring they 

receive the support, guidance, and treatment options they need. Eval-
uation of a patient’s determination, as part of the self-determination 
theory, may also help in identifying those who have the tools for 
weight management and those who need additional support [24]. 
Widespread education about the biology of obesity to increase public 
understanding will also be important for decreasing stigma and fostering 
a supportive society [5, 25, 26]. Interestingly, PwO who reported that 
their weight loss was completely their responsibility were also more 
likely to report feeling motivated to lose weight. It could be speculated 
that PwO who report being motivated and are taking steps to lose weight 
feel a sense of responsibility for their weight loss. These PwO may also 
have the opportunity and capability to achieve behavioural change [27]. 
This sense of responsibility, combined with appropriate support from an 
HCP, could increase motivation to lose weight. However, 
self-responsibility could also be a barrier to initiating weight manage-
ment conversations with HCPs, emphasising the importance of HCPs 
initiating these discussions in a sensitive and non-judgemental manner. 

4.3. Weight loss goals 

Having goals to lose a pre-specified percentage of body weight or 
pre-specified number on the scale increased the odds of PwO reporting 
they are motivated to lose weight. Encouragement from HCPs to set such 
targets may help with patient motivation to lose weight. However, it 
may be that PwO reporting they are motivated are more likely to visit 
their HCP and agree on goal setting. Such targets should be realistic, 
achievable and adjustable, to avoid the negative impact from feelings of 
self-blame and failure [11, 28]. Moreover, unrealistic weight loss goals 
are associated with participant drop-out from weight loss treatment; in 
one study, the risk of treatment attrition at 12 months increased by 12% 
for every unit increase in expected BMI loss (p = 0.0018) [29]. Goals 
may also focus on specific targets associated with dietary intake or 
physical activity instead of weight loss per se [30, 31]. Reducing the 
health risks associated with excess weight or preventing a health con-
dition was another goal associated with motivation and could be 
incorporated into HCP–patient discussions. In contrast, PwO who 
considered obesity as less important to them than other diseases were 
more likely to report feeling not motivated than motivated. PwO who 
were motivated the most to lose weight by “encouragement and support 
from others who are trying to lose weight” were also more likely to feel 
motivated to lose weight. This is consistent with studies showing that 
group-based obesity interventions can be more effective than 
individual-based interventions [32, 33]. Experts have also noted the 
importance of family support [34]. 

The data for the group of PwO who provided a neutral response 
largely fell between the data for the motivated and not motivated 
groups, showing that motivation is not dichotomous. Of note, motiva-
tion was not strongly associated with 3-year weight loss outcomes, 
suggesting that levels of motivation may instead reflect the same stage of 
the weight management cycle. In this cycle, PwO make weight loss ef-
forts, lose weight, maintain the weight loss for a period, then due to 
biological adaptations, regain weight [35]. Previous studies have 
demonstrated an association between weight management and the 
importance of internal motivation factors to lose weight [36, 37]. It has 
been noted that PwO who are motivated to lose weight may attempt 
weight loss efforts multiple times, which can lead to successful weight 
loss and long-term weight maintenance with limited weight cycling 
[38]. Therefore, keeping PwO motivated is encouraged to help support 
long-term weight maintenance and improved health outcomes [38]. 

It should be noted that causation between the self-reported factors 
cannot be determined from this study; however, these data provided 
insights into factors that are associated with PwO feelings of motivation 
at the time of the survey. Due to the self-reported nature of the study, the 
results can only convey data for PwO who say they are motivated, rather 
than having an independent measure of motivation. Moreover, moti-
vation was assessed by a single question, the response to which, as with 
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all questions in the survey, could be influenced by the environment and 
feelings of the PwO at the time of the survey. However, the association 
between frequency of exercise and motivation suggests that the PwO 
who reported they are motivated to lose weight were indeed actively 
taking steps for weight management. Other limitations include the need 
for internet access in most countries, which may have skewed partici-
pation, and reliance on self-reported data. While self-reported height 
and weight align with measured values in many cases, discrepancies 
have been identified that generally result in underestimation of BMI for 
PwO in a proportion of cases [39-45]. Thus, actual BMI measurements 
could have been slightly higher than those reported. 

A global trend did not exist for differentiating successful responses to 
weight loss efforts from unsuccessful ones. This finding is in keeping 
with the general perspective that an individual’s weight loss success is 
driven by a multitude of factors such as environment and culture, ge-
netics, lifestyle, community and the healthcare system. As with any 
chronic disease, there is heterogeneity in the response to any particular 
form of treatment. Two PwO may have the same attitudes towards 
weight loss but encounter completely different cultural, institutional, 
and personal barriers which ultimately determine their response to 
treatment. When considering the wide variation in healthcare systems 
and cultures of the different countries in this study, it may not be sur-
prising that a single unified set of factors associated with successful 
weight loss outcomes could not be identified at the global level. In the 
national ACTION study conducted in the Unites States, significant as-
sociations between independent variables and maintenance of 10% 
weight loss for at least 1 year were identified [46]. PwO who reported 
being motivated to talk to a diabetes educator about their weight, who 
had their weight loss efforts recognised by an HCP, and were provided a 
diagnosis of obesity were more likely to report having successful weight 
loss outcomes (defined as maintaining 10% weight loss for at least 1 
year) [46]. Therefore, variables associated with successful responses to 
weight loss efforts might be identified from the ACTION-IO data when 
studying the different regions and countries. 

5. Conclusions 

Supportive HCP–patient dialogue, preferably initiated by the HCP, 
that is free of stigma and which incorporates the importance of obesity 
management for health and the biological basis of the disease is 
required. This allows for the setting of achievable weight loss targets and 
the provision of guidance and options to assist with a successful response 
to the weight loss efforts, which may help with PwO motivation to lose 
weight. Weight loss in the presence of counteracting biological mecha-
nisms is extremely difficult and proactive support and treatment is 
required to improve self-efficacy. Recognising PwO characteristics 
associated with motivation may also identify patients ready for weight 
management, and appropriate HCP support may facilitate weight loss 
efforts. Further research is required to determine if strategies for 
improving response rates to weight loss efforts can be identified on a 
regional scale. 
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