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Summary
Incretin-based therapies have transformed obesity treatment, producing substantial weight loss and benefits across 
cardiometabolic outcomes. However, translating therapeutic efficacy into sustainable population-level benefit re
mains challenging across European healthcare systems that vary in workforce capability, multidisciplinary care, 
reimbursement, access, and monitoring infrastructure. We describe this mismatch as the EASO Integration 
Paradox: therapeutic innovation has advanced more rapidly than the health-system structures required for its 
optimal, equitable, and sustainable implementation. In this EASO Position Statement, we propose the EASO 
Integration Framework, a model for integrating incretin-based therapies into comprehensive obesity care. The 
framework is organized around five interdependent pillars: Right Patient, Right Care, Right Workforce, Right Data, 
and Right Access. We also outline a European research and implementation agenda focused on real-world evidence, 
harmonised monitoring, workforce development, pharmacovigilance, and equitable access. The challenge is no 
longer whether incretin-based therapies should be used, but how they should be implemented responsibly within 
comprehensive obesity care pathways.

Copyright © 2026 The Author(s). Published by Elsevier Ltd. This is an open access article under the CC BY license 
(http://creativecommons.org/licenses/by/4.0/).
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Introduction
Obesity is one of the most pressing public health 
challenges facing Europe. Its prevalence has more than 
doubled among adults since 1990, and nearly 60% of 
adults in the WHO European Region are currently living 
with overweight or obesity.1 Similar trends have been 
observed among children and adolescents, highlighting 
the importance of adopting a life-course approach to 
obesity prevention and management.1 Obesity is 
increasingly recognized as a chronic, relapsing, 

adiposity-based disease associated with a broad spectrum 
of complications, including type 2 diabetes, cardiovas
cular disease, chronic kidney disease, metabolic 
dysfunction-associated steatotic liver disease (MASLD), 
several cancers, and impaired quality of life.2–5

Incretin-based therapies have transformed the ther
apeutic landscape of obesity care. Semaglutide and tir
zepatide achieve substantial weight reduction while 
improving cardiometabolic risk factors and obesity- 
related complications.6–10 Evidence of cardiovascular, 
renal, and hepatic benefits has further expanded their 
relevance across medical specialties.9,11,12

The recent WHO guideline on GLP-1-based thera
pies and updated EASO Framework for the Pharma
cological Treatment of Obesity and its Complications 
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reflect this shift while emphasizing that pharmaco
therapy should be embedded within comprehensive 
obesity care.2,13

Rapid therapeutic progress, however, is creating new 
implementation challenges. Patient selection, multi
disciplinary care, workforce preparedness, long-term 
monitoring, pharmacovigilance, affordability, and 
equitable access are increasingly important as treat
ment eligibility and prescribing expand. These chal
lenges are particularly relevant in Europe, where obesity 
care infrastructure, reimbursement, specialist capacity, 
and access to multidisciplinary services vary substan
tially. Building on EASO’s longstanding recognition of 
obesity as a chronic disease requiring multidisciplinary 
and person-centered care,3–5 we propose the EASO 
Integration Framework, a practical model for the 
responsible integration of incretin-based therapies into 
comprehensive obesity care across diverse European 
healthcare systems. The framework seeks to address 
what we describe as A European Research and Imple
mentation Agenda: therapeutic innovation has 
advanced more rapidly than the health-system struc
tures required to support its optimal, equitable, and 
sustainable implementation.

The EASO Integration Paradox
Europe is experiencing a paradox in obesity care. 
Incretin-based therapies have advanced rapidly, with 
substantial effects on weight and expanding evidence of 
benefit across cardiovascular, renal, and hepatic dis
ease. Yet the health-system structures required to sup
port their optimal implementation have evolved more 
slowly. Variability in multidisciplinary obesity services, 
workforce capacity, reimbursement frameworks, long- 
term monitoring systems, and access pathways 
threatens to limit the translation of therapeutic efficacy 
into sustainable population-level benefit.

This implementation challenge is particularly 
important because obesity is a chronic disease that re
quires long-term management. Continued pharmaco
therapy is associated with maintenance of weight loss 
and cardiometabolic improvements, whereas treatment 
discontinuation is frequently followed by weight 
regain.14–18 These observations reinforce the need to 
frame incretin-based therapies within a chronic disease 
model rather than as short-term interventions.

At the same time, cardiovascular, renal and hepatic 
outcome data are broadening involvement in obesity 
treatment beyond obesity medicine and endocrinology 
to cardiology, nephrology, hepatology, primary care, 
and other specialties.9,11,12 This expansion creates op
portunities for earlier intervention and wider access but 
also increases the need for coordinated care and 
obesity-specific expertise. This is occurring against 
persistent gaps in obesity education and training across 
healthcare professions.19–21

Implementation also requires systems capable of 
evaluating effectiveness, safety, treatment persistence, 
and patient-centered outcomes in routine practice. 
Randomized trials establish efficacy and safety in 
selected populations, but real-world evidence and co
ordinated pharmacovigilance will be essential as treat
ment expands across more heterogeneous populations 
and healthcare settings.22–24 Finally, access remains 
highly variable. Differences in reimbursement, eligi
bility criteria, affordability, waiting times, and avail
ability of specialist services risk widening existing 
inequalities if implementation is not explicitly designed 
around equity.25–29

Collectively, these challenges constitute the EASO 
Integration Paradox: therapeutic innovation has trans
formed what is possible in obesity care, but health 
systems have not yet fully adapted to deliver these ad
vances comprehensively, equitably, and sustainably. 
Addressing this paradox requires moving beyond ther
apeutic adoption towards accountable integration. The 
EASO Integration Framework provides a structure for 
doing so.

The EASO Integration Framework
Building on existing EASO frameworks for obesity 
management and emerging international guidance, we 
propose the EASO Integration Framework, a practical 
model for the responsible integration of incretin-based 
therapies into comprehensive obesity care across 
diverse European healthcare systems.

The framework is organized around five interde
pendent pillars: Right Patient, Right Care, Right 
Workforce, Right Data, and Right Access (Table 1; 
Fig. 1), providing a roadmap for translating therapeutic 
innovation into sustainable health outcomes while 
promoting equity.

Pillar 1. Right patient
Appropriate patient selection requires transparent, 
evidence-based approaches to eligibility and prioritiza
tion. Consistent with the EASO pharmacological treat
ment framework, decisions should consider obesity 
severity and complications, clinical phenotype, treat
ment history, overall health, patient preferences, and 
anticipated benefit rather than BMI alone.2–5 As access 
expands, healthcare systems must balance clinical need, 
expected benefit, and available resources while avoiding 
inequities in care.

Treatment should also be adapted across the life 
course, as goals, monitoring, and risk–benefit consid
erations differ in children and adolescents, reproductive 
life stages, and older adulthood. Age- and life-stage- 
specific pathways should therefore replace a uniform 
prescribing model, with particular attention to pop
ulations underrepresented in clinical trials and long- 
term outcome studies.
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Pillar Key domains Examples of implementation instruments Examples of accountability metrics

Right 
patient

Appropriate patient 
selection and prioritisation

Phenotype-based treatment algorithms; assessment of obesity-related 
complications; shared decision-making; life-course approaches; 
individualised treatment goals

Proportion of eligible patients receiving treatment; 
representation of vulnerable populations; patient-reported 
experience measures; treatment persistence

Right care Integration of 
pharmacotherapy within 
comprehensive obesity care

Multidisciplinary care pathways; therapeutic patient education (TPE); 
nutritional support; physical activity interventions; behavioural support; 
management of obesity-related complications; EASO Collaborating Centres 
for Obesity Management

Treatment adherence; quality-of-life measures; patient-reported 
outcomes; complication control; long-term maintenance of 
weight and health benefits

Right 
workforce

Workforce capability and 
multidisciplinary 
competencies

Harmonised competency frameworks; multidisciplinary training 
programmes; continuing professional development; ongoing EASO 
educational initiatives; emerging EASO Obesity Care Certification 
programme; multidisciplinary teams involving health and community 
professionals together with trained patient experts

Number of professionals receiving obesity-specific training; 
multidisciplinary team availability; competency assessments; 
access to specialist expertise

Right data Monitoring, 
pharmacovigilance, and 
real-world evidence 
generation

Harmonised monitoring standards and core outcome sets; registries; 
pharmacovigilance systems; body composition assessment; patient- 
reported outcome measures; European Health Data Space interoperability

Treatment persistence; adverse event reporting; body 
composition outcomes; registry participation; quality indicators; 
real-world effectiveness measures

Right 
access

Equity, affordability, and 
sustainability

Reimbursement frameworks; prioritisation strategies; patient and public 
involvement; health-economic evaluation; shared-care models; policies 
aimed at reducing disparities between healthcare systems

Treatment uptake across socioeconomic groups; waiting times; 
geographical variation in access; cost-effectiveness measures; 
equity indicators

EHDS = European Health Data Space; EASO = European Association for the Study of Obesity.

Table 1: The EASO Integration Framework: domains, implementation instruments, and accountability metrics for the responsible integration of incretin-based therapies into 
obesity care.

Fig. 1: The EASO Integration Framework for incretin-based therapies. The EASO Integration Framework describes five interdependent pillars 
required for the responsible integration of incretin-based therapies into comprehensive obesity care across diverse European healthcare 
systems: Right Patient, Right Care, Right Workforce, Right Data, and Right Access. Together, these pillars aim to translate therapeutic efficacy 
into sustainable population-level benefit through improved health outcomes, safety, equity, and long-term sustainability. The framework is 
underpinned by a chronic disease model of obesity, person-centred and multidisciplinary care, a life-course approach, and continued 
investment in prevention and public health.
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Pillar 2. Right care
Incretin-based therapies should be integrated within 
comprehensive obesity care rather than delivered as 
stand-alone interventions. Given the biological, behav
ioral, psychological, social, and environmental de
terminants of obesity, care pathways should integrate 
pharmacotherapy with nutritional care, physical activity 
promotion, behavioral support, therapeutic patient ed
ucation (TPE), and management of obesity-related 
complications.30

TPE is particularly important within this context. It 
can support realistic treatment expectations, shared 
decision-making, adverse-effect management, adher
ence, and long-term self-management. More broadly, 
multidisciplinary pathways can improve coordination 
and support outcomes beyond weight reduction, 
including health, function, and quality of life. Existing 
EASO Collaborating Centers for Obesity Management 
may provide valuable infrastructure for piloting, evalu
ating, and disseminating integrated models of care 
across diverse European healthcare systems. Such 
models may also serve as platforms for generating real- 
world evidence regarding the most effective approaches 
to delivering obesity care at scale.

Pillar 3. Right workforce
Therapeutic innovation has outstripped formal training 
in obesity medicine, which remains limited across un
dergraduate, postgraduate, and continuing professional 
development programmes in many European 
countries.19–21,31 Responsible implementation requires 
competencies spanning obesity pathophysiology and 
assessment, pharmacotherapy, shared decision-making, 
behavioral support, therapeutic patient education, 
adverse-event management, long-term care, communi
cation, and weight-stigma reduction.

Workforce development should extend beyond 
traditionally recognized medical professions and 
involve the broad range of health and community pro
fessionals who contribute to obesity prevention and 
management, together with trained patient experts, 
reflecting the multidisciplinary nature of effective 
obesity management.

Europe should work towards a common obesity 
competency framework applicable across healthcare 
professions. Building on ongoing EASO educational 
initiatives and the emerging Obesity Care Certification 
programme, such an approach could support harmo
nization of competencies in obesity prevention, diag
nosis, pharmacological management, communication, 
stigma reduction, and long-term care across European 
healthcare systems.

Pillar 4. Right data
Responsible implementation requires harmonized 
monitoring of effectiveness, safety, treatment 

persistence, and patient-centered outcomes beyond body 
weight alone.22

Core elements of monitoring should include body 
weight, measures of central adiposity such as waist 
circumference and waist-to-height ratio, car
diometabolic risk factors, treatment adherence, adverse 
events, discontinuation reasons, patient-reported out
comes, and, where feasible, body composition assess
ment.32,33 Future work should aim to establish 
harmonized core outcome sets for obesity pharmaco
therapy, facilitating benchmarking and improving 
comparability across studies and healthcare systems.

Pharmacovigilance should address emerging prior
ities including gastrointestinal tolerability, gallbladder 
disease, body composition changes, bone health, peri
operative management, pregnancy-related exposure, 
and mental health outcomes.23,24 Long-term registries 
and coordinated surveillance systems will play an 
increasingly important role in identifying rare adverse 
events and informing future clinical guidance.

Integration with emerging initiatives such as the 
European Health Data Space (EHDS) could support 
interoperability between registries, healthcare systems, 
and research networks, facilitating large-scale real- 
world evidence generation, benchmarking, and phar
macovigilance across Europe.34

Pillar 5. Right access
Access to incretin-based therapies varies substantially 
across Europe because of differences in reimbursement 
policies, eligibility criteria, waiting times, access to 
specialist services, and affordability of treatment.25–29

Responsible implementation therefore requires 
transparent reimbursement frameworks, evidence- 
informed prioritization strategies, patient and public 
involvement, and ongoing health-economic evaluation 
to ensure that incretin-based therapies contribute to 
reducing rather than widening health inequalities.

People living with obesity should be actively involved 
in the development of prioritization frameworks, ser
vice design, and implementation strategies. Meaningful 
patient and public involvement can help ensure that 
access policies remain acceptable, responsive to patient 
needs, and aligned with real-world treatment 
experiences.

At the same time, the success of incretin-based 
therapies should not lead to a narrowing of obesity 
care around pharmacological treatment alone. 
Responsible implementation requires continued in
vestment in prevention, health promotion, therapeutic 
patient education, stigma reduction, and action on the 
broader determinants of health. Pharmacotherapy 
should complement and be delivered alongside broader 
public health and healthcare-system strategies aimed at 
reducing the burden of obesity across Europe.

Together, these five pillars provide a practical 
framework for integrating incretin-based therapies into 
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comprehensive obesity care. They recognize that long- 
term success depends not only on therapeutic efficacy 
but also on the systems, professionals, and policies that 
support implementation. By moving beyond therapeu
tic adoption towards accountable integration, European 
healthcare systems have an opportunity to maximize 
the benefits of these therapies while promoting equity, 
sustainability, and person-centered care.

A European research and implementation 
agenda
Although the efficacy of incretin-based therapies is well 
established, important questions remain regarding 
their long-term population and health-system impact. 
Europe therefore needs a coordinated research and 
implementation agenda focused on real-world effec
tiveness, sustainability, equity, safety, and health- 
system performance.

Generating real-world evidence for integrated 
obesity care
Although clinical trials have demonstrated substantial 
benefits of incretin-based therapies, less is known about 
their effectiveness when delivered through different 
models of care. Future research should prioritize 
pragmatic trials, registry-based studies, and imple
mentation studies comparing pharmacotherapy-only 
approaches with integrated multidisciplinary pathways 
incorporating nutritional care, physical activity support, 
behavioral interventions, therapeutic patient education, 
and management of obesity-related complications.22,30

Outcomes should extend beyond weight loss and 
include body composition, cardiometabolic health, 
physical function, treatment persistence, quality of life, 
patient experience, healthcare utilization, and long- 
term maintenance of benefits. Understanding how 
different models of care influence these outcomes will 
be essential for informing future service design.

Existing EASO Collaborating Centers for Obesity 
Management may provide an ideal infrastructure for 
piloting and evaluating innovative care pathways across 
diverse European healthcare systems while facilitating 
cross-country comparisons and knowledge exchange.

Developing harmonized monitoring standards and 
data infrastructure
The absence of harmonized monitoring standards 
limits the ability to evaluate implementation and 
compare outcomes across healthcare systems. A Euro
pean minimum dataset and harmonized core outcome 
set for obesity pharmacotherapy should be developed to 
support benchmarking, quality improvement, pharma
covigilance, and real-world evidence generation.

Such a dataset could include anthropometric mea
sures, measures of central adiposity, cardiometabolic 
risk factors, treatment adherence, adverse events, 

discontinuation reasons, patient-reported outcomes, 
and, where feasible, body composition measures. 
Harmonization would facilitate comparison between 
countries and healthcare settings while supporting more 
robust evaluation of treatment effectiveness at scale.

The European Health Data Space (EHDS) provides 
an important opportunity to improve interoperability 
between healthcare systems, registries, and research 
networks, supporting coordinated monitoring, imple
mentation research, and post-marketing surveillance 
across Europe.34

Strengthening pharmacovigilance and long-term 
safety evaluation
As incretin-based therapies are used across broader 
populations and over longer durations, continued 
pharmacovigilance will be essential. Although current 
evidence supports a favorable safety profile, important 
questions remain regarding long-term treatment expo
sure, body composition changes, bone health, periop
erative management, pregnancy-related exposure, and 
rare adverse events.23,24

Future European registries should therefore incor
porate structured safety monitoring capable of identi
fying emerging signals and informing future clinical 
guidance. Particular attention should be paid to pop
ulations currently underrepresented in clinical trials, 
including children and adolescents, older adults, in
dividuals with multiple comorbidities, people with 
neurodevelopmental conditions, individuals from 
diverse ethnic backgrounds, and those receiving long- 
term therapy.

Monitoring systems should also evaluate outcomes 
that matter to patients, including physical function, 
quality of life, treatment burden, and maintenance of 
health improvements over time.

Building workforce capacity through competency- 
based education
Major gaps in obesity-related education persist across 
healthcare professions.19–21,31

Implementation research should evaluate the effec
tiveness of competency-based training programmes, 
multidisciplinary care pathways, and shared-care 
models across different healthcare settings. Particular 
attention should be given to educational strategies that 
improve communication skills, reduce weight stigma, 
support shared decision-making, and strengthen con
fidence in long-term obesity care.

Building on ongoing EASO educational initiatives and 
the emerging Obesity Care Certification programme, 
Europe should work towards a common competency 
framework that can be adapted across healthcare pro
fessions and healthcare systems. Such an approach could 
help ensure that advances in pharmacotherapy are 
matched by corresponding advances in workforce 
capability.
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Ensuring equity, affordability, and sustainability
Future research should evaluate reimbursement 
models, prioritization frameworks, health-economic 
outcomes, and the impact of different access policies 
across European healthcare systems.25–29

Given the large number of individuals potentially 
eligible for treatment, budget impact analyses and cost- 
effectiveness evaluations will play an increasingly 
important role in policy decisions. Research should also 
explore how different implementation strategies affect 
health inequalities and whether particular groups face 
disproportionate barriers to accessing care.

Patients and people living with obesity should be 
actively involved in these discussions. Understanding 
patient priorities, treatment experiences, and perceived 
barriers will be essential for developing implementation 
strategies that are acceptable, effective, and sustainable.

Recent maintenance studies highlight the importance 
of developing individualized long-term treatment strate
gies and underscore the need for further research into 
maintenance pathways, dose optimization, dose tapering 
approaches, and non-pharmacological support.18

Collaboration across European healthcare systems, 
professional societies, patient organizations, and 
research networks will be essential to deliver this 
agenda.

Collectively, these priorities provide a foundation for 
a European implementation agenda that moves beyond 
therapeutic adoption towards accountable integration. 
Generating evidence across these domains will be 
essential to ensuring that incretin-based therapies fulfil 
their potential as part of comprehensive obesity care 
while strengthening, rather than fragmenting, obesity 
care across Europe.

Conclusion
Incretin-based therapies have transformed obesity treat
ment, but therapeutic innovation alone will not guarantee 
improved population health or reduced inequalities. The 
long-term impact of these therapies will depend on the 
ability of healthcare systems to support their responsible, 
equitable, and sustainable implementation.

The EASO Integration Framework (Right Patient, 
Right Care, Right Workforce, Right Data, and Right 
Access) provides a roadmap for moving from thera
peutic adoption towards accountable integration 
within chronic, person-centered, and comprehensive 
obesity care. Europe is uniquely positioned to lead this 
next phase. Existing EASO frameworks, educational 
initiatives, certification efforts, and networks of 
Collaborating Centers for Obesity Management pro
vide important foundations upon which future 
implementation can be built. Emerging opportunities 
such as the European Health Data Space may further 
support coordinated monitoring, pharmacovigilance, 

and real-world evidence generation across healthcare 
systems.

The challenge facing Europe is no longer whether 
incretin-based therapies should be used, but how they 
should be implemented to strengthen rather than 
fragment obesity care. The future of obesity care will be 
determined not only by the medicines we develop, but 
by the systems we build to deliver them.
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