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The case for primary prevention of obesity in the era of GLP-1
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Summary

Obesity rates continue to rise across Europe, driven by obesogenic environments shaped by food systems, urban
design, socioeconomic inequalities, and commercial forces. The introduction of incretin-based pharmacotherapies
like GLP-1 receptor agonists has transformed treatment, leading to significant weight loss and metabolic benefits for
many. This progress has shifted public and policy discourse, with some suggesting that effective treatment reduces
the urgency of prevention. However, this position paper argues that the growing availability of medications actually
reinforces the need to prioritize primary prevention. While pharmacotherapy can improve individual outcomes, it
cannot lower population-level risk or deliver the wider societal, environmental, and economic benefits of prevention.
The paper also outlines key policy implications to reaffirm prevention as a cornerstone of public health across
Europe.

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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life."” Recognized as a chronic, relapsing disease in its
own right,** obesity is associated with numerous co-
morbidities including musculoskeletal disorders and
multiple cancers,” and its socio-economic burden is
enormous, accounting for up to 6-8% of total health-
related costs when including productivity losses.”
Despite decades of awareness of its determinants,
obesity prevalence continues to rise, driven by insuffi-
cient implementation of effective interventions, persis-

Introduction

Obesity is one of the defining health challenges of our
time, affecting almost a quarter of all adults in the
European region and contributing to diabetes, cardio-
vascular disease, several cancers, and reduced quality of
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tent structural factors such as unhealthy food and
physical activity environments, and socio-economic in-
equalities. Against this backdrop, the emergence of
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Key messages

- The arrival of GLP-1 receptor agonists marks a major advance in obesity man-
agement but does not treat the underlying cause and thus does not reduce the
need for strong primary prevention.

- Prevention and treatment are complementary, but not equal priorities:
preventive action requires greater and more sustained investment to achieve
population-wide and long-term benefits.

- Both prevention and treatment are needed and investment in one does not
mean disinvestment in the other.

- Pharmacological treatment addresses individual outcomes but leaves the
societal, commercial, and environmental drivers of obesity untouched.

- Strengthening policies and environments that make healthy choices easy
remains essential for sustainable, equitable, and economically viable control of
obesity in Europe and worldwide.

long-acting incretin therapies—especially glucagon-like
peptide 1 (GLP-1) receptor agonists—has transformed
both clinical practice and the societal discourse on obesity.

These drugs (including semaglutide and tirzepatide)
have proven effective for short-term weight reduction
and improvement of metabolic parameters in large
subgroups.® While long-term data are still emerging,
current evidence suggests that sustained benefits
depend on continued treatment.” They are still, without
question, a major therapeutic advance. However, their
success has also prompted a significant shift in the
political and public conversation. The promise of
pharmacological solutions is already starting to divert
attention and investment away from prevention, as if
obesity were now primarily a clinical rather than a so-
cietal challenge. The argument that ‘we now have
effective treatment, so prevention is less urgent’ is
increasingly heard in policy circles, the (social) media,
and the public. Even though this simplistic dichotomy
is problematised and responded to in the academic
literature and in reports from official bodies and think-
tanks, it still influences the public discourse.”*"
Despite the relief that GLP-1 drugs can bring to in-
dividuals, treatment is long-term and costly, and it does
only treat the symptoms and some established indi-
vidual drivers, not the primary causes of obesity.

This position paper argues the opposite: that the
emergence of GLP-1 drugs strengthens, rather than
weakens the case for prioritising primary prevention of
obesity. The prevention of obesity remains essential
because these pharmacological treatments, while
effective for many individuals, do not address the
fundamental drivers of the obesity epidemic and cannot
deliver the broader health, social, economic, and envi-
ronmental co-benefits associated with preventive action.

Scope of the paper
This paper focuses on the continued importance of
primary prevention of obesity in high-income

countries, with a particular focus on Europe. It is not an
argument against treatment or against equitable access
to new anti-obesity medications. Nor does it discuss in
detail whether GLP-1 drugs should be publicly reim-
bursed or how eligibility criteria should be defined.

While prevention and treatment may compete for
political attention, they rarely draw from the same
budgets.'*"* Reducing investment in prevention does
not automatically result in increased resources for
treatment. Even if both prevention and treatment are
part of the same health budget, any savings from
obesity prevention are not necessarily reallocated to
obesity treatment or to other health or non-health
spending areas. Rather than framing prevention and
treatment as competing priorities, this paper empha-
sises their complementarity but also argues that pre-
vention requires renewed strategic and financial
commitment.

The structural drivers of obesity

Despite decades of research and numerous in-
terventions, obesity prevalence continues to rise in
most European countries.'® These trends do not reflect
a lack of willpower among individuals, as generally
thought, but rather the structural and commercial
forces that shape our environments and behaviours.'”'®
The modern food system produces an abundance of
inexpensive ultra-processed, energy-dense, nutrient-
poor products, environmental and ecological degrada-
tion while marketing practices drive overconsumption;
and urban design often discourages physical activity,
encourages sedentary behaviours and disconnects with
nature. These ‘obesogenic environments’ interact with
genetic, biological, environmental, ecological, socio-
economic, and psychosocial factors to sustain high
and growing obesity rates, and associated diseases.”

Treatment with GLP-1 agonists, a new era in

treatment
GLP-1 receptor agonists modulate on hormonal path-
ways involved in appetite regulation and glucose
metabolism, altering the hedonic valuation of food.” In
randomised controlled trials, drugs such as semaglu-
tide (a pure GLP-1 receptor agonist) and tirzepatide
(dual GLP-1 and GIP agonist) have demonstrated
average weight losses of 10-20% of initial body weight
over one to two years, along with improvements in
glycaemic control, blood pressure, and lipid profiles.”
However, efficacy comes with caveats. Gastrointes-
tinal side effects are common and often lead to
discontinuation.”” Although safety has been evaluated
in clinical trials, uncertainties remain about the longer-
term developmental and behavioural consequences of
sustained appetite suppression, particularly in children
and adolescents. Marked reductions in energy intake
may affect dietary quality, macronutrient balance, and
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lean mass accretion during critical growth periods, and
the psychological effects of prolonged pharmacological
appetite modulation in youth are not yet fully under-
stood. In real-world use, discontinuation rates are
substantial, and most individuals regain a large pro-
portion of lost weight after stopping treatment.”
Importantly, these medications are expensive, and
their cost-effectiveness depends heavily on long-term
adherence and health system context. Although
generic versions may reduce prices over time, experi-
ence with insulin analogues suggests that pharmaceu-
tical innovation and marketing will maintain high costs
for newer formulations. This has, for instance,
happened with insulin,” and the same companies, such
as Novo Nordisk and Eli Lilly, dominate both markets.

Why prevention remains essential

Obesity is a societal challenge, not merely an
individual problem

Pharmaceutical treatments target individuals that have
developed clinical obesity, but the obesity epidemic is
driven by collective, upstream determinants: food sys-
tems, urban planning, socioeconomic inequality, and
commercial practices.'” Moreover, early biological de-
terminants, linked to environmental factors and
occurring during critical developmental windows, from
gestation to infancy, contribute to obesity development
at the population level."*" Overemphasis on pharma-
cological solutions risks reinforcing ‘individual
responsibilisation’: the notion that people are solely
responsible for their weight. This framing is ethically
problematic and empirically flawed, and may be a
particular risk in this context because obesity is already
strongly socially stigmatised.”” Sustainable reductions
in obesity prevalence require structural changes, not
just individual medical management that may cure
symptoms, not causes.

Treatment does not remove the biological and
psychological drivers of obesity
Even with the best available drugs, obesity remains
difficult to treat durably. Biological adaptations to
weight loss—including reductions in basal metabolic
rate, increased appetite signalling, and changes in adi-
pose tissue metabolism—promote weight regain.”® Evi-
dence that obesity creates long-lasting epigenetic
‘memory’ that promotes weight regain highlights why
early preventive interventions are likely more effective
than later treatment.”” Psychological mechanisms such
as hedonic eating and food cue reactivity are also
resilient. Animal and human studies suggest that
chronic overnutrition induces epigenetic changes that
may persist across generations.”

In other words, while GLP-1 drugs can reset body
weight temporarily, they do not reset the underlying
causes, i.e., environment, lifestyles or biology that foster
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obesity. Without parallel preventive action, each new
generation will face the same risks.

The environment remains obesogenic
Pharmacotherapy does not alter the environments that
promote excessive caloric intake within unbalanced di-
ets and sedentary behaviour. Obesogenic exposures
(including unhealthy food and marketing landscapes,
car-oriented urban design, and limited opportunities
for physical activity) operate alongside broader social,
economic, commercial, and built-environmental con-
ditions, as well as exposure to pollutants such as
endocrine-disrupting chemicals, to shape behaviour,
metabolic regulation, and obesity risk. These influences
permeate daily life, from portion sizes and product
placement to digital marketing and incentives that
reinforce passive travel habits. As long as these drivers
persist, treatment will remain reactive and perpetual
rather than preventive and transformative.

Prevention has multiple individual, societal, and
environmental co-benefits

Policies that promote healthy diets, physical activity,
and equitable access to supportive environments yield
broad benefits extending far beyond obesity. They
reduce cardiovascular disease, diabetes, and some types
of cancer; improve mental well-being and productivity;
and contribute to climate, environmental and biodi-
versity goals through more sustainable food systems
and transport patterns.”” These co-benefits make such
upstream primary and secondary prevention ap-
proaches a high-value investment even if obesity prev-
alence were not rising.

Offering combined lifestyle programmes as sec-
ondary prevention or as a management strategy (either
alone or alongside other treatments) also provides
multiple co-benefits. Continuing to provide these pro-
grammes is essential, particularly to support in-
dividuals in maintaining weight loss after drug therapy.

Prevention supports treatment and maintenance
Preventive environments also aid those who have lost
weight through pharmacological or behavioural means.
They support healthy food purchases, active transport
(walking and cycling) in an equitable way; crucial for
long-term maintenance of a healthy body composition.
As such, they effectively support turning primary pre-
vention into secondary prevention. The other way
around is also possible, that wide use of GLP-1 drugs
could eventually reduce availability of unhealthy foods,
through reduced demand, although GLP-1 drugs do not
in themselves lead to improved nutritional quality.*

Economic sustainability

The long-term affordability of GLP-1-based treatments at
population scale is uncertain. Even with partial price re-
ductions, widespread use would represent a substantial
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Panel 1: Policy implications.

European and national health policies should:

1. Reaffirm prevention as the cornerstone of obesity strategy in European and national public health frameworks.

2. Invest in structural and regulatory interventions, including restrictions on unhealthy food marketing, reformulation targets, implementation of
objective front of pack labelling and fiscal measures to incentivise healthier choices.

3. Strengthen environments that support physical activity and active transport through urban, workplace and school design, financial and social
structures that promote walking, cycling and public transport use.

4. Address the barriers—barriers for prevention should not be a reason to rely solely on treatment, but a reason to increase preventive efforts

5. Integrate primary, secondary, and tertiary prevention and treatment, ensuring that individuals who use GLP-1 drugs (or receive other treat-
ments such as bariatric surgery) receive long-term behavioural and environmental support to sustain benefits.

6. Monitor equity impacts, as expensive pharmacotherapy risks widening socioeconomic inequalities in obesity and related diseases.

7. Support research and innovation in preventive systems approaches, including cross-sectoral co-created policies linking health, environment, and
economy.

and recurring expenditure for health systems. As long as
the systemic drivers of obesity at a population level are
not addressed, more and more people will develop
obesity, which will drive up the costs of treatment in the
future. Prevention, in contrast, offers durable returns,
and can be implemented also in less developed countries,
which carry a large burden of the global obesity pan-
demia. Like insulin for diabetes, GLP-1 drugs are likely to
remain valuable but costly chronic therapies, not one-
time cures. Investing in pharmacological treatment
without addressing root causes will create escalating costs
without solving the underlying problem.

Policy implications

An effective and balanced policy for addressing obesity
should recognise the complementary roles of preven-
tion and treatment. Pharmacotherapy expands the
toolbox but must not replace structural approaches
that target the root causes of overweight and obesity.
Striking such a balance does not mean that both sides
require equal investment; preventive approaches
necessarily demand greater and more sustained
commitment, given their broader population impact
and long-term benefits. While structural prevention
can face considerable political and practical barriers
(including commercial resistance and debates over
regulatory scope) real-world experience shows that
measures such as sugar-sweetened beverage taxes,
marketing restrictions to children, urban design
measures promoting active transport, and product
reformulation can produce measurable effects.’’** The
barriers do not weaken the case for prevention; rather,
they highlight the need for sustained political
commitment and demand ambitious reform on many
fronts and on a scale sufficient to address the sum of
environmental influences that exacerbate the likeli-
hood of obesity in individuals or populations and in
different settings.” See Panel 1 for a list of policy
implications.

Conclusion

The obesity epidemic remains one of Europe’s defining
public health challenges and primary prevention should
not only be at the heart of all strategies but receive even
greater emphasis and investment to achieve sustainable
and equitable health improvements. GLP-1 receptor
agonists represent a remarkable scientific and thera-
peutic breakthrough, and they offer real hope for in-
dividuals living with obesity and should be accessible to
those who need them. Yet, their promise does not
diminish the urgency of preventing obesity in the first
place, as obesity is driven by structural forces that no
medication can neutralise.

Primary prevention-through healthier and sustain-
able food systems, active and safer environments, and
equitable social policies-remains indispensable. Far
from rendering prevention obsolete, the pharmacolog-
ical revolution in obesity treatment highlights the limits
of medical solutions and the enduring necessity of
addressing the root causes of obesity. The continued
prioritisation of prevention is essential not only for
health, but for the sustainability and fairness of our
societies.
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