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ABSTRACT

Introduction: Current obesogenic environments, along with intrinsic factors, contribute to the obesity pandemic,
which impacts the quality of life and healthcare for individuals with obesity. In addition, discrimination and stigma
related to obesity remain widespread in our society. In this scenario, the Spanish Society for the Study of Obesity
(SEEDO), in collaboration with 38 recognized scientific societies and 12 patients’ organisation, have elaborated
the Spanish guideline for obesity management in adults, referred to as the GIRO guideline. GIRO aims to drive a
shift in obesity management and serve as a guide for healthcare professionals (HCPs) to address this chronic and
multifactorial disease. Methods: A comprehensive systematic review was conducted and completed with experts’
contribution, with a particular focus on Spanish society. The quality of evidence was assessed using the Grading of
Recommendations, Assessment, Development and Evaluation (GRADE) system. Experts selected the
recommendations and determined their strength through consensus. Results: A total of 121 recommendations
were proposed, including 32 adopted from the Canadian Adult Obesity Clinical Practice Guidelines and 89 specific
recommendations created for the Spanish context, distributed across five areas of application: 1) Recognition of
obesity as a chronic disease; 2) Obesity assessment; 3) Multidisciplinary approach to obesity treatment; 4)
Recommendations for obesity management in special populations; and 5) Implementation of the GIRO guideline
and future challenges. Conclusion: The GIRO recommendations are intended to serve as a useful and interactive
tool for HCPs, policymakers and other stakeholders to ensure access to and quality of healthcare for individuals
living with obesity.



INTRODUCTION

The prevalence of obesity in Spain has been steadily increasing in recent decades. Current data indicates that
18,7% of the adult Spanish population lives with obesity (19.3% of men and 18.0% of women) [1], with significant
implications for healthcare cost [2, 3]. Obesogenic environments favouring the consumption of unhealthy,
energy-dense diets and sedentary lifestyles, together with genetic, socio-economic, and psychological factors,
among others, contribute to the obesity pandemics yet the relative importance of contributing factors may vary
between individuals [4, 5]. Obesity cannot be regarded as a moral issue or limited to a lifestyle problem, and it is
essential to ensure the absence of inequity or discrimination in the healthcare management of obesity. Prejudices
and stigma related to obesity affect the quality of life (QoL) of both people with obesity (PwO) and their
environment and, importantly, the quality of the healthcare that they receive [6-8]. In sum, it is imperative to
drive a paradigm shift to address obesity as a chronic, relapsing, and multifactorial disease that requires
personalized therapies [7]. In this scenario, herein we present the GIRO guideline (“Guia espafiola del manejo
Integral y multidisciplinaR de la Obesidad en personas adultas”), which has been created in response to this need,
and with the aim of being a transformative tool for clinical practice in Spain. GIRO (or shift in spanish) comprises
the most recent and relevant evidence about the management and treatment of obesity in adults and provides
clear messages about the changes that need to be implemented in clinical practice to do a 3602- turn to obesity
concept and management. Specifically, the Spanish Society for the Study of Obesity (SEEDO, “Sociedad Espafiola
para el Estudio de la Obesidad”), together with 34 additional scientific societies directly involved in the
prevention, diagnosis, and treatment of obesity, and in collaboration with 12 patient associations, have
developed an updated, multidisciplinary, and all-inclusive guideline on obesity management. The Canadian Adult
Obesity Clinical Practice Guidelines (CPGs) were used as a starting point, together with novel published evidence
specially adapted to the Spanish healthcare context [9]. A total of 112 recommendations were established to
guide the management and treatment of obesity in adults in the short and long term.

The target audience for this guideline are not only healthcare professionals (HCPs) involved in the management of
obesity, but also PwO, their families and caregivers. The GIRO guideline could be also useful for policymakers,
legislators, and government agencies as a base document for decision-making and administration of resources for
obesity care.

METHODS

The GIRO Guideline has been promoted by SEEDO and initially developed in collaboration with a Multidisciplinary
Committee (MC) of experts from 13 recognized scientific societies involved in obesity management in Spain.
Additionally, PwO from the National Bariatric Association Hispalis (AB Hispalis) participated in the review process,
except for the information and recommendations related to pharmacological treatment. In a second round, 25
additional scientific societies and 11 patient associations joined the project, further expanding its collaborative
network (see the Acknowledgement section for details). Independent methodological and administrative experts
also reviewed, updated, and adopted the Canadian CPGs’ recommendations to the Spanish healthcare context.

Selection of topics

The panel of experts convened in two consecutive online meetings (November and December 2022) to define the
scope and areas of application (referred to as Sections in Supplementary Table 1) as follows: 1) epidemiology and
recognition of obesity as a chronic disease; 2) evaluation of obesity and body composition; 3 treatments currently
available for PwO; 4) management recommendations for special populations with obesity; and 5) unmet needs
and future challenges for GIRO implementation in clinical practice.

Scientific literature review

The bibliographic search was approached from three perspectives: first, information from the Canadian CPG was
reviewed, and only content applicable to the Spanish healthcare setting was included in GIRO. Secondly, a
systematic literature search was conducted in PubMed to update the contents of the Canadian CPGs and to
gather all relevant evidence for developing novel recommendations tailored to the Spanish framework. The
search criteria were based on PICO questions using MeSH terms to identify high-quality publications (clinical
trials, meta-analyses, and systematic reviews) relevant to Spain from the past five years (2017-2022). The primary
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search query was: ((obesity) AND (Spain) NOT ((overweight [Title/Abstract]) OR (child* [Title/Abstract])).
Alternative queries were used to ensure the likelihood of including all relevant articles. A total of 102 articles
were identified, reviewed to eliminate duplicates, and screened based on title and abstract. From this pool, the
experts selected articles that met the research objectives. After the final selection, 71 new articles were included
in the data-extraction process. Thirdly, experts suggested and provided additional relevant publications. In total,
25 further publications deemed relevant to obesity management in Spain were incorporated into the qualitative
synthesis, particularly in the introduction and Sections 4 and 5, which address specific patient populations and
unmet needs and challenges, respectively.

Development of recommendations and quality of evidence

The panel of experts identified recommendations from the Canadian CPGs that could be directly transferred to
the Spanish context without modifications, with their quality assessed using the AGREE |l tool method [10]. Of the
80 recommendations from the Canadian GPCs, 32 were deemed suitable for adoption without content changes.
The original coding system was retained to preserve the methodological integrity of the recommendations. Next,
the panel developed 89 new recommendations tailored to obesity management in Spain, based on the evidence
gathered in the literature. The quality of this evidence was evaluated using the Grading of Recommendations,
Assessment, Development and Evaluation (GRADE) system, which was considered the most appropriate
framework for assessing the new recommendations in GIRO [11]. The experts reached a consensus on the
description and strength of each recommendation. The GIRO guideline was publicly presented on March 4™,
2024, coinciding with World Obesity Day, and is available at: https://www.seedo.es/index.php/guia-giro [12].

RESULTS

As indicated, the GIRO guideline includes a total of 121 recommendations, with 89 specifically designed for the
Spanish context along with 32 original recommendations from the Canadian CPGs, (See Supplementary Table 1),
which were distributed along the five sections of the GIRO guideline. Each section was accompanied by a set of
final conclusions that summarized the main proposals offered by GIRO, as follows:

Section 1. Recognition of obesity as a chronic disease

1.1 The concept of obesity must be redefined to eradicate the traditional simplistic recommendation of “eat less
and move more” [6, 7, 13]. Obesity is a chronic, complex, relapsing disease that increases the risk of developing
multiple conditions and reduces both quality of life and life expectancy [2, 6, 7, 13].

1.2 Obesity is a significant public health issue, not only because of its negative impact on physical and
psychological health, including increased mortality risk, but also for the substantial costs to the healthcare system
[2, 6-8].

1.3 Biased beliefs about obesity impact the quality of healthcare received by PwO, who often face prejudice and
stigma related to body weight. HCPs may use stigmatising language and behaviour regarding weight, which can
discourage patients from seeking treatment or engaging with the healthcare system [6, 7, 13]. There is a need for
educational, regulatory, and legal initiatives aimed at eliminating weight-related stigma and discrimination [8, 14].
It is also essential to provide education and training to HCPs, enabling them to recognize and address their own
biases related to obesity and their understanding of the biological and socioeconomic factors influencing obesity
for proper management and treatment [3, 15-18].

Section 2. Evaluation of obesity as a chronic disease

2.1 Obesity diagnosis should be based on a comprehensive morphofunctional evaluation comprising the patient’s
clinical history and complementary studies. This evaluation should include anthropometric and body composition
measurements, along with an assessment of potential contributing factors, complications, comorbidities, and
barriers to treatment. The traditional, simplistic approach based solely on body mass index (BMI) should be
definitely surpassed, moving towards the concept of "obesities" instead of "obesity", a new term that encompass
the diverse phenotypes of obesity reported in the literature [4, 5, 19, 20].

2.2 Professionals must recognize the limitations of BMI-based assessment in daily clinical practice since: i) it is not
a direct measure of body fat; ii) patients may have a normal BMI but a high percentage of body fat; iii) it does not
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differentiate between visceral and subcutaneous adipose tissue; iv) it underestimates body fat in individuals with
sarcopenic obesity and overestimates it in those with greater muscle mass; v) it does not discriminate by sex, age,
or ethnic groups; and vi) it fosters social stigma by perpetuating misconceptions about the link between body size
and societal issues related to obesity, such as the economic impact on healthcare [4, 19, 21, 22].

2.3 HCPs should implement strategies in routine clinical practice to address obesity properly with patients and
enhance communication using well-established approaches such as the 5 A’s strategy (Ask, Assess, Advise, Agree,
and Assist) [23]. Progress must be made in stratifying obesity by combining BMI and waist circumference (WC) as
screening tools, along with the waist-to-height ratio (WHtR), and to promote the analysis of body composition in
health consultations, including initial evaluations and follow-up [20, 23].

2.4 The information gathered from the initial evaluation should be integrated to determine the severity of the
disease, using tools like the Edmonton Obesity Staging System (EOSS) to guide therapeutic decision-making [24].
Evaluation of PwO must be continuous and regular [24].

2.5 Molecular markers and genetic studies can be helpful in defining obesity types. HCPs should be aware of the
diagnostic criteria for monogenic obesity, which may have been undiagnosed during childhood [25].

Section 3. Treatment and multidisciplinary approach to obesity

3.1 Obesity management should be multidisciplinary, involving both primary and hospital HCPs with specific
training in obesity. A multimodal and transversal approach is crucial, encompassing nutritional advice, physical
activity and exercise, psychological support, obesity education, and pharmacological treatment, with bariatric
surgery as an alternative when indicated [4, 26, 27] (Fig. 1).

3.2 Resources for obesity management should be offered to PwO under all circumstances and in a free stigma-
environment [23].

3.3 Obesity treatment should be discussed early with the patient and consider previous experiences, incorporate
all available options, be intensive, and be sustained over time.

3.4 Lifestyle interventions and psychological treatment should be prioritized to improve overall health outcomes
[4].

3.5 There is no “one-size-fits-all” dietary or exercise pattern for PwO; dietary and physical activity plans should be
tailored to the approach that best suits the patient [27, 28]. Diet therapy in obesity promotes healthy eating and
avoids focusing exclusively on caloric intake [27].

3.6 When selecting pharmacological treatments for obesity, several factors must be considered: patient
characteristics and preferences, type and presence of complications, mechanisms of action, dose escalation,
route and administration interval, efficacy, adherence rates, potential contraindications, adverse effects, and cost
[29-41] (Fig. 2) Pharmacological treatments for obesity are not currently covered by the National Healthcare
System in Spain, but patients should be informed about the available options in a non-judgmental approach [42].
Currently in Spain, the drugs approved for obesity treatment are liraglutide 3.0 mg, semaglutide 2.4 mg,
tirzepatide 5.0 and 10.0 mg, orlistat 120.0 mg, and the combination of extended-release bupropion/naltrexone.
However, tirzepatide 15.0 mg and the bupropion/naltrexone combination are not currently under
commercialization.

3.7 Endoscopic and surgical treatments are viable options that must be considered within the obesity treatment
continuum [26]. Before these therapeutic approaches are pursued, PwO should undergo a thorough evaluation by
a multidisciplinary team [26].

3.8 Healthcare authorities should recognize the inequity caused by the lack of public funding for pharmacological
treatments for obesity and the limited access to bariatric procedures [43]. Ensuring access to
dietitians/nutritionists, physical activity professionals and psychologists is also essential.

|II

Section 4. Recommendations for obesity management in special populations

4.1 Special attention should be given to the impact of obesity at specific life stages, such as the transition to
adulthood, the elderly, the reproductive and menopausal status in women, as well as its impact on reproductive
health in either sex.

4.2 The therapeutic management of the components of metabolic syndrome and/or established cardiovascular
and kidney diseases in PwO should include a combination of nutritional therapy, physical activity and exercise,



behavioural therapy, pharmacological options, and/or bariatric surgery, prioritizing strategies that have
demonstrated significant cardiovascular and overall health benefits [29, 44-46].

4.3 Adverse clinical outcomes associated with weight gain and obesity have been identified during preconception,
pregnancy, and postpartum periods [15, 26, 47]. Obesity affects reproductive health, decreasing fertility and the
success of fertility treatments, and increasing risks for conditions such as male hypogonadism and polycystic
ovary syndrome [22]. Obesity is linked to increased risks during pregnancy for both the mother and the foetus,
and it also influences menopause-associated cardiovascular and metabolic risks [48]. Specific recommendations
must be provided to optimize weight and nutritional status before planning a pregnancy, aimed at reducing
health risks for women and ensuring children health both in the short and long term [2].

4.4 Children and adolescents with obesity often carry the burden of the disease and its comorbidities into
adulthood, increasing the risk of premature mortality and complications [26]. Obesity has a significantly impact on
their psychological and emotional health, leading to increased stress, depressive symptoms, and low self-esteem
[49]. Collaboration and development of specific strategies between paediatric teams and the HCPs who will
monitor these patients in adulthood are essential [49].

4.5 Obesity in the elderly is associated with a worsening of coexisting chronic comorbidities [50, 51].
Osteosarcopenic obesity should be assessed in this population, as it can lead to impaired body functions,
increased fragility and disability, and mortality [4, 52]. The therapeutic approach for elderly PwO must always
consider factors such as nutritional deficiencies, physical inactivity and sedentarism, polypharmacy, coexistence
of cognitive disorders, and concomitant catabolic diseases [4, 51, 53].

Section 5. Implementation of the guideline and future challenges

5.1 A proactive commitment by scientific societies and government agencies is essential to ensure the correct
implementation of the recommendations and measures proposed in the GIRO guideline.

5.2 Budgetary resources must be allocated to obesity management to halt the rise in adult obesity. This should
include a National Strategic Plan for Adult Obesity in Spain to ensure: 1) the implementation of efficient obesity
prevention strategies and health policies, and 2) access for patients to the most efficient, safe, and effective non-
pharmacological, pharmacological, endoscopic, and/or surgical treatments, including treatment funding.

5.3 The scientific societies participating in the GIRO guideline commit to monitoring the main health indicators
related to obesity at 3- and 5-years post-publication to assess the impact of their implementation. Specifically, the
following key indicators will be evaluated: 1) the establishment of multidisciplinary obesity units; 2) the
development of transition programs to adulthood; 3) the increase in human and material resources in primary
care, including body composition equipments, and support from obesity-trained HCP including nutritionists,
physical exercise professionals, nurses, psychological and social workers; 4) the quality and type of information
collected (medical, dietary, physical activity, and psychological history) in the clinical record for the diagnosis and
follow-up of obesity.

Besides the recommendations and conclusions provided in the GIRO guideline, several key messages, referred to
as “GIROs” (“turns” or “shifts”), were defined to emphasize the main changes to be addressed in the five sections
of the GIRO guideline (Supplementary Table 1). A selection of the top 10 “G/ROs” proposed to lead the shift in
obesity management is presented in Fig.3

DISCUSSION

The GIRO guideline has been designed to provide updated information on obesity management, identify unmet
needs in Spain, and offer solutions for both the short and long term. These solutions require collaboration among
various stakeholders, including scientific societies, government agencies, and patients, to implement social and
healthcare measures that guarantee both quality care for PwO and efficient prevention strategies for this disease.
The GIRO guideline is organized into five areas related to obesity management, aimed at help develop policies to
tackle the disease and its comorbidities in Spain. These areas address major needs in PwO healthcare: 1)
recognizing obesity as a chronic and multifactorial disease, leaving no room for stigma or discrimination; 2)
moving beyond BMI to incorporate morphofunctional studies and phenotyping of PwO; 3) promoting a
multidisciplinary approach that starts early, integrates all available options, and is intensive and sustained over



time; 4) giving special attention to obesity at specific life stages and/or in association with other pathologies; and
5) facing present and future challenges in obesity.

Though obesity is recognized as a chronic disease by health authorities, there is a lack of collaboration among
government institutions, medical societies, and patient associations to promote public campaigns for obesity
recognition in adults, as well as awareness and prevention at the societal level. Additionally, as health services for
PwO vary between regions and health centres, resulting in heterogeneous approaches to care, it is essential to
analyse existing inequities and implement measures to ensure an equitable access to resources [54].

Obesity requires a multidisciplinary approach, especially in patients with comorbidities, although transdisciplinary
teams are scarce in Spain. Comprehensive care programmes, including standardized protocols and establishing
nationally agreed action criteria should be developed, enabling coordination between primary care professionals
and specialists, including endocrinologists, dietitians-nutritionists, physical medicine and rehabilitation physicians,
psychologists, exercise professionals, internists, surgeons, specialised nurses, and social workers [55]. It is
important for scientific societies and professionals to create programs that address the complexity of the disease
and its management [56]. Likewise, the integration and unification of guidelines and criteria for the screening,
diagnosis, and classification of obesity in clinical practice should be advocated. Finally, efforts should be made to
increase the number of accredited obesity units by both the European Association for the Study of Obesity (EASO)
and SEEDO in Spain, and to launch an accreditation program for primary healthcare teams and paediatric obesity
units [57].

In the social and governmental spheres, awareness campaigns should address four major challenges: 1) the
preventive challenge, implementing public healthcare measures and awareness campaigns to promote healthy
lifestyles; 2) the diagnostic challenge, achieving early diagnosis of the disease; 3) the therapeutic challenge,
ensuring patients’ equitable access to the most efficient, safe, and effective treatments; and 4) the
accompaniment challenge, developing personalised, long-term monitoring programs to help patients avoid
weight regain.

Recognizing obesity as a disease and treating PwO with dignity should be priorities for the medical community.
Communication strategies, such as motivational interviews, should be implemented when treating patients to
address weight-related issues and discuss therapeutic options enabling personalised care and shared decision-
making. Additionally, monitoring PwO with digital tools for personalised support in clinical practice could facilitate
their transition to a healthier state. Implantation of continuous education programs directed to HCP, PwO and
their families, as well as to the general population will be essential to prevent weight bias and stigmatization,
avoiding inequities in the access to obesity management.

The coordination of clinical, training and research efforts is essential to ensure equitable care in the diagnosis and
treatment of obesity. Research is needed on the efficacy of pharmacological treatments in specific patient
subpopulations, as well as cost-effectiveness studies of therapeutic strategies, predictors of treatment response,
and studies aimed at identifying lifestyle patterns that protect against obesity. These studies, along with artificial
intelligence approaches, should focus on applying precision medicine to obesity and identifying patients at risk of
complications to devise individualized strategies [58].

CONCLUSION

The GIRO guideline represents a significant shift in the management of obesity in Spain, addressing this condition
as a chronic, multifactorial disease that requires a personalized and stigma-free approach. With the collaboration
of numerous scientific societies and patient associations, evidence-based recommendations have been proposed
to promote multidisciplinary care, enhance the evaluation and treatment of obesity, and implement inclusive
public health policies. This comprehensive approach not only improves the quality of life for individuals living with
obesity but also aims to reduce the economic and social burden of obesity on the Spanish healthcare system. By
redefining obesity management strategies, the GIRO guideline has the potential to positively influence public
health, fostering a lasting change in the perception and treatment of this condition.
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FIGURE LEGENDS

Figure 1. Algorithm of the GIRO guideline for obesity management.

* Drug treatment may also be initiated in patients with a BMI > 27 kg/m? and at least one obesity-related
comorbidity. The maximum or maintenance dose or the maximum tolerated dose must be reached. At the time of
writing the GIRO guideline, the drugs approved by both the EMA and the AEMPS for pharmacological treatment
of obesity were: liraglutide 3.0 mg, semaglutide 2.4 mg, tirzepatide 5.0 and 10.0 mg, orlistat 120.0 mg, and the
combination of extended-release bupropion/naltrexone. ** At present in Spain it would only be possible to
combine incretin-based treatment with orlistat. *** Although the effectiveness and durability of endoscopy's
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benefits may be lower, the same quality criteria applied to bariatric surgery should still be required. The evidence
in favor of surgical treatment is greater than in favor of endoscopic treatment.

AEMPS: Spanish Agency for Medicines and Health Products; BMI: Body Mass Index; EMA: European Medicines
Agency; VLCD: very low-calorie diet. Self-produced figure.

Figure 2. GIRO Guideline algorithm for the pharmacological management of obesity using incretin-based
therapies.

*According to their data sheet, liraglutide should be increased up to 3.0 mg (maintenance dose) or until the
maximum tolerated dose is reached; semaglutide should be increased up to 2.4 mg (maintenance dose) or until
the maximum tolerated dose is reached; and the recommended maintenance doses of tirzepatide are 5.0 mg,
10.0 mg, and 15.0 mg (in Spain, the 15 mg dose is not available). arGLP1: glucagon-like peptide 1 receptor
agonists; CVD: cardiovascular disease; DIRA: dual-incretin receptor agonists; GBP: gastric bypass; HbAlc:
hemoglobin A1C; HFpEF: heart failure with preserved ejection fraction; preT2DM: prediabetes mellitus type 2; SG:
sleeve gastrectomy; T2DM: type 2 diabetes; OD: once daily; OSA: obstructive sleep apnea; OW: once weekly. Self-
produced figure.

Figure 3. The top 10 “turns” proposed by the GIRO guideline.

CVD: Cardiovascular disease; HCP: healthcare professional; PC: Primary Care; PwO: People with Obesity; QoL:
Quality of Life. Self-produced figure.
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It is recommended to adopt a comprehensive approach, not
focused solely on weight reduction, with the aim of promoting
lifestyle changes that improve health parameters such as QoL,
psychological aspects (general well-being, perception of body
image), bolic and car ular parameters, physical
activity and exercise, and conscious eating. Heath outcomes that
the patient identifies as important should be included.

Promote a diagnosis of obesity based on a complete
morphofunctional evaluation, which includes anthropometric and
body composition measurements, together with the evaluation of
potential contributing factors, and possible complications and
comorbidities, thus moving away from the classic approach based
solely on BMI.

A patient’s lack of motivation can never be a reason or
justification for denying them access to the resources available for
the of the di Motivation is worked on, it
fluctuates, it is not aesthetic and by itself it does not determine
anything.

To prevent obesity, special attention must be paid to the
population that lives in socially and financially disadvantaged
environments, thus preventing an increase in social inequality in
terms of healthy eating habits.

The degree of adherence to any dietary guideline is usually low,
both in people with a healthy weight and in those with obesity, so
the stereotype of blaming for lack of compliance must be
eliminated.

When choosing pharmacological treatment, the patient’s characteristics and
preferences must be considered, as well as the presence and type of complications
of the disease, the mechanism of action of the drug, the need for dose escalation,
the route and interval of administration, efficacy, rate of adherence, possible
contraindications, the incidence of adverse effects, and the cost. In the future,
combination of anti-obesity drugs should also be considered.

The need for i ive and early of obesity should be emphasised as
a treatment for the components of metabolic syndrome and CVD.

Promote the eradication of prejudices and stigmas about obesity
through tools and programs that enable one to:
Assess HCPs’ own attitudes towards obesity, detect bias and promote change.

Analyse the presence of internalised bias in PwO.

Eliminate prejudice against obesity at all training levels in the healthcare field.

Obesity is a chronic and recurrent disease, with a global impact on the health of
people who suffer from it, so it is managed by many different teams, ranging
from PC teams to multidisciplinary obesity units. The criteria for referral from
PC or other specialties to specialised obesity consultations must be adapted to
the resources, organization, and degree of coordination of the different levels of
care in each healthcare area.

The healthcare system must ensure continuity of care for adolescents with
obesity, through the collaboration of the PC and/or paediatric team with the
HCP or team who will monitor these patients during their adulthood.
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