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Obesity is increasingly recognized as a complex, chronic disease requiring comprehensive management. The rise of pharmacologic interventions, 
particularly glucagon-like peptide-1 receptor agonists, has transformed obesity treatment  by enabling clinically significant weight loss and reducing 
obesity-related comorbidities. However, these therapies also raise critical concerns regarding affordability, equitable access, long-term reliance, and the 
potential to overshadow systemic prevention strategies. This commentary examines the benefits and limitations of medicalizing obesity, and highlights 
the need to balance pharmacologic innovation with lifestyle, behavioral, and public health interventions. A multifaceted approach is essential to ensure 
sustainable outcomes, reduce inequities, and address the societal and structural drivers of obesity.

ABSTRACT

RÉSUMÉ
L’obésité est de plus en plus reconnue comme une maladie complexe et chronique nécessitant une prise en charge globale. L’essor des interventions 
pharmacologiques, en particulier des agonistes des récepteurs du glucagon-like peptide-1 (GLP-1), a transformé le traitement de l’obésité en permettant 
une perte de poids cliniquement significative et en réduisant les comorbidités associées à l’obésité. Toutefois, ces thérapies soulèvent également des 
préoccupations importantes concernant l’abordabilité, l’équité d’accès, la dépendance à long terme et le risque d’éclipser les stratégies systémiques de 
prévention. Ce commentaire examine les avantages et les limites de la médicalisation de l’obésité et met en lumière la nécessité d’équilibrer l’innovation 
pharmacologique avec des interventions axées sur les habitudes de vie, les comportements et la santé publique. Une approche multidimensionnelle est 
essentielle afin d’assurer des résultats durables, de réduire les inégalités et de s’attaquer aux facteurs sociétaux et structurels contribuant à l’obésité.
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INTRODUCTION
Obesity remains one of the most pressing public health 
challenges in Canada, with nearly 30% of Canadians 
classified as obese.¹ This growing burden has placed 
significant strain on the healthcare system and reshaped 
how obesity is addressed, with growing reliance on 
pharmaceutical interventions. Obesity contributes to 
numerous comorbidities, including cardiovascular disease, 
diabetes, certain cancers, and musculoskeletal conditions, 
and is associated with reduced quality of life.2

In response, pharmaceutical therapies have emerged as 
a central component of modern obesity management. 
Among the most notable developments is the introduction 
of glucagon-like peptide-1 (GLP-1) receptor agonists, 
such as semaglutide (Ozempic, Wegovy), which have 
gained widespread attention in recent years.3 GLP-1 
receptor agonists exert their effects by enhancing insulin 
secretion, delaying gastric emptying, and reducing 
appetite—mechanisms that improve glycemic control and 
weight loss.⁴ While initially developed for the management 
of type 2 diabetes, several GLP-1 receptor agonists are 
now approved specifically for weight management (e.g., 
Wegovy, Zepbound), reflecting a significant shift in their 
clinical use.3

Other pharmacological options also play a role. For 
example, Contrave, a combination of bupropion and 
naltrexone, has been utilized to target food cravings and 
assist with long-term weight control.⁵ The increasing 
availability of such medications reflects an important 
evolution in the clinical approach to obesity, moving away 
from lifestyle-only interventions toward more integrated 
pharmacologic strategies.

This shift also aligns with principles of lifestyle medicine, 
which emphasize nutrition, physical activity, sleep, and 
stress management as core components of chronic disease 
prevention.6 Framing obesity care within this broader, 
evidence-based context reinforces that pharmacologic 
therapies should complement, rather than replace, 
behavioral and environmental interventions that support 
long-term health.

Yet, these developments also raise critical questions. 
To what extent do pharmacological treatments address 
the underlying drivers of obesity, which include not only 
biological but also social, economic, and environmental 

determinants? While medications may help individuals 
achieve clinically meaningful weight loss, concerns remain 
about their long-term efficacy, accessibility, and potential to 
oversimplify what is, at its core, a complex societal issue.

Accordingly, the central purpose of this commentary is to 
critically evaluate whether the medicalization of obesity, 
through pharmaceutical innovation, represents genuine 
progress in patient care or whether it risks narrowing 
our focus to individual-level treatment at the expense of 
addressing the broader structural determinants of health.

DISCUSSION
The Case for Medicalization
New pharmacologic therapies for obesity are transforming 
the treatment landscape, enabling patients to achieve 
clinically meaningful weight reduction while simultaneously 
reducing obesity-related health complications. Clinical 
trials demonstrate that individuals who take glucagon-
like peptide-1 receptor agonists in combination with 
lifestyle modifications can lose between 6.1% and 17.4% 
of their baseline body weight.7 This degree of weight loss 
meaningfully reduces the risk for diabetes, hypertension, 
and cardiovascular disease, while improving physical and 
psychosocial well-being.8 

The clinical importance of such therapies is especially 
evident in populations for whom weight loss is particularly 
difficult. Patients with endocrine or metabolic disorders, 
such as Cushing syndrome or PCOS, often struggle to 
lose weight through lifestyle changes alone.9,10 Studies 
estimate that approximately 80–85% of individuals regain 
weight following initial loss, underscoring the chronic and 
relapsing nature of obesity.11 Pharmacologic interventions, 
particularly long-term GLP-1 receptor agonist use, not 
only facilitate initial weight reduction but also help patients 
maintain that loss, reducing the cycle of repeated weight 
gain and loss that can worsen metabolic health.

This shift has also changed how obesity is perceived in 
healthcare. Historically, obesity has often been framed 
as the result of individual lifestyle choices, such as 
overeating or inactivity. However, the rise of effective 
pharmacotherapies has contributed to reframing obesity 
as a chronic disease with biological underpinnings that 
can and should be managed through medical treatment.12 
In fact, obesity is now formally recognized as a chronic 
disease by numerous Canadian health associations.13 
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This recognition, coupled with the growing accessibility of 
pharmacologic treatment, is helping to reduce stigma and 
change the societal narrative—positioning obesity not as a 
matter of personal responsibility, but as a legitimate medical 
condition that warrants structured, evidence-based care.

Critiques and Limitations
While novel pharmacologic options for obesity represent an 
important advancement, they also raise difficult questions 
about fairness, affordability, and sustainability. The cost 
of treatment is a primary concern: a month’s supply of 
semaglutide prescribed for weight loss may range from 
$200–$300 CAD, with other formulations reaching as high 
as $400–$500 CAD per month. Such prices place these 
therapies out of reach for uninsured Canadians. The result 
is an inequitable distribution of care, in which wealthier 
patients may benefit from effective pharmaceutical 
treatment while those with fewer resources are excluded. 
If medications are to become a central component of 
obesity care, strategies to address cost and access will be 
essential to prevent widening health disparities.

Long-term reliance further complicates the issue. Obesity 
is a relapsing condition, and evidence suggests that 
discontinuing pharmacotherapy often leads to substantial 
weight regain. In one study, after 12 months off semaglutide, 
44% of participants regained at least one-quarter of their 
lost weight, and 18% regained all of it.15 These findings 
raise concerns about the necessity of indefinite treatment. 
Prolonged use not only amplifies financial barriers but also 
increases the potential burden of side effects and ongoing 
monitoring. Unlike one-time interventions, these therapies 
may commit patients to years, if not decades, of continuous 
use, intensifying questions about sustainability at both the 
individual and system levels.16

Cultural perceptions of obesity treatment are also shifting 
in ways that merit caution. Popular media and celebrity 
endorsements have increasingly framed pharmacotherapy 
as an effortless solution, a “shortcut” to weight loss 
that bypasses lifestyle changes.17 This narrative risks 
overshadowing the broader context of obesity as a condition 
influenced by behavioural, environmental, and social 
determinants. By presenting medication as a stand-alone 
solution, there is a danger of reducing a complex disease 
to a matter of prescription management, sidelining the 
importance of prevention and long-term health promotion.18 
As these therapies gain prominence, careful messaging 
will be required to balance their promise with the reality 

of their limitations, ensuring that obesity continues to be 
approached as a multidimensional condition requiring 
comprehensive strategies. 

These tensions also reflect a broader discussion within 
the medical literature regarding the evolving role of 
pharmacotherapy in obesity care. Chakhtoura et al. (2023) 
emphasize that while GLP-1 receptor agonists represent one 
of the most effective classes of anti-obesity medications to 
date, their rapid expansion must be accompanied by careful 
evaluation of long-term sustainability, safety, and equitable 
access.19 Similarly, Steenackers et al. (2025) argue that 
pharmacologic treatments alone cannot adequately address 
the behavioral and environmental determinants of obesity, 
warning that without structural reform, such therapies risk 
becoming isolated interventions rather than components of 
a coordinated care strategy.20 Together, these perspectives 
highlight that the central challenge is not whether obesity 
should be treated medically, but how pharmacologic 
innovation can be integrated with preventive, lifestyle, and 
policy-based approaches to achieve lasting population 
health benefits. Together, these perspectives highlight that 
addressing this challenge requires a broader framework for 
obesity care.

Toward a Comprehensive Approach to Obesity Care
The social understanding of obesity and its treatment is 
undergoing a profound transformation. Increasingly, obesity 
is being reframed as a chronic medical condition rather than 
a moralized issue of self-control, requiring clinical attention 
and ongoing support. While this medicalization has helped 
to reduce stigma and encourage treatment-seeking, it also 
underscores the impact of socioeconomic status on access. 
Individuals with comprehensive insurance or disposable 
income are positioned to benefit from new pharmaceutical 
therapies, while those without financial resources remain 
limited to conventional strategies that are often more 
demanding and less effective in the short term. This divide 
illustrates how socioeconomic status continues to shape 
treatment opportunities and outcomes, raising concerns 
about fairness within the evolving landscape of care.

Relying too heavily on pharmacologic interventions 
also risks shifting attention away from the structural and 
environmental drivers of obesity. While these medications 
facilitate weight loss, they do not address upstream 
contributors such as food insecurity, widespread availability 
of ultra-processed foods, often energy-dense and nutrient-
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poor, or limited community health investment.21 If these 
factors remain unaddressed, society risks perpetuating a 
cycle in which obesity is managed primarily through costly 
pharmaceutical options rather than prevented through 
long-term systemic change. Medications, therefore, should 
be understood as a supportive tool—particularly valuable 
for those with physiologic or metabolic barriers to weight 
loss—but not as a replacement for broader public health 
strategies.

To ensure a sustainable approach, treatment must 
be integrated into a wider framework that prioritizes 
prevention and holistic care. Policies that improve access 
to nutritious foods, such as subsidies for fresh produce and 
restrictions on marketing unhealthy products to children, 
can help shift population-level behaviours.22 Similarly, 
designing cities that encourage walking, cycling, and 
active commuting can embed physical activity into daily 
routines.23 Expanding community-based fitness initiatives 
and subsidized recreation opportunities can further reduce 
barriers to movement.24 Still, implementing these initiatives 
is not without challenges. Many communities face limited 
funding, uneven infrastructure, and competing policy 
priorities that make programs difficult to sustain. Access to 
safe recreational spaces varies widely, especially in rural 
or low-income areas. To ensure that these efforts have a 
lasting impact, governments and local organizations must 
commit to long-term support and collaboration.25 Equally 
importantly, mental health resources, including stress 
management programs, counseling, and peer support 
networks, are essential, given the well-documented links 
between psychological well-being and obesity risk.26

By weaving together pharmaceutical therapies with 
these non-pharmacological strategies, a more balanced 
and equitable framework for addressing obesity can be 
achieved. Medications should be viewed as one tool within 
a larger toolkit, reserved for those who face the greatest 
barriers or highest risks, while the cornerstone of care 
remains rooted in prevention, lifestyle modification, and 
systemic reform. Such an integrated approach respects the 
complexity of obesity, promotes long-term sustainability, 
and ensures that interventions extend beyond the privileged 
few to benefit individuals across all socioeconomic groups. 
This broader perspective best supports disease reduction 
and promotes equity in population health.

Healthcare system and Policy Implication
The widespread adoption of pharmacologic therapies for 
obesity also carries significant implications for healthcare 
systems. The rapid increase in demand for GLP-1 receptor 
agonists has already contributed to supply shortages, limiting 
availability for patients with type 2 diabetes, a population 
for whom these medications were initially intended.13 Such 
shortages highlight the risks of expanding indications 
without robust planning for manufacturing, distribution, and 
equitable allocation. To keep pharmacotherapy reliable for 
obesity, health systems must anticipate these pressures 
and safeguard continuity of care.

In addition, questions of regulation, reimbursement, 
and prescribing practices are becoming increasingly 
urgent. Public coverage for obesity medications remains 
inconsistent across Canada, leaving many patients 
dependent on private insurance or out-of-pocket payment.27 
Without coordinated national frameworks, prescribing 
patterns may become fragmented, and resource allocation 
may disproportionately favor those with better access 
to healthcare providers and benefits. These challenges 
emphasize the need for coordinated policy responses 
that integrate pharmacotherapy into chronic disease 
management programs while ensuring affordability, 
transparency, and equitable access. Addressing these 
structural considerations is essential if the promise of 
obesity medications is to translate into sustainable public 
health gains.

CONCLUSION 

The medicalization of obesity marks a profound shift 
in how healthcare conceptualizes and addresses this 
complex condition. No longer dismissed as a matter of 
limited willpower, obesity is now increasingly recognized 
as a chronic disease shaped by genetic, psychological, 
environmental, and social determinants. This reframing 
has spurred the development of new therapeutic options, 
including pharmacologic agents such as GLP-1 receptor 
agonists, which provide meaningful weight loss and 
relief from associated health complications. Yet, these 
medications are not a cure-all. Sustainable progress 
demands that they be integrated into a broader framework—
one that prioritizes healthy food access, opportunities 
for physical activity, robust mental health supports, and 
population-level prevention strategies.

An exclusive focus on pharmaceuticals risks entrenching 
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inequities, fostering long-term dependence, and diverting 
attention from systemic reforms. By contrast, a balanced 
approach—where medical treatments are used alongside 
lifestyle, behavioral, and structural interventions—ensures 
more equitable and durable outcomes. Such a model 
acknowledges the diverse roots of obesity, tailors care to 
individual needs, and supports population health in the 
long term.

Ultimately, effective and equitable obesity care depends on 
combining medical innovation with sustained investment 
in prevention and social supports, so that the benefits 
of pharmacologic advances can be realized without 
reinforcing existing social and health disparities.
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