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[bookmark: _Toc192765959]Introduction
This briefing paper presents a structured overview of potential quality improvement areas for overweight and obesity management. It provides the committee with a basis for discussing and prioritising quality improvement areas for development into draft quality statements and measures for public consultation.
This briefing paper includes a brief description of the topic, a summary of each of the suggested quality improvement areas and supporting information.
Recommendations selected from the key development source are included to help the committee in considering potential statements and measures.
[bookmark: _Toc71289585][bookmark: _Toc71289684][bookmark: _Toc71290377][bookmark: _Toc71542842][bookmark: _Toc161052804][bookmark: _Toc161317094][bookmark: _Toc161385941][bookmark: _Toc161386138][bookmark: _Toc192765960]Development source
The key development source referenced in this briefing paper is Overweight and obesity management. NICE guideline in development. Expected publication TBC 2024.
[bookmark: _Toc192765961]Overview
[bookmark: _Toc71289587][bookmark: _Toc71289686][bookmark: _Toc71290379][bookmark: _Toc71542844][bookmark: _Toc161052806][bookmark: _Toc161317096][bookmark: _Toc161385943][bookmark: _Toc161386140][bookmark: _Toc192765962]Focus of quality standard
The quality standard will cover prevention, behavioural management, assessment, and treatment of overweight, obesity and central adiposity in children, young people and adults, including referral for specialist care and bariatric (weight loss) surgery. This includes those with established comorbidities, and those with risk factors for other medical conditions.
It will replace the existing NICE quality standards for Obesity in children and young people: prevention and lifestyle weight management programmes (QS94), Obesity in adults: prevention and lifestyle weight management programmes (QS111) and NICE quality standard for obesity: clinical assessment and management (QS127). The topics were identified for update because updated source guidance is in development.
Pregnant women are excluded from the scope of the quality standards as they require different management and are covered by NICE’s quality standard on Nutrition: improving maternal and child nutrition.   
[bookmark: _Toc71289588][bookmark: _Toc71289687][bookmark: _Toc71290380][bookmark: _Toc71542845][bookmark: _Toc161052807][bookmark: _Toc161317097][bookmark: _Toc161385944][bookmark: _Toc161386141][bookmark: _Toc192765963]Definition
Overweight and obesity are chronic, relapsing and progressive conditions characterised by excess body fat, that lead to significant health and social difficulties associated with an increased risk of morbidity and mortality. They are usually defined by Body Mass Index measurements:
· healthy weight: BMI 18.5 kg/m2 to 24.9 kg/m2
· overweight: BMI 25 kg/m2 to 29.9 kg/m2
· obesity class 1: BMI 30 kg/m2 to 34.9 kg/m2
· obesity class 2: BMI 35 kg/m2 to 39.9 kg/m2
· obesity class 3: BMI 40 kg/m2 or more.
Clinical judgement should be used when interpreting the healthy weight category because a person in this category may nevertheless have central adiposity. People with a South Asian, Chinese, other Asian, Middle Eastern, Black African or African–Caribbean background are prone to central adiposity and their cardiometabolic risk occurs at lower BMI, lower BMI thresholds should be used as a practical measure of overweight and obesity: 
· overweight: BMI 23 kg/m2 to 27.4 kg/m2 
· obesity: BMI 27.5 kg/m2 or above.
[bookmark: _Toc161317098][bookmark: _Toc161385945][bookmark: _Toc161386142][bookmark: _Toc192765964]Prevalence
[bookmark: _Hlk156833826]The Health Survey for England 2021 reports that the percentage of people in England 16 years and over who have overweight was 38% in 2021. 
[bookmark: _Hlk156915164][bookmark: _Hlk156915125]It also reports that 26% of people in England 16 years and over had obesity or morbid obesity (BMI 30 kg/m2 or more) in 2021. There has been a slight increase over the last 20 years in the percentages who are in all obesity classes.  
14% more adults living in the most deprived areas are obese (34%) compared to those living in the least deprived areas (20%). There is also variation on the percentage of people with overweight and obesity by age (generally increasing) and gender (men more likely to be overweight). 
The National Child Measurement Programme 2022/23 reports that obesity prevalence decreased among children in Reception (aged 4-5 years) going from 10.1% in 2021/22 to 9.2% in 2022/23. This was also lower than in 2018/19 and 2019/20.
There was also a decrease among children in Year 6 (aged 10-11 years), from 23.4% in 2021/22 to 22.7% in 2022/23, however this was overall still higher than in 2018/18 and 2019/20.
Prevalence of obesity was twice as high for children living in the most deprived areas when compared with those who live in the least deprived areas. For reception children this was 12.4% compared with 5.8% and for year 6 children was 30.2% compared with 13.2%.
Statistics on Public Health, England 2023 reports that there were 8,716 attributable admissions due to obesity, an increase of 13% on 2021/22. In Tackling obesity: empowering adults and children to live healthier lives estimated that overweight and obesity related conditions across the UK cost the NHS £6.1 billion each year based on data from 2011. 
[bookmark: _Toc71289590][bookmark: _Toc71289689][bookmark: _Toc71290382][bookmark: _Toc71542847][bookmark: _Toc161052809][bookmark: _Toc161317099][bookmark: _Toc161385946][bookmark: _Toc161386143][bookmark: _Toc192765965]Current service delivery and management
People living with overweight or obesity are identified opportunistically by the healthcare system. 
There are a variety of different management strategies for people who are living with overweight or obesity and these include advice on diet and physical activity, behaviour change strategies, pharmacological treatments and surgical interventions.
Weight management services were previously delivered through a tiered system, though local definitions may vary they consist of:
universal services such as health promotion or primary care (sometimes referred to as tier 1 services)
behavioural overweight and obesity management services (sometimes referred to as tier 2 services)
specialist overweight and obesity management services (sometimes referred to as tier 3 and tier 4 services. 
Specialist weight management services, sometimes referred to as tier 3 and 4 services, support the management and maintenance of weight loss through behavioural and lifestyle changes. Services can provide access to a multidisciplinary team that can include doctors, GPs, nurses, dietitians, psychologists, psychiatrists, physiotherapists and specialised exercise therapists. They could include management by a medically qualified specialist in obesity and may be community or hospital based.  This also includes options for surgical procedures. The NICE health technology assessment of digital technologies for delivering multidisciplinary weight-management services: early value assessment noted unequal distribution of specialist weight management services across the NHS that provide access to weight management multidisciplinary teams. Clinic experts estimated that 30% to 70% of people do not have access to weight management services in their area.
The NHS Long Term Plan details that the NHS will provide a targeted support offer and access to weight management services in primary care for people with a diagnosis of type 2 diabetes or hypertension with a BMI of 30 or more (adjusted for ethnicity). The NHS England enhanced service specification for weight management 2023/24 details how GP practices can refer eligible people to Weight Management Services. The policy paper Tackling obesity: empowering adults and children to live healthier lives notes a commitment to ensure these services are available for people living with obesity. 
[bookmark: _Toc340835232][bookmark: _Toc71289591][bookmark: _Toc71289690][bookmark: _Toc71290383][bookmark: _Toc71542848][bookmark: _Toc161052810][bookmark: _Toc161317100][bookmark: _Toc161385947][bookmark: _Toc161386144][bookmark: _Toc192765966][bookmark: _Toc161317101][bookmark: _Toc161317102]Resource impact
The potential resource impact of this quality standard is addressed below in relation to each improvement area.
[bookmark: _Toc192765967]
Summary of suggestions
[bookmark: _Toc71289593][bookmark: _Toc71289692][bookmark: _Toc71290385][bookmark: _Toc71542850][bookmark: _Toc161052812][bookmark: _Toc161317104][bookmark: _Toc161385949][bookmark: _Toc161386146][bookmark: _Toc192765968]Responses
[bookmark: _Hlk64289010]In total 27 registered stakeholders responded to the 2-week engagement exercise.
27 stakeholders suggested areas
0 stakeholders had no comments
6 specialist committee members suggested areas
The responses have been summarised in table 1 for further consideration by the committee.
Table 1 Summary of suggested quality improvement areas
	Area for improvement
	Stakeholders 

	General Comments (not summarised)
	ASO/BDA, ACPUK, BIUK, NHSE-NSAA, RP

	General principles of care
Discussion and communication
Weight stigma
	ASO/BDA, CoDC, CW, DUK, NH, NN, OHID, RW, RCP, SCM1, SCM4, SCM5, SCM6, S

	[bookmark: _Hlk158807938]Information and support to help people maintain a healthier weight
Accurate information and details of local services
[bookmark: _Hlk158813532]Healthy nutrition and activity levels advice
	ASO/BDA, CoDC, NH, NHSE-CYPTP, RCPCH, RCP

	Preventing overweight, obesity and central adiposity in local or regional strategic partnerships
	ASO/BDA, 

	Behavioural overweight and obesity management interventions
	ELCL, OHID, SW

	Planning, delivering, and monitoring services
Multidisciplinary teams
Monitoring and evaluating all local provision
	BIUK, ELCL, NHSE-PLTC, OHID, O, RP, SCM3, SCM6, BOMSS

	Identification, assessment and referral
Identification and assessment
Availability of weight management services
Referral to weight management services and interventions 
Tailored support
	ASO/BDA, BIUK, CoDC, CW, DUK, ELCL, NH, NHSE-PLTC, NHSE-CYPTP, NN, O, RW, RCP, RCPCH, SW, SCM3, SCM4, SCM6,  

	Medicines for overweight and obesity
	BIUK, ELCL, SCM2

	Surgical interventions
Access to bariatric surgery
Information about bariatric surgery
Postoperative care
	ASO/BDA, BOMSS, RCP, SW, SCM3, SCM5

	Additional areas
Disordered eating
Trauma informed approach
Suggestions for research
Genetic causes of obesity
Medicine safety
Promotion of breast feeding
	ACPUK, NH, O, RP


[bookmark: _Toc340835234]Abbreviations: 
ACPUK, Association of Clinical Psychologists UK
ASO/BDA, The Association for the Study of Obesity/The British Dietetic Association (Obesity Specialist Group) 
BIUK, Boehringer Ingelheim UK Ltd
BOMSS, British Obesity and Metabolic Surgery Society
CoDC, City of Doncaster Council
CW, Counterweight ltd
DUK, Diabetes UK
ELCL, Eli Lilly and Company Limited (Lilly UK)
NHSE-CYPTP, NHS England – Children and Young People’s Transformation Programme
NHSE-NSAA, NHS England – National Speciality Advisor for Autism
NHSE-PLTC, NHS England – Prevention and Long Term Conditions team (National)
NH, Nottinghamshire Healthcare NHSFT
NN, Novo Nordisk
OHID, Office for Health Improvement and Disparities (DHSC)
O, Oviva
RW, Reed Wellbeing Ltd
RP, Rhythm Pharmaceuticals
RCP, Royal College of Physicians
RCPCH, Royal College of Paediatrics and Child Health
S, Simplyweight
SW, Slimming World
SCMx, Specialist Committee Member
Full details of all the suggestions provided are given in appendix 2 for information.
[bookmark: _Toc192765969]
Suggested improvement areas
Section 4 presents a summary of the suggested improvement areas, with provisional recommendations that may support statement development and information on current UK practice.
[bookmark: _Toc192765970]General principles of care
Discussion and communication
Stakeholders felt that there should be greater consideration of the wider determinants of health when treating people with overweight and obesity, including psychological and mental health factors, socioeconomic factors, and the local environment. They suggested that people should be referred to local services based on other needs that are identified during assessment for overweight and obesity. They also highlighted the need to consider a person’s culture and to personalise and adapt approaches accordingly. Patient participation when deciding on and planning interventions, and consideration of language barriers were also raised. 
Stakeholders suggested communication of a person’s BMI and discussion about this as an area for quality improvement. They note that permission should be sought before measuring, recording or discussing BMI or weight.  Stakeholders suggested that conversations about BMI should include recent weight history, and discussion of health risks associated with overweight and obesity. 
Selected recommendations 
NICE's draft guideline on Overweight and obesity management (publication TBC 2024)
Tailoring messages for specific groups
1.1.21 Ensure information is clear, consistent, specific, non-judgemental and tailored (for example, relevant for the person’s age, socioeconomic group culture or ethnic minority background, or disabilities). See also recommendation 1.3.4 on sensitive discussions in this guideline and recommendation 6 on conveying messages to the local population in NICE’s guideline on type 2 diabetes prevention. [2015, NG7 recommendation 9]
Discussion, communication and follow-up
1.3.1 Before or during any discussions, think about the wider determinants and the context of overweight and obesity. These include: 
· current general health and comorbidities
· weight-related comorbidities, including family history of weight-related comorbidities
· developmental stage (for children and young people)
· ethnicity
· language
· socioeconomic status and financial constraints
· personal and family circumstances, including living arrangements
· experiences of stigma
· psychosocial considerations (for example, depression, anxiety or sense of self-esteem or self-perception)
· physical disabilities
· neurodevelopmental conditions and special educational needs and disabilities (SEND)
· previous experiences of managing overweight or obesity
· practicality of addressing weight and readiness to engage with change. [2024] 
1.3.2 Before discussing overweight, obesity or central adiposity, take into account:
· the context of the discussion or appointment and whether it is appropriate or important to discuss weight or take measurements on this occasion
· that the subject of weight may have been raised many times before
For discussions with children and their families or carers, also: 
· think about the vulnerability of young people to eating disorders, and the impact of measuring their weight
· tailor conversations with the child or young person to their age, maturity and level of understanding, so that they are able to engage with the discussion and be involved with the decisions about their healthcare. [2024]
1.3.4 Ensure that all discussions linked to overweight, obesity and central adiposity are conducted in a sensitive, non-judgemental and person-centred manner by: 
· using non-stigmatising language (for example, ‘living with obesity’) 
· identifying and exploring the person’s own preferred terms (and those of their family or carers’, if relevant)
· focusing on improvements in health and wellbeing rather than simply talking about weight (for example, by using terms like ‘healthier weight’ and ‘improved health’)
· staying positive, supportive and solution-based
· taking into account the person's thoughts, views and cultural, religious or spiritual beliefs (and those of their family or carers, if relevant) about overweight and obesity management
· being mindful of the factors that prevent or restrict weight loss 
· taking into account the determinants and context of overweight and obesity (see recommendation 1.3.1)
· for children and young people, using accurate facts and figures, for example growth charts, to visually demonstrate their weight [2024]
Specific advice for people from ethnic minority backgrounds
1.4.2 Ensure people from ethnic minority backgrounds (and the families and carers of children and young people from these backgrounds) are aware that they are prone to central adiposity and so are at an increased risk of chronic weight-related health conditions at a lower BMI. [2024]
When to take and record measurements in adults
1.4.5 Ask for permission each time before discussing overweight, obesity or central adiposity and before taking measurements. See recommendations 1.3.1 to 1.3.4 for steps to think about before discussing overweight, obesity and central adiposity and how to ensure discussions are sensitive and non-judgemental. [2024]
1.4.19 Give adults information about the severity of their overweight or obesity and central adiposity and the impact this has on their risk of developing other long-term conditions (such as type 2 diabetes, cardiovascular disease, hypertension, dyslipidaemia, certain cancers and respiratory, musculoskeletal and other metabolic conditions such as non-alcoholic fatty liver disease). [2006, amended 2022, CG189 recommendation 1.2.14]
When to take and record measurements in children and young people
1.4.29 Ask the family or carer and the child or young person for permission before discussing overweight, obesity or central adiposity and before taking measurements. (Also see NICE’s guideline on babies, children and young people’s experiences of healthcare.) [2024]
Discussing the results with children, young people and their families and carers
1.4.38 Ask permission from children, young people, and their families and carers, before talking about the degree of overweight, obesity and central adiposity, and discuss it in a sensitive and age-appropriate manner. [2022, CG189 recommendation 1.2.27]
Current quality statements
NICE’s quality standard on obesity: clinical assessment and management:
Statement 1 People are informed of their body mass index (BMI) when it is calculated and advised about any associated health risks.
Current UK practice
The current landscape of obesity services: a report from the All-Party Parliamentary Group on Obesity (2018) reported that 94% of survey respondents believed that there is not enough understanding about the causes of obesity amongst the public, politicians and other stakeholders.
Resource impact
These recommendations are expected to increase the length of contacts with people who have overweight or obesity. Additional training may be required to teach people how to take accurate waist measurements. 
Weight stigma
Stakeholders raised the issue of weight stigma and its effect on patients when dealing with services and practitioners during overweight and obesity treatment. They raised that weight stigma is not a motivation for patients and rather is a driver of unhealthy behaviours, leading to worse mental and physical health outcomes, and that patients instead respond well when discussions are supportive. They felt that services should challenge and improve this within their staff, including through use of appropriate language, and that outcomes for people would be improved as a result of non-stigmatising care.
Selected recommendations 
NICE's draft guideline on Overweight and obesity management (publication TBC 2024)
1.3.4 Ensure that all discussions linked to overweight, obesity and central adiposity are conducted in a sensitive, non-judgemental and person-centred manner by: 
· using non-stigmatising language (for example, ‘living with obesity’) 
· identifying and exploring the person’s own preferred terms (and those of their family or carers’, if relevant)
· focusing on improvements in health and wellbeing rather than simply talking about weight (for example, by using terms like ‘healthier weight’ and ‘improved health’)
· staying positive, supportive and solution-based
· taking into account the person's thoughts, views and cultural, religious or spiritual beliefs (and those of their family or carers, if relevant) about overweight and obesity management
· being mindful of the factors that prevent or restrict weight loss
· taking into account the determinants and context of overweight and obesity (see recommendation 1.3.1)
· for children and young people, using accurate facts and figures, for example growth charts, to visually demonstrate their weight. [2024]
1.3.5 Ensure that all written, visual and verbal communications with people living with overweight and obesity use non-stigmatising language and images. Resources and advice that could help conduct conversations in a sensitive and positive way include:
· NHS England’s healthier weight competency framework
· Public Health England’s let’s talk about weight (which highlights a focus for many children and young people on weight maintenance and growing into a healthier weight, rather than weight loss)
· Obesity UK's language matters guidance 
See the recommendations on advocacy and support in NICE’s guidance on babies, children and young people’s experience of healthcare and the NICE guidance on NICE guideline on patient experience in adult NHS services. [2024]
Current UK practice
The current landscape of obesity services: a report from the All-Party Parliamentary Group on Obesity (2018) found that:
· 17% of people with obesity reported not being treated with dignity and respect by healthcare professionals when seeking related advice and treatment. 26% reported being treated with dignity and respect, and 57% reported variable treatment.
· 88% of people with obesity reported being stigmatised, criticised, or abused in their general life as a direct result of the condition.
· 42% of people with obesity did not feel comfortable talking to their GP about it.
Resource impact
These recommendations may require additional training for staff to deliver. 
Issues for consideration
For discussion:
What is the priority for improvement?
What is the key action that will lead to improvement?
Could we focus on a specific audience or setting?
Can we develop a specific, measurable statement?
For decision:
Should this area be prioritised for inclusion in the quality standard?


[bookmark: _Toc192765971]Information and support to help people maintain a healthier weight
Accurate information and details of local services
Stakeholders fed back that all people identified as living with overweight and obesity should have access to publicly available and up to date lists of local services. They also felt that people with learning disabilities should be supported to make better eating choices and may have barriers to accessing general information and services.
Selected recommendations 
NICE's draft guideline on Overweight and obesity management (publication TBC 2024)
Encouraging people to make changes
1.1.5 Give sources of accurate information (such as the NHS Weight Loss Plan for adults) and details of local services to people who have any concerns about their – or their family’s – diet, activity levels or weight. For information about raising awareness of local services, see the section on raising public awareness. [2015, amended 2024 NG7 recommendation 6]
Raising awareness of behavioural overweight and obesity interventions for adults
1.5.2 Give the person information on interventions that are available locally and national programmes, and discuss what these involve. [2014, PH53 recommendation 6]
Current quality statements
NICE’s quality standard on Obesity in children and young people: prevention and lifestyle weight management programmes:
Statement 4 Children and young people, and their parents or carers, have access to a publicly available up‑to‑date list of local lifestyle weight management programmes.
Statement 5 Children and young people identified as being overweight or obese, and their parents or carers as appropriate, are given information about local lifestyle weight management programmes.
NICE’s quality standard on Obesity in adults: prevention and lifestyle weight management programmes:
Statement 4 Adults have access to a publicly available, up‑to‑date list of local lifestyle weight management programmes.
Statement 6 Adults identified as being overweight or obese are given information about local lifestyle weight management programmes.
Current UK practice
Public Health England guidance Obesity and weight management for people with learning disabilities states that people with learning disabilities were less likely to be in the overweight BMI category than the general population, but more likely to have obesity. It also raises that promotional health resources may not be accessible due to needing literacy skills.
Resource impact
Signposting to existing services and sources of information is not expected to have a significant impact on resource use. 
Healthy nutrition and activity levels advice 
Stakeholders commented that people should receive accessible nutritional support throughout all stages of life, including with the aim of preventing overweight and obesity and developing healthy eating habits from early ages. They noted the opportunity in primary schools of improving the nutrition and activity levels of children and young people, and that long term benefits should be highlighted. They felt that healthy eating advice should be provided that is not focused on or not limited to maintaining a healthier weight, but is weight-neutral and non-diet focused. 
Selected recommendations 
NICE's draft guideline on Overweight and obesity management (publication TBC 2024)
Encouraging people to make changes
1.1.1 Encourage everyone to increase physical activity and establish healthier eating habits to achieve and maintain energy balance (see the sections on physical activity approaches and dietary approaches, UK Chief Medical Officers’ physical activity guidelines and NHS Eatwell guide). [2015, NG7 recommendation 1]
Communicating the benefits of healthy behaviours and gradual improvements
1.1.18 Explain that the physical and mental health benefits of being more physically active and improving dietary behaviours are not limited to maintaining a healthier weight. They also include, for example: 
· improved mental wellbeing
· enjoyment from shared, social physical activities
· reduced risk of developing diseases associated with excess weight such as heart disease, hypertension, liver disease, osteoarthritis, stroke, type 2 diabetes, some cancers, and reduced risk of poor COVID-19 outcomes
· reduced breathlessness, improved fitness and other benefits from increased physical activity that are independent of weight
· lower blood cholesterol, improved oral health and other benefits from improved dietary behaviours that are independent of weight. [2015, NG7 recommendation 7]
Preschool, childcare and family settings
1.2.22 Ensure that improving the nutrition and activity levels of children and young people is a priority for action in all early-years settings, nurseries, other childcare facilities and schools to help prevent excess weight gain. Use a whole-school approach to develop life-long healthy eating and  physical activity practices [2024] 
Resource impact
These recommendations are not expected to have a significant impact on resource use. 
Issues for consideration
For discussion:
What is the priority for improvement?
What is the key action that will lead to improvement?
Could we focus on a specific audience or setting?
Can we develop a specific, measurable statement?
For decision:
Should this area be prioritised for inclusion in the quality standard?

[bookmark: _Toc192765972]Preventing overweight, obesity and central adiposity in local or regional strategic partnerships
[bookmark: _Hlk158808410]Stakeholders felt that people should have access to clearly displayed healthy eating choices in local authority and NHS venues.
Selected recommendations 
NICE's draft guideline on Overweight and obesity management (publication TBC 2024)
1.2.2 Set an example as employers by developing policies to prevent and manage obesity in line with existing guidance and (in England) the local overweight and obesity strategy. In particular:
· promote healthy food and drink choices in on-site catering (for example by signs, posters, pricing and positioning of products) 
· establish policies, facilities and information to promote physical activity, for example, through travel plans, by providing showers and secure cycle parking and by using signposting and improved décor to encourage stair use. [2006, CG43 recommendations 1.1.2.2 and 1.1.3.2]
1.2.30 In collaboration with parents and pupils, assess the whole school environment and ensure that the ethos of all school policies helps children and young people to maintain a healthier weight, eat a healthy diet and be physically active, in line with existing standards and guidance. This includes policies relating to building layout and recreational spaces, catering (including vending machines) and the food and drink pupils bring into school, the taught curriculum (including PE), school travel plans and provision for cycling. [2006, amended 2024 CG43 recommendation 1.1.5.2]
[bookmark: _Hlk158989280]Current quality statements
NICE’s quality standard on Obesity in children and young people: prevention and lifestyle weight management programmes:
Statement 2 Children and young people, and their parents or carers, see details of nutritional information on menus at local authority and NHS venues.
Statement 3 Children and young people, and their parents or carers, see healthy food and drink choices displayed prominently in local authority and NHS venues.
NICE’s quality standard on Obesity in adults: prevention and lifestyle weight management programmes:
Statement 2 Adults see details of nutritional information on menus at local authority and NHS venues.
Statement 3 Adults see healthy food and drink choices displayed prominently in local authority and NHS venues.
Resource impact
These recommendations are not expected to have a significant impact on resource use. 
Issues for consideration
For discussion:
Can we develop a specific, measurable statement?
For decision:
Should this area be prioritised for inclusion in the quality standard?


[bookmark: _Toc192765973]Behavioural overweight and obesity management interventions
Stakeholders raised that there should be provision or signposting of follow up support after treatment by weight management services, including review and highlighting of strategies to prevent relapse/support weight maintenance.
Selected recommendations 
NICE's draft guideline on Overweight and obesity management (publication TBC 2024)
1.5.66 Offer a range of options for follow-up sessions after an intervention has been completed, including at different times and in easily accessible and suitable venues. [2024]
1.5.67 Discuss with the child or young person, their family and carers any local services and activities that can provide further long-term support to help them manage their weight, for example, local leisure services and walking or cycling groups. [2024]
1.5.68 After the intervention has been completed, continue to measure the child or young person's BMI centile when the opportunity arises. [2024]
1.5.69 Use information from the interventions (such as change in weight or BMI) to help monitor progress and give ongoing support. [2024]
1.5.70 Offer support and follow-up sessions, depending on the needs of the child or young person and their family and carers. [2024]
1.5.71 Give children and young people, and their family and carers, information about any additional local sources of long-term support. These could include support from a registered dietitian or registered nutritionist, youth worker, school nurse, family support worker, local support group, online groups or networks, friends and family, healthcare-endorsed apps, national programmes and community groups (such as local leisure services or sports clubs). [2024]
Current quality statements
NICE’s quality standard on Obesity in adults: prevention and lifestyle weight management programmes:
Statement 8. Adults about to complete a lifestyle weight management programme agree a plan to prevent weight regain.
Resource impact
These recommendations may result in additional appointments for follow-up after an intervention. 
Issues for consideration
For discussion:
What is the key action that will lead to improvement?
Can we develop a specific, measurable statement?
For decision:
Should this area be prioritised for inclusion in the quality standard?



[bookmark: _Toc192765974]Planning, delivering, and monitoring services
Multidisciplinary teams
Stakeholders fed back on the importance of access to multidisciplinary teams (MDTs) in overweight and obesity care, and that this is not always consistent, or may not be available locally. They also highlighted the benefits defining the roles needed for an MDT. Stakeholders highlighted that MDTs should provide assessment, nutritional advice, and physical exercise plans, including for those prescribed pharmacotherapy.
Selected recommendations 
NICE's draft guideline on Overweight and obesity management (publication TBC 2024)
Managers and budget holders in integrated care systems
1.2.4 In all settings: 
· address the training needs of staff involved in preventing and managing obesity, overweight and central adiposity (the accumulation of excess fat in the abdominal area)
· allocate adequate time and space for staff to take action
· enhance opportunities for healthcare professionals to engage with a range of organisations and to develop multidisciplinary teams. [2006, CG43 recommendation 1.1.2.4]
Involving a multidisciplinary team for children and young people
1.12.7 The multidisciplinary team should comprise professionals who specialise in children, young people and overweight and obesity management, including: 
· a registered dietitian or registered nutritionist
· a physical activity specialist 
· a behaviour-change expert, such as a health promotion specialist 
· a health or clinical psychologist, or a child or adolescent psychiatrist, to provide expertise in mental wellbeing
· a paediatrician or paediatric nurse
· a community-based health professional (such as a public health nurse). [2013, PH47 recommendation 2]
Resource impact
Weight management MDTs from previous guidelines have not been well implemented and reducing this variation will result in further demands on the time of healthcare professionals who are part of the MDT and will require cover while they support MDTs. 
Monitoring and evaluating all local provision
Stakeholders told us that data collected in overweight and obesity services should be published/made available, including by submitting data to the National Obesity Audit. They commented that data should be collected on a broad range of outcomes, such as:
· BMI and waist-to-height ratio
· dietary intake
· physical activity
· prevalence of obesity-related diseases
· wider health outcomes and quality of life
· service use and engagement
Selected recommendations 
NICE's draft guideline on Overweight and obesity management (publication TBC 2024)
1.13.13 At the end of each intervention, collect and assess information on participants, in line with Public Health England’s guide to delivering and commissioning tier 2 adult weight management services, Public Health England’s ‘Adult weight management: key performance indicators’, NHS Digital’s Community services data set and the National Obesity Audit. [2014, amended 2024, PH53 recommendation 17]
1.13.14 Measure a broad range of outcomes and use validated tools to capture the full benefits of a sustainable, integrated health and wellbeing strategy. These include: 
· anthropometric measures such as BMI or waist-to-height ratio
· indicators of dietary intake (for example intake of fruit and vegetables or sugar-sweetened drinks), physical activity (for example time spent in moderately vigorous activities such as brisk walking) or sedentary behaviour (for example screen time or car use)
· prevalence of obesity-related diseases
· wider health outcomes such as indicators of mental health and wellbeing, improvements in self-esteem and quality of life
· process outcomes such as service use, engagement of groups subject to health inequalities groups, establishment or expansion of community groups
· indicators of structural changes (such as changes to procurement contracts). 

(See the UK government’s standard evaluation framework for weight management interventions for other possible outcome measures.) [2012, PH42 recommendation 11; 2013, PH47 recommendation 15; 2014, PH53 recommendation 17]
1.13.15 Collect data on intervention outcomes according to age, sex, ethnicity and socioeconomic status (socioeconomic status could be derived from postcodes), so that the effect on health inequalities can be assessed. [2013, PH47 recommendation 15; 2014, PH53 recommendation 17]
1.13.16 At the end of an intervention, collect data on: 
· The route by which participants were referred, including self-referrals. Use this information to identify areas where awareness of available interventions is low and where referral rates might be increased. 
· The views of participants on what they found helpful and areas for improvement. Ensure the views of everyone who participated are collected, including those who did not complete the intervention.
· The views of staff delivering or referring people to the intervention. Use these to identify any practical or process issues that may need addressing. [2013, PH47 recommendation 15; 2014, PH53 recommendation 17]
1.13.20 Ensure all monitoring and evaluation results are available to all who can use them in their work, both in the local community and nationally. Log data in the National Obesity Audit. [2012, PH42 recommendation 5]
Current quality statements
NICE’s quality standard on Obesity in children and young people: prevention and lifestyle weight management programmes:
Statement 7 Children and young people, and their parents or carers, can access data on attendance, outcomes and the views of participants and staff from lifestyle weight management programmes.
NICE’s quality standard on Obesity in adults: prevention and lifestyle weight management programmes:
Statement 5 Adults can access data on attendance, outcomes and views of participants and staff from locally commissioned lifestyle weight management programmes.
Resource impact
Implementing these recommendations will require additional time for professionals to discuss this with people who have accessed the services. 
Issues for consideration
For discussion:
What is the priority for improvement?
What is the key action that will lead to improvement?
Can we develop a specific, measurable statement?
For decision:
Should this area be prioritised for inclusion in the quality standard?
[bookmark: _Toc192765975]
Identification, assessment and referral  
Identification and assessment
Stakeholders suggested that BMI and waist circumference should be measured annually for all people and noted that accurate and consistent coding could support patients to access appropriate care. They point to research that says obesity is under-reported in primary care. Stakeholders suggest the use of waist to height ratio could be beneficial and suggest use of this in adults as well children and young people.
Stakeholders noted that healthcare professionals should be aware of the increased risk associated with central adiposity in people with a South Asian, Chinese, other Asian, Middle Eastern, Black African or African-Caribbean background and the lower BMI thresholds as a practical measure of overweight and obesity. People with these family backgrounds should have opportunity to raise weight concerns at a lower BMI and be made aware of this in a sensitive way. Conversations should be proportionate to their higher risk.  
Stakeholders suggested that height and weight of a child or young person should be measured at every point of contact with health services and BMI calculated and plotted. Children, young people and their families should be informed of their BMI and what this means. Stakeholders suggested a number of additional measures to be used in clinical evaluation of childhood obesity, including cut-offs for weight to height ratio, BMI and triceps skin fold. 
Stakeholders also suggested an area for quality improvement is referral for health complications and comorbidities associated with weight. Stakeholders suggested that people with elevated BMI should be screened for weight-related comorbidities. They also suggest a number of diagnostic factors and tests to be used in the assessment of childhood obesity. They suggest that holistic assessment and management is an area for quality improvement, including assessment by a multidisciplinary team and consideration of the psychology and wider societal factors involved in developing overweight or obesity. They also noted that diagnostic overshadowing is an important area.

Selected recommendations 
NICE's draft guideline on Overweight and obesity management (publication TBC 2024)
General principles for all ages
Discussion, communication and follow-up
1.3.1 Before or during any discussions, think about the wider determinants and the context of overweight and obesity. These include:
current general health and comorbidities
weight-related comorbidities, including family history of weight related comorbidities
developmental stage (for children and young people)
ethnicity
language
socioeconomic status and financial constraints
personal and family circumstances, including living arrangements
experiences of stigma
psychosocial considerations (for example, depression, anxiety or sense of self-esteem or self-perception)
physical disabilities
neurodevelopmental conditions and special educational needs and disabilities (SEND)
previous experiences of managing overweight or obesity
practicality of addressing weight and readiness to engage with change. [2024]
Identifying and assessing overweight, obesity and central adiposity
Specific advice for people from minority ethnic backgrounds
1.4.1 Ensure healthcare professionals are aware that people from ethnic minority backgrounds are prone to central adiposity and so are at an increased risk of chronic weight-related health conditions at a lower BMI. [2024]
Identification, assessment and referral in adults
When to take and record measurements in adults
1.4.4 If the person is presenting with another health problem or condition (such as hip pain):
address this problem or condition first before asking permission to discuss weight, to avoid diagnostic overshadowing
use professional judgement when deciding whether it is appropriate to ask for permission to discuss weight. [2024]
1.4.5 Ask for permission each time before discussing overweight, obesity or central adiposity and before taking measurements. See recommendations 1.3.1 to 1.3.4 for steps to think about before discussing overweight, obesity and central adiposity and how to ensure discussions are sensitive and non-judgemental. [2024]
1.4.6 If permission is given, use professional judgement to decide when to measure and record a person's:
height 
weight
waist circumference in people with BMI below 35 kg/m2 so that waist-to-height ratio can be calculated.
Suitable opportunities could include registration with a GP, routine consultation for long-term conditions, and other routine health checks. [2024]
1.4.7 Ensure that records are kept up to date, if possible, for people who have self-referred to overweight and obesity management interventions. [2024]
Measures of overweight, obesity and central adiposity in adults
1.4.10 Use BMI as a practical measure of overweight and obesity. Interpret it with caution because it is not a direct measure of central adiposity. [2022, CG189 recommendation 1.2.4]
1.4.11 In adults with BMI below 35 kg/m2, measure and use their waist-to height ratio, as well as their BMI, as a practical estimate of central adiposity and use these measurements to help to assess and predict health risks (for example, type 2 diabetes, hypertension or cardiovascular disease). [2022, CG189 recommendation 1.2.5]
Classifying overweight, obesity and central adiposity in adults
1.4.14 People with a South Asian, Chinese, other Asian, Middle Eastern, Black African or African–Caribbean background are prone to central adiposity and their cardiometabolic risk occurs at lower BMI, so use lower BMI thresholds as a practical measure of overweight and obesity:
overweight: BMI 23 kg/m2 to 27.4 kg/m2
obesity: BMI 27.5 kg/m2 or above.
For people in these groups, obesity classes 2 and 3 are usually identified by reducing the thresholds highlighted in recommendation 1.4.13 by 2.5 kg/m2. [2022, CG190 recommendation 1.2.8] 
Assessing and managing comorbidities
1.4.23 After the initial assessment of overweight or obesity use clinical judgement to investigate comorbidities and other factors, depending on the person, the timing of the assessment, the degree of overweight or obesity, and the results of previous assessments. [2006, CG189 recommendation 1.3.1]
1.4.25 Start managing comorbidities as soon as they are identified; do not wait until the person has lost weight. [2006, CG189 recommendation 1.3.2]
Identification, assessment and referral in children and young people
When to take and record measurements in children and young people
1.4.27 Ensure there are processes to identify children and young people with overweight and obesity in addition to the National Child Measurement Programme and the Healthy Child Programme, particularly for children and young people outside the age groups covered by these Programmes, and children not in mainstream state education. [2024]
1.4.30 If consent is given, use professional judgement to decide when to record an up-to-date measure of a child or young person’s height and weight. Opportunities could include routine health checks and non-urgent appointments (such as immunisation appointments). See the section on general principles of care for steps to take before discussing overweight and obesity and on ensuring discussions are sensitive. [2024]
1.4.31 Consider measuring a child or young person’s waist circumference and calculating waist-to-height ratio to predict health risks associated with central adiposity. See recommendation 1.4.36 on using waist-to height ratio in children and young people and defining the degree of central adiposity, and see box 1 for how to measure waist-to-height ratio. [2024]
Measures of overweight, obesity and central adiposity in children and young people
1.4.33 Use BMI as a practical estimate of overweight and obesity in children and young people, and ensure that charts used are:
appropriate for children and young people and
adjusted for age and sex.
Interpret BMI with caution because it is not a direct measure of central adiposity. The Royal College of Paediatrics and Child Health UK-World Health Organization (WHO) growth charts and BMI charts should be used to plot and classify BMI centile. The childhood and puberty close monitoring (CPCM) form can also be used for continued BMI monitoring in children aged 2 and over, especially if puberty is either premature or delayed. Refer to special BMI growth charts for children and young people with Down’s syndrome, if needed. [2022, CG189 recommendation 1.2.21]
Discussing the results with children and young people, and their families and carers
1.4.38 Ask permission from children, young people, and their families and carers, before talking about the degree of overweight, obesity and central adiposity, and discuss it in a sensitive and age-appropriate manner. [2022, CG189 recommendation 1.2.27]
Assessing and managing comorbidities
1.4.41 After the initial assessment of overweight or obesity use clinical judgement to investigate comorbidities and other factors, depending on the child or young person, the timing of the assessment, the degree of overweight or obesity, and the results of previous assessments. [2006, CG1889 recommendation 1.3.1]
1.4.42 Consider assessing comorbidities for children with a BMI at or above the 98th centile. [2006, CG189 recommendation 1.3.8]
Referring children and young people for interventions and specialist services
1.4.45 In specialist overweight and obesity management services, assess associated comorbidities and possible causes for children and young people who are living with overweight or obesity. Include investigations of:
blood pressure
lipid profile, preferably while fasting
fasting insulin
fasting glucose levels and oral glucose tolerance
liver function
endocrine function.
Interpret the results of any tests used in the context of:
the level of the child or young person's overweight or obesity
the child's age
any history of comorbidities
possible genetic causes
any family history of metabolic disease related to overweight or obesity. [2014, CG189 recommendation 1.3.11]
Current UK practice
A cross-sectional survey of GPs and practice nurses (Critchlow et al, 2020) reported that 58% of those surveyed calculated the BMI of patients always or often, with GPs less likely than practice nurses. 78% provided weight management advice to patients with an obese BMI always or often, with GPs less likely than practice nurses. Weight management advice was more frequent than referral to services. Practitioners considered how often they had given different referral options to patients with an obese BMI:
26% would always or often refer to an external exercise referral scheme
24% to an NHS weight management programme external to the practice
23% to a dietitian or health eating course external to the practice
20% to a dietitian or healthy eating course in the practice
17% to an NHS weight management programme in the practice
14% refer to a commercial weight loss programme
13% exercise referral scheme internal to the practice
7% said they would provide a prescription.
This study used a mock consultation with 2020 healthcare practitioners and a number of questions asking about frequency of calculating BMI, providing weight management advice and advice and referrals in weight management. 
A longitudinal analysis of UK primary care records data to assess determinants and extent of weight recording in UK primary care found that a third of patients had a weight record each year. 49% of weight records were repeated within a year, an average time to repeat a weight record was 1.92 years. The authors noted that weight records were most often taken by nursing staff and GPs as part of routine clinical care (Nicholson et al, 2019).
Availability of weight management services 
Stakeholders suggested access to weight management services and interventions is an area for quality improvement. Stakeholders noted drivers of health inequalities and suggested this should influence referrals. For weight management services that prioritise based on risk factors, people with a South Asian, Chinese, other Asian, Middle Eastern, Black African or African-Caribbean background should be included as at higher risk based on a lower BMI. They note variation in provision of services in England and highlighted that access does not corelate to need, a ‘postcode lottery’. 
Another suggested area for quality improvement was healthcare professional awareness of local services. Stakeholder highlighted variation in availability of specialist weight management services and also variability in the way they operate. They noted the need for a multidisciplinary team including psychological and pharmacological interventions. 
Selected recommendations
NICE's draft guideline on Overweight and obesity management (publication TBC 2024)
Identification, assessment and referral in adults
Choosing interventions with adults
1.4.20 Healthcare professionals involved in identifying overweight, obesity and central adiposity should be aware of the overweight and obesity management services that are available locally and nationally. [2024]
Behavioural overweight and obesity management interventions for adults
Raising awareness of behavioural overweight and obesity interventions for adults
1.5.1 Ensure you are familiar with the local overweight and obesity management pathway, including:
local and national behavioural overweight and obesity management interventions and what these may involve
links to support services, such as mental health support
referral criteria and process for funded referrals 
the capacity of services. [2024]
1.5.2 Give the person information on interventions that are available locally and national programmes, and discuss what these involve. [2014, PH53 recommendation 6]
Current UK practice
NICE’s health technology assessment of digital technologies for delivering multidisciplinary weight-management services: early value assessment noted unequal distribution of specialist weight management services across the NHS that provide access to weight management multidisciplinary teams. Clinical experts estimated that 30% to 70% of people do not have access in their area.
NHS England Getting it Right First Time programme national speciality report on endocrinology (2021) reported that 44% of Trusts in England had obesity services at tier 3 or above and 46 units in England offered tier 4 (bariatric) surgery. There are 2014 NHS trusts in England (2024). 

Referral to weight management services and interventions
Stakeholders suggested access to weight management services and interventions is an area for quality improvement. This includes offer of referral to weight management services including specialist weight management services for assessment and referral for bariatric surgery or medicines. They noted the need for sign-posting to a choice of support. Stakeholders highlighted that people living with obesity and significant comorbidities or complex needs that could be improved if they lost weight, and people with BMI greater than cutoffs should be referred. 
Stakeholders noted the need for discussion of all weight management options, including medicines, and discussion of alternative options if interventions have been unsuccessful. They note the need for appropriately trained healthcare professionals to facilitate discussions around medicines. Stakeholders noted that family members or carers of children and young people should be involved in discussions about referral to programmes for weight management and in treatment for overweight and obesity. Stakeholders commented that when determining referral and interventions with a person living with overweight or obesity, goals should be based on things other than weight and BMI alone, including weight maintenance. They raised that there should be a choice of specialist service delivery models and multicomponent support. They also noted the need for ongoing support.

Selected recommendations 
NICE's draft guideline on Overweight and obesity management (publication TBC 2024)
Assessing and managing comorbidities
Identification, assessment and referral in adults
Referring adults for interventions and specialist services
1.4.26 Consider referral to specialist overweight and obesity management services if:
the underlying causes of overweight or obesity need to be assessed
the person has complex disease states or needs that cannot be managed adequately in behavioural overweight and obesity management services (for example, the additional support needs of people with learning disabilities)
less intensive management has been unsuccessful
treatment with weight-loss medicines is being considered
specialist interventions (such as a very-low-calorie diet) may be needed
surgery is being considered.
For more information on specialist overweight and obesity services, see NHS England's report on joined-up clinical pathways for obesity. [2006, CG189 recommendation 1.3.7; amended 2024]
Identification, assessment and referral in children and young people
When to take and record measurements in children and young people
1.4.28 If the child or young person is presenting with another health problem or condition (such as asthma):
address this problem or condition first before asking permission to discuss weight to avoid diagnostic overshadowing
use professional judgement when deciding whether it is appropriate to ask permission to discuss weight. [2024]
1.4.32 Ensure that records are kept up to date, if possible, for children and young people and their family and carers who have self-referred to overweight and obesity management interventions. [2024]
Choosing interventions with children and young people, and their families and carers
1.4.39 Consider tailored interventions for children and young people:
who are living with overweight or obesity or
have increased health risk based on their waist-to-height ratio.
Take into account their individual needs and preferences, and factors such as weight-related comorbidities, ethnicity, socioeconomic status, social complexity (for example, looked after children and young people), family medical history, mental and emotional health and wellbeing, developmental age, and special educational needs and disabilities (SEND). See the recommendations on behavioural overweight and obesity management interventions, physical activity approaches, dietary approaches, medicines for overweight and obesity and surgical interventions. [2022, CG189 recommendation 1.2.28]
1.4.40 Offer a higher level of intervention to children with weight-related comorbidities. Adjust the approach depending on the child's clinical needs. For pharmacological treatment in children with comorbidities, see recommendations 1.8.16 and 1.8.17 and for surgical interventions in young people with exceptional circumstances, see recommendations 1.9.22 to 1.9.27. [2022, CG189 recommendation 1.2.29]
Referring children and young people for interventions and specialist services
1.4.46 Consider referral to an appropriate specialist for children and young people who are living with overweight or obesity and have significant comorbidities or complex needs (for example, SEND or other additional support needs). [2006, amended 2014, CG189 recommendation 1.3.10]
Behavioural overweight and obesity management interventions for adults
Raising awareness of behavioural overweight and obesity interventions for adults
1.5.2 Give the person information on interventions that are available locally and national programmes, and discuss what these involve. [2014, PH53 recommendation 6]
Before deciding on referral for adults
1.5.3 Discuss realistic, personalised health goals (and any other related goals such as clothes fitting better, being able to tie shoelaces or fasten a standard-length seatbelt) and the importance and the wider benefits of making sustainable, long-term changes to dietary behaviours and increasing physical activity levels. [2024]
1.5.4 Discuss the possibility of referral to an overweight and obesity management service with the person, taking into account their individual needs and preferences. These may be influenced by the wider determinants and the context of overweight and obesity (see recommendation 1.3.1). [2024]
1.5.5 Emphasise the person’s choice in the referral. Refer them to a group intervention, an individual intervention, or digital services according to preference and availability. [2024]
1.5.6 Discuss any previous or ongoing overweight and obesity management interventions or attempts, including:
acknowledging any progress the person has already made
their positive or negative experiences with interventions
any barriers, or concerns, they may have about the process of change and meeting their personal goals
wider health, social and cultural determinants and norms, and the impact of deviating from these to improve their health. [2024]
Deciding on referral for adults
1.5.7 Identify interventions that are appropriate for the person, taking their preferences and previous experiences into account if possible. [2024]
1.5.8 Identify any available interventions that are:
culturally appropriate or have been adapted for different cultural communities and dietary practices
tailored to specific demographic groups, such as men only or for older adults.
Explain how these may be beneficial (for example, peer support). [2024] 
1.5.9 Inform people if there are any known costs associated with taking part in the intervention or continuing it after a funded referral period has ended. [2024]
Submitting audit data for adults
1.5.17 Submit data on behavioural overweight and obesity management interventions for a national audit scheme such as the National Obesity Audit (see recommendation 1.11.51 on reviewing success and recommendations 1.13.9 to 1.13.17 on data to collect). [2024]
Behavioural overweight and obesity management interventions for children and young people
Raising awareness of behavioural overweight and obesity interventions for children and young people
1.5.18 Ensure you are familiar with the local overweight and obesity management pathway for children and young people, including:
local and national behavioural overweight and obesity management interventions and what these may involve
links to support services
the referral criteria and the process for funded referrals
the capacity of services. [2024]
1.5.19 Give children and young people and their family and carers information on interventions that are available locally and nationally, and how they can take part (including whether or not self-referral is possible). [2014, PH53 recommendation 6]
Before deciding on referral for children and young people
1.5.20 During discussions with a child or young person living with overweight or obesity, and their family or carers:
explain the degree of overweight or obesity, and the health risks associated with a higher BMI
encourage them to engage with overweight and obesity management
advocate for the child’s health proportionately to the degree of health risk. [2024]
Deciding on referral for children and young people
1.5.26 Identify behavioural overweight and obesity management interventions that are:
· appropriate for the child or young person, taking the family's and carers preferences and previous experiences into account if possible
· culturally appropriate or have been adapted for different cultural communities and dietary practices
· tailored to particular demographic groups, such as specific age groups, to encourage peer support.

Communicate how these may be beneficial to the child, young person and their family. [2024]
1.5.28 Refer only to behavioural overweight and obesity management interventions that offer ongoing maintenance advice and support to improve health and wellbeing (if these are available locally). Make the referral alongside referral to other health and social care services that can help address the drivers of obesity. [2024]
1.5.30 If the child or young person and their family or carer, are not ready or able to accept referral to a behavioural overweight and obesity management intervention: 
ensure they have opportunities to discuss referral in the future and offer a follow-up appointment to monitor the child or young person’s weight and reassess readiness and other options
give them sources of information about how to make sustainable, long-term changes to their dietary behaviours and physical activity levels outside an intervention
offer support for barriers caused by the wider determinants and the context of overweight and obesity (see recommendation  1.3.1). [2024]
Core components of behavioural overweight and obesity management interventions for children and young people
1.5.31 Ensure behavioural overweight and obesity management interventions for children and young people include maintenance advice for those who have completed the intervention. [2024]
Ongoing support from healthcare and other professionals
1.5.68 After the intervention has been completed, continue to measure the child or young person's BMI centile when the opportunity arises. [2024] 
1.5.69 Use information from the interventions (such as change in weight or BMI) to help monitor progress and provide ongoing support. [2024]
1.5.70 Offer support and follow-up sessions, depending on the needs of the child or young person and their family and carers. [2024]
1.5.71 Give children and young people, and their family and carers, information about any additional local sources of long-term support. These could include support from a registered dietitian or registered nutritionist, youth worker, school nurse, family support worker, local support group, online groups or networks, friends and family, healthcare-endorsed apps, national programmes, and community groups (such as local leisure services or sports clubs).  [2024]
Medicines for overweight and obesity
Medicines for adults
1.8.1 Consider medicines for adults living with overweight or obesity only after dietary, physical activity and behavioural approaches have been started and evaluated. NICE has not recommended naltrexone–bupropion, see NICE's technology appraisal guidance on naltrexone–bupropion for managing overweight and obesity. [2006, amended 2023, CG189 recommendation 1.8.1]
Surgical interventions
When to refer adults for bariatric surgery
1.9.1 Offer adults a referral for a comprehensive assessment by specialist overweight and obesity management services providing multidisciplinary management of obesity, to see whether bariatric surgery is suitable for them if they: 
have a BMI of 40 kg/m2 or more, or between 35 kg/m2 and 39.9 kg/m2 with a significant health condition that could be improved if they lost weight (see box 2 for examples) and
agree to the necessary long-term follow up after surgery (for example, life-long annual reviews). [2023, CG189 recommendation 1.10.1]
1.9.2 Consider referral for people of South Asian, Chinese, other Asian, Middle Eastern, Black African or African–Caribbean background using a lower BMI threshold (reduced by 2.5 kg/m2) than in recommendation 1.9.1, to account for the fact that these groups are prone to central adiposity and their cardiometabolic risk occurs at lower BMI. [2023 CG189 recommendation 1.10.2]
Monitoring and evaluating all local provision
Data to collect
1.13.15 Collect data on intervention outcomes according to age, sex, ethnicity and socioeconomic status (socioeconomic status could be derived from postcodes), so that the effect on health inequalities can be assessed. [2013, PH47 recommendation 15; 2014, PH53 recommendation 17]
Current quality statements
NICE’s quality standard on obesity in adults: prevention and lifestyle weight management programmes:
Statement 6 Adults identified as being overweight or obese are given information about local lifestyle weight management programmes.
Statement 7 Adults identified as overweight or obese, with comorbidities are offered a referral to a lifestyle weight management programme. 
NICE’s quality standard on obesity: clinical assessment and management:
Statement 2 Adults with obesity for whom tier 2 interventions have been unsuccessful have a discussion about the choice of alternative interventions for weight management, including tier 3 services.
Statement 3 Children and young people who are overweight or obese and have significant comorbidities or complex needs are referred to a paediatrician with a specialist interest in obesity. 
Current UK practice
An observational cohort study on access to publicly funded weight management services in England using routine data from primary and secondary care reported that 3.13% of adults with a recording of overweight or obesity were referred to weight management services and 1.09% of those with severe and complex obesity underwent bariatric surgery (Coulman et al, 2023). 
OHID statistics on adult tier 2 weight management services September 2023 reported data from April 2021 to December 2022. This report showed:
65% of people referred to adult tier 2 weight management services enrolled in the service and calculated completion rate was 37%.
Of the referrals;
· 40% were self-referred
· 29% were GP referrals
· 14% from other healthcare or non-health care professionals
· 17% unknown referral source.
66% of participants were enrolled in services with a face to face element, mostly group sessions.
59% were enrolled in services delivered at least in part remotely, mostly individual 1:1 sessions.
15% received digital services.
44% of participants were from high-risk groups. This is defined in the report as person lives in the most deprived 20% of areas in England, person’s ethnicity is black, Asian or minority ethnic group, person has a mental illness or person has a disability (including learning disability).
Tailored support
Stakeholders highlighted the need for assessment and support tailored to the person, including appropriate settings and measurements. They gave an example of people with physical disabilities that may impede the measurements of overweight and obesity. Stakeholder comments also highlighted the need for accessible communication for people with a learning disability. This also relates to support at weight management services and with interventions such as with physical activity.
Stakeholders noted drivers of health inequalities and suggested this should influence referrals to weight management services. They suggested a number of population groups that could benefit from a referral and noted support may be needed to improve uptake in these populations, including the need for healthcare professionals to understand these issues. They note costs associated with attending health services could be a barrier for attendance. Stakeholders also noted nutritional support needed after bariatric surgery for people with a learning disability. Groups identified by stakeholders include:
people experiencing poverty
people who are housebound
men 
people on low income
people from an ethnic minority
people with learning disabilities
people in an inpatient or secure mental health setting
people with serious mental illness and people on antipsychotics
Stakeholders noted that healthcare professionals should have good awareness of local services and work with the patient to identify what will work best for them and their family.
Stakeholders also commented that people with type 2 diabetes are commonly given little or no information about weight management and identified this as an area for quality improvement. 
Selected recommendations 
NICE’s draft guideline on Overweight and obesity management (publication TBC 2024)
Identifying and assessing overweight, obesity and central adiposity
Identification, assessment and referral in adults
Choosing interventions with adults
1.4.20 Healthcare professionals involved in identifying overweight, obesity and central adiposity should be aware of the overweight and obesity management services that are available locally and nationally. [2024]
1.4.21 Discuss and agree the type and level of intervention with adults who:
are living with overweight or obesity or
have increased health risk based on their waist-to-height ratio.
Take into account people’s individual needs and preferences, and factors such as weight-related comorbidities, ethnicity, socioeconomic status, family medical history, disabilities neurodevelopmental conditions, and special educational needs and disabilities (SEND). See the sections on behavioural interventions, physical activity approaches, dietary approaches, medicines for overweight and obesity and surgical interventions. [2022, CG189 recommendation 1.2.15]
Identification, assessment and referral in children and young people
Choosing interventions with children and young people, and their families and carers
1.4.39 Consider tailored interventions for children and young people:
who are living with overweight or obesity or 
have increased health risk based on their waist-to-height ratio.
Take into account their individual needs and preferences, and factors such as weight-related comorbidities, ethnicity, socioeconomic status, social complexity (for example, looked after children and young people), family medical history, mental and emotional health and wellbeing, developmental age, and special educational needs and disabilities (SEND). See the recommendations on behavioural overweight and obesity management interventions, physical activity approaches, dietary approaches, medicines for overweight and obesity and surgical interventions. [2022, CG189 recommendation 1.2.28]
Referring children and young people for interventions and specialist services
1.4.46 Consider referral to an appropriate specialist for children and young people who are living with overweight or obesity and have significant comorbidities or complex needs (for example, SEND or other additional support needs). [2006, amended 2014, CG189 recommendation 1.3.10]
Behavioural overweight and obesity management interventions
Behavioural overweight and obesity management interventions for adults
Raising awareness of behavioural overweight and obesity interventions for adults
1.5.1 Ensure you are familiar with the local overweight and obesity management pathway, including:
local and national behavioural overweight and obesity management interventions and what these may involve
links to support services, such as mental health support
referral criteria and process for funded referrals
the capacity of services. [2024] 
Deciding on referral for adults
1.5.7 Identify interventions that are appropriate for the person, taking their preferences and previous experiences into account if possible. [2024]
1.5.8 Identify any available interventions that are:
culturally appropriate or have been adapted for different cultural communities and dietary practices
tailored to specific demographic groups, such as men only or for older adults. 
Explain how these may be beneficial (for example, peer support). [2024]
1.5.9 Inform people if there are any known costs associated with taking part in the intervention or continuing it after a funded referral period has ended. [2024]
1.5.10 Give people information about additional sources of long-term community or healthcare support (for example, provided by social prescribers, health coaches, pharmacists, local support groups, online groups or networks, friends and family, Talking Therapies, healthcare-endorsed apps, national campaigns, and local community groups such as walking or gardening groups). See NICE’s guideline on behaviour change: digital and mobile health interventions. [2024]
Encouraging adherence to behavioural overweight and obesity management interventions for adults
1.5.13 Discuss with the person any concerns or barriers that may affect their attendance and participation in the intervention (such as personal circumstances or cultural barriers), including those that affect the process of change and their progress towards meeting their goals. Repeat these discussions during the course of the intervention if needed and acknowledge: 
any progress the person has made
any positive or negative experiences with the intervention 
wider health social and cultural determinants and norms, and the impact of deviating from these to improve their health. [2024]
Behavioural overweight and obesity management interventions for children and young people
Raising awareness of behavioural overweight and obesity management interventions for children and young people
1.5.18 Ensure you are familiar with the local overweight and obesity management pathway for children and young people, including:
local and national behavioural overweight and obesity management interventions and what these may involve
links to support services
the referral criteria and the process for funded referrals
the capacity of services. [2024]
Before deciding on referral for children and young people
1.5.22 Discuss any previous or ongoing overweight and obesity management interventions or attempts, including:
acknowledging any progress the child or young person and their family have already made
their positive or negative experiences with interventions
barriers to or concerns they may have about: 
· joining an intervention
· the process of change
how the child or young person feels about overweight and obesity management and common fears they may have (for example, about having changes in diet and activity imposed, or about being stigmatised)
how the family or carers feel about overweight and obesity management
wider health, social and cultural determinants and norms, and the impact of deviating from these to achieve better health. [2024]
1.5.23 Before deciding on behavioural overweight and obesity management interventions, address the drivers of overweight and obesity (for example, social context, mental health and wellbeing, and stigma) if possible. It may be more appropriate to refer to other services such as social care, physiotherapy, medical assessments for any comorbidity, and early help services (for example youth work or parenting). [2024]
Deciding on referral for children and young people
1.5.26 Identify behavioural overweight and obesity management interventions that are:
appropriate for the child or young person, taking the family’s and carers preferences and previous experiences into account if possible
culturally appropriate or have been adapted for different cultural communities and dietary practices
tailored to particular demographic groups, such as specific age groups, to encourage peer support.
Communicate how these may be beneficial to the child, young person and their family. [2024]
1.5.27 Encourage children and young people and their families and carers to participate in decision making by discussing what the interventions involve and what to expect. This could include:
giving information about the intervention, or about where they can get this information
explaining that the more sessions they attend, the greater the likelihood of success
explaining how they can take part, including whether or not they can self-refer
giving information about any known costs associated with taking part in the intervention or continuing it after a funded referral period has ended 
understanding that their decision to accept the referral may be influenced temporarily or permanently by the wider determinants and the context of overweight and obesity.
Emphasise their choice in the referral. [2024]
Core components of behavioural overweight and obesity management interventions for children and young people
1.5.32 Ensure interventions are multicomponent and tailored to meet individual needs, appropriate to the child or young person’s age, sex, ethnicity, cultural background, economic and family circumstances, any special needs and degree of overweight and obesity. These needs may be influenced by the wider determinants and the context of overweight and obesity (see recommendation 1.3.1). [2024]
Developing a tailored plan to meet individual needs
1.5.44 Agree dietary changes that are age appropriate, affordable, culturally sensitive and consistent with healthy eating advice, and take into account the child or young person’s preferences. [2024]
Encouraging adherence to behavioural overweight and obesity management interventions for children and young people
1.5.58 Offer interventions that are accessible and convenient by:
using venues that have the necessary facilities, are easily accessible by public transport, and where the child or young person and their family or carers feel comfortable
offering times that are convenient for families with children of different ages, working family members and carers
adopting a flexible approach so that participants can accommodate other commitments. [2024]
1.5.64 Discuss with families and carers any issues they may be facing that may affect their attendance and participation in the intervention. See recommendation 1.5.22 on discussing any previous or ongoing overweight and obesity management interventions or attempts. [2024]
Planning and commissioning services and interventions for all ages
Planning and funding services and interventions
1.11.9 Ensure overweight and obesity management services are accessible, with no upper limit on either BMI or age for referral. Include services suitable for people with different degrees of obesity and complexity of needs, including people with very high BMI and those aged 65 or over. [2024]
NICE’s guideline on type 2 diabetes in adults: management:
1.2.1 Offer structured education to adults with type 2 diabetes and their family members or carers (as appropriate) at the time of diagnosis, with annual reinforcement and review. Explain to people that structured education is an integral part of diabetes care.
1.3.4 Integrate dietary advice with a personalised diabetes management plan, including other aspects of lifestyle modification such as increasing physical activity and losing weight.
Current quality statements
NICE’s quality standard on type 2 diabetes in adults:
Statement 2 Adults with type 2 diabetes are offered a structured education programme at diagnosis.
Current UK practice
No published studies on current practice were identified for this suggested area for quality improvement; this area is based on stakeholder’s knowledge and experience.
Resource impact
Increasing referrals into weight management services is likely to have an impact on resource use and NHS specialist weight management services are already currently at full capacity.
Issues for consideration
For discussion:
What is the priority or priorities for improvement? This area covers:
· measurement of overweight and obesity
· availability of weight management services and access to services and interventions.
What is the key action that will lead to improvement?
Could we focus on a specific audience or setting? 
· Stakeholders noted the need for tailored services and have highlighted health inequalities associated with overweight and obesity.
Can we develop a specific, measurable statement? 
· Stakeholders suggested frequency of measurement that may not be supported by NICE recommendations.
· Stakeholders noted some characteristics that they have suggested should indicate a need for referral. Not all of these are supported by NICE recommendations, such as by BMI.
For decision:
Should this area be prioritised for inclusion in the quality standard?
What should the focus be?
Do the existing quality statements for this area need to be updated?



[bookmark: _Toc192765976]Medicines for overweight and obesity
Stakeholders highlighted access to weight loss medication as an area for quality improvement. They noted that these should be prescribed in primary care as well as secondary care and highlighted prescribing in this setting as an area for quality improvement. They also highlighted that people who have had less than 5% weight loss are a population that should have access to weight loss medicines. Stakeholders noted the short-term and long-term risks and complications associated with pharmacotherapy and highlighted that initial comprehensive assessment is needed by an appropriately trained team. They also noted that long-term support should be provided for people prescribed medicines for overweight and obesity. 
Selected recommendations 
NICE's draft guideline on Overweight and obesity management (publication TBC 2024)
Identifying and assessing overweight, obesity and central adiposity
Identification, assessment and referral in adults
Referring adults for interventions and specialist services
1.4.26 Consider referral to specialist overweight and obesity management services if: 
the underlying causes of overweight or obesity need to be assessed 
the person has complex disease states or needs that cannot be managed adequately in behavioural overweight and obesity management services (for example, the additional support needs of people with learning disabilities) 
less intensive management has been unsuccessful 
treatment with weight-loss medicines is being considered 
specialist interventions (such as a very-low-calorie diet) may be needed 
surgery is being considered. 
For more information on specialist overweight and obesity services, see NHS England's report on joined-up clinical pathways for obesity. [2006, CG189 recommendation 1.3.7; amended 2024]
Medicines for overweight and obesity
Medicines for adults
1.8.1 Consider medicines for adults living with overweight or obesity only after dietary, physical activity and behavioural approaches have been started and evaluated. NICE has not recommended naltrexone–bupropion, see NICE's technology appraisal guidance on naltrexone–bupropion for managing overweight and obesity. [2006, amended 2023, CG189 recommendation 1.8.1]
1.8.2 Consider medicines (see table 1) for people who have not reached their target weight loss or have reached a plateau after making dietary, activity and behavioural changes. [2006, CG189 recommendation 1.8.2]
1.8.3 Make the decision to start medicines after discussing the potential benefits and limitations with the person, including the mode of action, adverse effects and monitoring requirements, and the potential impact on the person’s motivation. Make arrangements for appropriate healthcare professionals to offer information, support and counselling on additional diet, physical activity and behavioural strategies when medicines are prescribed. Provide information on patient support programmes. [2006, amended 2014, CG189 recommendation 1.8.3]
Continued prescribing and withdrawal for adults
1.8.4 Medicines may be used to maintain weight loss rather than to continue to lose weight. [2006, CG189 recommendation 1.9.1]
Monitoring weight-loss medicines in adults
1.8.8 Consider withdrawing medicines in adults who have not reached weight loss targets (see table 1 for details). [2006, CG189 recommendation 1.9.5]
1.8.10 Only prescribe orlistat as part of an overall plan for managing obesity in adults who meet one of the following criteria:
a BMI of 28 kg/m2 or more with associated risk factors
a BMI of 30 kg/m2 or more. [2006, CG189 recommendation 1.9.7]
1.8.11 Continue orlistat therapy beyond 3 months only if the person has lost at least 5% of their initial body weight since starting the medicine. (See also recommendation 1.8.9 for advice on targets for people with type 2 diabetes.) [2006, CG189 recommendation 1.9.8]
NICE’s technology appraisal on semaglutide for managing overweight and obesity (TA875)
NICE’s technology appraisal on liraglutide for managing overweight and obesity (TA664)
In development: NICE’s technology appraisal on tirzepatide for managing overweight and obesity.
Current UK practice
Prescription analysis and cost data from NHS Prescription services reported in NHS England statistics on obesity, physical activity and diet, England 2021 shows that 294,000 items were prescribed for the treatment of obesity in primary care in 2020. This continues a downward trend in use and shows 17% fewer than in 2019. Data is for Orlistat only as this was the only medicine available for this indication at the time. The data shows variation in prescribing with CCGS varying from a rate of 17 items per 1000 population to almost zero. The data includes items prescribed in primary care and dispensed in the community and excludes prescriptions written in hospitals that are dispensed in the community, prescriptions dispensed in hospitals, dental prescribing and private prescriptions.  
Resource impact
Medicines for weight loss is an evolving area of practice for the NHS with recent additions to the marketplace such as liraglutide and semaglutide being recommended for use in the NHS (through specialist weight management only) in NICE TAs and a currently ongoing appraisal of tirzepatide. 
Orlistat is currently seeing a decline in use but is the only weight loss drug currently used in primary care.  Making a statement around drugs is not expected to have a significant impact on NHS resources, above those already considered by NICE through the technology appraisal process.
Issues for consideration
For discussion:
What is the priority for improvement?
What is the key action that will lead to improvement?
Could we focus on a specific audience or setting? 
Note that NICE recommendations for some medicines in this area are for prescribing in specialist weight management services rather than primary care as suggested by some stakeholder comments. 
Can we develop a specific, measurable statement? 
· Recommendations are for referral to specialist weight management services for consideration of weight loss medicines. Recommendations on weight loss medicines are consider recommendations.
For decision:
Should this area be prioritised for inclusion in the quality standard?
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Access to bariatric surgery
Stakeholders commented on access to tier 4 services and the speed in which bariatric surgery is offered to people who meet NICE criteria. They suggested areas of priority would be an offer of bariatric surgery within 1 year of referral to specialist weight management and expedited assessment for people with a BMI of 35 kg/m2 or more with recent onset diabetes. Stakeholders also stated that tier 3 services should not be used as a gateway to tier 4 services.
Selected recommendations 
NICE's draft guideline on Overweight and obesity management (publication TBC 2024)
Surgical interventions
When to refer adults for assessment for bariatric surgery
1.9.1 Offer adults a referral for a comprehensive assessment by specialist overweight and obesity management services providing multidisciplinary management of obesity, to see whether bariatric surgery is suitable for them if they:
have a BMI of 40 kg/m2 or more, or between 35 kg/m2 20 and 39.9 kg/m2 with a significant health condition that could be improved if they lost weight (see box 2 for examples) and 
agree to the necessary long-term follow up after surgery (for example, life-long annual reviews). [2023, CG189 recommendation 1.10.1]
1.9.2 Consider referral for people of South Asian, Chinese, other Asian, Middle Eastern, Black African or African–Caribbean background using a lower BMI threshold (reduced by 2.5 kg/m2) than in recommendation 1.9.1, to account for the fact that these groups are prone to central adiposity and their cardiometabolic risk occurs at lower BMI. [2023 CG189 recommendation 1.10.2]
When to offer expedited assessment
1.9.3 Offer an expedited assessment for bariatric surgery to people: 
with a BMI of 35 kg/m2 or more who have recent-onset (diagnosed within the past 10 years) type 2 diabetes and 
as long as they are also receiving, or will receive, assessment in a specialist overweight and obesity management service. [2014 CG189 recommendation 1.10.3]
1.9.4 Consider an expedited assessment for bariatric surgery for people:
with a BMI of 30 to 34.9 kg/m2 who have recent-onset (diagnosed within the past 10 years) type 2 diabetes and 
who are also receiving, or will receive, assessment in a specialist overweight and obesity management service. [2014 CG189 recommendation 1.10.4]
1.9.5 Consider an expedited assessment for bariatric surgery for people of South Asian, Chinese, other Asian, Middle Eastern, Black African or African–Caribbean background using a lower BMI threshold (reduced by 2.5 kg/m2) than in recommendation 1.9.4, to account for the fact that these groups are prone to central adiposity and their cardiometabolic risk occurs at lower BMI. [2014, amended 2023, CG189 recommendation 1.10.5]
Surgery for children and young people
1.9.21 Surgery for obesity is not generally recommended in children or young people. [2006, CG189 recommendation 1.10.21]
1.9.22 Surgery for obesity may be considered for young people only in exceptional circumstances, and if they have achieved or nearly achieved physiological maturity. [2006, CG189 recommendation 1.10.22]
Current quality statements
NICE’s quality standard on obesity: clinical assessment and management:
Statement 4 Adults with a BMI of 35 kg/m2 or more who have been diagnosed with type 2 diabetes within the past 10 years are offered an expedited referral for bariatric surgery assessment.
Statement 5 Adults with a BMI of 40 kg/m2 or more, or between 35 kg/m2 and 39.9 kg/m2 with a significant health condition that could be improved if they lost weight, are offered a referral for bariatric surgery assessment.
Current UK practice
The Getting it Right First Time national speciality report on general surgery (2017) notes that areas with lowest levels of obesity provide the most bariatric surgery. They attributed this to NICE guidance on access to bariatric surgery not being followed in all regions. They estimated that fewer than 0.6% of eligible people will receive surgery each year.  
The National Obesity Audit reports on bariatric surgery. In 2022 to 2023 there were 4818 patients having at least one type of bariatric surgical procedure. This decreased from 6818 patients in 2019 to 2020 but increased from a low of 1857 patients in 2020 to 2021. Data should be interpreted with care over the COVID-19 period. Primary bariatric surgery procedure rate varies across ICBs from 1 per 100,000 for NHS Lancashire and South Cumbria ICB to 18 per 100,000 NHS Sussex ICB. National rate is 8 per 100,000. This is based on data from 2022 to 2023. This does not align to QOF obesity prevalence data, with NHS Lancashire and South Cumbria having a higher prevalence compared to NHS Sussex ICBs.
The committee discussion in evidence review C for recommendations on referral for bariatric surgery in the update to NICE’s guideline on obesity highlighted variation in the time spent in weight management services before referral for bariatric surgery. They noted variation from 1 to 5 years.
See section 4.6 for additional current UK practice in this area.
Information on bariatric surgery
Information on options for surgery, including providing information on benefits and risks was suggested as a quality improvement area. Stakeholders also suggested assessment for bariatric surgery should include psychosocial behavioural evaluation. 
Stakeholders also highlighted the lack of follow-up for people who choose to have bariatric surgery abroad, noting that they may present to secondary care with postoperative complications and nutritional deficiencies. Education about the risks of surgery abroad and the implications for local healthcare services was therefore suggested as an area for quality improvement. 
Selected recommendations
NICE’s guideline on overweight and obesity (in development):
Surgical interventions
Initial assessment and discussions with the multidisciplinary team
1.9.8 The hospital specialist or bariatric surgeon should discuss the following with people who are thinking about having bariatric surgery: 
the potential benefits 
plans for conception and pregnancy (for people of childbearing age) 
the longer-term implications and requirements of surgery the potential risks, including perioperative mortality, and complications. 
Include the person's family and carers in the discussion, if appropriate. [2006, amended 2023, CG189 recommendation 1.10.8]
1.9.9 Choose the surgical intervention jointly with the person, taking into account: 
the severity of obesity and any comorbidities 
the best available evidence on effectiveness and long-term effects 
the facilities and equipment available 
the experience of the surgeon who would perform the operation. [2006, CG189 recommendation 1.10.9]
1.9.10 Give the person information on: 
appropriate dietary intake after the bariatric procedure 
monitoring their macronutrient and micronutrient status 
individualised nutritional supplementation, and sources of support and guidance for long-term weight loss and weight maintenance 
patient support groups. [2006, amended 2023, CG189 recommendation 1.10.10]
Multidisciplinary team qualifications and hospital equipment in surgical settings
1.9.14 Ensure the multidisciplinary team carrying out bariatric surgery can provide:
preoperative assessment, including a risk-benefit analysis that includes preventing complications of obesity 
specialist assessment for eating disorders (and if appropriate, referral or signposting to specialist eating disorder services) 
information on the different procedures, including potential weight loss and possible risks 
regular postoperative assessment, including specialist dietetic and surgical follow up (see recommendation 1.10.17) 
management of comorbidities 
specialist psychological support before and after surgery (for example, a psychological assessment before surgery and, if appropriate, referral to specialist mental health services either before or after surgery) 
information on plastic surgery (such as apronectomy) if appropriate. [2006, amended 2023, CG189 recommendation 1.10.14]
No recommendations identified on education about the risks of surgery abroad.
Current UK practice
No published studies on current practice were identified for this suggested area for quality improvement; this area is based on stakeholder’s knowledge and experience.
Postoperative and longer-term follow-up care
Stakeholders noted the importance of post-operative care and the need for annual nutritional monitoring after bariatric surgery. They highlighted the lack of commissioned shared care models to achieve this and noted primary care have little knowledge and training in this area. They also noted the need for long-term support after bariatric surgery (and those who are prescribed weight loss medications) and highlighted the importance of long-term changes and sustainable behaviours.
Stakeholders suggested that continuous glucose monitoring should be available for people who have had bariatric surgery and have post-operative hypoglycaemia. They note that this is a recognised complication of bariatric surgery but ICBs may not fund it.
Selected recommendations
NICE's draft guideline on Overweight and obesity management (publication TBC 2024)
Surgical interventions
Multidisciplinary team qualifications and hospital equipment in surgical settings
1.9.14 Ensure the multidisciplinary team carrying out bariatric surgery can provide: 
preoperative assessment, including a risk-benefit analysis that includes preventing complications of obesity 
specialist assessment for eating disorders (and if appropriate, referral or signposting to specialist eating disorder services) 
information on the different procedures, including potential weight loss and possible risks 
regular postoperative assessment, including specialist dietetic and surgical follow up (see recommendation 1.10.17)
management of comorbidities specialist psychological support before and after surgery (for example, a psychological assessment before surgery and, if appropriate, referral to specialist mental health services either before or after surgery) 
information on plastic surgery (such as apronectomy) if appropriate. [2006, amended 2023, CG189 recommendation 1.10.14]
Postoperative and longer-term follow-up care
1.9.17 Offer people who have had bariatric surgery a follow-up care package for a minimum of 2 years within the bariatric service. Include: 
monitoring nutritional intake, (including protein and vitamins) and mineral deficiencies 
monitoring for comorbidities 
medications review 
individualised dietary and nutritional assessment, advice and support 
advice and support on physical activity 
psychological support tailored to the person 
information about professionally led or peer-support groups. [2014, CG189 recommendation 1.10.17]
1.9.18 After discharge from follow up by the bariatric surgery service, ensure people are offered at least annual monitoring of nutritional status and appropriate supplementation after bariatric surgery, as part of a shared-care model with primary care. [2014, CG189 recommendation 1.10.18]
No recommendations identified on use of continuous glucose monitoring for people following bariatric surgery.
Current quality statements
NICE’s quality standard on obesity: clinical assessment and management:
Statement 6 People who have had bariatric surgery have a postoperative follow-up care package within the bariatric surgery service for a minimum of 2 years.
Statement 7 People discharged from bariatric surgery service follow-up are offered monitoring of nutritional status at least once a year as part of a shared-care model of management.
Current UK practice
A study of 3137 people who had bariatric surgery in the UK showed that people were not receiving nutritional monitoring after discharge from specialist care. The retrospective cohort study included primary care practices contributing to IQVIA Medical Research Data in the UK and participants were adults who had bariatric surgery with a minimum of 3 years follow-up. The study reported that measurement of nutritional blood tests in year 2 to 3 following a gastric bypass varied, for example 53% of patients had vitamin B12 measurement in year 2, and 1.5% of patients had copper measurement (Paretti et al, 2021). 
No published studies on current practice were identified on the use of continuous glucose monitoring after bariatric surgery; this area is based on stakeholder’s knowledge and experience.
Resource impact
During development of the bariatric surgery update which published in 2023, we did not expect the recommendations around bariatric surgery to have a significant impact on NHS resources as it was noted that the number of bariatric surgeries performed per year were still below pre-pandemic levels and there were already significant waiting lists for bariatric surgery in all areas of the country.
Issues for consideration
For discussion:
What is the priority for improvement? 
· This area covers access to bariatric surgery, information on surgery and postoperative and longer-term follow-up care.
What is the key action that will lead to improvement?
Could we focus on a specific audience or setting? 
· Note there are recommendations for referral and recommendations for expedited referral for specified populations.
Can we develop a specific, measurable statement?
For decision:
Should this area be prioritised for inclusion in the quality standard?
What should the focus be?
Do the existing quality statements for this area need to be updated?
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Summary of suggestions
The improvement areas below were suggested as part of the stakeholder engagement exercise. However, they were felt to be either unsuitable for development as quality statements, outside the remit of this particular quality standard referral or need further discussion by the committee to establish potential for statement development. 
There will be an opportunity for the committee to discuss these areas at the end of the Advisory Committee meeting.
Table 2 Summary of information available for additional areas
	Suggested area for improvement
	Within remit of NICE QS
	In scope

	Guideline recs
	Relevant 
existing QS 

	Disordered eating
	Yes
	No
	Yes
	Yes

	Trauma informed approach
	Yes
	Yes
	No
	No

	Suggestion for research
	No
	No
	No
	No

	Genetic causes of obesity
	Yes
	Yes
	No
	No

	Medicines safety
	Yes
	No
	No
	Yes

	Promotion of breastfeeding
	Yes
	Yes
	Yes
	Yes
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Disordered eating
Stakeholders suggested that improving support for patients who have disordered eating is an area for quality improvement. This suggestion has not been progressed as eating disorders are covered in NICE’s quality standard on eating disorders. 
Trauma informed approach
Stakeholders noted a need for a trauma-informed and patient-centred workforce led by a psychological understanding of complex trauma. This suggestion has not been progressed as no supporting recommendations have been identified.
Suggestions for research
Stakeholders suggested that there should be further research on behavioural and psychological interventions for obesity. This suggestion has not been progressed as research is not within the remit of a quality standard.
Genetic causes of obesity
Stakeholders suggested that access to genetic testing outside of specialist centres is an area for quality improvement. They also suggested that management of early onset severe obesity, especially for people with monogenic and syndromic obesity is an area for quality improvement. They also noted that recognition of hyperphagia is an area for improvement. These suggestions have not been progressed as no supporting recommendations have been identified. . 
Medicines safety
Stakeholders suggested that there should be standardised safety reporting around obesity medication. This suggestion has not been progressed as it is included in NICE’s quality standard on medicines optimisation. 
Promotion of breastfeeding
Stakeholders suggested promotion of breastfeeding as an area for quality improvement. This suggestion has not been progressed as it is included in NICE’s quality standard on postnatal care (QS37).
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[bookmark: _Toc192765979]Appendix 1: Suggestions from registered stakeholders
	ID
	Stakeholder
	Suggested key area for quality improvement
	Why is this a key area for quality improvement?
	Data Sources
	Supporting information

	General comments

	1. 
	The Association for the Study of Obesity 
AND
The British Dietetic Association (Obesity Specialist Group)
	General comment
Please make sure that people first language is used throughout the quality statements. 
	
	
	

	2. 
	Association of Clinical Psychologists UK
	A focus on working with children and young people – it is important to start this work early in order to tackle obesity in children and help them to understand the relationships between food and psychological wellbeing.
	
	
	

	3. 
	Boehringer Ingelheim UK Ltd
	Surgical QS consolidation
	4 out of 7 of the Quality Standard statements are about bariatric surgery. There is a disproportionate number of QSs relating to a procedure that few people with obesity are ever likely to receive. A balance between surgical and non-surgical intervention-based QS will prevent a bias towards one approach over another. Non-surgical interventions provide better equity of access, so it is vital to ensure alternative interventions are well represented within the QS. 
	According to the National Obesity Audit data for 2022-2023 4.4k primary bariatric procedures were carried out in the UK.
National Obesity Audit - NHS Digital
	

	4. 
	NHS England – National Speciality Advisor for Autism
	For each of the 7 Quality Standard: include information about  tailored support and intervention required for addressing obesity for people with a learning disability:    
	The inequalities experienced by people with a learning disability in relation to obesity and obesity related health conditions including Type 2 diabetes are significant and warrant a separate reference to the existing 7 QS to highlight the need for tailored interventions/ reasonable adjustments to care in line with the Equality Act 2010/ accessible communication.   
	LeDeR 2022 report (Kings College London) 2022 LeDeR report into the avoidable deaths of people with learning disabilities - King's College London (kcl.ac.uk)
Health and Care of People with Learning Disabilities Experimental Statistics 2020 to 2021 - NHS Digital
	In relation to particular QS:
1: Informing people of their BMI
•	People with an intellectual disability may a) not understand the information given to them about their BMI or why this is important.  All materials need to be accessible in terms of the information given but also why BMI is important and what it measures.  
•	GPs should be encouraged to discuss BMI and healthy weight as part of the learning disability annual health check/ accompanying health action plan to consider how they can support people to take action to achieve a healthier weight.
•	Accurately measuring the weight of people in a wheelchair is a challenge in many primary care and acute settings as there may not be the appropriate seated scales- this risks over-reliance on weight reported by the person or carer.  Weight should be accurately checked and this means the correct equipment including seated scales in clinical settings. .
2: Discussion on the choice of interventions
People with a learning disability may experience particular difficulties when accessing Tier 2 interventions and so the interventions need to be reasonably adjusted to support fair access, experience and outcomes:
•	Where people with a learning disability have a carer/ supporter: they too need to be   engaged effectively in the process and understand/ be supported to understand the importance of weight management, diet and exercise.  
•	People with a  learning disability often are reliant on others for support with food preparation, buying their food and cooking it.  Food may be used as a reward for good behaviour or to pacify.  
•	It is important that groups such as Weight Watchers and Slimming World are able to meet the needs of people with a learning disability in terms of access, communication and being welcoming. 
•	App based and web based tools to support weight loss. May be less accessible to people with a learning disability who are more likely to experience digital illiteracy and digital poverty.
•	Keeping physically activity may  be more of a challenge for people with a learning disability: access to activities;   some people with a learning disability also have a physical disability which may impact on their ability to do physical activity; many people need supporters to accompany them to physical activity.  
4: Referring adults with type 2 diabetes for bariatric surgery assessment
People with a learning disability in England have higher rates of type 2 diabetes develop it 10- 15 years younger than people in the gen population (Diabetes Deep Dive report prepared by Kings College London for the LeDeR programme in NHS England). Any person over 30 with a learning disability who is overweigh/ obese should be tested for type 2 diabetes and progressed for bariatric surgery as a priority with all reasonable adjustments put in place to meet their individual needs.
The 2022 LeDeR annual report says that 16% of adults whose deaths in 2022 were subject to a focused LeDeR review had a diagnosis of diabetes.
The KCL deep dive on diabetes says: 
•	Research suggests that individuals with a learning disability are at a higher risk of developing diabetes than the general population. A recent review of existing research showed that diabetes rates amongst individuals with learning disabilities (33 studies) was approximately 8.5%, with a 95% Confidence interval range between 7.2% – 10.0% (Vancampfort et al., 2022). The odds of having a diagnosis of diabetes were shown to be 2.46 times higher in people with a learning disability (95% CI = 1.89–3.21) compared to the general population.
•	Other research has suggested that factors such as having certain kinds of genetic syndromes such as Prader-Willi syndrome (Crinò & Grugni, 2020) or Down syndrome (Aslam et al., 2022), low levels of physical activity and poor diets (Tyrer et al., 2020), and antipsychotic medication may also contribute to the higher risk of developing type 2 diabetes in individuals with a learning disability.
•	People with a learning disability may experience a delay in diabetes diagnosis which can lead to more severe health complications (Taggart et al., 2013). National diabetes audit data suggests that individuals with a learning disability and type 2 diabetes may be less likely to receive appropriate diabetes care, including regular check-ups, blood glucose monitoring, and medication management (NHS Digital, 2017). This can lead to poor blood sugar control and an increased risk of diabetes-related complications, and poorer health outcomes. 
•	Another area for improvement is weight management and lifestyle advice. Barriers previously identified include a poor understanding of diabetes in people with a learning disability (Holden and Lee, 2022). Structured education for people with a learning disability and training for caregivers to support self-efficiency may be required to address this (Maine et al., 2018). There have been efforts to adapt health promotion programs for people with a learning disability (Taggart et al., 2018), including specific education programs (Dunkley et al., 2018); further work may be required to ensure such programs are successfully implemented within the NHS. In the USA, specialist input (defined as a visit to an endocrinologist, diabetes care educationalist or other relevant specialists) was associated with better diabetes care for people with a learning disability (Lu et al., 2019).
6: Follow-up care after bariatric surgery
•	This needs to be tailored to meet the needs of people with a learning disability. E.g.  group sessions may not meet the individual needs of people with a  learning disability, resources may not meet their communication needs. Follow up should be appropriate to individual choices and preferences.
7: Nutritional monitoring after discharge from the bariatric surgery service
•	Tailored support for people who have communication challenges and who may have a lack of access to cooking their own food/ buying their own food/ may be reliant on carers for their meals. 

	5. 
	NHS England – National Speciality Advisor for Autism
	Key area for quality improvement 4: include reference to the particular needs of autistic people
	Autistic people may have disordered eating which can result in being severely under or overweight
	
	There is a recognition that there are a multitude of reasons why autistic people may have disordered eating which can result in being severely under or overweight, (CDC identify twice as likely as non-autistic individuals)
CDC Study Flags High Rate of Obesity among Teens with Autism | Autism Speaks
Keyfinding: Unhealthy Weight and Autism Spectrum Disorder (ASD) | CDC
Overweight and obesity: prevalence and correlates in a large clinical sample of children with autism spectrum disorder - PubMed (nih.gov)
Obesity in young children with autism spectrum disorders: prevalence and associated factors - PubMed (nih.gov)
Prevalence of overweight and obesity among US youth with autism spectrum disorder - PubMed (nih.gov)
such as
-	Sensory issues and restricted range of food
-	Constipation
-	Obsessive traits
-	Not recognising sensation of satiety
-	Poor information with regards to eating well
-	Potentially use of medication
-	Sleep difficulties
Prevalence and factors associated with overweight, obesity, and hypertension in a large clinical sample of adults with autism spectrum disorder | Scientific Reports (nature.com)
Autistic people may require adjusted support to more fully appreciate their individual needs and be less likely to access the service at all stages.
All access to healthcare can be increasingly challenging and it is essential to ensure all are aware of how to support autistic people and have the skills and training to do this and ensure services and processes are established accordingly. This includes communication as well as environmental and pathway.
"It's Not Rocket Science" - NDTi 
NHS England » Sensory-friendly resource pack

	6. 
	Rhythm Pharmaceuticals
	Recognize early (5 years and below) onset obesity as a chronic disease that can dramatically reduce life expectancy 
	It is well documented that general obesity increases several co-morbidities and that obesity is an independent risk factor to mortality. The dramatic impact of early onset obesity on life expectancy is not as well documented and is often underestimated by health professionals, even obesity specialists
	
	

	General principles of care: Discussion and communication

	7. 
	Association of Clinical Psychologists UK
	Increased consideration of psychology within medical weight management services; medically pathologizing a complex biopsychosocial problem increases shame and stigma and does not provide optimal patient status to start intervention. Medical aspects of treatment pathways and services should be appropriately weighted, with psychosocial and behaviour-change expertise predominant
	
	
	

	8. 
	The Association for the Study of Obesity 
AND
The British Dietetic Association (Obesity Specialist Group)
	Key area for quality improvement 2
Healthcare professionals receive training and support to ensure that the complexity of the condition is understood, and that the wider determinants of obesity (such as the impact of the local environment or socioeconomic status) are considered to enable all discussions linked to overweight and obesity are conducted in a psychologically informed, sensitive, non-judgemental and person-centred manner and use non-stigmatising language.


	Many people living with overweight and obesity report weight bias and stigma from healthcare professionals.


	
	Albury C, Strain WD, Brocq SL, Logue J, Lloyd C, Tahrani A; Language Matters working group. The importance of language in engagement between health-care professionals and people living with obesity: a joint consensus statement. Lancet Diabetes Endocrinol. 2020 May;8(5):447-455. doi: 10.1016/S2213-8587(20)30102-9. PMID: 32333880.
Obesity UK. Language Matters: Obesity
EASO. Talking about weight: Guidance for GPs & Healthcare Professionals

	9. 
	City of Doncaster Council
	Weight management services should acknowledge and consider the wider social, environmental, and economic determinants of health.
	Despite the complex interactions between multiple genetic, social and environmental factors being accepted as the drivers behind obesity, weight management services generally focus solely on individual behaviour. This can be disempowering when the wider circumstances of an individual’s life are not acknowledged. 
Obesity prevention narratives that focus on personal responsibility can perpetuate the wide-spread mis-conception that body weight is fully within an individual’s control to change, and inability to do so is deemed to be failing on their part.
Alongside having honest conversations about the realities of weight-loss, it is important to convey to individuals that their weight is determined by a wide variety of social and environmental factors. By acknowledging the obesogenic environment and the impact it has, services can move away from a blame-and-shame approach, to one that is empowering and motivating. 
It is also important to consider the wider context of the individual when providing advice or guidance. For example, tailoring recipes to food bank users to include the kinds of food products they may be in receipt of. 
Finally, taking a family focus, rather than individual, is most beneficial for children and young people. 
	Local data collection
	Foresight obesity system map - 00-ObesityMapA0_140108 (publishing.service.gov.uk) 
Blüher, M. (2019). Obesity: global epidemiology and pathogenesis. Nature Reviews Endocrinology, 15(5), 288-298. https://doi.org/10.1038/s41574-019-0176-8 Obesity: global epidemiology and pathogenesis (uniwa.gr)
Butland, B. (2007). Tackling obesities : future choices. Project report (Second edition. ed.). Department for Innovation, Universities and Skills.


	10. 
	Office for Health Improvement and Disparities (DHSC)
	Key area for quality improvement 4
Service providers and commissioners should offer culturally sensitive services and practitioners should be culturally competent, where appropriate.  
	The Health Survey for England and the National Child Measurement Programme show differences in the prevalence of overweight obesity by ethnic group for adults and children.  

A recent systematic review concluded that cultural tailoring of existing services is needed for service improvement (Maynard et al, 2023)
	Data sources may include:
Local audits of services commissioned and the number of trained practitioners 
Regular survey of patients living with obesity. 

	Examples of training: 
NHS England and the Royal College of Midwives - Cultural Competence and Cultural Safety programme available at https://www.e-lfh.org.uk/programmes/cultural-competence/.  


	11. 
	Reed Wellbeing Ltd
	Key area for quality improvement 1
More personalised offerings for people from different cultures. 
	Within our sector of community health provision, we find a disadvantage for populations of British minorities. This is due to the Resources from NICE which are not appropriate for their diets, foods they eat, religious circumstances, and understanding capabilities.   
	Please look at both Eat Well guides which support African and Caribbean African & Caribbean Eatwell Guide — The Diverse Nutrition Association and South Asian The South Asian Eatwell Guide • MyNutriWeb
	

	12. 
	Royal College of Physicians 
	Key area for quality improvement 2
Education for all healthcare professionals on obesity and associated co-morbidities.
	Obesity and its co-morbidities impact on multiple specialities within medicine and there is good evidence that losing weight improves health outcomes. There needs to be better recognition of this amongst HCPs and appropriate signposting to weight management services (where applicable and clearly with patient consent) as well as discussing weight in a non-stigmatised manner. 
	There is again clear evidence that losing weight improves health outcomes in many medical conditions. Often clinicians do not bring up the topic of patients’ lifestyle or weight – this needs to be explored and addressed and where appropriate, patient encouraged and signposted to appropriate services so that they can seek help, should they wish to do so. The outcomes of such education programmes for healthcare professionals need to be collated and good practice shared.
	

	13. 
	SCM 4
	Key area for quality improvement 2
Any discussion about weight should explore whether mental health impacts on weight or is affected by the circumstances that influence weight.
Any weight management intervention or specialist service should include an assessment of mental health or well being, and offer of an appropriate level of specialist support. This should include an assessment of an eating disorder or disordered eating


	It is important that any weight management assessment, intervention or service is holistic in its approach and addresses all impacts and drivers, both physical and emotional.
We know from CEW services that there is a high incidence of anxiety, depression, and adverse childhood experiences and trauma in CYP living with overweight and obesity. There is also a high incidence of parental mental health problems. Approximately 60-70% of families referred come from IMD 1 and 2 and therefore there are many other factors impacting their resilience
	This will from part of the NHSE CEW clinic evaluations and NIHR ENHANCE overall service evaluation taking place over next 3 years
https://www.nihr.ac.uk/documents/22563-evaluating-new-models-of-care-for-children-and-young-people-with-excess-weight-and-related-complications-hsdr-commissioning-brief/32297
https://ayph.org.uk/wp-content/uploads/2022/04/CEW-Evidence-from-exsisting-research.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7595256/
	NG10182

	14. 
	SCM 4
	Key area for quality improvement 5
Any assessment of overweight or obesity should explore the drivers of overweight and make appropriate referrals to other agencies. Also explore the impact of overweight and obesity on mental health and always offer referral through local services

	Any assessment should be holistic and explore social determinants of health so that advice can be tailored in context of this and other support can be signposted to or offered
	https://foodfoundation.org.uk/publication/broken-plate-2023
https://www.gov.uk/government/collections/family-resources-survey--2
https://www.gov.uk/government/publications/health-matters-obesity-and-the-food-environment/health-matters-obesity-and-the-food-environment--2
Fund, T.K., Tackling obesity The role of the NHS in a whole-system approach. 2021, The King’s Fund 
	NG10182

	15. 
	SCM 5

	Key area for quality improvement 2
	Language barriers/Patient understanding of weight management
	
	

	16. 
	SCM 5

	Key area for quality improvement 3
	Cultural awareness for those working in tier 3 understanding of cultural needs of patients and not using a tick box exercise
	
	

	17. 
	SCM6
	Key area for quality improvement 3
	Patients and participant co-production of lifestyle interventions
	Co-production is an expected part of ICS statutory functions when delivering population care. 
Co production has been shown to Improve patient experience and is consistently seen as a result of the co‑production approach, alongside improved efficiency and improved clinical outcomes
	NHS England » How co-production is used to improve the quality of services and people’s experience of care: A literature review

	18. 
	Simplyweight 
	Having reviewed the quality standards for overweight and obesity.
I feel it is important that Health care professionals dealing with people with obesity have to meet a set of standards, which includes:
1. Approach to patient with obesity including appropriate body language
2. knowledge of Obesity and its complications
3. Knowledge of the services available
	
	
	

	19. 
	Reed Wellbeing Ltd
	Key area for quality improvement 3
More prescriptive information for people living with obesity when conducting physical activity. 

	Lots of people living with obesity need specialist support when attempting to be physically active. This is due to their co-morbidities or due to their capability to perform such exercise without pain or discomfort. The need for more prescribed movement, exercise prescriptions, programs or services to support this population become more physically active.
	See some info on adjusting exercises to decrease orthopaedic risk or nonambulatory. https://www.ncbi.nlm.nih.gov/books/NBK539893/
 
	This is mentioned through the Overweight and obesity management, but an example would be under point 1.1.6.
Encourage people to build activity into daily life, developing 3 routines and behaviours that gradually increase the amount and 4 intensity of activity they do.

	General principles of care: Weight Stigma

	20. 
	City of Doncaster Council
	Weight management and healthy lifestyle programmes should endeavour to challenge weight stigma throughout their service.


	Weight stigma is an issue across the UK health sector, including within weight management services. Far from being a motivator for people to control their weight, weight stigma is deemed to be a driver for unhealthy behaviours, often leading to worse physical and mental health outcomes for individuals.  
For children, experiences of weight stigma can begin early and be damaging both physically and psychologically Children and young people may be at particular risk from weight stigma due to their susceptibility to external and internal judgement as they grow and develop identities. 
People should be able to access healthcare free of stigma. Weight stigma can be tackled through training and upskilling of staff, so that they are more mindful of their language, beliefs, and attitudes.

	Local data collection (examples):
Staff completion of approved weight stigma training
Review of programme resources to amend language and imagery
	Food Active weight stigma checklist - Food Active | Stamping Out Weight Stigma: A Checklist for the Workforce
Doncaster Compassionate Tier 2 Principles (attached to email) 
Research on ending weight stigma in healthcare -
Joint international consensus statement for ending stigma of obesity | Nature Medicine 
Effective strategies in ending weight stigma in healthcare - Talumaa - 2022 - Obesity Reviews - Wiley Online Library 

Weight stigma in children and adolescents: Recommendations for practice and policy 
Neumark-Sztainer, D., & Eisenberg, M. 2005. Weight bias in a teen’s world. In: K. D. Brownell, R. M. Puhl, M. B. Schwartz, & L. E. Rudd (Eds.), Weight bias: Nature, consequences, and remedies (pp. 68–79). Guilford Publications. Weight Bias in a Teen's World. (apa.org)
Cinelli, R.L. and O'Dea, J.A. 2016. Obesity Prevention Programs in Children: Impact on Weight, Shape and Food Concern. Curr Obes Rep. 5(1), pp.88-96. Obesity Prevention Programs in Children: Impact on Weight, Shape and Food Concern | Current Obesity Reports (springer.com)

	21. 
	Counterweight ltd
	Key area for quality improvement 1
Stigma and person first language 
	The language used in Quality statement 2: Discussion on the choice of interventions has some level of stigma and could be cause harm / distress to those individuals living with obesity
1. Adults with obesity for whom tier 2 interventions have been unsuccessful have a discussion about the choice of alternative interventions for weight
2. People who have not benefited from tier 2 interventions should have a discussion with their healthcare professional about the options available management, including tier 3 services.
Healthcare professionals ensure that they emphasise to the person that this should not be seen as a failure on their part, but that it represents another treatment option that may be appropriate for them.
	https://www.worldobesity.org/what-we-do/our-policy-priorities/weight-stigma

https://www.thelancet.com/journals/eclinm/article/PIIS2589-5370(22)00138-9/fulltext


	There is substantial evidence showing that weight loss is not linear and that people embarking on weight loss interventions will experience some weight regain. This is a normal response to any behavioural change intervention and that weight regain should not be discussed in terms of  unsuccessful but an expected component of any intervention at Tier 2, Tier 3 and tier 4 for multifactorial reasons such as biological, psychological, environmental, societal, financial etc. 
1. What is the definition of not benefitting from a Tier 2 service? 
Benefits may be gained from a Tier 2 intervention but the health goals may not have been met e.g. some weight loss but not the overall target. improved eating behaviours, increased activity levels. This would then require the need for a different approach to help individuals lose more weight or treat weight regain to meet their health goals. 
2. suggestion: 
A compassionate focused approach should always be used when discussing treatment options with people living with obesity 
Health care professionals should normalise weight loss and regain as part of a behavioural process, also sharing knowledge on the  underlying biological drivers which support weight regain.  The next step should be on discussing options for treatment available with the knowledge that it is normal to try multiple approaches to lose weight and also to treat the expected regain with the aim of meeting weight loss and health goals of the individuals. 

	22. 
	Diabetes UK
	Key area for quality improvement 2:
Children and adults with overweight and obesity are provided with non-stigmatising care
	A report by Diabetes UK (2023) found that over 1 in 5 people living with diabetes experienced stigma from healthcare professionals
Evidence shows that people with obesity respond positively to discussions about weight and health related behaviours that are supportive and empathetic The importance of language in engagement between health-care professionals and people living with obesity: a joint consensus statement - The Lancet Diabetes & Endocrinology
	The Diabetes UK report on stigma reported 72% of participants suggested education for medical professionals was key to addressing the impact of stigma, therefore CPD training around stigma should be completed, including for providers and commissioners
	NICE guidance in development on Overweight and Obesity Management (GID-NG10182)

	23. 
	Nottinghamshire Healthcare NHSFT
	Key area for quality improvement 5
Tackling weight stigma
	Weight stigma, also known as weight bias, is the discrimination or stereotyping of a person based on their weight or body size.
Weight stigma can be damaging to mental health, increase metabolic risk factors and further reducing self-esteem.
Weight stigma is unhelpful in supporting people to better manage their weight and has been shown in in fact result in increased calorie intake and increased body weight over time.
Current guidance does not address this.
	In 2018, an All-Party Parliamentary Group on Obesity report indicated that only “26% of people with obesity reported being treated with dignity and respect by healthcare professionals when seeking advice or treatment for their obesity”, and “42% of people with obesity did not feel comfortable talking to their GP about their obesity.
The current landscape of obesity services: a report from the All-Party Parliamentary Group on Obesity 
	Eliminating weight stigma - guidelines for BDA communications

	24. 
	Novo Nordisk
	4. Embed healthcare professional education and training to reduce experiences of stigma 
	In Public Health England’s 2020 report on the relationship between obesity and COVID-19[endnoteRef:2], it found that people living with obesity suffer stigma and discrimination which could mean they are reluctant to access healthcare or may delay seeking care until their disease is more advanced. [2: ] 

(Excess Weight and COVID-19 (publishing.service.gov.uk))
Weight stigma has been the focus of a joint international consensus statement, published in Nature, aiming to end weight stigma in healthcare globally while a series of guidelines and educational modules have been published by Public Health England and Health Education England to reduce experiences of stigma within healthcare in the UK.
(Rubino F, Puhl RM, Cummings DE, Eckel RH, Ryan DH, Mechanick JI, Nadglowski J, Ramos Salas X, Schauer PR, Twenefour D, Apovian CM, Aronne LJ, Batterham RL, Berthoud HR, Boza C, Busetto L, Dicker D, De Groot M, Eisenberg D, Flint SW, Huang TT, Kaplan LM, Kirwan JP, Korner J, Kyle TK, Laferrère B, le Roux CW, McIver L, Mingrone G, Nece P, Reid TJ, Rogers AM, Rosenbaum M, Seeley RJ, Torres AJ, Dixon JB. Joint international consensus statement for ending stigma of obesity. Nat Med. 2020 Apr;26(4):485-497. Doi: 10.1038/s41591-020-0803-x. Epub 2020 Mar 4. PMID: 32127716; PMCID: PMC7154011. Available from: Joint international consensus statement for ending stigma of obesity | Nature Medicine)
(Office for Health Improvement and Disparities. February 2022. Adult obesity: applying All Our Health. Available from: Adult obesity: applying All Our Health – GOV.UK (www.gov.uk))
(NHS England, Public Health England. 2017. Obesity. Available from: https://www.e-lfh.org.uk/programmes/obesity/)
	The CQC assessment framework captures people’s experience of health and care in the form of care forms as well as interviews, surveys, and patient and public feedback
(Care Quality Commission. Give feedback on care. Available from: https://www.cqc.org.uk/assessment/evidence-categories/peoples-experience)
Health Education England’s obesity e-learning course: https://www.e-lfh.org.uk/programmes/obesity/ 
All Our Health: Adult Obesity: Adult obesity: applying All Our Health - GOV.UK (www.gov.uk)
	Overweight and obesity management (GID-NG10182) Draft guideline
· 1.2.5 Identify healthcare professionals involved in identifying, preventing and managing overweight and obesity and ensure that they receive training in: […] barriers to healthcare professionals providing support and advice (such as internalised and societal stigma), particularly their concerns about the effectiveness of interventions, people's receptiveness and ability to change and the impact of advice on relationships with the person.


	25. 
	Office for Health Improvement and Disparities (DHSC)
	Key area for quality improvement 2
Ensure that all healthcare professionals and commissioners involved in identifying, preventing and managing overweight and obesity receive training in internalised and societal stigma using non-judgemental sensitive and supportive communication approaches.  
This includes the importance of using person centred language in all written and verbal communications and avoiding the use of stigmatising images. 
	There is substantial evidence that people living with overweight and obesity experience weight stigma, and that this is a pervasive issue. 
There is also evidence that weight stigma is harmful for peoples physical and mental health. 
Research includes, for example: 
· Puhl (2020) What words should we use to talk about weight? A systematic review of quantitative and qualitative studies examining preferences for weight-related terminology (doi: 10.1111/obr.13008) 
· Albury et al. (2020) The importance of language in engagement between health-care professionals and people living with obesity: a joint consensus statement (doi: 10.1016/S2213-8587(20)30102-9)
Grey et al. (2022). A systematic review of the evidence on the effect of parental communication about health and health behaviours on children’s health and wellbeing (doi: 10.1016/j.ypmed.2022.107043) 
	Data sources may include:
Data collected locally on the number and proportion of health care professionals and commissioners involved in identifying, preventing and managing overweight and obesity who have received training on weight stigma. 
Regular survey of patients living with obesity. 

	The draft update on overweight and obesity management guidelines recommends:
· 1.2.5: Identify healthcare professionals involved in identifying, preventing  and managing overweight and obesity and ensure that they receive training in …internalised and societal stigma. 
· 1.3.4 Ensure that all discussions linked to overweight, obesity and central adiposity are conducted in a sensitive, non-judgemental and person-centred manner
· 1.3.5 Ensure that all written, visual and verbal communications with people living with overweight and obesity use non-stigmatising language and images.
Training and guidance
· SCOPE elearning ‘Weight Bias: Hidden Harm’, available at https://www.scope-elearning.org/Saba/Web_spf/EU2PRD0110/guestapp/ledetail/cours000000000003201 
· OHID’s ‘Healthy weight coach elearning programme: for primary care networks, healthcare practices and pharmacies’ available at https://www.gov.uk/government/publications/healthy-weight-coach-elearning-programme-for-primary-care-networks-healthcare-practices-and-pharmacies 
· Impact on Urban Health ‘Reframing how we talk about children’s health and food’ available at: https://urbanhealth.org.uk/our-work/childrens-health-and-food/framing-toolkit-talking-about-childhood-obesity 
‘Language Matters: Obesity’ available at:  https://static1.squarespace.com/static/5bc74880ab1a6217704d23ca/t/612e32f5d423b36012a1bb16/1630417666068/FINAL_Obesity_UK_Language_Matters_2020.pdf 

	26. 
	Reed Wellbeing Ltd
	Key area for quality improvement 4
Support and guidance to reduce weight stigma in healthcare situation 
	Weight stigma within health care is portrayed through negative beliefs and attitudes towards people living with overweight and obesity, and this is still pronounced within health care settings. This is included in the overweight and obesity management guideline as recommended for research. However, areas to support health care providers to reduce the prevalence of weight stigma within their organisation/contract/office/surgery/ward is pivotal to ending weight stigma within health care. 
	Please see some of the latest research in strategies to reduce weight stigma in healthcare settings. 
Time to end weight stigma in healthcare (thelancet.com)
Effective strategies in ending weight stigma in healthcare - Talumaa - 2022 - Obesity Reviews - Wiley Online Library
	This is mentioned through the Overweight and obesity management, but an example would be under other recommendations for research point 8. 
8 Psychological therapies to address the effect of stigma.


	27. 
	SCM1
	I’m afraid I have been struggling with your request to fill in the forms with 5 key areas, both technically- i.e. how to measure success etc. and philosophically- i.e. what are the 5 areas.
The only key area I can really get behind is to focus on eliminating fat phobia and weight stigma . I do believe that this will make the most difference on health, both physical and mental. Many people with obesity avoid healthcare professionals because of their experience of discrimination, being made to feel like failures for not losing weight, being told to lose weight even though they did not ask for this advice (It’s not at all helpful anyway) and the issue they actually came for help with does not get tackled. There is still a lot of shaming behaviour. This avoidance can obviously mean that people with obesity are not looking after any health needs they have so these will worsen.
It is a major problem in the wider community too where there is still a strong belief that people with obesity are fat and lazy and lack will power, rather than there being an understanding of the multiple and largely individual factors that affect weight.
	
	
	

	28. 
	SCM 4
	Key area for quality improvement 1
People who are seeking help for their weight, or those in whom excess weight has been identified, should be spoken to respectfully, without judgement or blame and using non-stigmatising language
	Stigma and weight related discrimination is commonly reported by people living with overweight and obesity. When this comes from HCPs it can break down trust and put up barriers to receiving and being able to engage with effective care
	https://pubmed.ncbi.nlm.nih.gov/32333880/
https://www.worldobesity.org/downloads/healthy_voices_downloads/HV_Language_guidelines.pdf
https://static1.squarespace.com/static/5bc74880ab1a6217704d23ca/t/612e32f5d423b36012a1bb16/1630417666068/FINAL_Obesity_UK_Language_Matters_2020.pdf 
	A theme running all the way through NG10182 and with research recommendations

	29. 
	SCM6
	Key area for quality improvement 1
	Sensitive and non-stigmatising discussion of BMI 
	A growing body of evidence has demonstrated the pervasiveness and impact of weight stigma on individuals mental health and health care treatment. 
This has now been highlighted as part of the NICE guidance and should be a focus for quality

	Pervasiveness, impact and implications of weight stigma - eClinicalMedicine (thelancet.com)
Obesity Stigma: Causes, Consequences, and Potential Solutions - PMC (nih.gov)
Obesity: identification, assessment and management (nice.org.uk)


	30. 
	Slimming World
	Key area for quality improvement 1
An opportunistic and sensitive approach should be taken to weight, waist and height screening by health professionals. Discussions with individuals should be handled with care and sensitivity, without labelling or stigmatising the individual if their BMI or waist:height measurement is identified as being higher risk. 

	Weight stigma is common in society and has been evidenced in health professionals.
Training for health professionals on discussing weight sensitively is varied/lacking and it’s vital training and support is provided (and taken up) in this area.
Key reference here: Hughes CA, Ahern AL, Kasetty H, et al. Changing the narrative around obesity in the UK: a survey of people with obesity and healthcare professionals from the ACTION-IO study. BMJ Open 2021;11:e045616. doi:
	
	There are a number of resources available to support this, examples include: 
https://assets.publishing.service.gov.uk/media/5b8d54d2e5274a0bd7d11928/weight_management_toolkit_Let_s_talk_about_weight.pdf
https://www.slimmingworld.co.uk/health/downloads/healthproffesionalsweightrange.pdf 
https://easo.org/talking-about-weight-a-guide-for-gps-and-health-care-professionals/ 

	Information and support to help people maintain a healthier weight: Accurate information and details of local services

	31. 
	The Association for the Study of Obesity 
AND
The British Dietetic Association (Obesity Specialist Group)
	Key area for quality improvement 3
Children, young people, and adults who are identified as living with overweight or obesity have access to a publicly available up‑to‑date list of local lifestyle weight management programmes
	Access to local lifestyle weight management programmes is variable. In addition, many local authorities are no longer able to offer lifestyle weight management programmes.
	Evidence that there are a range of local lifestyle weight management programmes providing support in a appropriate format to meet individual needs e.g. individual or group, in-person or digital, NHS or private provision, family approach. 
	The draft update on obesity guidelines recommends: Give sources of accurate information (such as the NHS Weight Loss Plan) and details of local services to people who have any concerns about their – or their family’s – diet, activity levels or weight.

	32. 
	Nottinghamshire Healthcare NHSFT
	Key area for quality improvement 3
Support for patients with learning disabilities to maximise their capacity to make better food choices
	People with IDD have higher incidence of overweight and obesity (multifactorial) and therefore are at higher risk of associated negative health impacts.
Mental capacity, where it relates to food intake is an extremely tricky area, meaning that, within least restrictive practice, it’s vital to make efforts to maximise people’s capacity to make better choices, particularly where they already have health conditions as a consequence of lifestyle e.g. type 2 diabetes. They experience barriers to accessing mainstream services and need health promotion initiatives to adjust written resources and verbal communication to meet their communication and learning needs, and for health professionals to make every contact count – to be genuinely curious about people’s values, preferences and circumstances and to skilfully highlight areas of existing ambivalence that can be built on to help create meaningful change, even if it is limited, as even small changes can make an appreciable difference
	The most recent data on the prevalence of excess weigh in people with learning disabilities can be found here:
Health and Care of People with Learning Disabilities - NHS Digital


	Obesity and weight management for people with learning disabilities: guidance - GOV.UK (www.gov.uk)
Joanna, Jon and Ben - published September 2021 | Norfolk Safeguarding Adults Board,
NHS England » Safe and wellbeing reviews: thematic review and lessons learned

	Information and support to help people maintain a healthier weight: Healthy nutrition and activity levels advice

	33. 
	City of Doncaster Council
	Weight-neutral healthy lifestyle support should be made available to individuals where appropriate (e.g., history of disordered eating, weight cycling, personal preference, etc.)

	There is evidence that weight neutral, non-diet programming may be more effective at promoting permanent dietary and physical activity behaviour change, while minimising weight stigma and other psychological stressors associated with traditional weight centred approaches. Evidence suggests adopting a weight neutral approach has the potential to: 
•	Encourage/enable healthy behaviours including increase quality of diet and improved fitness, regardless of current weight status or body shape
•	Improve psychological outcomes including body acceptance, sense of self-worth and decrease in internalised weight stigma
•	Reduced programme attrition when compared to traditional weight-centred programmes 
Weight-neutral approaches should be made available for people who need support to improve their diet, increase their physical activities, and improve their overall health and wellbeing. Weight-centered programmes may not be appropriate for a variety of reasons, e.g., that individual had a history of weight-cycling, disordered eating, or just has a personal preference to not engage in weight services. It is important to provide support to these individuals that are weight-neutral (i.e., weight is not a criterion to enrol, weight is not measured within the programme, weight is not a “success” criteria). 
Weight management programmes must be mindful of the realities of pursuing intentional weight-loss, and the potential harms.
Having honest conversations about the realities of weight-loss – e.g., that most people will regain the weight they have lost within 2-5 years – will manage the expectations of individuals enrolling on such programmes when they reach a plateau or begin to regain. Being honest about this from the beginning will encourage them to use other measures of health and wellbeing to keep themselves motivated on their health journey.
Repeatedly losing and gaining weight – weight cycling – is harmful to both physical and mental health, but unfortunately this is the end result for many individuals who pursue intentional weight-loss. Weight re-gain can be harmful to self-esteem due to the blame and burden of responsibility being placed on the individual. 
By providing healthy lifestyle support that focuses on health behaviours – diet, activity levels, stress management, sleep quality, etc. - rather than an outcome such as weight, these health behaviours can be supported and maintained in the long-term without negatively impacting mental health. 
	Local data collection
Is there a weight-neutral option available to residents wishing to improve their health and/or diet?
	Doncaster's Compassionate Approach to weight: Doncaster's Compassionate Approach to Weight - City of Doncaster Council
Bolton’s Health Gains approach: Food Active | Weight Stigma Local Case Study: A Health Gains Approach in a 0-19 Service – Weight inclusive practices with children, young people and families.
Clifford, D. et al 2015. Impact of Non-Diet Approaches on Attitudes, Behaviors, and Health Outcomes: A Systematic Review. Journal of Nutrition Education and Behavior, 47(2), pp.143-155.e1. Impact of Non-Diet Approaches on Attitudes, Behaviors, and Health Outcomes: A Systematic Review - ScienceDirect

	34. 
	NHS England – Children and Young People’s Transformation Programme
	Providing accessible nutritional support (on food choices and portion sizes) from weaning to adulthood - support families in developing health eating habits from the earliest stage.
	During childhood, almost all organs are at risk of being affected by obesity. 
Childhood obesity increases the risk for premature mortality, and the mortality rate of children who are obese is three times higher before that child reaches 30 years of age compared with the normal population. 
The risks associated with childhood obesity can be modified by weight loss. The risk reduction is affected by the age at which weight loss occurs – with weight loss at an earlier age yielding better outcomes. Early support on developing eating habits is therefore more likely to support sustained healthier eating habits in childhood, adolescence and adulthood.
References: 
Marcus, C., Danielsson, P. and Hagman, E. (2022) ‘Pediatric obesity—long‐term consequences and effect of weight loss’, Journal of Internal Medicine, 292(6), pp. 870–891. doi:10.1111/joim.13547.
	Audit of health visiting services to determine whether health visitors feel equipped to provide advice on healthy food options and portion sizes during the first few years of life.
Review of clinical records to determine whether nutritional advice has been offered/given when a child has been found to be overweight/BMI. This may be verbal and/or with written resources.
	Obesity in children and young people: prevention and lifestyle weight management programmes [QS94]

	35. 
	RCPCH
	Key area for quality improvement 1 prevention 
	Prevention of obesity starts since birth by encouraging breast feeding and later with healthy diet with life style. The approach for population-based obesity prevention, divided into three broad components: The first component is the structures within government to support childhood obesity prevention policies and interventions. These are structural aspects such as leadership, “health-in-all” policies, dedicated funding for health promotion, noncommunicable disease monitoring systems, workforce capacity, and networks and partnerships that need to be in place in order to support and enhance the effectiveness of the more direct policy initiatives and community-based interventions.
The second component is population-wide policies and initiatives. These are direct policy actions that help to create environments that support healthy diets and physical activity. The types of policy instruments typically used as part of this component of a comprehensive childhood obesity prevention strategy are laws and regulations, taxes and subsidies, and social marketing campaigns that affect the population as a whole (or large population groups).
The third component is community-based interventions. These are multi-component interventions and programmes, typically applied across multiple settings, tailored to the local environment and implemented locally. Community-based interventions have been demonstrated to be successful when applied in multiple settings, including early childcare settings, schools and other community settings
	
	

	36. 
	Royal College of Physicians 
	Key area for quality improvement 3
Formal teaching in primary schools on weight management/ lifestyle modifications and the benefits longer term. 
	This needs to be part of a wider public health and prevention programme. There are already programmes in place in school looking at nutrition however there needs to be more focus on health benefits and an awareness of diseases associated with living with obesity.
	
	

	Preventing overweight, obesity and central adiposity in local or regional strategic partnerships

	37. 
	The Association for the Study of Obesity 
AND
The British Dietetic Association (Obesity Specialist Group)
	Key area for quality improvement 1 
Children, young people, and adults have access to healthy food and drink choices in local authority and NHS venues, with these being displayed prominently.
	Access to healthy food and drink options for hospital visitors and NHS staff, especially shift workers, is variable. 
	Evidence that local authority and NHS venues display healthy food and drink options in prominent positions.
Evidence that NHS venues enable access to health food and drink options for shift workers. 
	From previous quality standards:
Local authorities and NHS organisations can set an example by providing healthy food and drink choices at their venues. They can influence venues in the community (such as leisure centres) and services provided by commercial organisations to have a positive impact on the diet of adults using them. Local authorities and NHS organisations can set an example by ensuring that healthy food and drink choices are promoted in their venues. Prominent positioning will help to ensure that people will consider healthier options when they are choosing food and drink.
Carers and hospital visitors, and NHS staff (regardless of their shift patterns) require access to healthy foods and drink choices.

	Behavioural overweight and obesity management interventions

	38. 
	Eli Lilly and Company Limited (Lilly UK)
	Key area for quality improvement 5
Appropriate review, follow up and management – offer shared-care model of management including annual review (as other chronic diseases)

	Obesity is a chronic disease and requires long-term management. The association between obesity and increased risk of many serious diseases and mortality is well documented and has led to NICE developing guidelines on identifying and treating obesity.
Therefore, appropriate review, follow-up, and management of a patient suffering from obesity is necessary and the quality improvement should be focused on a shared-care model of management including annual review as per other chronic diseases. 
	National Obesity Audit data should improve following the implementation of this key area for quality improvement.
Percentage of patients with a BMI (height, weight, and waist to height ratio measurement) recorded in their electronic health record.
Percentage of patients who maintained weight loss at follow-up.
	

	39. 
	Office for Health Improvement and Disparities (DHSC)
	Key area for quality improvement 3
Weight management services should provide and/or signpost patients to support and/or strategies after the programme ends to support patients with their weight management over the longer term and prevent relapse and weight cycling.  
	Weight management services are effective in helping people to lose weight in the short term, but many people who lose weight from these services regain weight after the service end.
There is systematic review evidence on the characteristics of services that support outcomes over the longer-term (for example, Hartmenn-Boyce et al, 2021 for behavioural services).
	Data sources may include:
Local audits
National Obesity Audit
	

	40. 
	Slimming World
	Key area for quality improvement 4
Referred individuals should be followed up and offered further appropriate and ongoing support, accepting that weight management requires more than 12 weeks referral to a programme and support for weight maintenance is vital. Referrals should reduce health inequalities and meet individual needs. 
	There are numerous mentions in the NICE guideline in development, Overweight and Obesity management that refer to the importance of long term changes and long term sustainable behaviours. Support needs to be available for this to be achieved. 

	Evidence that support is long term and provision is in place. 
	

	Planning, delivering, and monitoring services: Multidisciplinary teams

	41. 
	Boehringer Ingelheim UK Ltd
	Access to weight specialist management MDTs
	If anti-obesity medicines (AOMs) can only be given in the context of an MDT, then it would be helpful for NICE to specify the minimum number of roles required (e.g., Prescriber + Nutritionist/Dietician + Psychologist +/- other, etc). 
At a minimum, a QS should state that all patients requiring chronic weight management (CWM) support should have access to a multidisciplinary team, which should include clinical and supporting services. 
	
	

	42. 
	Eli Lilly and Company Limited (Lilly UK)
	Key area for quality improvement 3
Access to weight management multi-disciplinary team
	Equity of care for people suffering with obesity is a critical key area for quality improvement. NICE has recently acknowledged that there is an unequal distribution of specialist weight-management services across the NHS, and in some areas, there is no access to them.1
For people suffering with a chronic disease like obesity, easily accessible MDTs within a primary care setting will ensure appropriate and efficient assessment of their disease. Importantly, access to an MDT should be in a closer to home setting and should not require months or years of waiting. Patients will then be able to progress to an appropriate intervention, including weight-management medication. 
Currently, primary care MDTs are already set up for managing and assessing patients with T2D. We would suggest that this key area of quality improvement looks to replicate MDTs that currently assess patients within a GP setting.
	Adult Tier 2 management services data and National Obesity Audit data should improve following the implementation of this key area for quality improvement.
Additional measurements/ outcomes that should be considered are:
Percentage of patients who are reviewed by an MDT within 6 weeks
Percentage of patients who are referred as a complex case to SWMS
Percentage of patients who enter a shared-care model of management including eligibility to weight-management medicine.

	NICE [2023] Digital technologies for delivering specialist weight-management services to manage weight-management medicine: early value assessment. NICE HTE14. https://www.nice.org.uk/guidance/hte14


	43. 
	NHS England – Prevention and Long Term Conditions team (National)
	Adults living with obesity prescribed pharmacotherapy receive, as a minimum within a SWMS/MDT (in line with updated NICE guidelines): 
i)	Assessment and management from a HCPC Registered Practitioner Psychologist with experience in Tier 2, 3, 4 
ii)	Nutritional and dietary advice from a HCPC registered dietician with experience in Tier 2, 3, 4 
iii)	Physical exercise plan to increase activity to 150 mins weekly.
	Psychological presence in multidisciplinary obesity teams has been highlighted as an important component of such teams. Psychological aspects of obesity can impact a person living with obesity and how psychology can be incorporated to provide holistic support in weight management services.
There are a number of clinical practice guidelines which recommend the inclusion of specialist psychologists in weight management and bariatric surgery services (e.g. NICE Guidelines for Obesity 2023). In acknowledgement of the complex biopsychosocial factors involved in obesity, these guidelines emphasise the importance of a multidisciplinary approach, which includes specialist psychology input.
Consideration for psychological skills and practices that may influence behaviour which fall outside specific therapy approaches such as CBT, can be considered. Psychology can be incorporated to provide holistic support in weight management services. psychological themes might underpin the current processes of weight maintenance and eating behaviours in an individual living with obesity. Specific psychological determinants and themes affecting those accessing services for the management of obesity (e.g. Weight stigma, body image and self-esteem, mental health, anxiety, stress, disordered eating, social support, comorbidity concerns) will exist so with consideration a care pathway that more effectively meets the needs of that individual – takes a holistic approach can be achieved.
Specific dietetic input is required to address food and drink consumption — a diet high in sugar and fat has been implicated as a risk factor for obesity. Eating outside the home is becoming increasingly popular, and surveys show that food eaten out is likely to be higher in fat and sugar than that eaten at home; there is also a trend towards larger portions of many food items. Excessive alcohol consumption (more than 2 drinks per day) is also a risk factor for obesity.
Physical inactivity — over the past 50 years, physical activity has declined significantly in the UK. Reasons for this include fewer jobs requiring physical work, availability of transport systems which favour the car, and reliance on labour-saving devices at home and work. In the 2015/16 Sport England Active Lives Survey, 26% of adults were classified as inactive (that is, doing less than 30 minutes of physical activity a week).
Social and psychological factors — the habits and customs of a person's social network can affect their diet. Some people with low self-esteem or depression may over-consume foods high in fat, sugar, and calories (so-called 'comfort foods').
	Psychological considerations for the holistic management of obesity | RCP Journals
The Role of the Psychologist in Weight Management and Bariatric Surgery | SpringerLink
Psychological considerations for the holistic management of obesity - PMC (nih.gov)
Active Lives Survey,
NHS Digital, 2017
FPH, 2008
	Physical activity guidelines - GOV.UK (www.gov.uk)
Recommendations | Obesity: identification, assessment and management | Guidance | NICE

	44. 
	Oviva
	Area 3: Ensuring consistent composition of the multidisciplinary team within tier 3 services including bariatric physicians and clinical psychologists at a minimum.1.9.6
	In our experience, many services badged as “Tier 3” services are failing to offer the full MDT support that this patient group needs. In particular, whilst most services have dietitian input, many services operate without consistent medical input and without clinical psychology. These two professional groups should be identified as a minimum standard (alongside dietetics) to deliver a high quality Tier 3 service.
	
	

	45. 
	Rhythm Pharmaceuticals
	Increase the frequency of interaction for patients and carers with trained health professionals 
	In obesity care it is well established that frequency of interactions with well trained professional is key to sustainable weight loss. The US Prevention Task Force (UFPSTF) recommends interaction with a Health Professional every 4 weeks. Unfortunately, the vast majority of patients living with Obesity in the UK only sees a trained professional a few times per year.
	The USPSTF found that comprehensive, intensive behavioral interventions with a total of 26 contact hours or more over a period of 2 to 12 months resulted in weight loss. Behavioral interventions with a total of 52 contact hours or more demonstrated greater weight loss and some improvements in cardiovascular and metabolic risk factors. These effective, higher-intensity (≥26 contact hours) behavioral interventions consisted of multiple components
https://www.uspreventiveservicestaskforce.org/uspstf/document/RecommendationStatementFinal/obesity-in-children-and-adolescents-screening#table1
	

	Planning, delivering, and monitoring services: Monitoring and evaluating all local provision

	46. 
	Boehringer Ingelheim UK Ltd
	Population health measure
	A QS focusing on what evaluation measures are in place to measure effectiveness of interventions at Tier 1 -4. For example, annual PROMs of service users, quality of service planning, and sustainability based on service capacity versus obesity prevalence at system level. 
There should be a focus on engagement of patients from at-risk populations (deprived, long-term unemployed, ethnic minorities at risk of obesity, etc). 
	Obesity Profile: November 2023 update - GOV.UK (www.gov.uk)
	

	47. 
	Office for Health Improvement and Disparities (DHSC)
	Key area for quality improvement 1
Data from publicly funded weight management services currently described as Tiers 2, 3 and 4 (including adults, children’s and pregnancy related) should be submitted data to the National Obesity Audit. 
For example, service commissioners could include this in new contracts and contract managers could review compliance. 
	The National Obesity Audit CSDS Data Quality Dashboard indicates that only a small proportion of weight management service providers have submitted data. 
Eventually, the Audit will provide a comprehensive picture of activity, access to services and health outcomes of patients using weight management services across England, allowing providers to track, benchmark and improve the quality of these services. 
	Data sources may include: 
National Obesity Audit submissions 
Data collected by local services commissioners and providers 
	The draft NICE Guidance in development (GID-NG10182) on overweight and obesity management guidelines recommends: 
1.5.17 and 1.5.73. Submit data on behavioural overweight and obesity management interventions for a national audit scheme such as the National Obesity Audit. 

	48. 
	Oviva
	Area 4: Transparency around outcomes for all Tier 3 services.
	Many existing tier 3 services do not routinely publish any outcomes data regarding their service. Newer providers are often held to a different standard in terms of the need to regularly publish clinical outcomes and the need to achieve outcomes targets. Outcomes data should be available from all tier 3 services to aid transparency, identify unwarranted variation and assess value for  commissioners.
	The National Obesity Audit was proposed as the vehicle to achieve this universal transparency of outcomes but to our knowledge has yet to publish any meaningful data around tier 3 services (the only outputs have been around bariatric surgery.
	

	49. 
	SCM 3
	Key area for quality improvement 4
Commissioners and providers should collect data on a broad range of outcomes, for example anthropometric measures such as BMI or waist-to-height ratio, indicators of dietary intake, physical activity, prevalence of obesity-related diseases as well as wider health outcomes such as indicators of mental health,
improvements in self-esteem and quality of life, service use, engagement of groups. 
These should be reported according to age, sex, ethnicity and socioeconomic status.
	To date outcomes from management of people living with obesity for commissioners have been very focused on weight related outcomes, rather than broader outcomes encompassing the physical health, mental health and wider social impacts of management. Including a broader range of outcomes will help to encourage commissioning of a more holistic approach to obesity care and provide further evidence in the design of future services. 
It is important that these outcomes should be reported according to key demographics to assess for potential inequalities in care and help identify how future care should be adapted to different groups.
	Local data from services and commissioners
Some data may be available from: 
National obesity audit

	NICE CG189 draft for consultation recommendations 1.13.14 and 1.13.15

	50. 
	SCM6
	Key area for quality improvement 4
	Evaluation of Weight management interventions
	Novel approaches such as VLCD and LCD are being commissioned and sought by patients. 
It's important that providers of novel approaches measure outcomes of the programmes and make the results available. This will allow commissioners and the general public to monitor and evaluate particular programmes to assess whether they are meeting their objectives and providing value for money. This ensures that any issues with the programmes are identified as early as possible, so that the programmes can be improved, leading to better outcomes.
	Overview | Obesity: identification, assessment and management | Guidance | NICE

NHS England » NHS soups and shakes diet helps thousands shed the pounds


	51. 
	British Obesity and Metabolic Surgery Society
	All bariatric and endoscopic obesity procedures are recorded in the National Bariatric Surgery Registry (NBSR) together with follow up data for a minimum period of 24 months
	
	
	

	Identification, assessment and referral: Identification and assessment

	52. 
	Eli Lilly and Company Limited (Lilly UK)
	Key area for quality improvement 1
All registered adults, young people, and children have a formal diagnosis of obesity recorded on their electronic health record
	In 2021 to 2022, 25.9% of adults aged 18 years and over in England were estimated to be living with obesity.1 
Recently published evidence showed that formal coding of obesity in the UK was 4.2% in 2023.2 This disparity in coding versus obesity prevalence causes patients to not receive the appropriate care for their disease.

Ensuring all patients have their BMI (height, weight, and waist circumference) recorded in their electronic health record will also result in accurate National Obesity Audit data. Patients will then be able to be diagnosed with obesity and their care appropriately managed as per any chronic disease.
Diagnosis and coding of obesity should follow the guidelines and quality statements as per other similar chronic diseases like T2D and hypertension.
	National Obesity Audit accuracy should improve once this key area for quality improvement is implemented.
Additional measurements/outcomes that should be considered are:
Percentage of patients with diagnosis of obesity recorded in their electronic health records (diagnostic code for obesity)
Percentage of patients with a BMI recorded within the last 12 months
Percentage of patients with a waist to height ratio recorded within the last 12 months (if BMI is over 30)
	Obesity Profile: short statistical commentary May 2023 - GOV.UK (www.gov.uk)
Davies, AL et al. (2024) P84 The UK Obesity Landscape: Results from the UK Primary Care Cohort of the IMPACT-O Study. Int J Obes 48 (Suppl 1), 1–46 https://doi.org/10.1038/s41366-023-01431-0

	53. 
	NHS England – Prevention and Long Term Conditions team (National)
	Adults with weight-related health conditions should have their body mass index (BMI) recorded at least annually and be informed of their BMI when it is calculated by a HCP and advised about any associated health risks. Where appropriate based, on BMI, options should be provided for self-led or local provision of structured multicomponent interventions for the management of overweight and obesity.
	Lack of HCP–patient engagement can adversely affect the diagnosis and management of obesity.
Providing adults with relevant information about the severity of their obesity and central adiposity and the impact this has on their risk of developing other long-term conditions (such as type 2 diabetes, cardiovascular disease, hypertension, dyslipidaemia, certain cancers, respiratory conditions, musculoskeletal conditions and other metabolic conditions such as non-alcoholic fatty liver disease) empowers them to participate, in an informed way, on their own or via onward/further weight management support/service.
HCPs are able to assess patient willingness and motivation to lose weight, their feelings about living with overweight or obesity (for example beliefs and previous attempts to lose weight) and their confidence in making changes. This allows for joint care and service decision between the patient and the HCP, allowing perceived barriers to be considered and managed, and support the selection of a WMS influenced by their level of engagement, and associated health/ comorbidity/ preferences/social circumstances and requirements.
	Health Education England's healthier weight competency framework, 
Obesity UK's language matters
Effectiveness of weight management interventions for adults delivered in primary care: systematic review and meta-analysis of randomised controlled trials | The BMJ
Predictors of weight discussion in primary care consultations: A multilevel modeling approach - ScienceDirect
Weight assessment and the provision of weight management advice in primary care: a cross-sectional survey of self-reported practice among general practitioners and practice nurses in the United Kingdom | BMC Primary Care | Full Text (biomedcentral.com)
	Scenario: Management | Management | Obesity | CKS | NICE
NICE, 2022a.
NICE quality standards | Goals and outcome measures | Obesity | CKS | NICE
1. Rationale and impact | Obesity: identification, assessment and management | Guidance | NICE

	54. 
	NHS England – Children and Young People’s Transformation Programme
	Measuring height and weight at every point of contact with health services, calculating BMI and plotting this on an appropriate growth chart.
Children/young people and their families then need to be informed of their BMI and which percentile this falls on, and what that means. This will initiate a discussion about any associated health risks.
	Many clinical encounters miss the opportunity to check the child/young person’s auxology and feed this back to the child/young person and their family.
Many CYP/families do not know whether their BMI is in a healthy range.
Families should be made aware of known health risks associated with abnormal BMIs, so that they can understand how to improve their BMI and reduce these risks. This should be done as early as possible in the life course.
BMI can be calculated after checking height and weight during a primary care consultation, community appointment or hospital appointment or admission.
	Awareness of BMI – data can be collected through review of patient records and whether BMI is recorded plus whether there is documentation of the healthcare provider informing the patient/their family about the result.
Understanding of health risks associated with abnormal BMI – data can be collected from healthcare records.
	Relates to:
Obesity: clinical assessment and management. Quality standard [QS127]

	55. 
	Novo Nordisk
	1. Record BMI and waist circumference in primary care for all patients annually  
	A review of primary care records between 2007 and 2020 found that obesity is under-reported in primary care.  Those recorded as living with overweight or obesity from the Clinical Practice Research Datalink (31%) represented about half that estimated by the Health Survey for England (64%).
(Coulman K. et al. 2023. Access to publicly funded weight management services in England using routine data from primary and secondary care (2007–2020): An observational cohort study. Available from: https://doi.org/10.1371/journal.pmed.1004282)
Under-reporting can delay diagnosis and access to appropriate care.
Encouraging routine recording of BMI and waist circumference in GP practices and community pharmacy, as described in the draft Overweight and Obesity NICE guideline (see supporting information), should be explored to support early detection and management of obesity and potential comorbidities. The Government’s GP recovery plan, which enables community pharmacy to access and add to GP patient records, further expands the settings of care in which BMI can be recorded.  Accurate and consistent coding of obesity in primary and secondary care settings could also improve recording and support patients to access appropriate care.
(NHS England. May 2023. Delivery plan for recovering access to primary care. Available from: https://www.england.nhs.uk/long-read/delivery-plan-for-recovering-access-to-primary-care-2/)
Recording BMI would also contribute to the objectives of the National Obesity Audit.
	Please see the National Obesity Audit, which has as one of its objectives to report the ‘proportion of people and which population groups living with overweight and obesity are being identified and recorded’
(NHS Digital. December 2023. National Obesity Audit. Available from: National Obesity Audit – NHS Digital)
The National Diabetes Audit and CVD Prevent already report the BMI of patients within their databases
(NHS Digital. December 2023. National Diabetes Audit. Available from : National Diabetes Audit Programme – NHS Digital)
(NHS Digital. December 2023. Cardiovascular Disease Prevention Audit. Available from: Cardiovascular Disease Prevention Audit (CVDPREVENT) – NHS Digital)
Based on BMI and waist circumference, the NHS Digital Health Survey for England compares: the prevalence of overweight and obesity among adults by sex, age, region and area deprivation, as well as abdominal obesity, the risks to health, and diabetes prevalence associated with obesity
(NHS Digital. May 2023. Health Survey for England. Available from: Health Survey for England – NHS Digital)
	Overweight and obesity management (GID-NG10182) Draft guideline
1.4.6 ‘If permission is given, use professional judgement to decide when to measure and record a person's: height, weight, waist circumference in people with BMI below 35 kg/m2 so that waist-to-height ratio can be calculated. Suitable opportunities could include registration with a GP, routine consultation for long-term conditions, and other routine health checks’

	56. 
	Novo Nordisk
	2. Screen people with a BMI ≥30kg/m2 for weight-related co-morbidities 
	People living with obesity are at increased risk of more than 200 serious and life-limiting health conditions, from cancer and cardiovascular disease to type 2 diabetes and depression.  
(Jastreboff AM, Kotz CM, Kahan S, Kelly AS, Heymsfield SB. Obesity as a Disease: The Obesity Society 2018 Position Statement. Obesity (Silver Spring). 2019 Jan;27(1):7-9. doi: 10.1002/oby.22378. PMID: 30569641)
As research suggests obesity is under-reported in primary care, opportunities to detect weight-related comorbidities may also be delayed.
(Coulman K. et al. 2023. Access to publicly funded weight management services in England using routine data from primary and secondary care (2007–2020): An observational cohort study. Available from: https://doi.org/10.1371/journal.pmed.1004282)
National policies and incentive schemes exist to prevent and manage several weight-related comorbidities – from CVD Prevent and the NHS Diabetes Prevention Programme to the Life Sciences Vision and Major Conditions Strategy.
(NHS Digital. December 2023. Cardiovascular Disease Prevention Audit. Available from: Cardiovascular Disease Prevention Audit (CVDPREVENT) – NHS Digital)
(NHS England. NHS Diabetes Prevention Programme (NHS DPP). Available from : NHS England » NHS Diabetes Prevention Programme (NHS DPP))
(Office for Life Sciences, Department for Science, Innovation and Technology, and Department for Business, Energy & Industrial Strategy. July 2021. Life Sciences Vision. Available from: Life Sciences Vision – GOV.UK (www.gov.uk))
(Department of Health and Social Care. August 2023. Major conditions strategy: case for change and our strategic framework. Available from: Major conditions strategy: case for change and our strategic framework – GOV.UK (www.gov.uk))
For patients identified as living with obesity, screening for comorbidities outlined in the NICE Obesity Clinical Knowledge Summary (CKS), such as type 2 diabetes, coronary heart disease, dyslipidaemia, hypertension and obstructive sleep apnoea, could support earlier detection and treatment of obesity and its comorbidities, as well as potentially playing a role in reducing costs to the NHS, the state and wider society.
(National Institute for Health and Care Excellence. August 2023. Clinical Knowledge Summaries: Obesity. Available from: https://cks.nice.org.uk/topics/obesity/background-information/complications) 
(The Tony Blair Institute for Global Change. November 2023. Unhealthy Numbers: The Rising Cost of Obesity in the UK. Available from: Unhealthy Numbers: The Rising Cost of Obesity in the UK (institute.global))
	The National Diabetes Audit and CVD Prevent report the BMI of patients within their databases.  The first annual CVD Prevent report found that obesity was the most common risk factor recorded in people with hypertension

NHS Digital. December 2023. Cardiovascular Disease Prevention Audit. Available from: Cardiovascular Disease Prevention Audit (CVDPREVENT) - NHS Digital

Please see the National Obesity Audit which seeks to show health outcomes for people living with overweight and obesity: National Obesity Audit - NHS Digital
	Overweight and obesity management (GID-NG10182) Draft guideline
· 1.4.23 After the initial assessment of overweight or obesity use clinical judgement to investigate comorbidities and other factors, depending on the person, the timing of the assessment, the degree of overweight or obesity, and the results of previous assessments.

	57. 
	Reed Wellbeing Ltd

	Key area for quality improvement 2
Ability to use waist-to-height along with weight to height.
	With a lot of the current view around BMI not being a personalised and individualised measure of central adiposity. The use of other measures such as waist to height would benefit participants and practitioners to give the correct advice to their patients. This should also be expanded to all populations and not just children and young people. 
	 Please see the meta-analysis of waist-to-height comparison to BMI from Ashwell, M., et.al. (2012) 2012_Ashwell_Gunn_and_Gibson_Ob_Revs-libre.pdf (d1wqtxts1xzle7.cloudfront.net)
	This has been included in the draft summary of the Overweight and obesity management under point 1.4.37.
‘When talking to a child or young person, and their families and carers, explain that they should try and keep their waist to half their height (so a waist-to-height ratio of under 0.5).’

	58. 
	RCPCH
	Key area for quality improvement 2  clinical assessment 
	Clinical evaluation of the childhood obesity: the child either obese or sever obese; obese, the mean weight for height >120%, weight for height >85, triceps skin fold>85 percentile, body mass index (BMI) equal or >85 percentile. Sever obesity the mean weight for height >140%, weight for height >95, triceps skin fold>95 percentile, body mass index (BMI) equal or >95 percentile focused review of systems. The diagnostic work up of a child with obesity is driven by a careful history of prenatal factors, family history, feeding history, sleep duration and issues, exercise, family and cultural expectations, screen time, location and timing of meals, bullying or social isolation, motivation and ability to make modifications of the family, and finally financial constraints. Appropriate labs and studies are considered according to the age, BMI percentile, and presence of risk factors ( fasting blood glucose and HbA1C, fasting lipid panel, liver function tests and 25OHvitamin D). obese children from 5 year old to adolescent consider ( sleep study, liver ultrasound, ovarian ultrasound, serum uric acid and fasting insulin) 
The physical exam is both important and challenging in children with obesity  Acanthosis nigricans is a sign of insulin resistance. Pubertal or tanner staging helps the clinician determine growth potential as well as address the issue of premature thelarche in females or gynecomastia in males. The skeletal problems that occur in children with obesity. Young children with the bowed tibias of Blount's disease are usually ambulatory and may be “early walkers” and unaware of any problem. A radiologic diagnosis is necessary. Slipped capital femoral epiphysis can present as knee or hip pain or without pain resulting in the diagnosis being missed. Prompt assessment and referral to an orthopaedic surgeon if the diagnosis is made is necessary.
	
	

	59. 
	SCM 4
	Key area for quality improvement 3
Ensure that people of non-white ethnicity who are known to be prone to central adiposity have the opportunity to raise weight concerns at a lower BMI or be made aware sensitively about this and the conversation should be proportionate to the higher risk they carry. All HCPs should be made aware of this. For tier 3 weight management services which grade or prioritise entry on the basis of risk factors, high risk ethnicities should be included in this list or eligibility should be based on a lower BMI or BMI SDS score (in children and young people) in high risk ethnicities. 
	NPDA T2 spotlight audit report and NDA T2 audit show that prevalence is higher is non-white ethnicity, particularly black and Asian groups. The metabolic outcomes are also worse. 
We are widening health inequalities by not taking this increased risk into consideration, or by not raising awareness.
	https://www.rcpch.ac.uk/sites/default/files/2021-11/NPDA%20Spotlight%20Report%20on%20Type%202%20Diabetes%202021.pdf
https://app.powerbi.com/view?r=eyJrIjoiMjkzYmY1YmYtNTRlZS00MzVkLWJmYmYtZmVkMTEzZDA4YzY5IiwidCI6IjM3YzM1NGIyLTg1YjAtNDdmNS1iMjIyLTA3YjQ4ZDc3NGVlMyJ9
https://diabetes-resources-production.s3.eu-west-1.amazonaws.com/resources-s3/public/2023-11/366_Tackling_Inequality_Commission_Report_DIGITAL%20(1).pdf
https://pubmed.ncbi.nlm.nih.gov/35900910/
https://www.nejm.org/doi/full/10.1056/NEJMoa2100165
https://pubmed.ncbi.nlm.nih.gov/35900910/
https://www.england.nhs.uk/wp-content/uploads/2022/11/core20plus5-cyp-infographic-v2.pdf 
	NG10182

	60. 
	SCM6
	Key area for quality improvement 2
	Using ethnically appropriate cut off parameters in BMI
	People from specific minority ethnic groups are known to be at higher risk of T2Dm and Dyslipidaemia at the same BMI as white European populations. Efforts should be made to ensure that appropriate BMI’s are used when assessing health risks and recommending interventions. 
	Overview | Obesity: identification, assessment and management | Guidance | NICE

	Identification, assessment and referral: Communication

	61. 
	Boehringer Ingelheim UK Ltd
	Whole patient approach
	A QS should mandate minimum standards expected when communicating with patients regarding their BMI. This should include ensuring patients are aware of the health risks of being overweight or obese. There are now >200 “other related conditions” associated with obesity. Informing patients of potential co-morbidities and health risks across their life course will enhance service provision. QSs should emphasise the importance of education pre / post intervention.
Future QSs should mitigate against variation in delivery of relevant information and ensure healthcare professionals are competent to deliver this information in patient-friendly, non-stigmatising language. Patients may avoid seeking CWM support due to fear of stigma and/or inability to navigate the healthcare system.
	Part 4: Deprivation - NHS Digital
New analysis reveals stark inequalities in obesity rates across England | The King's Fund (kingsfund.org.uk)).
Prevalence of co-morbidities can be measured via existing metrics: QOF 2022-23 | NHS Digital
	

	62. 
	City of Doncaster Council
	Weight management and healthy lifestyle programmes should attain informed consent before measuring/discussing BMI or weight.
	People should be asked permission before measuring, recording, or discussing their BMI or weight - and this consent should be informed. This means communicating to the individual why measuring their weight or calculating their BMI is medically necessary, how it will be used, and the flaws associated with the BMI model. It should be made clear that weight is only one indicator and, alone, does not tell us a great about a person’s health or habits.
	Local data collection (example):
Are staff trained on the 5 A’s model?
Is informed consent gained before measuring a patient’s weight?
	The 5 A’s model - Modified 5 As - PMC (nih.gov)
The psychological effects of blind and open weighing in women with a high drive for thinness: A mixed method inquiry - ScienceDirect
Carey, L. (2019). Taking BMI off the table. NZMA, vol.132, no.1506. Available: NZMJ 1506.indd (ana.org.nz)
Flawed methods and inappropriate conclusions for health policy on overweight and obesity: the Global BMI Mortality Collaboration meta‐analysis - Flegal - 2019 - Journal of Cachexia, Sarcopenia and Muscle - Wiley Online Library

	63. 
	Counterweight ltd
	Equality Statement 1: Informing people of their BMI 
	Most people who live with a higher weight will have had one or more attempts at weight loss in their lifetime. 
Having a conversation about an individual's BMI at the moment it is measured, may in isolation,  cause distress to individuals who may have lowered their BMI to their current level with attempts at weight loss and or weight maintenance. In effect causing weight stigma and the related consequences. 
	https://ukhsa.blog.gov.uk/2021/03/04/patterns-and-trends-in-excess-weight-among-adults-in-england/
https://www.gov.uk/government/statistics/adult-tier-2-weight-management-services-provisional-data-for-april-2021-to-december-2022-experimental-statistics/adult-tier-2-weight-management-services-short-statistical-commentary-april-2023

	Recent weight history should be assessed as part of the current BMI conversation. 
Weight maintenance should be seen as a positive as the trend in the overweight population is an upward trajectory as it is for the population who live with a BMI classed as in the normal range. 
Many people who have undertaken a weight management intervention will highly likely still be in the BMI classifications of overweight or obesity. 
When discussing an individuals current BMI and potential health risks, a recent weight history should be undertaken to assist this conversation. 
Tier 2 and tier 3 services in England typically target 5% weight losses which if achieved will still leave many people with a BMI in the overweight or obese categories. This is success and should be recognised and applauded. 
Small gains in health can be achieved with weight losses of between 3-5% and the benefits increase as the % weight loss increases. These weight losses should be identified and the relevant benefits taken into account of the wider picture. 
In England: For data submitted up to 3 March 2023 covering the period April 2021 to December 2022:
· 131,665 participants were referred to adult tier 2 weight management services
26% of those enrolled were in the obesity 3 BMI category (≥40 kg/m2), 25% in obesity 2 (35 to <40 kg/m2) and 34% in obesity 1 (30 to <35 kg/m2). A further 13% of participants were overweight (25 to <30 kg/m2) and 1% were a healthy weight (18.5 to <25 kg/m2) (table 14a)
40% of participants had lost weight by the end of their service, with 15% having lost at least 5% of their initial body weight (table 16)

	Identification, assessment and referral: Availability and access to weight management services and interventions

	64. 
	The Association for the Study of Obesity 
AND
The British Dietetic Association (Obesity Specialist Group)
	Key area for quality improvement 4
Children, young people and adults living with obesity and have significant comorbidities or complex needs that could be improved if they lost weight are referred to a specialist weight management service for a holistic assessment and discussion of treatment options.

	
	
	See draft updated obesity guidelines:
“Consider referral to specialist overweight and obesity management services if: • the underlying causes of overweight or obesity need to be assessed • the person has complex disease states or needs that cannot be managed adequately in behavioural overweight and obesity management services (for example, the additional support needs of people with learning disabilities) • less intensive management has been unsuccessful • treatment with weight-loss medicines is being considered • specialist interventions (such as a very-low-calorie diet) may be needed • surgery is being considered”. 
And 
“Consider referral to an appropriate specialist for children and young people who are living with overweight or obesity and have significant comorbidities or complex needs (for example, SEND or other additional support needs)”.
5As Adult Page - Obesity Canada

	65. 
	British Obesity and Metabolic Surgery Society
	All patients with BMI >30 are referred to specialist weight services management for assessment
	
	
	

	66. 
	Diabetes UK
	Key area for quality improvement 4:
Improve access to specialist weight management services
People with overweight and obesity should be offered a referral to an appropriate weight management service, including specialist weight management services and bariatric surgery. 

	An observational cohort study of access to weight management services in England found that only 3.13% of people with a recorded BMI that met criteria for a referral received one between January 2007 and June 2020. Of those eligible for bariatric surgery only 1.09% underwent the procedure. Access to publicly funded weight management services in England using routine data from primary and secondary care (2007–2020): An observational cohort study | PLOS Medicine
	National Obesity Audit collecting data on all the weight management tiers and outcomes, reduced waiting lists, increased number of specialist weight management services, number of ICBs mapping pathways,
[MI] National Obesity Audit - NHS Digital

	NICE guidance in development on Overweight and Obesity Management (GID-NG10182) expresses the need to reduce stigma throughout.

	67. 
	Eli Lilly and Company Limited (Lilly UK)
	Key area for quality improvement 2
Patients who are overweight or have received a diagnosis of obesity are offered a weight management intervention
	In 2021 to 2022, 63.8% of adults aged 18 years and over in England were estimated to be overweight or living with obesity (approximately 28 million people).1 However, the number of referrals into a weight management intervention in 2021 to 2022 was 131,665 while only 29,235 completed the intervention (35% of those that enrolled).
Therefore, this is a critical key area for quality improvement to ensure patients who are overweight or have a diagnosis of obesity have access to appropriate services and care to help manage excess weight or their chronic disease.
	Adult Tier 2 management services data and National Obesity Audit data should improve following the implementation of this key area for quality improvement.
Additional measurements/outcomes that should be considered are:
Percentage of patients with weight management intervention recorded in their electronic health records (ensure appropriate coding is available for a referral) 
Percentage of patients enrolled onto a weight management intervention (including digital weight management services).
Percentage of patients who completed the weight management intervention.
Percentage of patients who achieve clinically significant body weight reduction of ≥5%.
Percentage of patients who at follow-up (14 weeks after active intervention) who maintained weight loss.
	Obesity Profile: short statistical commentary May 2023 - GOV.UK (www.gov.uk)
Adult tier 2 weight management services: short statistical commentary April 2023 - GOV.UK (www.gov.uk)


	68. 
	NHS England – Children and Young People’s Transformation Programme
	Family members or carers of children and young people should be involved in treatment.
	Family members and carers have an important role and responsibility in influencing the environment in which children and young people live. 
Research shows a strong link between parental and CYP BMI, as well as couples becoming a more similar BMI with time.
Clinics should ensure the whole family is involved in the programme, that parents and children can receive social support and are not just told what to change, but also how (e.g., family-based therapy). Systematic reviews show that a family-based approach is more likely to yield improvement in BMI for the child or young person e.g. Brown, T. et al. (2017) ‘Exploring the evidence base for tier 3 specialist weight management interventions for children aged 2–18 years in the UK: A rapid systematic review’, Journal of Public Health, 40(4), pp. 835–847. doi:10.1093/pubmed/fdx166.
	Whether or not family members have been offered/ are involved can be determined through review of clinical records and audit of obesity related services, such as weight management services.
	Relates to:
Obesity: clinical assessment and management. Quality standard [QS127]

	69. 
	NHS England – Children and Young People’s Transformation Programme
	Discussion on the range of local treatment offers available to support children and young people (and their families) with overweight, obesity and/or complications relating to overweight or obesity.
	So that families are aware of local services that can support them in making healthier lifestyle choices and achieving healthier lifestyles, with consequent improvement in BMI. 
So that families are aware of any specialist services that may offer more enhanced support for those already suffering from complications relating to their excess weight, such as their local CEW clinic – and what the referral pathway looks like. Where CEW clinics are not available, families should be referred to local paediatric services with specialist interest in obesity or an appropriate medical or surgical specialist.
	Survey healthcare providers to understand whether they are aware of the local offer and referral pathways for children and young people living with excess weight/obesity.
Reviewing how many appropriate referrals and missed opportunities there are for making specialist referrals.
	Obesity: clinical assessment and management. Quality standard [QS127]
Quality statement 3: Referring children and young people for specialist care

	70. 
	NHS England – Prevention and Long Term Conditions team (National)
	Adults living with obesity for whom a 12-week lifestyle and behavioural intervention has been unsuccessful in supporting a weight change of ≥5% have a discussion with a HCP with training in the management of obesity, about the choice of alternative interventions for weight management, including Specialist weight management services (SWMS).
	A 5-10%weight-loss can result in a five point increase in HDL cholesterol. Raising HDL by these few points can lower the risk of an individual developing heart disease. In relation to cardiovascular disease endpoints studies suggest a plateau around an HDL value of 1.5 mmol/L and 2.0 mmol/L for men and women is protective against heart disease.
Excess body weight accounts for about 25-30% of cases of hypertension. As body weight increases, it causes hemodynamic abnormalities and other changes that result in elevated blood pressure. By losing 5-10% of one’s weight, blood pressure, both systolic and diastolic, decrease by 5 mmHg on average.
One of the laboratory markers used to screen for diabetes and to monitor its treatment HbA1C. The normal level should be below 48mmol/mol (6.5%). Research has shown that a 5-10% weight-loss can decrease this marker by half a point on average. 
When sleep apnoea is significant, oxygen levels in the blood are too low during sleep and the use of a breathing machine called CPAP is necessary. It has been shown that a 5-10 percent weight-loss may improve sleep apnoea.
Adipose cells and especially abdominal, produce a large number of substances that result in inflammation in blood vessels. This inflammation then can result in plaques and clots and turn into strokes and heart attacks. When weight-loss achieves a level of 10 percent, the levels of inflammatory substances circulating in the blood drop significantly and therefore the risk of vascular damage is reduced as well.
	Weight Loss and Exercise Alter the High-Density Lipoprotein Lipidome and Improve High-Density Lipoprotein Functionality in Metabolic Syndrome | Arteriosclerosis, Thrombosis, and Vascular Biology (ahajournals.org)
Weight loss and its influence on high-density lipoprotein cholesterol (HDL-C) concentrations: A noble clinical hesitation - ScienceDirect
High-density lipoprotein cholesterol and risk of cardiovascular disease (escardio.org)
	Rationale and impact | Obesity: identification, assessment and management | Guidance | NICE
Cardiovascular disease: risk assessment and reduction, including lipid modification | Guidance | NICE
1 Recommendations | Weight management: lifestyle services for overweight or obese adults | Guidance | NICE
Recommendations | Type 2 diabetes in adults: management | Guidance | NICE

	71. 
	NHS England – Prevention and Long Term Conditions team (National)
	Adults with a BMI ≥ 40 kg/m2, or between 35 kg/m2 and 39.9 kg/m2 (adjusted for ethnicity) with a significant health condition/comorbidity that could be improved by a reduction in their weight, are offered a referral to/assessment by a SWMS/MDT (in line with updated NICE guidelines) for: 
i)	pharmacotherapy management
ii)	bariatric surgery assessment
	A 2021 research review found the approval of once weekly GLP-1 medication will provide  a “new era” for the treatment of obese individuals. The active role and main outcomes of GLP-1 agonists in promoting weight loss, as well as in improving hyperglycaemia, insulin sensitivity, blood pressure, cardio–metabolic, and renal protection. The clinical trials for the higher proportion of participants in the semaglutide vs placebo group achieved weight losses of at least 10% or 15%. Larger weight losses (e.g., ≥10%) are desirable and unseen in previous NICE approved obesity medication, there the opportunity for the medication to have greater impact and improvements of several obesity-related cardiometabolic risk factors and diseases, including, hypertension, and sleep apnoea. 
Bariatric surgery can improve quality of life and reduce the risk of premature mortality however no evidence on the effectiveness of bariatric surgery in different ethnicities is available. Bariatric surgery can lead to significant weight loss and impact and improvements of several obesity-related cardiometabolic risk factors and diseases, including, hypertension, and sleep apnoea. 
Several RCTs showed greater weight loss and T2DM remission compared to non-surgical treatments within the first 2 years of follow-up after bariatric surgery. Large, long-term observational studies show durable (>5 years) weight loss, diabetes, and lipid improvements with bariatric surgery.
A requirement for psychosocial-behavioural evaluation by a suitably trained professional is required to determine the presence of any psychiatric conditions that would impair the patient's ability to manage the impact of the surgery. Being assessed with regard to symptoms of depression, anxiety, mania, psychosis, suicidal ideation, substance abuse, history of abuse, family history of mental health issues, and any treatment experiences is critical given the high prevalence of psychiatric and behavioural complications observed in this patient population.
Although pharmacotherapy and bariatric surgery can be effective for weight loss and improve comorbidities, there are short- and long-term medical, nutritional (for example, deficiencies), surgical and psychological risks and complications that may be associated with the interventions and as such initial comprehensive assessment by an appropriately trained team to determine the level of risk on an individual basis is required.






	Apovian, C.M.,  Aronne, L.J.,  Bessesen, D.H. et al. (2015) Pharmacological management of obesity: an endocrine Society clinical practice guideline. The Journal of Clinical Endocrinology & Metabolism 100(2), 342-362.
BMJ (2016) Obesity in adults. BMJ Best Practice. http://www.bestpractice.bjm.com
BNF (2023) British National Formulary. National Institute for Health and Care Excellence. https://bnf.nice.org.uk
Brauer, P., Connor Gorber, S. and Shaw, E. et al. (2015) Recommendations for prevention of weight gain and use of behavioural and pharmacologic interventions to manage overweight and obesity in adults in primary care. Canadian Medical Association Journal 187(3), 184-195.
Popoviciu MS, Păduraru L, Yahya G, Metwally K, Cavalu S. Emerging Role of GLP-1 Agonists in Obesity: A Comprehensive Review of Randomised Controlled Trials. Int J Mol Sci. 2023 Jun 21;24(13):10449. doi: 10.3390/ijms241310449. PMID: 37445623; PMCID: PMC10341852.
Obesity Pharmacotherapy: a Review of Current Practices and Future Directions | Current Treatment Options in Gastroenterology (springer.com)
Pharmacotherapy of obesity: an update on the available medications and drugs under investigation - eClinicalMedicine (thelancet.com)
Once-Weekly Semaglutide in Adults with Overweight or Obesity | NEJM
Tirzepatide Once Weekly for the Treatment of Obesity | NEJM
Health and appearance: Factors motivating the decision to seek bariatric surgery - PMC (nih.gov)
Accessing Tier 4 Services (bomss.org)
Long term outcomes of metabolic/bariatric surgery in adults | The BMJ
Long-term Outcomes of Bariatric Surgery: A National Institutes of Health Symposium - PMC (nih.gov)
How do mental health professionals evaluate candidates for bariatric surgery? Survey results - PubMed (nih.gov)
Psychiatric disorders among bariatric surgery candidates: relationship to obesity and functional health status - PubMed (nih.gov)
Psychiatric diagnoses and psychiatric treatment among bariatric surgery candidates - PubMed (nih.gov)
Psychological Assessment of the Patient Undergoing Bariatric Surgery - PMC (nih.gov)
	Causes and risk factors | Background information | Obesity | CKS | NICE
1 Recommendations | Semaglutide for managing overweight and obesity | Guidance | NICE
Overview | Obesity: identification, assessment and management | Guidance | NICE

	72. 
	Novo Nordisk
	3. Refer people presenting with BMI ≥ 30kg/m2 to specialist weight management services
	A review of primary care records between 2007 and 2020 found that only 3 per cent of those with a recorded diagnosis of overweight or obesity were referred to a weight management service. 
(Coulman K. et al. 2023. Access to publicly funded weight management services in England using routine data from primary and secondary care (2007–2020): An observational cohort study. Available from: https://doi.org/10.1371/journal.pmed.1004282)
The most common referral to a tier 2 weight management service was self-referral (40%), with fewer than 1 in 3 (29%) patients referred by their GP.  As the minority of patients enrolled in tier 2 programmes achieve weight loss during the active intervention (43%) and a minority (18%) of these patients sustain weight loss at week 26, many patients may be eligible for care in a tier 3 or 4 service.  
(https://www.gov.uk/government/statistics/adult-tier-2-weight-management-services-final-data-for-april-2021-to-december-2022/adult-tier-2-weight-management-services-short-statistical-commentary-september-2023) 
Indeed, the draft NICE Overweight and obesity management guideline recommends referral to specialist services where less intensive management has been unsuccessful.
(National Institute for Health and Care Excellence Guideline: Overweight and obesity management. Draft for consultation, October 2023. 1.4.26 (p34).  Available from: draft-guideline-2 (nice.org.uk))
However, according to the NHS Getting It Right First Time (GIRFT) National Specialty Report, fewer than half of NHS Trusts (44%) offer tier 3 or 4 services which risks delaying or limiting access to specialist services.  Recommendations from the GIRFT report include improving access to weight assessment and management services for patients with complex obesity by appointing a dedicated obesity lead in their team (where they have not already); and encouraging Trusts to work with ICSs to implement Tier 3 obesity services, with a specialist multidisciplinary team in place.
(Society for Endocrinology and Obesity Management Collaborative. December 2023. Guidance for the phased introduction of new medical therapies for weight management: A joint position statement by the Society for Endocrinology and Obesity Management Collaborative UK. Available from: joint-position-statement-on-medical-therapies-for-obesity_final-resubmitted-sfe-211223.pdf (endocrinology.org))
(Wass, J., & Lansdown, M. 2021. Endocrinology, GIRFT Programme National Speciality Report. Available from: https://gettingitrightfirsttime.co.uk/wp-content/uploads/2021/09/EndocrinologyReport-Aug21o-NEW.pdf)
Currently, where specialist obesity services are available, there is little uniformity in how they operate. As tier 3 was originally created as a stepped service pre-bariatric surgery, some services do not include psychological or pharmacological interventions, nor do they have a multidisciplinary team in place  Although obesity is a long-term chronic condition, interventions offered in tier 3 services also tend to be short-term – often 12 weeks.
(NHS England. 2014. Report of the working group into: Joined up clinical pathways for obesity. NHS England Publications Gateway Reference 01004; Available at: https://www.england.nhs.uk/wp-content/uploads/2014/03/owg-join-clinc-path.pdf) 
(Society for Endocrinology and Obesity Management Collaborative. December 2023. Guidance for the phased introduction of new medical therapies for weight management: A joint position statement by the Society for Endocrinology and Obesity Management Collaborative UK. Available from: joint-position-statement-on-medical-therapies-for-obesity_final-resubmitted-sfe-211223.pdf (endocrinology.org))
(Department of Health and Social Care. 2020. Tackling obesity: empowering adults and children to live healthier lives. GOV.UK. Available from: https://www.gov.uk/government/publications/tackling-obesity-government-strategy/tackling-obesity-empowering-adults-and-children-to-live-healthier-lives) 
As obesity prevalence is unequally distributed across ethnic groups in the UK, with other drivers of healthcare inequalities such as poverty and disability also strongly associated with obesity, particular emphasis for referral should be placed on ‘high-risk groups’ (as defined by the Office for Health Improvement and Disparities).
(Cabinet Office. Race Disparity Unit. May 2023. Overweight adults. Available from: Overweight adults - GOV.UK Ethnicity facts and figures (ethnicity-facts-figures.service.gov.uk))
(Office for Health Improvement and Disparities. Adult Tier 2 Weight Management Services. Short Statistical commentary, September 2023. Available from : https://www.gov.uk/government/statistics/adult-tier-2-weight-management-services-final-data-for-april-2021-to-december-2022/adult-tier-2-weight-management-services-short-statistical-commentary-september-2023#fnref:1)
More than 1 in 3 (35%) adults in the most deprived parts of England live with obesity compared to 1 in 5 (22%) in the most affluent; almost 3 in 4 (73.6%) Black adults compared to 63% of White adults live with overweight; and almost 2 in 5 (37%) people with a learning disability live with obesity compared to 28% of the general population.  
(NHS Digital. Statistics on Obesity, Physical Activity and Diet, England, 2020. NHS Digital; 2020. Available from: https://digital.nhs.uk/data-and-information/publications/statistical/statistics-on-obesity-physical-activity-and-diet)
(NHS Digital. Health Survey for England 2019: Overweight and obesity in adults and children data tables. Table 6: Adults’ body mass index (BMI), overweight and obesity prevalence, by Index of Multiple Deprivation (IMD) and sex. NHS Digital; 2019. Available at: https://digital.nhs.uk/data-and-information/publications/statistical/health-survey-for-england/2019) 
(GOV.UK. Ethnicity facts and figures. Overweight adults: By ethnicity over time. GOV.UK; 2020. Available at: https://www.ethnicity-facts-figures.service.gov.uk/health/diet-and-exercise/overweight-adults/latest/) 
(Public Health England. Obesity and weight management for people with learning disabilities: guidance. GOV.UK; 2020. Available at: https://www.gov.uk/government/publications/obesity-weight-management-and-people-with-learning-disabilities/obesity-and-weight-management-for-people-with-learning-disabilities-guidance)
Despite the unequal impact of obesity on high-risk groups, further support may be required to improve referral for these groups based on Office for Health Disparities data.
For example, adult tier 2 weight management services data between April 2021 and December 2022 found that 71.87% of patients referred to tier 2 services recorded their ethnicity as White, while those recording a Black ethnicity represented 3.39% of referrals.
(Office for Health Improvement and Disparities. Adult Tier 2 Weight Management Services. September 2023. Detailed metadata (table 5a). Available from :
https ://assets.publishing.service.gov.uk/media/655c811ed03a8d000d07fd6e/FinalTables_AWMS_Apr2021-Dec2022_Sep2023.ods) 
1.14% of those referred to services in the same period recorded a learning disability.
(Office for Health Improvement and Disparities. Adult Tier 2 Weight Management Services. September 2023. Detailed metadata (table 10a). Available from: https://assets.publishing.service.gov.uk/media/655c811ed03a8d000d07fd6e/FinalTables_AWMS_Apr2021-Dec2022_Sep2023.ods)
	Please see the Office for Health Improvement and Disparities Adult tier 2 weight management services datasets for data on tier 2 services, including referral, completion and outcomes. Adult tier 2 weight management services: short statistical commentary September 2023 - GOV.UK (www.gov.uk)
Please see the National Obesity Audit which seeks to show ‘the coverage and provision of weight management services’: National Obesity Audit - NHS Digital.  It also seeks to report on which population groups living with overweight and obesity are being identified and recorded, as well as which people living with overweight and obesity access weight management services
Office for Health Improvement and Disparities (OHID). Adult tier 2 weight management services. September 2023. Adult tier 2 weight management services: short statistical commentary September 2023 - GOV.UK (www.gov.uk)
	Overweight and obesity management (GID-NG10182) Draft guideline
· ‘1.4.26 Consider referral to specialist overweight and obesity management  services if: less intensive management has been unsuccessful; treatment with weight-loss medicines is being considered; specialist interventions (such as a very-low-calorie diet) may be needed’
1.13.15 Collect data on intervention outcomes according to age, sex, ethnicity and socioeconomic status, so that the effect on health inequalities can be assessed;

	73. 
	Novo Nordisk
	5. Referring adults to specialist weight management services to access NICE recommended interventions 
	The NICE Overweight and obesity management (GID-NG10182) draft guideline recommends referral to specialist weight management services if treatment with weight loss medicines is being considered.  The National Obesity Audit also seeks to measure the proportion of people living with obesity who have been offered appropriate NICE recommended interventions.
(National Institute for Health and Care Excellence Guideline: Overweight and obesity management. Draft for consultation, October 2023. 1.4.26 (p34).  Available from: draft-guideline-2 (nice.org.uk)
(NHS Digital. December 2023. National Obesity Audit. Available from: National Obesity Audit – NHS Digital)
A joint statement by The Society for Endocrinology and the Obesity Management Collaborative from December 2023 suggests, however, that there may be challenges in establishing equitable access to NICE-recommended obesity interventions in England. 
(Society for Endocrinology and Obesity Management Collaborative. December 2023. Guidance for the phased introduction of new medical therapies for weight management: A joint position statement by the Society for Endocrinology and Obesity Management. Collaborative UK. Available from: joint-position-statement-on-medical-therapies-for-obesity_final-resubmitted-sfe-211223.pdf (endocrinology.org))
Variation in access to medicines based on geography is also recorded by the Innovation Scorecard.
(NHS Digital. June 2023. NICE Technology Appraisals in the NHS in England (Innovation Scorecard). Available from: Microsoft Power BI)
	National Obesity Audit - NHS Digital is collecting data to measure the proportion of people living with overweight and obesity who have been offered appropriate NICE recommended interventions
NHS Digital publishes Statistics on Public Health: Prescription Statistics which is an annual compendium of prescription items relating to obesity  https://digital.nhs.uk/data-and-information/publications/statistical/statistics-on-population-health/2021
The Innovation Scorecard reports on the use of medicines and medicine groupings in the NHS in England, which have been positively appraised by NICE: NICE Technology Appraisals in the NHS in England (Innovation Scorecard), To June 2023 - NHS Digital
	Overweight and obesity management (GID-NG10182) Draft guideline
· 1.4.26 Consider referral to specialist overweight and obesity management 16 services if:[…] treatment with weight-loss medicines is being considered[…]
· 1.8.1 Consider medicines (see table 1) for people who have not reached their target weight loss or have reached a plateau after making dietary, activity and behavioural changes

	74. 
	Oviva
	Area 1: Ensuring timely access to tier 3 weight management services for people living with obesity who meet the criteria in the NICE guideline (under development GID-NG10182) regardless of where they live.
	Access to tier 3 services across England and Wales is extremely poor and highly variable. Access is not correlated with need and represents the classic “postcode lottery”. Obesity services are often deprioritised in terms commissioning due stigma and outdated attitudes towards obesity as a “lifestyle choice” rather than a complex chronic condition

	PHE audit of Tier 3 weight management service 2015
RCP endocrinologist survey 2015
GIRFT endocrinology report 2021
Recent NHSE modelling shows approx. 35,000 tier 3 places across England annually vs 4.2 million people eligible for Wegovy as per NICE TA 875
	

	75. 
	Royal College of Physicians
	Key area for quality improvement 1
Discussion on treatment options for people living with obesity including medical therapies.
	There needs to be a full discussion of all the weight management options including medical therapies as well as surgical options.
	There is robust evidence about the effectiveness of medical therapies and the increased demand needs to be managed appropriately. Healthcare professionals need to therefore be aware of the pros and cons of these therapies, side effects, funding arrangements in place (eg stopping of GLP-1 analogues after 2 years and weight outcomes after this etc.
	NICE guidance on Saxenda and Wegovy and local commissioning guidance.
STEP-extension trial.

	76. 
	SCM 3
	Key area for quality improvement 5
Consider referral to specialist overweight and obesity management services if:
• the underlying causes of overweight or obesity need to be assessed
• the person has complex disease states or needs that cannot be managed adequately in behavioural overweight and obesity management services
• less intensive management has been unsuccessful
• treatment with weight-loss medicines is being considered
• specialist interventions (such as a very-low-calorie diet) may be needed
• surgery is being considered
	Access to specialist obesity management services needs to improve and at present evidence suggests that only a very small percentage of potentially eligible patients are being referred (see recent paper by Coulman et al https://doi.org/10.1371/journal.pmed.1004282). If referral rates were improved it would also improve access to access to new pharmacological treatments as well as bariatric surgery. 


	Local data from services and commissioners
Some data may be available from: 
National obesity audit
National primary care datasets such as CPRD and datasets such as ECLIPSE
	NICE CG189 draft consultation recommendation 1.4.26

	77. 
	SCM 4
	Key area for quality improvement 4
Referrals for health complications or comorbidities thought to be exacerbated or as a result of weight, should not be delayed or dependant on a person losing weight, Similarly referrals for weight management should not be delayed due to other coexisting physical or mental health concerns.
	Lay members of the NICE committee reported many examples of discrimination in access to other services, by making that access dependant on weight loss. This included examples of diagnostic overshadowing and the risk this holds. This further exacerbates weight related stigma and a breakdown in relationship between those with lived experience and health care professionals
	
	NG10182

	Identification, assessment and referral: Tailored support

	78. 
	City of Doncaster Council
	Weight management and healthy lifestyle programmes should use a range of measures and indicators of progress or success – not just weight. 
	Narrow markers of health such as BMI neglect the multi-faceted nature of health and wellbeing and the many different ways we can promote healthful behaviours that do not centre around body weight. Programmes should include a range of KPI’s alongside weight markers in order to provide an accurate and holistic overview of improvement in the health behaviours of individuals and the impact of a programme. Currently, weight management programmes are only required to measure and report on weight levels. This does not provide a thorough picture of the impact of a programme, and this over-emphasis on weight can neglect the many other benefits of healthy lifestyle programmes, and also become demotivating to those who do not lose “enough” weight. Where weight is measured, weight maintenance should be viewed as just as suitable a goal as weight-loss within a weight management programme. Shifting the focus to incorporate additional measures of health and wellbeing not only improves the accuracy of data capture, but also positively impacts staff morale and helps to improve long-term motivation of individuals who are changing health behaviours. 
	There are a wide range of measures that could be incorporated into a weight management programme:
- Weight – within the context of other indicators; weight maintenance is just as suitable a goal as weight-loss
- Physical health outcomes – e.g., blood pressure, cholesterol, physical stamina, etc.
- Emotional health outcomes – e.g., the Warwick Edinburgh Mental Wellbeing Scale, Dr Kristen Neff’s self-compassion scale, the body image scale, etc.
- Health behaviours – e.g., dietary habits (food diary), physical activity levels (pedometer), sleep quality (sleep app), risk-taking behaviours / smoking / alcohol, stress, and stress-management methods, etc.
- Broader determinants – these can be things like healthy mealtime behaviours (e.g., eating as a family at a table without distractions)
	Tier 2 Evaluation - An evaluation of tier 2 weight management services in the Yorkshire and Humber region [abstract only] - Sheffield Hallam University Research Archive (shu.ac.uk)
“Doncaster Talks about Weight and Health” survey - Doncaster Talks Results — Doncaster Talks 
Doncaster Compassionate Tier 2 Principles (attached to email)
Clifford, D. et al 2015. Impact of Non-Diet Approaches on Attitudes, Behaviors, and Health Outcomes: A Systematic Review. Journal of Nutrition Education and Behavior, 47(2), pp.143-155.e1. Impact of Non-Diet Approaches on Attitudes, Behaviors, and Health Outcomes: A Systematic Review - ScienceDirect



	79. 
	Diabetes UK
	Key area for quality improvement 1
Support is provided to children and adults experiencing poverty that helps them to tackle issues affecting their access to health and school services 
	The Health Survey for England (2021) and NDNS data report obesity prevalence as being highest in the most deprived areas, with children in the most deprived areas being more than twice as likely to be living with obesity than their peers. Diabetes UK’s Cost of Living report has highlighted the extent to which health inequalities impact how somebody can manage their health condition. More than half of people at high-risk of developing type 2 diabetes, of which obesity is a major risk factor, bought food that is less healthy due to it being cheaper. However, individuals living with overweight and obesity who are experiencing poverty also cannot afford to take time off work, pay for petrol or public transport and account for other costs that are involved with attending health services. 
Further support needs to be given to ensure they can access both medical and educational services, and that HCPs have a good level of understanding of the impact that deprivation can have on accessing healthcare. This will help to ensure health inequalities are not increased and provide tailored and relevant care.
https://digital.nhs.uk/data-and-information/publications/statistical/health-survey-for-england/2021/overweight-and-obesity-in-adults
	Diabetes UK’s cost of living report and Joseph Rowntree Foundation’s report on Poverty report the stark statistics of those experiencing poverty and how this affects their ability to prevent and manage their health condition. Work on Poverty Proofing provides training to health services and schools to ensure that barriers are addressed to reduce the effects of poverty on access to services. Completion of this training should be monitored. 
https://diabetes-resources-production.s3.eu-west-1.amazonaws.com/resources-s3/public/2023-05/DUK_Cost%20of%20Living%20Report_6_spreads_0.pdf
UK Poverty 2024: The essential guide to understanding poverty in the UK | Joseph Rowntree Foundation (jrf.org.uk) 
	Work on Poverty Proofing in the North East that provides training to health services and schools to ensure when planning and commissioning intervention that barriers are addressed to reduce the effects of poverty on access to services, as is set out in NICE guidance in development on Overweight and Obesity Management (GID-NG10182) section 1.12.


	80. 
	Diabetes UK
	Key area for quality improvement 3:
Provide person-centred care
People with overweight and obesity are given person-centred care which delivers support that is tailored to their individual circumstances and preferences including relevant comorbidities
	There is a significant differential take-up of services across socioeconomic and ethnic groups. Services are not always designed or targeted to meet the needs (lifestyle, behavioural, cultural, psychosocial, economic) or circumstances of specific population groups including those on low incomes, or from ethnic minorities. For example ‘traditional’ weight-management services are not always designed for men and research has shown men are underrepresented in services. Inequalities in the uptake of weight management interventions in a pragmatic trial: an observational study in primary care - PMC (nih.gov)
	NHSE Comprehensive Model of Personalised Care set out in the NHS Long Term Plan set out a new training programme on delivering personalised care. Completion of this training can be collected as is done through the Personalised Care Institute.
https://www.england.nhs.uk/personalisedcare/workforce-and-training/
https://www.personalisedcareinstitute.org.uk/
	NHSE Comprehensive Model of Personalised Care set out in the NHS Long Term Plan provides essential guidance of how to implement personalised care across the health service
https://www.england.nhs.uk/personalisedcare/comprehensive-model-of-personalised-care/


	81. 
	Diabetes UK
	Key area for quality improvement 5
Provide relevant information
HCPs are able to provide people with overweight and obesity information and resources to information on weight management including information on healthy diets and physical activity that is appropriate to their circumstances
	Diabetes UK focus groups with people with type 2 diabetes have found that people are commonly given little or no information about weight management when diagnosed and in routine treatment.
	As part of the NHS Long Term Plan, HCPs should be given basic training on nutrition and maintaining a healthy weight that allows them to share advice at this key contact point for the patient, provide them with relevant resources and refer them to relevant nutritional support where necessary. Completion of this training should be monitored.
	NICE guidance in development on Overweight and Obesity Management (GID-NG10182) expresses need for healthcare professionals to provide support and refer to relevant services.

	82. 
	NHS England – Children and Young People’s Transformation Programme
	Holistic assessment and management when BMI assessment highlights above healthy range. This should include:
•	Consideration to the psychological and wider societal factors involved in developing excess weight.
•	Investigations for underlying cause of obesity may be carried out by different members of a multi-disciplinary team  (MDT). 
•	Screening for and identification of complications of excess weight. Julian Hamilton-Shield’s papers highlight the types of comorbidities that can be screened for e.g. Sharma, V. et al. (2019) ‘A systematic review and meta‐analysis estimating the population prevalence of comorbidities in children and adolescents aged 5 to 18 years’, Obesity Reviews, 20(10), pp. 1341–1349. doi:10.1111/obr.12904.
•	Holistic management plans for children/young people with an abnormal BMI and complications that include physical, psychological, and social components.



	We know that there are a range of factors that contribute to a child or young person developing excess weight or obesity.
We know that children with obesity are more likely to have a range of physical and mental health co-morbidities such as DM2, dyslipidaemia, metabolic syndrome.
A holistic approach to management is more likely to address the range of contributors and needs a child with overweight or obesity has. 
Management plans should therefore consider the child/young person’s physical, psychological and social needs (identified during assessment).
Treatment is more likely be successful when it involves different professionals from the MDT and the expertise that that brings.
References:
C McSweeney, Z. et al. (2021) ‘Predictors of successful weight loss in children treated at a community hospital–based Tertiary Care Pediatric Weight Management Program’, Journal of Child Health Care, 26(4), pp. 612–624. doi:10.1177/13674935211037535.
Hawton, K. et al. (2023) ‘Management of excessive weight gain in childhood’, Paediatrics and Child Health, 33(7), pp. 189–198. doi:10.1016/j.paed.2023.04.003.
Hawton, K. et al. (2022) ‘Liraglutide for the treatment of severe obesity in children: Early experiences from a tier 3 paediatric weight management service’, Endocrine Abstracts [Preprint]. doi:10.1530/endoabs.85.oc9.7
Burchett, H.E.D. et al. (2018b) ‘Lifestyle Weight Management Programmes for children: A systematic review using qualitative comparative analysis to identify critical pathways to effectiveness’, Preventive Medicine, 106, pp. 1–12. doi:10.1016/j.ypmed.2017.08.025.
Note that further evidence will be generated during the  NIHR evaluation: 22/563 Evaluating new models of care for children and young people with excess weight and related complications (HSDR) commissioning brief | NIHR
	Identification of causes of obesity – can be found in clinical records of patients with BMI that falls outside normal range.
Identification of complications relating to obesity – can be found in clinical records of patients with BMI that falls outside the normal range.
Evidence of local arrangements and written protocols to support clinical staff in asking about the symptoms that could be indicative or a co-morbidity that requires further investigation. 
Holistic management plans – whether or not these have been made can be identified through clinical records.

Management of complications identified – whether or not these have been addressed can be identified through clinical records and referrals made.
	Relates to:
Obesity: clinical assessment and management
Quality standard [QS127]

	83. 
	NHS England – Prevention and Long Term Conditions team (National)
	Adults who are living with overweight or obesity and have significant comorbidities or complex needs, including those with SMI and/or learning disabilities, and those who are housebound, are initially assessed by a HCP with training in obesity, in an appropriate setting, and referred where appropriate for specialist assessment and management in a Tier 3 with a clearly defined MDT structure or SWMS.
	People with a learning disability are more at risk of overweight or obesity and may require additional support for some interventions. (27% of people with learning disabilities have overweight compared to 31.8% of people without a learning disability). Higher proportions are living with obesity, 37% of people with learning disabilities compared to 30.1% of people without learning disabilities). 
Certain physical disabilities may impede the accuracy of measurements of overweight and obesity to determine health risk, for example, those with scoliosis and those with a different body composition due to lower muscle mass for a given weight. This may result in people wrongly being classified as ineligible for some weight management treatments.
The PHE guidance on obesity and weight management for people with learning disabilities (2020) notes that helping people with learning disabilities to achieve weight loss through diet and exercise involves additional complexities.
People’s needs and preferences for interventions including disabilities, neurodevelopment conditions and special educational needs and disabilities should be accounted for. Referral SWMS with an MDT should be considered if the person needs additional support due to a learning disability (an example of a complex disease state or need). People with severe mental health problems are more at risk of living with overweight or obesity and may require additional support for some interventions.
	
	NICE draft guideline on overweight and obesity management
PHE guidance on obesity and weight management for people with learning disabilities
Obesity: identification, assessment and management. (2023) NICE guideline CG189. Equality impact assessments
Rationale and impact | Obesity: identification, assessment and management | Guidance | NICE
OHID obesity profile 2021/22 
NHS Digital’s Health Survey for England, 2021 part 1.
1 Recommendations | Semaglutide for managing overweight and obesity | Guidance | NICE

	84. 
	Nottinghamshire Healthcare NHSFT
	Key area for quality improvement 1
Support for patients in mental health inpatient settings, and secure mental health settings to access weight management and lifestyle programmes to manage their weight
	Rates of obesity are even higher in people with severe mental health problems than in the general public, due to the effects of medication, poor diet, alcohol misuse and less active lifestyles. Further, in the UK community, people diagnosed with schizophrenia are reported to have a 2–3 times greater premature mortality rate than the general population, mainly due to cardiovascular disease associated with long-term lifestyle factors such as smoking and obesity.
	Severe mental illness (SMI) and physical health inequalities: briefing - GOV.UK (www.gov.uk)
	obesity_in_mental_health_secure_units.pdf (publishing.service.gov.uk)
Report template - NHSI website (england.nhs.uk)

	85. 
	Nottinghamshire Healthcare NHSFT
	Key area for quality improvement 2

Appropriate Weight management support first line for those prescribed anti psychotics
	Antipsychotics are a group of drugs that are mainly used to treat schizophrenia and manic episodes in bipolar disorder. Unfortunately, antipsychotics can cause side effects. One of the most common and serious is weight gain. People with schizophrenia are twice as likely to be obese than people in the general population. Antipsychotic medication contributes to this. NICE guidance states People with psychosis or schizophrenia, especially those taking antipsychotics, should be offered a combined healthy eating and physical activity programme by their mental healthcare provider, however there is no guidance on what this should consist of for this population.
	in the EUFEST study of service users in their first episode of psychosis, 65% of service users had weight gain of ≥7% of initial body weight at one-year.
Fleischhacker W, Keet I, Kahn R, (2005) The European first episode psychosis trial. Schizophrenia research. Vol 78. p147-56
	Recommendations | Psychosis and schizophrenia in adults: prevention and management | Guidance | NICE

	86. 
	Oviva
	Area 2: Offering people living with obesity who need Tier 3 services a choice of delivery model e.g. 1)face to face, 2)remote/telephone or 3)digital
	Access to Tier 3 services is further restricted by the “one size fits all” offer focused solely on face-to-face services in hospital/community settings, delivered at fixed times during working hours, often only in group settings. This creates barriers to access to those people of working age (the majority of people referred to tier 3 services), people with childcare responsibilities, people with caring responsibilities, shift workers, barriers created by transport/parking costs, people who have experienced weight stigma previously.
	Patients should be offered far greater choice of how their specialist weight management care is delivered. For example, a choice between group and one-to-one care. Patients in all areas of the country should have the option of a fully remote or digital service which will overcome some of the barriers to access outlined here. This should be an evidence-based offer and should link to, and build on, the work of NICE in their Early Value Assessment process which should be incorporated into these quality standards to create coherent overall guidance:
https://www.nice.org.uk/guidance/hte14
	[bookmark: _Toc161317117]Digital technologies for delivering specialist weight-management services to manage weight-management medicine: early value assessment
Health technology evaluation, Reference number:HTE14, Published: 26 October 2023 https://www.nice.org.uk/guidance/hte14


	87. 
	SCM 3
	Key area for quality improvement 1
Ensure that interventions for children and young people with overweight or obesity include weight maintenance advice and offer support for weight maintenance post-intervention
	Obesity is a long term condition and needs ongoing support. This is also important to provide this support to help to avoid children and young people entering into a cycle of weight loss and regain, which leads to detrimental effects on physical and mental health.
	Local data from services and commissioners
Some data may be available from: 
National obesity audit

	NICE CG189 draft consultation recommendations 1.5.31 and 15.68-1.5.71

	88. 
	Slimming World
	Key area for quality improvement 2
Health professionals should have good awareness of the services available locally and work with the patient to identify what will work best for them individually and the wider family benefit be considered.   

	In line with NICE guideline in development ‘Overweight and obesity management’, healthcare professionals involved in identifying overweight, obesity and central adiposity should be aware of the overweight and obesity management services that are available locally and nationally.
	
	The draft update on obesity guidelines recommends: Give sources of accurate information (such as the NHS Weight Loss Plan) and details of local services to people who have any concerns about their – or their family’s – diet, activity levels or weight.

	89. 
	Slimming World
	Key area for quality improvement 3 
Individuals living with overweight or obesity should be sign-posted and or offered referral to a choice of appropriate and evidence based multicomponent support that includes healthier eating and reducing sedentary behaviours to help them to reduce risk, develop healthier habits and be a healthier
	Current provision is varied and there is a postcode lottery as to what’s available for individuals. More needs to be done to ensure there is consistency and that signposting and referral to evidence based programmes is provided as standard. 

	Collect data and be able to evidence that there is a range of evidence based weight management options in all areas.
Collect data on number of referrals made and outcomes. 
	

	Medicines for overweight and obesity

	90. 
	Boehringer Ingelheim UK Ltd
	Equity of access
	This Quality Standard was last updated in 2016, before Saxenda and Wegovy were licensed/reimbursed for chronic weight management (and soon to be joined by Mounjaro). Therefore, the QS needs to include some measures around patient access to these medicines and whether it is appropriate for them only to be prescribed in the context of a Specialist Weight Management Service (SWMS) – particularly given Rishi Sunak’s £40m bounty to try and encourage access to anti-obesity medicines within a primary care setting. The future direction of travel is likely to be broader access for patients to these medicines in a primary care setting and the QS ought to reflect this. This would help significantly with equality of access given the current disparities in provision of SWMS and extensive waiting lists for patients once referred. Primary care teams have extensive experience of prescribing injectable GLP-1 RAs for type 2 diabetes and therefore have the capability to manage this.
	Liraglutide for managing overweight and obesity. TA664. December 2020. Available at: https://www.nice.org.uk/guidance/ta664 
Semaglutide for managing overweight and obesity. TA875. September 2023. Available at: https://www.nice.org.uk/guidance/ta875/ 

	

	91. 
	Eli Lilly and Company Limited (Lilly UK)
	Key area for quality improvement 4
Patients with 1 self-reported failed attempt to diet and exercise offered a weight-management medication.
	For patients living with obesity, 91.9% of them are likely to have at least one obesity-related-comorbidity, while patients with a higher obesity class are more likely to report multiple obesity-related comorbidities. And for those suffering with obesity as a chronic disease, 78.6% of people with obesity attempted to lose weight within the previous 12 months, with diet and exercise as the most common method. However, of those patients 73.4% had not experienced clinically meaningful weight loss of ≥5%
For patients suffering with obesity as a chronic disease, ensuring access to efficacious weight-management medicine to help manage their disease prior to them developing multiple obesity-related comorbidities is vital for the patient’s health and wellbeing as well as to the NHS to help manage referral capacity. 


	Adult Tier 2 management services data and National Obesity Audit data should improve following the implementation of this key area for quality improvement.
Additional measurements/outcomes that should be considered are:
Percentage of patients offered a pharmacological intervention to manage their chronic disease
Percentage of patients who achieve clinically significant body weight reduction of ≥5%.
Percentage of patients who at follow-up (6 months after initiation of treatment) who maintained weight loss or achieved further body weight reduction
	Evans, M., de Courcy, J., de Laguiche, E. et al. Obesity-related complications, healthcare resource use and weight loss strategies in six European countries: the RESOURCE survey. Int J Obes 47, 750–757 (2023). https://doi.org/10.1038/s41366-023-01325-1



	92. 
	SCM 2
	Key area for quality improvement 1
	Patients eligible for pharmacotherapy are able to have it prescribed
	There are no data sources that I am aware of. It is therefore important to develop a national specialist weight management database for pharmacotherapy, similar to the bariatric surgery one.
	

	Surgical interventions: Access to bariatric surgery

	93. 
	British Obesity and Metabolic Surgery Society
	Ensuring all those who meet NICE criteria for metabolic surgery are offered referral into a specialist weight management service within 3 months of initial GP contact and if suitable are offered surgery within 1 year of referral into specialist weight management service
	
	
	

	94. 
	SCM 3
	Key area for quality improvement 2
Offer an expedited assessment for bariatric surgery to people with a BMI of 35 kg/m2 or more who have recent-onset type 2 diabetes 
	The impact of bariatric surgery on type 2 diabetes is well established and significant, for example this paper on remission post surgery doi:10.1001/jama.2014.5988. 
Highlighting this recommendation has the potential for this effective and cost-effective treatment to be offered to more people living with type 2 diabetes.
	Local data from services and commissioners
National primary care datasets such as CPRD and datasets such as ECLIPSE 
Some data may be available from: 
National obesity audit
National bariatric surgery registry
	NICE CG189 draft consultation recommendation 1.9.3
Management of Hyperglycemia in Type 2 Diabetes, 2022. A Consensus Report by the American Diabetes Association (ADA) and the European Association for the Study of Diabetes (EASD)
https://diabetesjournals.org/care/article/45/11/2753/147671/Management-of-Hyperglycemia-in-Type-2-Diabetes

	95. 
	SCM 5
	Key area for quality improvement 4
	Tier 3 services not being the deciding factor / gateway to getting accepted onto tier 4
	
	

	Surgical interventions: Information on bariatric surgery

	96. 
	Royal College of Physicians 
	Key area for quality improvement 4
Education and understanding of risks of bariatric surgery abroad and the implications for local healthcare services.
	This is an increasing area of concern. There is no clear follow up for these patients and often present to secondary care with post-operative complications and nutritional deficiencies. People living with obesity need to be aware of these aspects before considering treatment abroad and local healthcare providers need to collect data on the scale of the problem so that we can understand the impact on a national level.
	
	

	97. 
	SCM 5
	Key area for quality improvement 1
	Information on options for surgery/providing information surgery risk and benefits
	
	

	Surgical interventions: Postoperative care

	98. 
	The Association for the Study of Obesity 
AND
The British Dietetic Association (Obesity Specialist Group)
	Key area for quality improvement 5
People who have had metabolic and bariatric surgery (MBS) have a   minimum of two year postoperative care within the MBS service. After discharge, they should be offered monitoring of nutritional status at least once a year as part of a shared-care model of management.
	NICE CG189 Obesity 2014 and NICE QS127 Obesity 2016 both recommended that people should have access to long-term aftercare and nutritional monitoring at least once a year as part of a shared care model. Despite these strong recommendations, no shared care models have been commissioned. These leaves patients vulnerable as often general practitioners and primary care healthcare staff have little knowledge and receive no training in this specialist area. 
	National audits. 
	Parretti HM, Subramanian A, Adderley NJ, Abbott S, Tahrani AA, Nirantharakumar K. Post-bariatric surgery nutritional follow-up in primary care: a population-based cohort study. Br J Gen Pract. 2021 May 27;71(707):e441-e449. doi: 10.3399/bjgp20X714161. PMID: 33824163; PMCID: PMC8041293.
“This study suggests that patients who have bariatric surgery are not receiving the recommended nutritional monitoring after discharge from specialist care. GPs and patients should be supported to engage with follow-up care. Future research should aim to understand the reasons underpinning these findings”.

	99. 
	Royal College of Physicians 
	Key area for quality improvement 5
Continuous glucose monitoring should be made available for patients having had bariatric surgery and have subsequent post-operative hypoglycaemia. 
	This is a recognised complication and yet many ICBs will not fund continuous glucose monitoring for this specific subset of patients. 
	
	

	100. 
	SCM 3
	Key area for quality improvement 3
Offer people who have had bariatric surgery a follow-up care package for a minimum of 2 years within the bariatric service and after discharge from follow up by the bariatric surgery service, ensure people are offered at least annual monitoring of nutritional status and appropriate supplementation after bariatric surgery, as part of a shared-care model with primary care
	These standards were in QS127 and in my opinion should be retained as there is still a need for significant improvement in care currently provided in the long-term to improve outcomes and evidence that patients both want and value follow-up. 
See, for example https://doi.org/10.3399/bjgp20X714161 and https://doi.org/10.1111/obr.12764.
	Local data from services and commissioners
National obesity audit
National primary care datasets such as CPRD and datasets such as ECLIPSE
	NICE CG189 draft for consultation recommendations 19.17 and 1.9.18 and was in the previous QS127 (as 2 standards)

	101. 
	Slimming World
	Key area for quality improvement 5
For long term success those post bariatric surgery or post weight loss medications should be offered long term support or signposted to evidence based services to enable and embed long term changes. 
	There are numerous mentions in the NICE guideline in development, Overweight and Obesity management that refer to the importance of long term changes and long term sustainable behaviours. Support needs to be available for this to be achieved. 

	Evidence of long term support and outcomes 
	

	Additional areas: Disordered eating

	102. 
	Association of Clinical Psychologists UK
	Improving support for patients who have disordered eating (as they often do not meet the criteria for eating disorder services, and weight management services often do not know how to manage this presentation).
	
	
	

	Additional areas: Trauma informed approach

	103. 
	Association of Clinical Psychologists UK
	Creating a trauma-informed and patient-centred workforce led by a psychological understanding of complex trauma, as many patients who experience obesity have trauma histories.
	
	
	

	Additional areas: Suggestions for research

	104. 
	Association of Clinical Psychologists UK
	Further research on behavioural and psychological interventions for obesity, underpinned by appropriate psychometric measures which should be administered by trained psychological professionals (e.g. the Weight and Lifestyle Inventory).
	
	
	

	Additional areas: Genetic causes of obesity

	105. 
	Rhythm Pharmaceuticals
	Improve the management of patients presenting with early onset and severe obesity in specialised centers, especially patients with monogenic and syndromic obesity
	There is only a limited number of centres caring for patients living with monogenic and syndromic obesity. Such centers are operating at full capacity and patients are seen only a few times a year. The tier 3 and CEW clinics are often far away from a specialized center. In some cases there is a 2 year waiting list to be seen. There is a need for more centers distributed throughout the country so no patient lives more than 2h away from a specialized monogenic or syndromic center
	
	

	106. 
	Rhythm Pharmaceuticals
	Improve access to genetic testing and time to results.  Improve selection of patients for testing outside of highly specialised centers
	Genetic testing for monogenic or syndromic obesity is available as part of the NHS genetic testing panel. However unfortunately testing can take many months. Furthermore, testing is often initiated by specialized centers only, adding referral time to these specialized centers to the overall time required for genetic confirmation
	
	

	107. 
	Rhythm Pharmaceuticals
	Improve the understanding of hyperphagia and the difference vs. hunger. Implement a system to classify hyperphagia.
	Hyperphagia is a key diagnostic criteria to differentiate monogenic and syndromic obesities from general obesity. Hyperphagia is very different than general hunger. Unfortunately, many obesity specialists fail to recognize hyperphagia leading to delay in diagnostic and to optimized multidisciplinary patient management. 
	
	

	Additional areas: Medicines safety

	108. 
	Oviva
	Area 5: Standardised safety reporting around obesity medication.
	Novel obesity medications such as the GLP-1 receptor agonist are increasingly a mainstay of tier 3 weight management services. This trend will only increase with time. It would be useful to standardise the reporting of outcome, incidents and safety data for services prescribing these medications so that we are all working to the same standards, and we can all learn together collectively. This is important given the relatively recent adoption of these therapeutics within obesity management. 
	
	

	Additional areas: Promotion of breastfeeding

	109. 
	Nottinghamshire Healthcare NHSFT
	Key area for quality improvement 4
Promotion of breast feeding
	There is a strong link between breastfeeding and lowered risk of overweight/obesity. This appears to be related to the different composition of breastmilk compared with formula milk and is associated with widespread overfeeding with bottles.
Recommendations:
1. Support women to breastfeed and/or give breastmilk. Encourage women to breastfeed for as long as they are able. Any breastmilk is better than no breastmilk. If possible, feed at the breast but expressed breastmilk is better than formula milk at reducing the risk of obesity.
1. Support families to bottle feed responsively. Teach all families who are bottle feeding, whether with formula or expressed breastmilk, to feed responsively and how to avoid over feeding. Continue with this support for the first year of a baby’s life. From one year encourage families to stop using bottles to reduce the risk of continued over feeding. 
Give information on wider responsive feeding, introduction of appropriate solid foods and avoidance of unnecessary formula milks. Suboptimal feeding practices in late infancy, including ‘unresponsive’ feeding and choosing inappropriate formula milks (e.g. follow on milk) and reliance on commercial baby foods can lead to excessive weight gain (Sibson and Crawley 2021).
	Being breastfed can significantly reduce the risk of being obese or overweight.
Victora et al (2016) identified a 13 % risk reduction of being obese/overweight. The longer the breastfeeding episode, the bigger the effect. Rito et al (2019) and Zheng et al 2020 found a positive effect of at least 6 months of breastfeeding. 

Being breastfed has a long-term effect on the risk of obesity. The Millennium Cohort Study data found children at 14 were less likely to be overweight or obese if they were breastfed (Institute of Education, 2017) and Oddy et al (2014) found breastfeeding for at least 6 months had impact which lasted to age 20.
Breastmilk itself lowers obesity risk. Breastmilk is the most important factor which impacts the development of the baby’s microbiome with consequent “programming” of baby’s hormones and metabolism for life (Stewart et al, 2018; Turnbaugh et al, 2006). This affects appetite regulation as well as storage of fat. 
Being fed with a bottle increases the risks of obesity.
Parents who bottle feed (whether with expressed breastmilk or formula) tend to overfeed their babies. Bottle feeding appears to increase risk of obesity through babies being fed larger volumes of milk (Li et al (2010), Ventura and Hernandez (2018) Koletzko et al, (2019a), Lakshman et al (2018). Azad et al (2018) found breastfeeding directly had more of an impact on reducing BMI than expressed breastmilk in a bottle, which had more impact than formula milk in a bottle. 

Formula milk itself increase the risk of obesity.  Formula milk has higher levels of protein than breastmilk and this increases risk of obesity (Koletzko et al 2019b). 
Early introduction of solid food increases the risk of obesity. British children of the Millennium Cohort Study born in 2000/2001 were more likely to be overweight if they were introduced to solid foods before 4 months (Griffiths et al 2010). 
	Nottinghamshire Healthcare NHSFT





