Indicator development programme
Weight management: consultation report

[bookmark: _Toc193805321]Background
This paper includes the results from consultation on two draft indicators on weight management approved for consultation and testing as potentially suitable for use in the QOF:
IND2023-158: The percentage of patients aged 18 to 39 years with a BMI of 23 kg/m2 to 27.4 kg/m2 (or 25 kg/m2 to 29.9 kg/m2 if ethnicity is recorded as White) in the preceding 12 months who have been given weight management advice within 90 days of the BMI being recorded.
IND2023-159: The percentage of patients aged 18 years and over discharged from bariatric surgery service follow-up more than 12 months previously with a record of nutritional status monitoring in the preceding 12 months.
Consultation period was held 17 April to 19 May 2025.




[bookmark: _Toc198815847][bookmark: _Hlk118099340]Weight management: advice for people living with overweight (18 to 39 years)
IND2023-158: The percentage of patients aged 18 to 39 years with a BMI of 23 kg/m2 to 27.4 kg/m2 (or 25 kg/m2 to 29.9 kg/m2 if ethnicity is recorded as White) in the preceding 12 months who have been given weight management advice within 90 days of the BMI being recorded
Rationale
This indicator focuses on the provision of opportunistic and preventative weight management advice to people aged 18 to 39 years who are overweight prior to becoming eligible for the NHS Health Check. Providing information about weight, central adiposity and the risk of developing other long-term conditions (such as type 2 diabetes and cardiovascular disease) could help support weight reduction and prevent weight gain.
Summary of consultation comments
There was support for focusing on the 18 to 39 years age group and highlighting the lower BMI thresholds if ethnicity is not recorded as White.
Stakeholders suggested that waist-to-height ratio should also be measured as a guide on when to give weight management advice, noting that central adiposity may vary among people with the same BMI category due to factors such as ethnicity, muscle mass and general body composition, and therefore their health outcomes and risks may vary.
It was suggested that the indicator should be expanded to include an offer of support.
It was suggested that the wording of the indicator be changed from ‘weight management’ to ‘management of overweight’.
Stakeholders queried the definition of weight management advice including when it isn’t appropriate and would lead to personalised care adjustments. 
The importance was raised of seeking consent to measure and discuss weight as well as taking a non-stigmatising and non-judgemental personalised approach. This should also account for the person’s previous history with weight management interventions and their individual needs.
Stakeholders noted that GP appointments may be conducted remotely and therefore some measurements of weight will be self-reported. They questioned if self-reported measurements would be valid for the purposes of the indicators.
[bookmark: _Hlk198646235]Barriers to using the indicator
Stakeholders highlighted that there may be barriers to arranging appointments for this cohort because of the large number of eligible people, that they may not be regularly seeing their GP and that they are likely to be working during GP practice hours.
Time within appointments and staff willingness to raise weight management issues were raised as barriers to implementation. Additionally, the timescale of 90 days wanted as an issue if weight management advice isn’t given as a text and 180 days was suggested as an alternative.
Stakeholders highlighted the need for appropriate equipment and scales to facilitate weight measurement of people with physical disabilities, mobility issues or at higher weights.
Potential unintended consequences 
Stakeholders stated that patients disengaging from healthcare due to anxiety or unwillingness to discuss their weight as a potential unintended consequence of the indicator. 
An increase in referrals to weight management services that don’t have capacity was raised as a potential unintended consequence of the indicator.
It was noted that some patients, such as people living with a learning disability or with a higher level of deprivation, may be excluded if advice is given solely through texts or other digital means. Other possible differential impact included GPs having less confidence when advising pregnant women.
Numbers per practice 
Stakeholders noted that there would be a large number of eligible patients but that it is an important group for weight management advice and that prevention at early ages may lead to better health outcomes.
Considerations for the advisory committee
The committee is asked to consider:
Should waist-to-height ratio be added to the indicator?
Should, and can, self-reported BMI be excluded?
Can the indicator be implemented with reasonable resource impact?



[bookmark: _Toc198815848]Weight management: nutritional status monitoring in primary care after bariatric surgery (all patients) 
IND2023-159: The percentage of patients aged 18 years and over discharged from bariatric surgery service follow-up more than 12 months previously with a record of nutritional status monitoring in the preceding 12 months.
Rationale
After bariatric surgery, unidentified nutritional deficiencies can occur and cause long-term harm (such as Wernicke's encephalopathy, peripheral neuropathy, anaemia, osteoporosis or night blindness) or death. This indicator aims to help manage potential risks by focusing on annual monitoring of nutritional status, as part of a shared-care model with primary care.
Summary of consultation comments
There was general support for this indicator as an area to improve consistency in care however stakeholders suggested that people need care in addition to nutritional status monitoring to prevent weight regain. This includes annual weight checks and ongoing support.
Barriers to using the indicator
Stakeholders raised the necessity of GPs receiving input from weight management specialists on how to conduct nutritional status monitoring under a shared care model, particularly for patients that have related complications. This also includes input from specialist dieticians.
There was concern that some practices would be unable to request all necessary tests under nutritional status monitoring. It is possible that some tests would still need to be conducted by specialist services.
Unintended consequences 
Stakeholders flagged potential consequences if some GPs are unwilling to conduct follow up or nutritional status monitoring leading to inequalities in care.
Concerns were raised about capacity if additional healthcare needs are found through monitoring.
Children and young people
Stakeholders indicated that the NHS England service specification for specialised and complex obesity surgery for children recommends that follow-up care should be provided for 5 years at a NHS Tier 4 unit, therefore removing the requirement for annual monitoring in primary care.
It was suggested that children and young people should have a separate indicator for follow up care in specialist services.
Other stakeholders felt that children and young people should be added to the indicator, including where surgery was not undertaken by the NHS.
Surgery privately or abroad
Stakeholders told us that where communication is sufficient, monitoring of patients who have had bariatric surgery privately in the UK may be possible after the initial 2-year monitoring period is complete. However, this is more difficult if the surgery was abroad as communication and information is likely to be lacking, and referral to specialist services may be more appropriate after initial tests.
There were comments from stakeholders suggesting that patients who have had bariatric surgery privately in or out of the UK should be included in the indicator.
Other stakeholders felt that the indicator is still useful if just for patients who had bariatric surgery with the NHS, particularly as the eligible population will grow year on year as surgeries are carried out.
Considerations for the advisory committee
The committee is asked to consider if GPs are able to order all necessary tests and provide annual monitoring with reasonable resource impact. 
Stakeholders noted that patients receiving surgery privately or abroad should also receive annual monitoring in primary care. CPRD testing (paper 4c) did not link to secondary care data (as this would not be possible for QOF data extraction) and instead searched for records of bariatric surgery 3 years or more prior as a proxy. This approach means that if a practice was informed and recorded bariatric surgery taking place, patients receiving it privately or abroad would be included in the denominator. 
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[bookmark: _Toc198815849]Appendix A: Consultation comments
	Indicator
	Stakeholder organisation
	Comment
	NICE response

	[bookmark: _Hlk198720805]General
	Association for the Study of Obesity
	We welcome these indicators.
	Thank you for your comment.

	General
	Association for the Study of Obesity
	We welcome these indicators. Monitoring nutritional status will help to manage nutritional risk but this alone will not prevent weight regain. People need ongoing support to help with weight maintenance.
	Thank you for your comment, indicator IND2023-159 is still undergoing review. Responses to this comment will be published with the final indicator.

	General
	BOMSS (Bariatric Obesity & Metabolic Surgery Society)
	BOMSS (Bariatric Obesity & Metabolic Surgery Society Council) guidance can also be used as an indicator 
	Thank you for your comment, indicator IND2023-159 is still undergoing review. Responses to this comment will be published with the final indicator.

	General 
Question 1 Do you think there are any barriers to implementing the care described by these indicators?
	Association for the Study of Obesity
	Barriers- access to appropriate weighing scales in a private area that can accommodate weights of up to at least 200kg, and be suitable for people with poor mobility or stability and wheelchair users
	Thank you for your comment. NICE acknowledge that in some cases measurement of weight may need to be carried out in a location or service that has specialist equipment rather than at a person’s GP, however it does not affect publication of these indicators.

	General 
Question 1 
	The Obesity Specialist Group of the British Dietetic Association
	In regards to weight measurements (relevant to both indicators), many GP contacts are now undertaken remotely. We often see 'self-reported' weight measurements on GP summaries. Will NICE specify that the weight needs to be validated, rather than self-reported? Many patients do not have access to reliable weighing scales.
	Thank you for your comment. The committee discussed the likelihood that some measurements may be self-reported. They agreed that this was acceptable and poses similar accuracy risks as other home measurements, such as blood pressure.

	General 
Question 2 Do you think there are potential unintended consequences to 
implementing/using any of these indicators?
	Association for the Study of Obesity
	Unintended consequences. Pressure on primary care staff. Training in approaching the topic of obesity and being sensitive is important to avoid weight stigma and bias.
	Thank you for your comment. The committee did not feel that any additional resources required for implementation were sufficient to stop publication. Resource impact assessment for indicator is available here.  Resource impact assessments have been published for guidelines underpinning individual conditions, where available.

	General 
Question 3 Do you think there is potential for differential impact (in respect of age,  disability, gender and gender reassignment, pregnancy and maternity, race,  religion or belief, and sexual orientation)?
	Association for the Study of Obesity
	Disability. Weights and heights need to be measured and not self reported. There needs to be access to suitable scales for people with physical disabilities. People with severe mental illness are more prone to developing obesity and conversations need to be sensitive.
	Thank you for your comment. NICE acknowledge that some people with physical disabilities will need adaptations when measuring BMI, and outline some of those adaptations in NICE's guideline on overweight and obesity NG246, rationale and impact section for classifying overweight, obesity and central adiposity in adults. As neither of the indicators included in this consultation are directly asking clinicians to measure and record BMI, no relevant changes to the indicators can be made. 
NICE also acknowledges that all conversations about overweight and obesity should be conducted in a person-centred manner using non-judgemental and non-stigmatising language.

	General 
Question 3 
	The Obesity Specialist Group of the British Dietetic Association
	Patients with a physical disability that impairs mobility, such as wheelchair users, will need accessible weighing scales which are unlikely to be available in most GP practices. GP practices will need to be aware of NHS sites that have wheelchair scales and there will need to be an agreement for their use.
	Thank you for your comment. NICE acknowledge that in some cases measurement of weight may need to be carried out in a location or service that has specialist equipment rather than at a person’s GP. However, as neither of the indicators included in this consultation are directly asking clinicians to measure and record BMI, no relevant changes to the indicators can be made.

	IND2023-158 
	Association for the Study of Obesity
	IND2023-158 - nicely worded and avoids marginalisation of non-white ethnic groups
	Thank you for your comment.

	IND2023-158
	Novo Nordisk Ltd
	In the Novo Nordisk submission to the NICE guideline consultation on overweight and obesity (NG246),we strongly recommended that no opportunity should be lost to discuss weight management where appropriate. As such, we welcome this NICE indicator which aims to do so. 

Touchpoints across a patient’s journey in the NHS, particularly in primary care where an individual may first present, should foster environments that enable sensitive and person-centred discussions about weight management.  

These discussions should include reference to the range of services that are available locally, nationally or digitally (where self-referral is available), in line with recommendations in NG246.

This indicator would be consistent with the Government’s ambition to achieve the strategic shift from sickness to prevention, to be enshrined in the upcoming NHS 10-Year Plan.  It would also be in alignment with the NHS England neighbourhood health guidelines 2025/26 which aim to apply a consistent, system-wide population health management approach to understand needs and risks for different population cohorts.
	Thank you for your comment.

	IND2023-158
	RCGP
	We have some slight concerns over how this may be interpreted, and request that NICE consider changing the wording of this indicator to state that these patients should be given advice and offered support, rather than just advice. The evidence is that advice alone is not effective (see BWeL trial).
The wording needs to be changed to avoid weight management as a phrase please, but rather to be about the management of overweight. This would be more in keeping with NICE NG246 wording. Unfortunately, there is little evidence that providing information on personal health risk motivates behavioural change. Whilst it may be intuitive that explaining health risk to patients could motivate behaviour change, there is good quality evidence that this is not necessarily the case. (Can Communicating Personalised Disease Risk Promote Healthy Behaviour Change? A Systematic Review of Systematic Reviews | Annals of Behavioral Medicine | Oxford Academic)  One study found that when American clinicians discussed weight loss, people were more likely to report weight loss (The impact of physician weight discussion on weight loss in US adults - ScienceDirect) but another study found these discussions had no impact (Physician Communication Techniques and Weight Loss in Adults: Project CHAT - ScienceDirect).
There is some evidence to suggest that moving the focus of a short consultation from discussions around the disease end-point (obesity and its severity) to enquiring about the drivers of obesity such as financial stress, isolation, inactivity, poor dietary quality, shift work, poor sleep, medications causing obesity and providing personalised interventions around these, could improve health outcomes. For example, these may include referral to a “food on prescription” programme such as the total diet replacement low calorie NHS Paths to Remission programme which is associated with significant weight loss and Type-2 diabetes remission. These interventions can also include referral to a social prescribing link worker, dietician, for food vouchers, deprescribing of medications that promote weight gain (insulin, anti-psychotics, synthetic progesterone etc) depending on what is driving obesity for the individual.  
There is good quality evidence that behavioural interventions delivered in primary care for those with overweight/obesity can result in small (~2kg) but likely clinically insignificant weight loss (Effectiveness of weight management interventions for adults delivered in primary care: systematic review and meta-analysis of randomised controlled trials | The BMJ). However, there is little evidence that simply informing people of their weight accompanied with advice that this poses a risk to health, is necessarily a motivating factor to engage up-take in programmes/treatment pathways.  However, where this has been studied, there is evidence that if positive language is used when discussing obesity, this may increase up-take of referrals and subsequent weight loss, emphasising again the need for more training in communicating around obesity (Relationship Between Clinician Language and the Success of Behavioral Weight Loss Interventions: A Mixed-Methods Cohort Study: Annals of Internal Medicine: Vol 176, No 11).
	Thank you for your comment.
The committee discussed the possibility of referral to an overweight and obesity management service but agreed to focus on provision of advice noting that the sensitive nature of conversations about overweight and the focus on the population under 40. 
did not agree to expand the indicator to include offers of support or referral to weight management programmes for obesity. The focus for this indicator is advice, however the NICE team will review all published weight management indicators and consider the offer of support should be included as an indicator.  
 
NICE acknowledges that all conversations about overweight and obesity should be positive and conducted in a person-centred manner using non-judgemental and non-stigmatising language, however the committee did not identify any changes they should make to the indicators based on this. NICE guidance on discussion around weight recommends that  they should address the drivers of overweight and obesity (for example, social context, mental health and wellbeing, and stigma) if possible.

	IND2023-158
	Slimming World
	It's encouraging to see this age group being pulled out here - this feels a really key area to focus on. 

We've recently conducted some research with people attending our groups/accessing our support aged between 18-34 and understood a bit more about the motivations and challenges for people in this age group and also the benefits of accessing support. 

This research includes data from over 3000 people in this age bracket - with 65% of them having a BMI over 35 when they joined. 

The top three reasons for wanting to lose weight were ‘to feel better about myself’, to improve or protect my physical health’ and ‘to gain confidence’. 

Significant weight loss was achieved alongside many reported improvements in mental wellbeing and healthy habits.  

We're currently writing this up for publication but if we can feed in any insights in the meantime we'd be happy to discuss the data further.
	Thank you for your comment and the insights you provide.

	IND2023-158 
	The Obesity Specialist Group of the British Dietetic Association
	This is welcomed. The importance of annual monitoring has been acknowledged and recommended in NICE CG 189 2014 and NICE QS 127 2016 and their updates, but till now there have been no incentive for primary care to undertake it.
	Thank you for your comment.

	IND2023-158 
	The Obesity Specialist Group of the British Dietetic Association
	We would like to commend NICE on the way this indicator is worded, specifying a BMI range and then stipulating the alternative range for those of white ethnicity. This is a positive use of language that does not infer that non-white ethnic groups are marginalised.
	Thank you for your comment.

	IND2023-158 
	Association for the Study of Obesity
	It would be helpful to give some examples of when "weight management advice is not appropriate" otherwise it may be an easy option
	Thank you for your comment. The indicator will not include a definition of weight management advice or when it may not be appropriate. Guidance on the content and delivery of weight management advice is covered in NICE NG246 Overweight and Obesity Management. Clinician judgement is a factor in this decision as well as patient choice, and therefore it is not possible to include definitive examples.

	IND2023-158 
	Novo Nordisk Ltd
	To ensure consistency of advice provided to patients, Novo Nordisk suggests that the specification is linked to - and measured against - the recommendations in NG246. Specific emphasis should be placed on local interventions and national programmes available to people living with overweight and obesity.  

To translate the advice into support for patients to maintain a healthy BMI, greater focus should also be placed on measuring access to, or referral to appropriate services as the gap between available information and access is stark.

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, suggesting the need for action to support access to appropriate care. (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).
	Thank you for your comment. NG246 is the source guideline for this indicator.
The committee did not agree to expand the indicator to include offers of support. It was noted by the committee that there is existing evidence that brief public health interventions are cost effective.

	IND2023-158 
	The Obesity Specialist Group of the British Dietetic Association
	It is suggested that it is appropriate here to use of the Edmunton obesity staging system to help identify to what extent someone's obesity is impacting on their health to help with prioritisation
	Thank you for your comment. Guidance on the classifying overweight, obesity is covered in NICE NG246 Overweight and Obesity Management; the Edmunton staging system is not recommended in the current guideline. 

	IND2023-158 
	The Obesity Specialist Group of the British Dietetic Association
	Approximately 50% of adults aged 18-39 years will have a BMI that places them in the overweight category depending on their ethnicity. This is a lot of people to be supported in primary care for weight management advice. It could be more pragmatic to prioritise given that BMI is not a perfect indicator of adiposity and health risk. Adults aged 18 to 39 years with abdominal adiposity (use of waist:height ratio) could be prioritised and offered weight management advice.
	Thank you for your comment. The NICE team acknowledges the role of central adiposity and waist-to-height ratio in assessing overweight and obesity related risk. This was discussed with our indicator advisory committee. It was agreed that the NICE team will review all published weight management indicators and propose an approach to waist-to-height measurement that can be applied across all of them to ensure consistency. Please note that we have recently published QS212 Statement 1 Recording BMI and waist-to-height ratio in adults that does include both.

	IND2023-158 
	The Obesity Specialist Group of the British Dietetic Association
	The weight management advice should be offered in a non-stigmatising way and a choice of programmes available that are accessible and effective to people in this age-group with diverse backgrounds. There should be recognition that this age-group may have a higher prevalence of food insecurity and thus the support available should not further increase health inequalities.
	Thank you for your comment. NICE acknowledges that all conversations about overweight and obesity should be conducted in a person-centred manner using non-judgemental and non-stigmatising language, however the committee did not identify any changes they should make to the indicators based on this.

	IND2023-158 
	The Obesity Specialist Group of the British Dietetic Association
	There is evidence of therapeutic inertia in primary care in regards to raising the topic of weight. We worry that 'not appropriate' will be over-used, and I believe NICE should specify examples of when weight management advice is not appropriate e.g. eating disorder diagnosis / pregnancy (2nd and 3rd trimester) / recent unintentional weight loss
	Thank you for your comment. The indicator will not include a definition of weight management advice or when it may not be appropriate. Guidance on the content and delivery of weight management advice is covered in NICE NG246 Overweight and Obesity Management. Clinician judgement is a factor in this decision as well as patient choice, and therefore it is not possible to include definitive examples.

	[bookmark: _Hlk198720830]IND2023-158 Question 1 Do you think there are any barriers to implementing the care described by these indicators?
	British Association for Nutrition and Lifestyle Medicine
	Q1: Do you think there are any barriers to implementing the care described by these indicators?

The proposed indicator for general practice is focused on the advice for people who are living with overweight which aims to increase chances of patient weight loss by incentivising provision of weight management advice, that includes information about the severity of their overweight and central obesity.

The indictor uses BMI to identify to identify people who are overweight and proposes to measure the proportion of patients aged 18-39 with a BMI of 23kg/m2  to 27.4kg/m2  (or 25kg/m2  to 29.9kg/m2 if ethnicity is recorded as White) who have been given weight management advice within 90 days of the BMI being recorded. 

The aim of supporting general practice to identify and advise people who are overweight to prevent more serious health concerns is an appropriate preventative approach. However, the use of BMI on its own as a way of identifying which patients are at risk is inadequate for the following reasons:

• BMI does not assess body composition. At an individual level BMI lacks accuracy and reliability as it is not a direct measure of adiposity and cannot be used to diagnose overweight or obesity (1)


• BMI does not reflect the impact of excess adiposity on individual patients. Patients with the same BMI may have very different percentages of fat mass, and differing distributions of fat mass leading to very different health outcomes. 
(1) People with normal BMI may have a proportion of body fat greater than 30%, known as normal weight obesity.(2) If this fat is distributed mainly as central or visceral fat, it is strongly associated with cardiometabolic risk.

• BMI overestimates adiposity in athletes with high muscle mass or in patients with oedema. It also underestimates adiposity in sarcopenic individuals with low lean mass(3,4,5)

• Given that BMI does not provide a measure of adiposity the use of BMI alone risks the exclusion of patients who may be at risk due to central adiposity but normal weight. Strong evidence exists that waist circumference predicts mortality risk better than BMI and more accurately categorises cardiometabolic risk in patients with overweight and obesity (6,7.)  


For these reasons the use of BMI measurement alone is insufficient to identify those at greater risk and this approach risks excluding those with significant risk due to central adiposity. 

An alternative approach would be to combine BMI with a measure of central adiposity, such as waist circumference or waist to height ratio, which together would more accurately identify those at greater risk.
Use of BMI as the sole clinical measure is unreliable and potentially unsafe. 

These measures should also be considered alongside other metabolic risk indicators such as blood glucose and blood pressure in order to assess individual risk.
	Thank you for your comment. The NICE team acknowledges the role of central adiposity and waist-to-height ratio in assessing overweight and obesity related risk. This was discussed with our indicator advisory committee. It was agreed that the NICE team will review all published weight management indicators and propose an approach to waist-to-height measurement that can be applied across all of them to ensure consistency. Please note that we have recently published QS212 Statement 1 Recording BMI and waist-to-height ratio in adults that does include both.

	IND2023-158 Question 1
	Primary Care Diabetes & Obesity Society (Formerly PCDS)
	1. The proposed indicator (IND2023-158) requires GPs to deliver weight management advice within 90 days to a potentially large cohort of 18–39-year-olds with modest levels of overweight. This group may not regularly attend appointments, and opportunistic identification depends on incidental BMI recording, adding to non-clinical workload for an already stretched workforce.
I suggest NICE consider aligning this indicator with existing contact points (e.g., contraception, mental health reviews) or linking it to automated recall systems, rather than expecting separate consultations.

2. The BMI thresholds (23–27.4 kg/m² for non-White populations) risk medicalising younger adults with minimal risk of complications. Many in this group may be otherwise healthy and not yet experiencing weight-related morbidity, raising concerns about stigmatisation or disengagement. It might be better to reframe the indicator to focus on those with additional risk factors (e.g., family history, PCOS, mental health medications) or use a tiered approach that better reflects individualised risk.

3. BMI is not a very good parameter in this overweight group, even NICE recommends waist & height measurement along with BMI in patients < 35kg/m2. We should use both these measurements in overweight category to select at-risk population

4. Young populations are usually fit and healthy, not all patients in overweight group have excess body fat!

5. This patient group are at work during the week, it will be a challenge for the GP practices, to arrange an appointment for health check

6.  For patients on the lower end of this range 25kg/m2 in Caucasian (23kg/m2 - in ethnic groups), it's going to be a challenge to convince them to attend weight management service

7.  Currently most of the tier 2 services in England have only digital weight management services

8. Apart from overweight patients with associated medical conditions like hypothyroid, PCOS, mental health patients on weight gaining medications, family history of T2D, most of this overweight group, are at low risk of weight related morbidity. Weight management advice, will be useful in high-risk patient groups as mentioned above

9. Insurance companies may look at this group and charge higher premiums which may stop overweight patients attending the appointments

10. It is important to seek permission to discuss weight with the patient first
	Thank you for your comment.
The committee acknowledged that there may be barriers when arranging appointments for this patient group. They did not agree that these barriers would prevent meaningful implementation.
Measurement of BMI in people with long-term conditions exists as a separate indicator in the NICE menu. The current indicator focuses on advice for people who are overweight.
The NICE team acknowledges the role of central adiposity and waist-to-height ratio in assessing overweight and obesity related risk. This was discussed with our indicator advisory committee. It was agreed that the NICE team will review all published weight management indicators and propose an approach to waist-to-height measurement that can be applied across all of them to ensure consistency. Please note that we have recently published QS212 Statement 1 Recording BMI and waist-to-height ratio in adults that does include both.
NICE acknowledges that not everybody aged 18 to 39 will be eligible for the indicator.
The committee acknowledged that there may be barriers when arranging appointments for this patient group. They did not agree that these would make the indicator unable to be implemented.
The indicator does not encourage all of the eligible population to attend weight management services. Weight management advice should be specific to the individual and their health needs.
Thank you. Attending weight management services is outside the scope of the indicator.
Thank you. Weight management advice for people with overweight is consistent with NICE evidence-based guidance.
Specific action for high-risk patient groups is outside the scope of NICE indicators.
The committee agreed with the importance of seeking consent before measurement and discussion of weight. The indicator is underpinned by NG246 recommendation 1.9.2 which sets out the need to do so.


	IND2023-158 Question 1
	Public Health Wales 
	1. Do you think there are any barriers to implementing the care described by these indicators?
In addition, it would be helpful, when providing weight management advice, to consider the following:
• Clarifying what constitutes meaningful weight management advice
• The challenges with raising the issue and importance of an empathetic, sensitive way, using person-first language, to avoid further experiences of weight stigma
• The importance of gaining consent to take measurements and discuss weight, providing rationale in terms of health and well being, recognising the environmental and social context of the patient, their priorities and motivation.
• Assessing weight management interventions undertaken previously and what worked and what didn’t.
• Providing appropriate and accessible advice and signposting to meet individual needs

All of the above could be barriers to the care described by these indicator

• There is considerable variation in minimum data sets across the four nations with Wales currently in the process of developing a minimum data set for adult weight management.
• Consideration needs to be given to that whilst accurate consistent data collection and reporting is essential to support service development and reducing health inequalities consideration should be given to the data systems in place and data extraction and reporting as well as the actual data collection itself. Main challenges are often linked to the fact that there are several data systems in use that do not work in partnership, often leading to duplication of inputting. Data systems for weight management are frequently not fit for purpose leading to inefficient and time-consuming data extraction and reporting which impacts on already limited weight management team capacity and resources.
	Thank you for your comment. The indicator will not include a definition of weight management advice or when it may not be appropriate. Guidance on the content and delivery of weight management advice is covered in NICE NG246 Overweight and Obesity Management.
NICE quality standards apply in England and Wales (see the UK government website and Welsh government website). Decisions on how they may apply in Scotland and Northern Ireland are made by the Scottish government and Northern Ireland Executive. The committee did not note any differences in practice between England and Wales, including datasets, which would impact the implementation of the final quality statements.
The committee agreed that the indicator will be measurable, and data will be collectable.


	IND2023-158 Question 1
	RCGP
	The care described should be implementable in GP practice. Although if this is to be more than sending texts (see below) then 90 days seems quite a short timeline given the likely number of patients and we think extending it to 180 days should be considered. Weight management advice is a vague term and it would be better to be specific and that the resources are available to general practice to be able to achieve what is expected. 
	Thank you for your comment. The committee agreed that the indicator could be implemented in practice and that the 90-day timescale was appropriate.

	IND2023-158 Question 1
	The British Society of Lifestyle Medicine
	Consultation on new NICE indicators
1. Do you think there are any barriers to implementing the care described 
by these indicators? 
Yes. 

• Lack of training and skills within workforce to deliver effective weight management advice. Medical and nursing training currently covers little on obesity and almost none on how to sensitively assess or intervene around its social, economic, commercial and lifestyle drivers which include poverty, food insecurity, isolation, inactivity, poor dietary quality, shift work, poor sleep and prescribed medications promoting weight gain. 

• There is also evidence that the medical workforce holds significantly stigmatising attitudes towards obesity (Weight bias and stigmatisation: what is it and what can we do about it? | British Journal of General Practice, Changing the narrative around obesity in the UK: a survey of people with obesity and healthcare professionals from the ACTION-IO study | BMJ Open). These attitudes, combined with a lack of understanding of the drivers, may risk harm to patients. This is particularly the case when clinicians are not trained and give generic and depersonalised advice. (Talking delicately: Providing opportunistic weight loss advice to people living with obesity - ScienceDirect) 
Conversely, incentivising conversations around the drivers of obesity, for example incentivising and prioritising the measurement and support around these drivers is less likely to lead to stigmatising conversations. There is evidence that this “comprehensive root cause assessment” approach is preferred by patients (68 A personalised approach to obesity consultations: patient perspective and impacts | BMJ Evidence-Based Medicine) . Obesity and other long term condition review templates (as provided by Ardens for the electronic medical record) could include brief assessments of these root causes with personalised referrals and sign posting. This has been introduced recently in the US (Lifestyle Medicine Assessment Tools Integrated Into Epic | Healthcare Innovation) and can be short and simple (ACLM-LLUH_short_form_english_2019.pdf)

• Lack of time to sensitively deal with the issue of obesity within a 10-minute consultation is a significant barrier along with clinician reluctance to bring up a topic that requires significant time to do well. 
Many clinicians are reticent to bring up the issue of obesity for fear of harming the clinician-patient relationship (A systematic review and thematic synthesis of qualitative studies exploring GPs' and nurses' perspectives on discussing weight with patients with overweight and obesity in primary care - Warr - 2021 - Obesity Reviews - Wiley Online Library). This could be avoided by focusing the consultation away from BMI and risks and onto the drivers of obesity and how these also impact whole-person health and what matters most to the patient (which may be mood or pain and not weight), for example this may allow for discussions around the link between food quality and mood (good quality evidence that interventions to improve food quality can improve mood: Firth, Joseph, et al. "The effects of dietary improvement on symptoms of depression and anxiety: a meta-analysis of randomized controlled trials." Psychosomatic medicine 81.3 (2019): 265-280)  

2. Do you think there are potential unintended consequences to 
implementing/using any of these indicators? 

Yes, this may encourage disease labelling (obesity), stigmatising/harmful conversations and simplistic advice giving when clinicians lack training and many patients lack access to treatment or support. 
Unfortunately, there is little evidence that providing information on personal health risk motivates behavioural change. Whilst it may be intuitive that explaining health risk to patients could motivate behaviour change, there is good quality evidence that this is not necessarily the case. (Can Communicating Personalised Disease Risk Promote Healthy Behaviour Change? A Systematic Review of Systematic Reviews | Annals of Behavioral Medicine | Oxford Academic)  Specifically around obesity, one study found that when American clinicians discussed weight loss, people were more likely to report weight loss (The impact of physician weight discussion on weight loss in US adults - ScienceDirect) but another study found these discussions had no impact (Physician Communication Techniques and Weight Loss in Adults: Project CHAT - ScienceDirect)

There is some evidence to suggest that moving the focus of a short consultation from discussions around the disease end-point (obesity and its severity) to enquiring about the drivers of obesity such as financial stress, isolation, inactivity, poor dietary quality, shift work, poor sleep, medications causing obesity and providing personalised interventions around these, could improve health outcomes. For example, these may include referral to a “food on prescription” programme such as the total diet replacement low calorie NHS Paths to Remission programme which is associated with significant weight loss and Type-2 diabetes remission. These interventions can also include referral to a social prescribing link worker, dietician, for food vouchers, deprescribing of medications that promote weight gain (insulin, anti-psychotics, synthetic progesterone etc) depending on what is driving obesity for the individual.  
There is good quality evidence that behavioural interventions delivered in primary care for those with overweight/obesity can result in small (~2kg) but likely clinically insignificant weight loss (Effectiveness of weight management interventions for adults delivered in primary care: systematic review and meta-analysis of randomised controlled trials | The BMJ). However, there is little evidence that simply informing people of their weight accompanied with advice that this poses a risk to health, is necessarily a motivating factor to engage up-take in programmes/treatment pathways.  However, where this has been studied, there is evidence that if positive language is used when discussing obesity, this may increase up-take of referrals and subsequent weight loss, emphasising again the need for more training in communicating around obesity (Relationship Between Clinician Language and the Success of Behavioral Weight Loss Interventions: A Mixed-Methods Cohort Study: Annals of Internal Medicine: Vol 176, No 11)
The unintended consequences of a diagnosis of obesity and simple advice around risk may be to increase anxiety and further stigmatise people with obesity, particularly if the root causes of obesity are not assessed and local referral for effective treatment and support is not available.  
3. Do you think there is potential for differential impact (in respect of age, 
disability, gender and gender reassignment, pregnancy and maternity, race, 
religion or belief, and sexual orientation)? If so, please state whether this is 
adverse or positive and for which group. 
BMI is not a reliable indicator of health outcomes related to adiposity for those with disabilities or frailty resulting for example in immobility and muscle wasting. Waist to hip ratio measurements may be more helpful for these groups. 
4. If you think either of these indicators may have an adverse impact in 
different groups in the community, can you suggest how the indicator might be 
delivered differently to different groups to reduce health inequalities? 
Supporting training and assessment of the root causes of obesity may avoid stigma and simplistic advice giving such as “you should lose weight” and encourage more personalised and specific advice/support around dietary quality (e.g. drink water rather than sugar sweetened beverages) or refer to a local exercise group, dietician, health coach etc. 
Use of waist to hip ratio measurements may be more reflective of health risk associated with obesity as measured by BMI and remains a simple and quick measurement for primary care teams.
	Thank you for your comment. The committee agreed that the indicator could be implemented in practice, including when considering time within appointments and the opportunity for follow up digitally.
NICE acknowledges that all conversations about overweight and obesity should be conducted in a person-centred manner using non-judgemental and non-stigmatising language, however the committee did not identify any changes they should make to the indicators based on this.
The committee did not agree to expand the indicator to include offers of support. It was noted by the committee that there is existing evidence that brief public health interventions are cost effective.
Guidance on the content and delivery of weight management advice is covered in NICE NG246 Overweight and Obesity Management. Clinician judgement is a factor in this decision as well as patient choice, and therefore it is not possible to include definitive examples.

	IND2023-158 Question 2 Do you think there are potential unintended consequences to implementing/using any of these indicators?
	Public Health Wales 
	
• If the points outlined in Question 1 are not considered and incorporated, there is a risk that people may disengage.
• There is a risk that an increase in signposting and referrals—particularly among individuals with co-morbidities—could place additional strain on existing Level 2 weight management services. This highlights the need for proactive planning and service development.
	Thank you for your comment. The indicator does not cover referral to weight management services. 

	IND2023-158 Question 2
	RCGP
	The unintended consequences of a diagnosis of obesity and simple advice around risk may be to increase anxiety and further stigmatise people with obesity, particularly if the root causes of obesity are not assessed and local referral for effective treatment and support is not available.

Use of BMI (Body mass Index) 
There are potential unintended consequences of using BMI as an indicator of risk. This as it assumes that weight is all about adipose tissue. In fact, of course our weight reflects fat tissue, bone, muscle and water. Muscle weighs heavier than fat so many younger fit males may have a higher BMI precisely because they are fit(1). BMI measurement probably misses about half of people living with being overweight as research using bioelectrical impedance analysis used to estimate body fat percent (BF%) has shown(3) Much of the risk attached to being overweight is because of insulin resistance and central obesity (belly size) this is partly why a better measure of risk is to use waist to height ratio(4). The screening potential of waist-to-height ratio (WHtR) and waist circumference (WC) for adult cardiometabolic risk in people of different nnationalities and to compare both with body mass index (BMI). Using data on all outcomes, averaged within study group, WHtR had significantly greater discriminatory power compared with BMI. Compared with BMI, WC improved discrimination of adverse outcomes by 3% (P < 0.05) and WHtR improved discrimination by 4–5% over BMI (P < 0.01). Most importantly, statistical analysis of the within-study difference in AUC showed WHtR to be significantly better than WC for diabetes, hypertension, CVD and all outcomes (P < 0.005) in men and women.
	Thank you for your comment. NICE acknowledges that all conversations about overweight and obesity should be conducted in a person-centred manner using non-judgemental and non-stigmatising language, however the committee did not identify any changes they should make to the indicators based on this.
The committee agreed that BMI is a useful practical estimate of overweight and obesity for the purposes of the indicator.
The NICE team acknowledges the role of central adiposity and waist-to-height ratio in assessing overweight and obesity related risk. This was discussed with our indicator advisory committee. It was agreed that the NICE team will review all published weight management indicators and propose an approach to waist-to-height measurement that can be applied across all of them to ensure consistency. Please note that we have recently published QS212 Statement 1 Recording BMI and waist-to-height ratio in adults that does include both.


	IND2023-158 Question 3 Do you think there is potential for differential impact (in respect of age, disability, gender and gender reassignment, pregnancy and maternity, race, religion or belief, and sexual orientation)? If so, please state whether this is adverse or positive and for which group.
	Public Health Wales 
	Not if individual priorities and needs are considered.
	Thank you for your comment.

	IND2023-158 Question 3
	RCGP
	If just a text is sent there is the potential for digital exclusion, which in turn has the potential lead to a differential impact, for example amongst those living with a disability and with higher levels of deprivation. GPs may be less confident in advising pregnant women about management of overweight. There are potential adverse impact in different groups of using BMI as an indicator of risk. Particularly in South Asian adults for whom waist to height ratio may be a far better anthropometric marker of diabetes and cardio-metabolic risks(5)
	Thank you for your comment. The committee acknowledged the potential for digital exclusion and noted the need for individualised care, which may include advice provided in different formats depending on a person’s needs. 
The indicator uses different BMI thresholds for overweight based on ethnicity to prevent differential impact in line with source guidance.
The NICE team acknowledges the role of central adiposity and waist-to-height ratio in assessing overweight and obesity related risk. This was discussed with our indicator advisory committee. It was agreed that the NICE team will review all published weight management indicators and propose an approach to waist-to-height measurement that can be applied across all of them to ensure consistency. Please note that we have recently published QS212 Statement 1 Recording BMI and waist-to-height ratio in adults that does include both.

	IND2023-158 Question 4 If you think either of these indicators may have an adverse impact in different groups in the community, can you suggest how the indicator might be delivered differently to different groups to reduce health inequalities?
	Public Health Wales 
	Not if individual priorities and needs are considered.
	Thank you for your comment.

	IND2023-158 Question 4
	RCGP
	See our point above regarding text messages, there is a need to encourage the use of a variety of methods (e.g. opportunistic and in-person as well text messages, letters, emails, etc) to implement this indicator in practice to avoid health inequalities related to digital exclusion as outlined above. Some specific groups of patients (for example, those with learning disabilities) may need to be invited into the practice to discuss (clearly this would not be possible for all patients).
	Thank you for your comment. The committee acknowledged the potential for digital exclusion and noted the need for individualised care. 

	IND2023-158 Question 5 NICE is currently testing the indicator using a primary care research database given the potential large number of eligible patients per practice. Would you expect large numbers of eligible patients per practice?
	Association for the Study of Obesity
	Yes, however this is a very important group to capture and help with avoidance of weight gain.
	Thank you for your comment.

	IND2023-158 Question 5
	NHS England
	Yes we would expect a large number of eligible patients
	Thank you for your comment.

	IND2023-158 Question 5
	Public Health Wales 
	Yes
	Thank you for your comment.

	IND2023-158 Question 5
	RCGP
	Yes, given around 35% of adults are living with overweight. Although this will be a smaller proportion in these younger patients, we would still expect it to be significant number of patients. Those practices in areas of high deprivation will likely have an even higher number of eligible patients.
	Thank you for your comment.

	IND2023-158 Question 5
	The Obesity Specialist Group of the British Dietetic Association
	Yes, absolutely. 
However, it is important to capture the 18 to 39 year old group as obesity prevention at a younger age is associated with better health outcomes
	Thank you for your comment.

	IND2023-159 General
	Association for the Study of Obesity
	Earlier it is stated "nutritional status monitoring after bariatric surgery which aims to increase chances of patients maintaining weight loss and manage nutritional risk". Nutritional monitoring alone does not prevent weight gain. Patients need annual weight checks and support in weight maintenance
	Thank you for your comment, indicator IND2023-159 is still undergoing review. Responses to this comment will be published with the final indicator.

	IND2023-159 General
	Association for the Study of Obesity
	This is important as not everyone is receiving annual monitoring of nutritional bloods
	Thank you for your comment, indicator IND2023-159 is still undergoing review. Responses to this comment will be published with the final indicator.

	IND2023-159 General
	British Association for Nutrition and Lifestyle Medicine
	2. Weight management: nutritional status monitoring in primary care following bariatric surgery (all patients)

In order to identify nutritional deficiencies that may occur after bariatric surgery and cause long term harm (such as Wernicke’s encephalopathy, peripheral neuropathy, anaemia, osteoporosis or night blindness or death), this indicator seeks to help manage potential risks by offering annual monitoring of nutritional status as part of a shared-care model with primary care. This indicator will measure the percentage of patients aged 18 years and over discharged from bariatric surgery service follow up more than 12 months previously with a record of nutritional status monitoring in the preceding 12 months. The proposed indicator states that:

“Nutritional status monitoring includes asking about dietary intake, eating habits, behaviours, identifying any nutritional deficiencies, including vitamins, minerals and trace elements, and providing appropriate nutritional supplements” . 

Recommendations

1. In order that nutritional status monitoring be undertaken effectively, the indicator should specify that nutritional status monitoring be undertaken specifically in accordance  with the British Obesity and Metabolic Surgery Society guidance. (8, 9,)  and include monitoring of nutritional status using blood tests and ongoing provision of nutritional supplements.

2. In the first year post surgery (for gastric sleeve, bypass and duodenal switch), blood tests need to be carried out at 3, 6 and 12 months in accordance with the guidelines by the British Obesity and Metabolic Surgery Society (BOMSS)(8,9,) then yearly thereafter and according to individual need.
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	Thank you for your comment, indicator IND2023-159 is still undergoing review. Responses to this comment will be published with the final indicator.

	IND2023-159 General
	Primary Care Diabetes & Obesity Society (Formerly PCDS)
	1. Indicator IND2023-159 excludes patients who had bariatric surgery privately or abroad unless they re-enter NHS follow-up. In reality, primary care frequently inherits the care of these patients by default. The indicator fails to reflect this complex and growing cohort, limiting real-world applicability.

2. The expectation for annual nutritional status monitoring post-bariatric surgery is sound, but the indicator lacks clarity on who delivers what, and how practices are expected to access or fund required blood tests, supplements, and dietetic input. Without this, the indicator could lead to uncompensated workload transfer to primary care.

3. Specialist bariatric surgery teams are responsible for follow-up of these patients for the initial 24 months – quite a significant number of patients post-surgery do not attend the follow-up appointments with specialist team, compliance with multi-vitamin medications is poor. We need to try and encourage patients to attend specialist clinic appointments and encourage compliance with multi-vitamin medications. This will reduce the post-surgery vitamin deficient complications.

4. Primary care needs up-skilling on post-bariatric surgery follow-up care. Already great deal of work has been done by British Obesity & Metabolic Surgery Society (BOMSS). This society has published very useful post-surgery monitoring guidance for primary care.

5. Children and young people should be under specialist team until 18 years of age. This group is very complex to manage, needs multi-disciplinary team management.

6. Patients having overseas bariatric surgery are at significant risk of post-operation complications compared to patients having bariatric surgery on NHS. Most of the overseas patients, have surgeries done in non-English speaking countries, they in majority of cases do not get even basic information. There is a huge gap in management of this patient group. Currently NHS specialist bariatric teams in most cases, do not have protocols for managing this group of patients, couple of reasons includes lack of data on the number of patients going abroad for bariatric surgeries, significant shortage of trained bariatric clinicians employed by NHS and long waiting times for routine appointments.  My honest answer, we need some legislation for patients going abroad for bariatric surgery to register their details on NHS database, this will help to identify this group and support them by regular reviews.
	Thank you for your comment, indicator IND2023-159 is still undergoing review. Responses to this comment will be published with the final indicator.

	IND2023-159 General
	RCGP
	We would very much support this indicator. At present this care is not being delivered, leaving patients at higher risk of nutritional deficiencies and their sequalae, and this indicator could act as an incentive to provide this care, and has the potential to make a significant difference to patient outcomes. 
However, we think some clarity around the wording is needed. We would suggest changing to “patients who have had surgery 2 or more years ago and been discharged from the bariatric surgery service” as that aligns with NG246, rather than 12 months as currently stated. We also think either the indicator and/or indicator information need to clearly explain what is meant by nutritional status monitoring and reference the British Obesity and Metabolic Surgery Society (BOMSS) nutritional guidance update 2020 (https://onlinelibrary.wiley.com/doi/full/10.1111/obr.13087 ) and the BOMSS GP hub (https://bomss.org/gp-hub/ ) as some example appropriate guidance to follow on the assessment to undertake (e.g to include the elements in the definition given by NICE in the indicator proposal).
	Thank you for your comment, indicator IND2023-159 is still undergoing review. Responses to this comment will be published with the final indicator.

	IND2023-159 General
	Slimming World
	This feels a key area to monitor to drive improvements in this area
	Thank you for your comment, indicator IND2023-159 is still undergoing review. Responses to this comment will be published with the final indicator.

	IND2023-159 General
	The Obesity Specialist Group of the British Dietetic Association
	Blood monitoring alone is not going to support patients with their long-term weight management after bariatric surgery. Indeed, many GP practices may arrange for blood tests to be undertaken by phlebotomists without any contact with a nurse/GP. Weight/BMI should also be recorded annually, as an additional surrogate measure of nutritional status and provide the opportunity for counselling about weight management.
	Thank you for your comment, indicator IND2023-159 is still undergoing review. Responses to this comment will be published with the final indicator.

	IND2023-159 Rationale
	Association for the Study of Obesity
	Not all GP practices can request serum zinc, copper and selenium levels despite this being an annual requirement. Patients who have very malabsorptive procedures also require at least annual monitoring of serum levels of vitamins A, E and K; however, GPs cannot request these so they will need to be done by their specialist bariatric surgery centre.
	Thank you for your comment, indicator IND2023-159 is still undergoing review. Responses to this comment will be published with the final indicator.

	Rationale
	Association for the Study of Obesity
	Weight and changes in weight need to be checked. Unintentional weight loss or oedema may be an indication that the patient needs further investigation. With weight gain, the patient may require additional support.
	Thank you for your comment, indicator IND2023-159 is still undergoing review. Responses to this comment will be published with the final indicator.

	IND2023-159 Specification
	Association for the Study of Obesity
	Will the GP practices be directed to the British Obesity and Metabolic Surgery GP hub as this gives clear guidance about what to check during an annual review such as nutritional bloods, weight, nutritional intake.
	Thank you for your comment, indicator IND2023-159 is still undergoing review. Responses to this comment will be published with the final indicator.

	IND2023-159 Specification
	The Obesity Specialist Group of the British Dietetic Association
	It is not clear how this is going to be objectively measured/defined. A weight measurement can be objective and is auditable, but will not reflect micronutrient status. If specifying micronutrient blood monitoring, will all blood tests in line with BOMSS (2020) guidelines need to have been requested? Asking about dietary intake, habits and behaviours is vague. Will supplementary guidance be signposted to for primary care?There is also no mention of weight measurement here, a surrogate measure that can identify risk of malnutrition
	Thank you for your comment, indicator IND2023-159 is still undergoing review. Responses to this comment will be published with the final indicator.

	IND2023-159 Question 1 Do you think there are any barriers to implementing the care described by these indicators?
	Association for the Study of Obesity
	Barriers. GPs may not know how to manage or be able to manage some nutritional deficiencies such as vitamins A, E or K, or trace minerals. There needs to be shared care with tier 4 bariatric services with access to their specialist bariatric dietitian
	Thank you for your comment, indicator IND2023-159 is still undergoing review. Responses to this comment will be published with the final indicator.

	IND2023-159 Question 1
	Association for the Study of Obesity
	Barriers. Some GP practices are unable to request measurements of serum zinc, copper and zinc although this is required for annual follow-up. Serum levels of vitamin A, E and K can only be checked in a small number of bariatric surgery centres. The serum levels of these fat-soluble vitamins should be checked at least annually after very malabsorptive procedures. Therefore it is better if patients who have had a  duodenal switch or a similar very malabsorptive procedure remain under specialist care for annual reviews
	Thank you for your comment, indicator IND2023-159 is still undergoing review. Responses to this comment will be published with the final indicator.

	IND2023-159 Question 1
	Public Health Wales 
	1. Do you think there are any barriers to implementing the care described by these indicators?
• Defining nutritional monitoring expectations
• Accessing the individual before impact of nutritional deficient realised can be difficult and a clear pathway and guidance for primary care would be helpful
• Follow up roles may need to be clarified. GP contract wording may differ across the four nations with potential challenges for shared care (e.g. as part of post bariatric follow up).
	Thank you for your comment, indicator IND2023-159 is still undergoing review. Responses to this comment will be published with the final indicator.

	IND2023-159 Question 1
	RCGP
	Generally, we consider that this would be a good indicator as unidentified nutritional deficiencies can occur after bariatric surgery leading to serious consequences and general practice are well placed to support monitoring arrangements. 
GP confidence and knowledge will likely be barriers, with a potential lack of specialist support when issues are identified that need bariatric specialist input. In some areas of the country accessing this specialist support will not be an issue, but in others (for example, if the local unit is having significant capacity issues, or there is no local unit) it is likely to be challenging to get suitable support. Many of these patients do not have any nutritional complications and are very much manageable in primary care, but those that do develop issues can become complex quite rapidly and specialist advice is needed to manage them appropriately and safely, as well as to support GPs.
We are concerned that like many other specialist services there is a lack of capacity to cope with these complex issues in a timely and integrated way and that General Practitioners shall be left without the right resources to be able to manage these complex patients. Therefore, mechanisms and/or services need to be put in place to facilitate access to specialist advice and support. Overall, we feel that the indicator needs to refer to specialist support (for example a shared care model as mentioned in the indicator rationale).
	Thank you for your comment, indicator IND2023-159 is still undergoing review. Responses to this comment will be published with the final indicator.

	IND2023-159 Question 1
	The Obesity Specialist Group of the British Dietetic Association
	Do you think there are any barriers to implementing the care described  by these indicators? 
In regards to nutritional blood monitoring, particularly of trace minerals, GPs may be unsure of how to interpret and action. Local Tier 4 services will need to be open and responsive to A&G requests from GPs to provide appropriate advice. 
In regards to weight measurements , many GP contacts are now undertaken remotely. We often see 'self-reported' weight measurements on GP summaries. Will NICE specify that the weight needs to be validated, rather than self-reported? Many patients do not have access to reliable weighing scales. 
People living with more severe obesity may be unable to obtain a self-reported weight measurement, as conventional scales have an upper weight limit of around 120kg. Furthermore, many consultation rooms in GP practices use scales that are inappropriate for people living with obesity (e.g. have a narrow base / do not have the required weight capacity) - this is remedied by having the appropriate scales available and should be provided as a guidance note to GPs. In addition, a person with obesity being weighed on scales and being told they are 'too heavy' for a reading will have a negative psychological consequence from the patient and may mean they avoid future healthcare interactions, it is imperative that appropriate equipment is available in all GP practices. We have also seen GP summaries/referrals which state "weight is >150kg", likely because of this issue with appropriate equipment being available/used in primary care.
	Thank you for your comment, indicator IND2023-159 is still undergoing review. Responses to this comment will be published with the final indicator.

	IND2023-159 Question 1
	The Obesity Specialist Group of the British Dietetic Association
	Barrier to care: Pressure on primary care resources. Training is needed to improve knowledge of primary care on both obesity and bariatric surgery. Also addressing any weight stigma or prejudice to people who have bariatric surgery. Access to weight management services is poor in some parts of the country.
	Thank you for your comment, indicator IND2023-159 is still undergoing review. Responses to this comment will be published with the final indicator.

	IND2023-159 Question 2 Do you think there are potential unintended consequences to implementing/using any of these indicators?
	Public Health Wales 
	• There are system capacity issues within weight management and there may be issues with willingness/ contractual arrangements for follow up with GPs, which could lead to inequitable care. 
• This could result in an increase in nutritional deficiency being identified in people and therefore an increased primary care workload - this would need to be considered and pathway in place.
• Guidance and education would be valuable for primary care professionals 
	Thank you for your comment, indicator IND2023-159 is still undergoing review. Responses to this comment will be published with the final indicator.

	IND2023-159 Question 2
	RCGP
	Initially, there is potential for more enquiries and support being requested from bariatric surgery centres by GPs. However, if patients are adhering to their supplements and being monitored regularly, this should reduce, although there is still likely to be some increase in demand in the long term. Without specialist support there is potential to increase GP stress and more importantly for patients not being appropriately managed clinically.
	Thank you for your comment, indicator IND2023-159 is still undergoing review. Responses to this comment will be published with the final indicator.

	IND2023-159 Question 2
	The Obesity Specialist Group of the British Dietetic Association
	Yes, please see below:
- scales not having sufficient weight capacity will cause psychological harm to the patient 
- there may be an increase in support required from Tier 4 centres (specifically dietitians) regarding interpretation and actioning of nutritional bloods
	Thank you for your comment, indicator IND2023-159 is still undergoing review. Responses to this comment will be published with the final indicator.

	IND2023-159 Question 3 Do you think there is potential for differential impact (in respect of age, disability, gender and gender reassignment, pregnancy and maternity, race, religion or belief, and sexual orientation)? If so, please state whether this is adverse or positive and for which group.
	Public Health Wales 
	No
	Thank you for your comment, indicator IND2023-159 is still undergoing review. Responses to this comment will be published with the final indicator.

	IND2023-159 Question 3
	RCGP
	No.
	Thank you for your comment, indicator IND2023-159 is still undergoing review. Responses to this comment will be published with the final indicator.

	IND2023-159 Question 3
	The Obesity Specialist Group of the British Dietetic Association
	Patients with a physical disability that impairs mobility, such as wheelchair users, will need accessible weighing scales which are unlikely to be available in most GP practices. GP practices will need to be aware of NHS sites that have wheelchair scales and there will need to be an agreement for their use.
	Thank you for your comment, indicator IND2023-159 is still undergoing review. Responses to this comment will be published with the final indicator.

	IND2023-159 Question 4 If you think either of these indicators may have an adverse impact in different groups in the community, can you suggest how the indicator might be delivered differently to different groups to reduce health inequalities?
	Public Health Wales 
	The group who could potentially be at most risk (dependant on providers and services funded) are those that are accessing private surgery abroad and or in the UK who may not have had full support prior to and after surgery and are therefore most at risk of longer term health issues.
	Thank you for your comment, indicator IND2023-159 is still undergoing review. Responses to this comment will be published with the final indicator.

	IND2023-159 Question 4
	RCGP
	Not applicable.
	Thank you for your comment, indicator IND2023-159 is still undergoing review. Responses to this comment will be published with the final indicator.

	IND2023-159 Question 6 Should children and young people be included in this indicator?
	Association for the Study of Obesity
	6. Current NHSE service specification (2017) for bariatric surgery among children states that follow-up care should be provided for 5 years at a NHS Tier 4 unit. These children therefore would not require annual nutritional monitoring in primary care and indeed Tier 4 specialist services are best placed to do this. However, there are instances of children going abroad for bariatric surgery, and therefore are not under the follow-up care of a Tier 4 NHS unit. Given the high risk to patients undergoing bariatric surgery in childhood, primary care should undertake nutritional monitoring for patients not under the care of a Tier 4 NHS centre, with support from a Tier 4 service as required.
	Thank you for your comment, indicator IND2023-159 is still undergoing review. Responses to this comment will be published with the final indicator.

	IND2023-159 Question 6
	BOMSS (Bariatirc Obesity & Metabolic Surgery Society)
	1 - Children and young people should be included - the early we can get to people the better 
	Thank you for your comment, indicator IND2023-159 is still undergoing review. Responses to this comment will be published with the final indicator.

	IND2023-159 Question 6
	NHS England
	6 Yes children and young people should be  included
	Thank you for your comment, indicator IND2023-159 is still undergoing review. Responses to this comment will be published with the final indicator.

	IND2023-159 Question 6
	NHS England
	NHS England (CYP Transformation team and Specialised Commissioning) believe that an additional quality indicator should be developed to capture nutritional status monitoring after bariatric surgery.  The rationale for developing a separate quality indicator is to reflect those standards outlined in the NHS England Service Specification for Specialised and complex obesity surgery for children and young people (170014s-specialised-complex-obesity-surgery-children.pdf) which specifies that follow up care (including monitoring nutritional intake) should take place within the Tier 4 service or through shared care follow up arrangements between these services and local centres – rather than shared care model with primary care as proposed in the current quality indicator.  Any indicator developed should reflect the need to monitor weight, bloods and eating habits to assess nutritional status. 
	Thank you for your comment, indicator IND2023-159 is still undergoing review. Responses to this comment will be published with the final indicator.

	IND2023-159 Question 6
	Public Health Wales 
	Bariatric surgery isn’t routine for children and young people in the UK but, if undertaken (for example, abroad), long term monitoring and safeguarding re nutritional status and general health is required.
	Thank you for your comment, indicator IND2023-159 is still undergoing review. Responses to this comment will be published with the final indicator.

	IND2023-159 Question 6
	RCGP
	It is unlikely that children and young people shall require bariatric surgery and so we do not feel they should be included in this indicator. 
	Thank you for your comment, indicator IND2023-159 is still undergoing review. Responses to this comment will be published with the final indicator.

	IND2023-159 Question 6
	Slimming World
	Should children and young people be included in this indicator?
We would suggest that children and young people should be included in this indicator to ensure monitoring is taking place consistently.  More frequent monitoring may be beneficial in this more vulnerable group too. 
	Thank you for your comment, indicator IND2023-159 is still undergoing review. Responses to this comment will be published with the final indicator.

	IND2023-159 Question 6
	The Obesity Specialist Group of the British Dietetic Association
	The numbers of children and young people having bariatric surgery in the UK is small. Given that this is a very specialised area, it would be preferable for the specialist bariatric surgery centre to continue to give the follow-up until adulthood.
Current NHSE service specification (2017) for bariatric surgery among children states that follow-up care should be provided for 5 years at a NHS Tier 4 unit. These children therefore would not require annual nutritional monitoring in primary care and indeed Tier 4 specialist services are best placed to do this. However, we are aware of children going abroad for bariatric surgery, and therefore are not under the follow-up care of a Tier 4 NHS unit. Given the high risk to patients undergoing bariatric surgery in childhood, primary care should undertake nutritional monitoring for patients not under the care of a Tier 4 NHS centre, with support from a Tier 4 service as required.
	Thank you for your comment, indicator IND2023-159 is still undergoing review. Responses to this comment will be published with the final indicator.

	IND2023-159 Question 7 This indicator does not aim to capture people who have had surgery privately or abroad, unless they have subsequently been included in an NHS bariatric surgery service follow-up. Is it still a useful indicator if that population is not included?
	Association for the Study of Obesity
	7. In the UK, some primary care practices will agree to undertake annual review on patients who have had surgery privately in the UK following the two year follow up within that centre, providing there is good communication from the UK private sector. Unfortunately, for those who go abroad, there is often incomplete or very little information provided about the surgical procedure and the person may have received little or no advice. Therefore, the risk of malnutrition for patients who have had surgery abroad is likely to be high, given the lack of post-operative counselling and absence of blood monitoring. From a risk perspective, any patient who presents in primary care with a history of bariatric surgery, and is not currently under the care of an NHS Tier 4 bariatric surgery unit, should receive at a minimum annual nutritional status reviews (including weight and blood monitoring). Tier 4 bariatric services  should accept referrals from primary if there is a significant clinical risk, however the risk in terms of malnutrition will be unknown unless primary care initiates appropriate nutritional status monitoring. This would, however, place a huge demand on primary care. Given that people are choosing to have bariatric surgery abroad because of long waiting lists in the UK, there should be a drive to increase the number of NHS bariatric surgery operations in the UK.
	Thank you for your comment, indicator IND2023-159 is still undergoing review. Responses to this comment will be published with the final indicator.

	IND2023-159 Question 7
	BOMSS (Bariatric Obesity & Metabolic Surgery Society)
	2 - Overseas and private surgery should definitely be included as they are now under NHS care if they approach GP for follow up or nutritional support/
	Thank you for your comment, indicator IND2023-159 is still undergoing review. Responses to this comment will be published with the final indicator.

	IND2023-159 Question 7
	BOMSS (Bariatric Obesity & Metabolic Surgery Society)
	If patients who had bariatric surgery abroad or privately outside the NHS are not consider into this guidance then this could cause health inequalities on micronutrient monitoring and prescribing of required multivitamins/minerals
	Thank you for your comment, indicator IND2023-159 is still undergoing review. Responses to this comment will be published with the final indicator.

	IND2023-159 Question 7
	NHS England
	7 Yes it is still a useful indicator as it is capturing an important part of the pathway
	Thank you for your comment, indicator IND2023-159 is still undergoing review. Responses to this comment will be published with the final indicator.

	IND2023-159 Question 7
	NHS England
	Children and young people who have had bariatric surgery privately or abroad are at significant risk of nutritional deficiencies due to lack of aftercare and nutritional counselling and need nutritional aftercare.  For these children, who are unlikely to be under the care of a Tier 4 service, primary care should ensure that at least annual nutritional monitoring and seek guidance and support from Tier 4 Paediatric Bariatric Surgery centre.  These individuals should also be captured through a quality indicator.
	Thank you for your comment, indicator IND2023-159 is still undergoing review. Responses to this comment will be published with the final indicator.

	IND2023-159 Question 7
	Public Health Wales 
	• Excluding data on private bariatric surgery will create a gap, preventing a current and accurate representation of the situation. 
• People who have had bariatric surgery privately or abroad are still at risk of long term nutritional deficiencies, which may contribute to other health issues and present in primary care services.
• Private surgery has increased both in the UK and abroad and it would be helpful if this information is collected and considered in all guidance relating to bariatric surgery, and roles and responsibilities for care over the longer term. Best patient care should include and be applied for all.
• Clarity is still needed around post-bariatric surgery long term responsibilities in primary care, regardless of whether the surgery was undertaken privately or not. There may also be further training and education requirements needed within primary care services to provide this annual monitoring in the long term.
• Pathways for long term care are needed for those accessing private bariatric services care.
• Consideration should be given to GP contracts varying across the four nations.
	Thank you for your comment, indicator IND2023-159 is still undergoing review. Responses to this comment will be published with the final indicator.

	IND2023-159 Question 7
	RCGP
	This is still a useful indicator but likely to miss a significant proportion of people who are more likely to need follow-up (some unverified estimates of 5000/year go abroad from the UK for this surgery). Work-load surrounding complications following bariatric surgery will still fall to primary care so should still be funded within this specification.  We think that if it is not intended to include privately funded surgery then this needs to be clearly stated. We think it will still be useful if the private surgery population were not included, but it would be more impactful on patient outcomes if it included them given that currently more private than NHS surgery is conducted.
	Thank you for your comment, indicator IND2023-159 is still undergoing review. Responses to this comment will be published with the final indicator.

	IND2023-159 Question 7
	The Obesity Specialist Group of the British Dietetic Association
	The risk of malnutrition for patients who have had surgery abroad is likely to be high, given the lack of post-operative counselling and absence of blood monitoring. From a risk perspective, any patient who presents in primary care with a history of bariatric surgery, and is not currently under the care of an NHS Tier 4 bariatric surgery unit, should receive at a minimum annual nutritional status reviews (including weight and blood monitoring). Tier 4 bariatric services  should accept referrals from primary if there is a significant clinical risk, however the risk in terms of malnutrition will be unknown unless primary care initiates appropriate nutritional status monitoring.
	Thank you for your comment, indicator IND2023-159 is still undergoing review. Responses to this comment will be published with the final indicator.

	IND2023-159 Question 7
	The Obesity Specialist Group of the British Dietetic Association
	People who have had surgery privately or abroad should be included in this indicator. The importance of recognising the severe consequences that nutritional deficiencies can have in this population group is welcomed. People who have had bariatric surgery abroad should be included and may be at an even greater risk.

It is important that this population group are appropriately supported in primary care by an appropriately qualified healthcare professional.
	Thank you for your comment, indicator IND2023-159 is still undergoing review. Responses to this comment will be published with the final indicator.

	IND2023-159 Question 7
	The Obesity Specialist Group of the British Dietetic Association
	Yes, because year on year, the number of people who have had surgery in the UK is growing, and many may not have access to annual review. Nutritional deficiencies are likely to develop the further the time from surgery. In the UK, many primary care practices will agreed to undertake annual review on patients who have had surgery privately in the UK following the two year follow up within that centre, providing there is good communication from the UK private sector. Unfortunately, for those who go abroad, there is often incomplete or very little information provided about the surgical procedure and the person may have received little or no advice. Primary care would not have the capacity or resources to support this.
	Thank you for your comment, indicator IND2023-159 is still undergoing review. Responses to this comment will be published with the final indicator.

	IND2023-159 Question 7 
	Slimming World
	This indicator does not aim to capture people who have had surgery privately or abroad, unless they have subsequently been included in an NHS bariatric surgery service follow-up. Is it still a useful indicator if that population is not included? 
We would suggest they should be included. More and more people are having surgery abroad and the risks for deficiencies will remain (or possibly be greater dependent on the aftercare and support provided).
	Thank you for your comment, indicator IND2023-159 is still undergoing review. Responses to this comment will be published with the final indicator.
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