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[bookmark: _Hlk198538021]Note for Indicator Advisory Committee meeting, June 2025
Four weight management indicators were piloted with GP practices in January to March 2024:
· [bookmark: _Toc156476403]Indicator 1: IND2023-158 Weight management: weight management advice (18-39 years)
· [bookmark: _Toc156476404]Indicator 2: IND2023-162 Weight management: referral for bariatric surgery 
· [bookmark: _Toc156476405]Indicator 3: IND2023-159 Weight management: nutritional status monitoring in primary care after bariatric surgery (all patients)
· [bookmark: _Toc156476406]Indicator 4: IND2023-163 Weight management: nutritional status monitoring in primary care after bariatric surgery (new patients)
This document, the feedback report on piloted indicators, was included in the papers for the June 2024 Indicator Advisory Committee meeting. The findings from the pilot were not presented in detail at that meeting, but the indicators were presented to the committee by NICE for further discussion (including consideration of some findings from the pilot) before confirming progression to consultation, noting the following:
· At that stage, the anticipated publication of the NICE guideline in development on overweight and obesity management had been delayed.
· Concerns about acceptability of the indicators had been raised during the internal NICE review.
Following discussions at the June 2024 committee meeting, it was agreed to progress three of the four indicators for consultation (indicators 1,2 and 3), subject to remaining aligned with the upcoming guideline. The guideline (NG246) was published in January 2025, and as a result, indicator 2 was no longer suitable for further development. Therefore, only two indicators from the original pilot are being developed further: indicator 1 (weight management advice) and indicator 3 (nutritional status monitoring in primary care after bariatric surgery). 
This original piloting report, which presents findings on all four indicators, is included in the papers for the June 2025 Indicator Advisory Committee meeting. The presentation to the committee at the meeting will cover only the two indicators which are now undergoing further development.
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[bookmark: _Toc198538508]Summary of pilot findings
This topic encompassed four indicators, which range from the prevention of obesity in young adults who are overweight (indicator 1), the management of severe obesity (indicator 2), and the post-surgical monitoring in primary care of patients who have undergone bariatric surgery (indicators 3 and 4).
Indicator 1: Weight management: weight management advice (18-39 years)
The percentage of patients aged 18 to 39 years with a BMI of between 23 kg/m2 to 27.4 kg/m2 (or 25 and 30 kg/m2 if ethnicity is recorded as White) in the preceding 12 months who have been given appropriate weight management advice within 90 days of the BMI being recorded.
Indicator 1 was proposed as a general practice indicator suitable for QOF.
Acceptability assessment
Less than half (45.6%, 26/57) of survey respondents felt that this indicator would improve the quality of care for patients, and only 36.8% (21/57) felt it represented an issue that was important for patients, families and carers. However, almost 60% of survey respondents (59.6%, 34/57) felt it was suitable for financial incentivisation. Feedback from interviews was mixed.
Implementation assessment
Substantial issues with implementation were highlighted by practices, as shown below.
Issues to consider prior to implementation:
	Issue
	Detail
	Mitigating activity

	Potential for intervention to damage patient relationship
	Respondents felt that raising weight with patients may make them angry, upset or isolated. This was raised for specific subgroups, including patients with BAME ethnicities and those with eating disorders.
	Evidence-based detail in indicator guidance
Training and education regarding obesity, weight management, personalised care, behaviour change, brief interventions

	Lack of available services
	The original expectation was for the brief intervention to be delivered in-house, however a wider response was received from practices
	Changing indicator to system level could incentivise local systems to address the issues relating to weight management services

	Consider suggested additional patient exclusions
	These are detailed in section 5.2, and include:
· post-partum women
· those with eating disorders
· housebound patients
· patients with severe illnesses or who are terminally ill, receiving palliative care
· Potentially those with learning disabilities, noting the discussion in relation to health inequalities (see report section 6.4 for detail)
	Would require amendments to guidance

	Workload
	Concern over additional workload required to have the extra conversation
	Consider setting lower achievement threshold
Consider whether this support can be provided via an alternate route for example social prescribers, or service model improvements to enable primary care to support public health.

	Role of primary care 
	Concerns about the role of primary care in achieving wider public health outcomes.
Role of primary care in addressing obesity in patients who may not themselves be motivated.
	Further work needed to clarify the role and responsibilities of primary care in system level outcomes.



Indicator 2: Weight management: referral for bariatric surgery
The percentage of patients aged 18 years and over with a BMI measured in the preceding 12 months of 37.5 kg/m2 or more (or 40 kg/m2 or more if ethnicity is recorded as White) who have been offered referral for comprehensive bariatric surgery assessment within the preceding 12 months.
Indicator 2 was proposed as a network or system level indicator because of concerns about the availability of bariatric surgery services and expected achievement levels.
Acceptability assessment
61.4% (35/57) of survey respondents felt that this indicator would improve the quality of care for patients, and 56.1% (32/57) felt it represented an issue that was important for patients, families and carers. 61.4% (35/57) of survey respondents felt it was suitable for financial incentivisation. 
Implementation assessment
Substantial issues with implementation were highlighted by practices, as shown below.
Issues to consider prior to implementation:
	Issue
	Detail
	Mitigating activity

	Variation in access to bariatric services due to differences in availability and referral pathways 

	Feedback was overwhelmingly that bariatric surgery services were limited in local areas (and an assumption that this was common across the country) and where services exist, criteria are in place to ration referrals, for example, the requirement for patients to have tried lower tiers of weight management before any referral for surgical assessment.
	This indicator was proposed at system level to incentivise local systems to address the issues relating to bariatric services to support weight management.
Consider and resolve wider implications of system outcome indicators: leadership, accountability, remuneration etc. 

	Ethical concerns
	Some feedback that GPs felt it was inappropriate to offer surgical assessment as a first option for treating obesity, particularly in young adults.
	Promote evidence behind change to guidance relating to an offer of referral as a first solution for adults with a BMI of 40 and over.

	Progress in increasing access to new weight-loss drugs		
	An ongoing pilot is exploring ways to make obesity drugs more accessible to patients, including consideration of prescribing in primary care. Semaglutide and tirzepatide have recently been recommended for weight loss purposes, and other drugs are being assessed in trials. There is potential for this indicator to become surpassed by these new developments.
	Likely to be addressed in future changes to guidance and treatment pathways.

	Potential change to wording
	Timeframe between BMI taken and offer of referral is unclear.
How to exclude those who referred more than a year ago.
	Would require amendments to definition and guidance.

	Consider suggested additional exclusions
	These are detailed in section 5.2 and include various groups of patients relating to their condition or risk factor, as well as a suggestion of an upper age-limit.

	Would require significant amendments to indicator guidance and consideration of how any changes would align with CG189.


Indicator 3: Weight management: nutritional status monitoring in primary care after bariatric surgery (all patients)
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.
Indicator 3 was proposed as a general practice indicator suitable for QOF.
Indicator 4: Weight management: nutritional status monitoring in primary care after bariatric surgery (new patients)
The percentage of patients aged 18 years and over discharged from bariatric surgery service follow-up in the previous 12 to 24 months, with a record of nutritional status monitoring in the preceding 12 months.
Indicator 4 was proposed as a network or system level indicator because of likely small numbers at general practice level.
Indicators 3 and 4 are being summarised together as comments received mostly applied to both.
Acceptability assessment
Just over half (56.1%, 32/57 for indicator 3 and 50.9%, 29/57 for indicator 4) of survey respondents felt that these indicators would improve the quality of care for patients, and just under half (49.1%, 28/57 for both) felt they represented an issue that was important for patients, families and carers. Over half (56.1%, 32/57 for indicator 3 and 57.9%, 33/57) felt they were suitable for financial incentivisation. Feedback from interviews was mixed.
Implementation assessment
Substantial issues with implementation were highlighted, as shown below.
Issues to consider prior to implementation:
	Issue
	Detail
	Mitigating activity

	Cohort identification and level of detail
	Lack of knowledge of patients travelling abroad for surgery, and a lack of information about the details of their surgery on their return. 
	Guidance to be developed to help GPs ensure complete records and appropriate follow up for any NHS care.

	Lack of understanding of the requirements of a comprehensive review
	Lack of knowledge, skills and confidence, and views that GPs are not the appropriate group to deliver this: it requires a specialist role.
	Suggest both indicators at system level to incentivise local systems to provide appropriate services to meet the needs of their patients.
Clear local guidelines and pathways for patient follow up and monitoring supported by shared care agreements.

	Consider suggested additional exclusions
	These are detailed in section 5.2.
	Would require amendments to indicator guidance.





[bookmark: _Toc198538509]Background
As part of the NICE indicator development process, all clinical and health improvement indicators proposed for inclusion in the NICE Indicator Menu are piloted, using an agreed methodology, in a representative sample of GP practices across England.
The aim of piloting is to test whether indicators work in practice, have any unintended consequences, and are fit for purpose.
The full background to the inclusion of this topic in the pilot, including a list of piloted indicators, is presented in Appendix A along with a description of the method and approach to piloting. 
[bookmark: _Toc165367844][bookmark: _Toc198538510]Practice recruitment
A summary of the general practice recruitment methodology is shown in Appendix B.
Number of practices recruited, ready to commence pilot (January 2024)		30
Final number of practices in the pilot							22
Number of practices participating in feedback					22

Feedback was obtained via interviews and an online survey, and it was possible for individuals to participate in both the survey and the interviews. At least one survey was completed by each of the 22 participating practices. The quantitative responses to the online survey are shown in Appendix E. The table below indicates the practice participation in the pilot specifically for the weight management topic.


Feedback participation by role and method
	Staff role
	Interviews - number of participants
	Survey - number of respondents

	GP
	9
	33

	Pharmacist
	1
	1

	Nurse
	1
	4

	Practice manager
	5
	13

	Other senior management
	1
	1

	Other clinical staff
	0
	1

	Practice administrative staff 
	3
	4

	Number of participants 
	20
	57

	Number of practices
	10
	22


As described in Appendix A, not all interviews covered all topics and 20 participants from 10 of the 22 practices were asked questions about the weight management topic in their interviews.
Following the interviews, a small number of practices sent documents they had prepared in advance of the calls, which contained their thoughts on one or more topics, reflecting the preparation they had done. These views were incorporated as appropriate, building on the answers they had provided during the interviews. A practice manager at one additional practice (whose own interview did not cover the weight management topic) provided views via this route. This practice manager is not counted in the table above.
Not all 57 survey respondents completed all of the weight management-related indicator survey questions (see Appendix A) and therefore the denominator for each question is included throughout this report.




[bookmark: _Toc198538511]Assessment of clarity, feasibility, reliability and acceptability 
[bookmark: _Toc198538512]Clarity
In general, the wording of the indicators on this topic was considered to be clear and there were no problems with ambiguity for any of the four indicators. While there were many responses to this question in the survey, some related specifically to the detail of the wording, for example the proposed timescales, however others addressed wider issues such as availability of services. Details of the specific feedback received on the indicators’ wording is discussed in section 5.1. 
[bookmark: _Toc198538513]Feasibility and reliability 
The proposed construction of indicator 1 meant there were few comments about its feasibility, as it was based on opportunistic measuring of a patient’s BMI, with one interviewee stating:
“It would be pretty straightforward. I think that would be fine to set up and manage.” [Other senior management, interview]
However, one practice mentioned that staff outside the practice (for example a physiotherapist employed by the PCN) could also record a patient’s BMI in the practice clinical system. The guide to brief interventions in weight management for adults (2017) applies to health professionals in general, but if this indicator were to be broadened out to other primary care staff, consideration as to whether the indicator would be more appropriate at a network- or system-level may be required.
[bookmark: _Hlk166588835]Many issues were raised with the feasibility of indicators 2, 3 and 4, particularly around availability of services, identification of cohorts and whether GPs (and/or primary care) were the appropriate staff to deliver post-surgical follow-up (see report section 4.3 for detail).
[bookmark: _Toc198538514]Acceptability
This section summarises practice views from the interviews and the survey on the acceptability of the topic; the potential impact on quality of care; the importance of the issue covered by the indicators for patients and families; the role of financial incentivisation and, separately for each indicator, any acceptability issues identified. 
Topic feedback
While there was general agreement that the topic is important, general views on the value of the indicators and how they aligned with current practice was very mixed.
Indicator 1: Weight management: weight management advice (18-39 years)
The overall view of the value of indicator 1 was mixed, with many comments received from interviewees and survey respondents.
“We were really happy with this one, I think it follows on really from what we these days do with smoking […] if they say “yes”, you say, “Actually, we’ve got a stop smoke service.” So, I think you would just follow along. If you’ve got someone that’s overweight, to follow on by, “Have you considered losing weight to improve your health?” It would become a phrase that is just dropped in and patients would presumably get used to hearing that after a while as well, same as the smokers do.” [GP, interview]
“It's a fantastic indicator. You just have to be very careful […] it'll be great in theory […] (but) does it work? Is there any evidence that me telling the patient that you are overweight? And people say, ‘Okay, then I will... I didn't know for 39 years, and now you told me, finally I can see that.’” [GP, interview]
“It’s slightly vague. It feels like ticking a box and giving advice. My sense is from a QOF and a measurement point of view, it can look good and everyone will tick the box. In terms of outcomes, I don’t think (it will make) any difference.” [GP, interview]
Many concerns were raised about the practicalities of delivering the intervention, the potential impact on the relationship with the patient and the role primary care does (or should) play in wider primary prevention efforts. See report sections 4.3.5 and 6.3 for detail.
Indicator 2: Weight management: referral for bariatric surgery
For this indicator, which had been proposed at either a network- or a system-level, initial feedback was predominantly negative, and focussed on lack of services in local areas, restrictions in accessing any services that were available (see report section 6.3.2 for detail), as well as a perception that access to services varies across the country. 
One GP had ethical concerns about the intervention:
“I am actually slightly horrified at the concept that a 19-year-old who's morbidly obese that that's an immediate conclusion. That person should be looking at bariatric surgery, […] that's the answer […] you're 19, you're this obese. Well, off you go. You're looking at surgery. That's what should happen to you next. That's really difficult.” [GP, interview]

Indicators 3 and 4: Weight management: nutritional status monitoring in primary care after bariatric surgery
Initial feedback for these indicators was also predominantly negative, with four practices suggesting they do this work already (although later feedback suggested some focused only on blood tests for these patients rather than a more comprehensive review), and others suggesting that GPs (and/or primary care) are not best placed to deliver this work (see 4.3.5 for more detail).
Indicator-level feedback
Quality of care 
There were mixed views on the potential impact of these indicators on the quality of care for patients (Table 1), with 45.6% (26/57) of survey respondents believing indicator 1 relating to the provision of advice to adults who are overweight would improve quality of care, and the same proportion suggesting there would be no change. More than six in ten (61.4%, 35/57) felt indicator 2, relating to the offer of a referral for bariatric surgery assessment for patients with severe obesity, would improve quality of care.
Indicators 3 and 4 focused on monitoring of patients after bariatric surgery in primary care, with indicator 3 relating to ongoing monitoring for all patients and indicator 4 specifically relating to the initial monitoring appointment in primary care, following discharge from the bariatric surgery service. Slightly more than half of respondents thought these indicators would improve quality of care. (56.1%, 35/57 for indicator 3 and 50.9%, 29/57 for indicator 4).


Table 1: Views on the impact of quality of weight management-related indicators (survey)
What impact do you think the following indicators could have on the quality of care for patients?
	
	Improve
	No change
	Worsen
	Total

	Indicator 1: Weight management advice
	26
(45.6%)
	26
(45.6%)
	5
(8.8%)
	57

	Indicator 2: Referral for bariatric surgery
	35
(61.4%)
	20
(35.1%)
	2
(3.5%)
	57

	Indicator 3: Nutritional status monitoring in primary care after bariatric surgery (all patients)
	32
(56.1%)
	20
(35.1%)
	5
(8.8%)
	57

	Indicator 4: Nutritional status monitoring in primary care after bariatric surgery (new patients)
	29
(50.9%)
	24
(42.1%)
	4
(7.0%)
	57



Value to patients
There were also mixed views on whether the indicators represented issues that are important to patients, families, and carers (Table 2), with similar proportions feeling that indicator 1 does represent an issue that is important to patients, families, and carers compared with those who think it does not (36.8%, 21/57 responding that it did and 38.6%, 22/57 responding that it did not). 14 respondents (24.6%) were unsure.
For indicator 2, over half of respondents (56.1%, 32/57) of survey respondents thought that the indicator represented issues that are important to patients, families, and carers, with 21.1% (12/57) saying it did not, and 22.8% (13/57) unsure. For indicators 3 and 4, 49.1% (17/57) felt they represented issues that are important to patients, families, and carers, 29.8% (17/57) saying they did not, and 21.1% (12/57) who were unsure. While the proportions in each category were the same for indicators 3 and 4 for this question, the same answers were not given for both by each respondent; there were slight differences.


[bookmark: _Hlk98859570]Table 2: Views on the importance of the weight management-related indicators to patients, families, and carers (survey)
Do you think the following indicators represent an issue that is important for patients, families, and carers?
	
	Yes
	No 
	Unsure
	Total

	Indicator 1: Weight management advice
	21
(36.8%)
	22
(38.6%)
	14
(24.6%)
	57


	Indicator 2: Referral for bariatric surgery
	32
(56.1%)
	12
(21.1%)
	13
(22.8%)
	57


	Indicator 3: Nutritional status monitoring in primary care after bariatric surgery (all patients)
	28
(49.1%)
	17
(29.8%)
	12
(21.1%)
	57


	Indicator 4: Nutritional status monitoring in primary care after bariatric surgery (new patients)
	28
(49.1%)
	17
(29.8%)
	12
(21.1%)
	57




For indicator 1, while one interviewee suggested that a conversation about weight could become routine practice and accepted by patients (see topic feedback), other interviewees and survey respondents felt the approach could be met negatively by patients (see report section 6.3.1 for detail). 
[bookmark: _Hlk165291035]For indicator 2, relating to referrals for bariatric surgery assessment for those with a BMI of 40 and over, while many practices stated that under local arrangements their patients had to go through tiers of weight management before they could be referred for surgery (see report section 6.3.2 for detail) another GP stated their view that it was inappropriate for surgery to be the first option for those with a BMI of 40 and above, particularly young people (see topic feedback, above).
Three practices mentioned that the topic in general, and in particular indicator 2 may be superseded by the availability of new weight-loss drugs (see report section 4.3.5 for detail).
For indicators 3 and 4, when asked about the ease of cohort identification (see report section 4.3.5 for detail), one practice felt that most patients who had had bariatric surgery abroad valued the change they had made to improve their health and were therefore engaged in their ongoing healthcare:
 “Most of them are very keen to come back and tell us that they’ve had the surgery abroad and now I need to do their blood tests, etc […] these are patients who are usually very motivated having gone through that process […] I've never had any of these patients not take their meds, and they're keen to come for follow-up 'cause they're aware that they can become anaemic, and they're quite proud of the fact that they've kind of achieved a status where they're getting on with things.” [GP, interview]

However, the same GP suggested that the requirement to attend routinely for this purpose may seem punitive to patients with a current psychiatric diagnosis, who already have to engage regularly with healthcare services about a range of issues.
Financial incentivisation
There was overall support from over half of all survey respondents for the financial incentivisation of the four indicators. This was particularly the case for referral for bariatric surgery (indicator 2) with 61.4% (35/57) of respondents agreeing this indicator should be financially incentivised (Table 3). 
Table 3: Views on financial incentivisation of weight management-related indicators (survey)
Do you think the following indicators should be financially incentivised?
	
	Yes
	No
	Unsure
	Total

	Indicator 1: Weight management advice
	34
(59.6%)
	15
(26.3%)
	8
(14.0%)
	57


	Indicator 2: Referral for bariatric surgery
	35
(61.4%)
	12
(21.1%)
	10
(17.5%)
	57


	Indicator 3: Nutritional status monitoring in primary care after bariatric surgery (all patients)
	32
(56.1%)
	15
(26.3%)
	10
(17.5%)
	57


	Indicator 4: Nutritional status monitoring in primary care after bariatric surgery (new patients)
	33
(57.9%)
	14
(24.6%)
	10
(17.5%)
	57



Please note where percentages do not total 100%, this is as a result of rounding.
For indicator 2, relating to referrals for bariatric surgery assessment, one interviewee felt that practices in affluent areas would be worse off if this indicator were to be financially incentivised, on the assumption that there would be more bariatric services available to refer to in more deprived areas.  
Two interviewees felt that they should be financially rewarded for post-surgery monitoring (Indicators 3 and 4): 
"These indicator(s) pre suppose we get told about patients who get treatment overseas at the point of surgery - if not we could be 12 months in and then only get told in consultations about other matters. We therefore need paying to cover these cases" [Practice manager, survey]
“Funding should follow moving any monitoring into primary care.”  [GP, survey]
A GP when interviewed felt indicator 3 was not suitable for financial incentivisation due to small numbers (and therefore this comment will also apply to indicator 4):
“I think the numbers are too small. Assuming you start putting incentives and percentages on it, it’s going to skew […] if you start putting exemptions or bits and pieces, you’re going to have such small numbers, it’s going to feel very perverse and not worth the energy probably.” [GP, interview]
Quality improvement
There were mixed views about whether the indicators were suitable for quality improvement purposes without financial incentive (Table 4), although there was consistency across the indicators. About one third of respondents for each indicator thought the indicator would be suitable for quality improvement purposes, and around half of respondents did not think each indicator would be suitable for quality improvement purposes.
Table 4: Views on suitability of weight management-related indicators for quality improvement (survey)
Do you think the following indicators could be suitable for quality improvement, without financial incentive?
	
	Yes
	No
	Unsure
	Total

	Indicator 1: Weight management advice
	20
(35.1%)
	28
(49.1%)
	9
(15.8%)
	57


	Indicator 2: Referral for bariatric surgery
	19
(33.3%)
	29
(50.9%)
	9
(15.8%)
	57


	Indicator 3: Nutritional status monitoring in primary care after bariatric surgery (all patients)
	18
(31.6%)
	28
(49.1%)
	11
(19.3%)
	57


	Indicator 4: Nutritional status monitoring in primary care after bariatric surgery (new patients)
	18
(31.6%)
	28
(49.1%)
	11
(19.3%)
	57



Specific issues identified in interviews and survey
Indicator 1: Weight management: weight management advice (18-39 years)
Delivery of the intervention
Practice views during interviews were mixed as to whether the intervention in indicator 1 was (or could be) standard practice, with six suggesting they were already carrying out similar interventions, or could incorporate them without too much difficulty. However four practices fed back that incorporating this intervention would not be possible within a consultation that had been arranged to address another health issue, or would be challenging for other reasons (see report section 6.3.1 for detail). One practice shared a previous negative experience of having sent out text messages offering a referral to weight management services:
“We are the ones that are sending all the text messages out, et cetera, to the patients, and with the best will in the world, you can word it as nicely as possible, and when it comes out of the blue […] you get a text basically saying you are overweight, we can refer you to weight management, and an awful lot of patients are not happy about it, and they really let you know they're not happy about it as well.” [Other senior management, interview]
A GP from the same practice added:
“I think we can all agree that if this indicator is going to come about, it needs to come out with realistic expectations, otherwise it will push surgeries to send text messages instead.” [GP, interview]
One practice made a point that raising the topic of weight with patients who may only just be in the ‘overweight’ category may be met with scepticism:
“I think people coming in would be thinking, ‘oh my gosh, I don't think I'm getting close to being obese’” [Practice manager, interview]
Despite practices suggesting numbers could be large, they were comfortable that this indicator did not require proactive case-finding, but opportunistic identification of those in the overweight category. Some practices suggested the intervention may not be appropriate depending on the purpose of the appointment:
“Within the 90 days you might see someone, for instance, increasingly with mental health problems, depression and anxiety, and you will be seeing them currently, but it's absolutely not something that I should be addressing and advising them about while I'm in the initial stages of treating them for those mental health problems, especially in young people” [GP, interview]
However another suggested this indicator’s requirement to follow up an overweight BMI may make them judge carefully whether a BMI measurement was in fact appropriate in the appointment:
“You’ve got a patient that’s come in and their mood is awful, or there’s other stuff going on that needs to take priority in that appointment, presumably, if I don’t weigh them, I then don’t have to offer the advice (if) you’re not chasing the number of BMIs recorded on the system, we’re not going to feel that pressure, therefore we’ll only offer it when it’s appropriate, and the advice would then flow.” [GP, interview]
Opportunities to measure BMI
NICE guideline (CG189)  recommends that clinical judgement should be used to decide when to measure a person’s height and weight, and that opportunities include when registering with a GP, consultations for related conditions (such as type 2 diabetes and cardiovascular disease) and other routine health checks (rec 1.2.1). To note that this recommendation may be updated as a result of guidance currently in development (GID-NG10182 Overweight and obesity management, expected publication date TBC). 
When interviewees were asked when BMIs would be currently routinely measured in those aged 18 to 39 years, a number of suggestions were proposed. Appointments relating to contraception were mentioned, although one respondent clarified that the patient’s weight was only relevant to the combined contraceptive pill. Other opportunities included chronic disease reviews, when referring patients for surgery and new patient registration (although self-reported), as well as if the patient requested it. One practice also suggested opportunistic height and weight measurements could be incorporated into smear tests, smoking cessation appointments and blood tests.
Practices agreed that this opportunistic approach may lead to a widening of some health inequalities (see report section 6.4 for detail), for example those relating to gender, as well as generally benefitting those groups who attend more frequently. 
Role of primary care in achieving wider public health outcomes
Four respondents in the interviews and an additional two in the surveys felt that this issue required a national focus and a public health approach.
“I really think the solution longer term is with public health and what we (are sold in the supermarkets).” [GP, interview]
“Patients under 18 should be educated on healthy eating, the concept of calorific intake and how to make healthy food affordable and how to cook healthy meals. All of this should be done at school and come under PHE - not NHSE. More and more people are struggling to afford any food - priority for families is to get fed and us telling them to improve their diet is not going to help.” [Other clinician, survey]
“Everyone is aware of their weights and what needs to change. This needs to be a more national approach with teaching kids in school and making food cheaper rather than just recording BMIs and then nothing more to offer. This can’t be done while they are consulting for back pain or knee pain. We do mention the weight if they look obviously over 30 but to do an in-depth consultation again is not realistic.” [GP, survey]
Indicator 2: Weight management: referral for bariatric surgery
NICE guideline (CG189)  recommends that adults who 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 and agree to the necessary long-term follow up after surgery should be offered a referral for a comprehensive assessment by specialist weight management services providing multidisciplinary management of obesity to see whether bariatric surgery is suitable for them (rec 1.10.1). To note that this recommendation may be updated as a result of guidance currently in development (GID-NG10182 Overweight and obesity management, expected publication date TBC). 
Indicator type
This indicator was proposed at either PCN or ICS level, partly as a result of concerns about the availability of bariatric surgery services, as described in report section 6.3.2. When asked in interviews for their views on the organisational level that this indicator was proposed, many practices felt unable to answer as they felt the indicator was unfeasible because of the lack of services. 
Two practices mentioned social prescribers in relation to this indicator (in the context of a different approach to managing severe obesity), which suggests there could be a role for primary care more broadly, such as at PCN-level. 
One practice felt strongly that this indicator should be at an ICS level:
“System all the way because this is such a big problem” [GP, interview]
However, another GP struggled to see how indicators relating to GP activity would work in practice at a system level:
“I don’t know how it would work if it was a system-level thing, I guess, you’d have QOF, you’d have IIF, you’re talking about a third branch really of that, so that would come into us. My head can’t quite get how that works because it’s still going to be GPs doing the work for the ICB to get their payments in.” [GP, interview]
Another, who had generally provided positive feedback about this indicator, felt that it was appropriate at a primary care level (but also at a higher level).
There was a similar picture from the survey responses, where 27.5% (14/51) felt this indicator was appropriate at network level, 35.3% (18/51) felt it was appropriate at system level and 37.3% (19/51) were unsure (please note percentages do not total 100% as a result of rounding). Of the survey respondents who suggested the appropriate level was PCN, two made comments that suggested they would in fact prefer the indicator at practice level, and a third suggested that close working within their PCN would enable this to be implemented.
New weight management developments
An ongoing pilot is exploring ways to make obesity drugs more accessible to patients, with Semaglutide and tirzepatide recently recommended for weight loss purposes, and other drugs being assessed in trials. The pilot is considering how to widen access to weight loss drugs, including consideration of prescribing in primary care. One interviewee raised this issue and suggested that any consideration of indicator development on the topic of weight management may be overtaken by these new developments.
“I suspect this is going to be subsumed by the use of Wegovy, Ozempic - the new drugs - and weight loss related to that is actually going to be a much bigger area which needs a lot more focus and actually far more monitoring and supervision. This probably is going to slip into the background, and certainly isn’t going to be a primary care thing. I think things are moving on very quickly on the weight loss and I think maybe focusing around that is more use.” [GP, interview].
A survey respondent suggested that increasing access to these drugs is more appropriate than increasing referrals for bariatric surgery (indicator 2):
“Address access to GLP1 analogues and make access available via self referral.” [GP, survey].
Indicators 3 and 4: Weight management: nutritional status monitoring in primary care after bariatric surgery
Content of the review
The content of the nutritional status monitoring review was subject to discussion in the interviews, with GPs feeling they did not necessarily have the appropriate knowledge and skills to deliver a comprehensive review (see report section 6.1 for detail). 
Surgery overseas
Cohort identification was a particular concern for these indicators, as many patients undergo surgery abroad (see report section 6.3.3 for detail), and practices were also asked if, for patients who had undergone bariatric surgery, they knew the details of the type of procedure the patient had received, and whether they felt the monitoring would need to be tailored on that basis. Only a small number of practices responded to this question, but it was clear that this information was often lacking when the patient had had surgery abroad:
“It depends on where they've had the surgery. If they've had it in Turkey, we don't get anything, and the patients also don't quite know what they've had. We end up treating a lot of infections and complications after that. But here, if it's done, then we do get told what is done in the discharge letter, so that's a little bit of clarity. Again, my knowledge is limited as to what follow-up is needed for the different procedures. I don't really know.” [GP, interview]
Concerns were expressed about patients who had travelled abroad for surgery:
“The other thing is, they don’t necessarily have a BMI in the bracket for bariatric surgery. That would be our biggest challenge.” [Practice manager, interview]
Some practices also felt that patients who had travelled abroad were not receiving post-surgical monitoring in a surgical service (either for the full 24 months, or at all) with further detail in report section 6.3.3.
Indicator type (indicator 4)
Indicator 4 was proposed at either PCN or ICS level in anticipation of small numbers of patients for many practices. One practice had already suggested that the ongoing reviews would be well delivered either by community services or by PCNs, and therefore the indicator would be appropriate at a higher level:
“It’s a system problem, and  […]  it needs to be commissioned maybe with PCNs or with a community trust that it is as a separate thing because it is, basically. Two years (after bariatric surgery) is nothing. It's a lifelong journey.” [GP, interview]
The response from the survey was mixed, where 27.5% (14/51) felt this indicator was appropriate at network level, 39.2% (20/51) felt it was appropriate at system level and 33.3% (17/51) were unsure. Of the survey respondents who suggested the appropriate level was PCN, two made comments that suggested they would in fact prefer the indicator at practice level, and a third suggested that close working within their PCN would enable this to be implemented. Another suggested a PCN pharmacist would be appropriate to carry out the review. A further respondent stated they did not understand how an indicator at ICB level would work in reality:
“Those (indicators) at PCN level still work similar to QOF - the individual surgeries do their best to hit their individual targets, money then clearly comes back into the PCN to be used as deemed appropriate across our surgeries. If an indicator ran at ICB level, I’m not sure what incentive the GP surgeries would have to work toward those targets as it is unlikely any individual surgery would see any direct benefit if they did a lot of work toward this, compared to a surgery who decided not to focus on ICB level targets?” [GP, survey]
Of the survey respondents who suggested that system-level was appropriate, two mentioned likely small numbers, and three mentioned difficulty and variation in access to bariatric interventions. Another suggested that nutritional status is best assessed and treated by dietitians in secondary care. 


[bookmark: _Toc198538515]Suggested amendments to indicator definitions and/or wording
In many cases, suggesting an amendment to the wording was used to reflect other concerns the respondents had (for example lack of services in their area). In some cases the comment on the indicator(s) reflected their disagreement with the NICE guidance, as described in this section.
Another survey respondent made a general comment which they indicated may apply to indicators 2, 3 and 4, that the indicators were ‘wordy’ and not clear.
[bookmark: _Toc198538516]Indicator wording
Indicator 1: Weight management advice – specific issues identified in interviews and survey
Most survey respondents (73.1%, 38/52) did not think the wording needed to be changed for this indicator, with a further 9 (17.3%) being ‘unsure’. Of the 5 respondents (9.6%) who thought the wording should be changed, one queried whether the stated BMI range was correct:
“Do you really mean BMI  23 kg/m2 to 27.4 kg/m2 (or 25 and 30 kg/m2 if ethnicity is recorded as White) for the first question?” [Practice manager, survey]
Others felt the wording around ethnicity needed to be improved:
“(Indicator 1) should be reworded as singling out one ethnic group.” [Practice manager, survey]
“Ethnicity factors could be worded more clearly.” [Admin, survey]
One pharmacist responding to the survey suggested that the requirement for the advice to have been given within 90 days should be extended to within the fiscal year, and one thought that the indicator should cover advice offered rather than advice given, as sometimes patients may decline the offer.
Another felt more detail about the content of the discussion would be helpful:
“Be more specific about what should be discussed with this cohort of patients as there is no external help in our area for these patients i.e. it's about the GP talking about diet and exercise and sign posting to apps like couch to 5K.” [GP, survey]
When asked about guidance, over half of survey respondents (57.7%, 30/52) did not think the guidance needed to be changed for this indicator, with a further 16 (30.8%) being ‘unsure’. Of the 6 respondents (11.5%) who thought the guidance should be changed, one suggested the BMI parameters were too low and would include the majority of the practice population. Two suggested the indicator was too complicated and needed simplifying.
Indicator wording and guidance for this indicator was not specifically raised as an issue during interviews.
Indicator 2: Referral for bariatric surgery
Almost two thirds of survey respondents (65.4%, 34/52) did not think the wording needed to be changed for this indicator, with a further 10 (19.2%) being ‘unsure’. Of the 8 respondents (15.4%) who thought the wording should be changed, one said that the timeframe between BMI taken and offer of referral was unclear, and another respondent suggested that instead of referral for surgery assessment, the offer should be for referral of a comprehensive weight management assessment. One survey respondent required better wording for the proposed exclusion:
“Describe in the indicator how to exclude those who have been weighed in the last year but have also just been discharged from the weight management service and are not allowed to be re-referred till another year has passed.” [GP, survey]
Other comments on wording were related to other issues (for example, lack of availability of services) covered elsewhere in this report.
When asked about guidance, 61.5% of survey respondents (32/52) did not think the guidance needed to be changed for this indicator, with a further 16 respondents (30.8%) being ‘unsure’. Of the 4 respondents (7.7%) who thought the guidance should be changed, two made comments about lack of available services (see report section 6.3.2 for detail) and two suggested the indicator was too complicated and needed simplifying.
One practice mentioned when interviewed that the referral could be to a bariatric service (rather than specifically a surgical service) as there may be non-surgical options which can be offered. 
Indicators 3 and 4: Nutritional status monitoring in primary care after bariatric surgery
Around two thirds of survey respondents did not think the wording needed to be changed for these indicators (67.3%, 35/52 for indicator 3 and 65.4%, 34/52 for indicator 4). 10 respondents were unsure about indicator 3, and 11 about indicator 4, and the same 7 respondents (13.5%) said ‘Yes’ to both indicators 3 and 4 requiring a wording change. One respondent suggested the indicator wording should specify the blood tests required, and other comments again related to other issues described elsewhere in this report.
When asked about guidance, over two thirds of respondents (67.3%, 35/52) did not think the guidance needed to be changed for these indicators, with a further 14 (26.9%) being ‘unsure’. Of the 3 respondents (5.8%) who thought the guidance should be changed, two suggested the indicators were too complicated and needed simplifying.
Indicator wording and guidance for these indicators was not specifically raised as an issue during interviews.
[bookmark: _Toc198538517]Indicator exclusions
Indicator 1: Weight management advice – specific issues identified in interviews and survey
It was proposed to most interviewees that pregnant women should be excluded from this indicator, and there was general agreement. One interviewee suggested this should be extended to six months post-partum:
“There’s a lot of sensitivity around some women’s weight, if they’ve gained a lot during pregnancy, it can potentially be addressed in the post-natal check, but I don’t think I’d want to automatically be weighing a woman and then saying, “Well you do realise you’re overweight. Do you want some help with weight loss?” Because half of them might be breastfeeding, half of them are aware of it and will be trying to address it anyway. [GP, interview]
Three GPs (one via interview and two via the survey) suggested those with eating disorders should be excluded.
Another suggestion was that it would be practical to exclude housebound patients, as they would be unlikely to be able to access the services on offer.
Another GP suggested those who are terminally ill, those with severe COPD and those with heart failure should be excluded as they could not easily address weight issues. 
One practice manager suggested there may be certain medications which affect weight. The suggestion was not necessarily to exclude patients on these medications, but caution that a conversation about weight may need to be considered holistically.
Interviewee views were mixed on the exclusion of patients with learning disabilities, with more detail in report section 6.4.
Indicator 2: Referral for bariatric surgery
The proposal to explicitly exclude children and young people under the age of 18 years was explored in both the interviews and the surveys. The majority of survey respondents (80.7%, 46/52) agreed that it was appropriate to exclude children and young people, with 6 (10.5%) unsure and 5 respondents (8.8%) saying it was not appropriate. Comments from these respondents on this issue suggest that age should not factor into these decisions, and an emphasis on the importance of managing weight in children due to the likelihood of this causing bigger problems later in life.
Interviewees generally agreed with the exclusion of children and young people, with few comments on this issue: one GP suggested in agreement that it was important for young people to have completed puberty. 
Views on the exclusion of those referred more than 12 months ago were divided. Some felt that this was inappropriate due to the nature of the intervention:
“I don't necessarily agree […] when it comes to obesity management, a bit like smoking cessation as well, you need to catch people when they're ready. So when they were referred twelve months ago, they might not have been ready. They chickened out. It's a big deal. It's a bigger deal, and then when they come back in six months down the line and they say, "You know what? This time I'm really ready." If you tell them to wait for six months, they'll never come back. So I don't agree with that. If you were talking about the power of opportunistic intervention, this is all about seizing the moment that when people are up to you ready to go.” [GP, interview]
However, one practice felt this was a very practical exclusion as a result of potential waiting times:
“Going back to the service provision […] it’s going to take 18 months or so for them to be seen […] I’ve made that referral, I’ve ticked that box so to speak, if that’s not counted… if I’ve got to look at that in another twelve months it may still be that that same referral is still pending to be actioned.” [GP, interview]
A survey respondent gave a similar comment which supports the proposed exclusion, relating to the local criteria for re-referral:
“If a patient has already been assessed by the weight management service or even just did not attend one appointment they are discharged from the service and not allowed to reapply till one year afterwards, thus the indicator may not be achieved. ” [GP, survey]
Another agreed with the exclusion on the basis that services are difficult to access:
“Given the services are quite pushed, I wouldn’t want to keep referring patients back, I think, there’s other patients that then would be more deserving.” [GP, interview]
Other suggested exclusions included:
· Patients who have recently registered 
· Patients recently diagnosed with cancer
· House- or bed-bound patients
· Patients with SMI
· Patients with eating disorders
· Pregnant women
· Patients with poor anaesthesia risk
· Patients with unstable heart disease, end-stage lung disease, or any terminal illness
· Patients with alcohol or drug abuse. 
· Patients on particular medications
· Those aged over 65 years
One GP at interview suggested there may already be guidelines of patient referral criteria in existence which could inform the indicator exclusions.
Indicators 3 and 4: Nutritional status monitoring in primary care after bariatric surgery
As for indicator 2, the proposal to explicitly exclude children and young people under the age of 18 years was explored in both the interviews and the surveys. Most survey respondents (70.2%, 40/52 for indicator 3 and 71.9%, 41/52 for indicator 4) agreed that it was appropriate to exclude children and young people, with 7 respondents (12.3%) unsure for both. 10 respondents (17.5%) said that it was not appropriate to exclude children and young people from indicator 3, and 9 respondents (15.8%) said that it was not appropriate to exclude children and young people from indicator 4 (all 9 had also said ‘no’ for indicator 3). Of these 9, comments were similar to those made for indicator 2 around the importance of caring for children and young people to prevent future complications. 
As for indicator 2, interviewees generally agreed with the exclusion of children and young people from the indicators relating to post-surgical follow-up in primary care, with one view that children should be followed up by specialist services for longer than adults. One interviewee said they did not feel qualified to respond as they had no experience of children undergoing bariatric surgery.
Other suggested exclusions included patients receiving palliative care, and those patients with current eating disorders:
“Patients who've had this done and have a current eating disorder, because that's going to be quite complex management in terms of the interpretation of those bloods, their behaviour around it, their weight” [GP, interview]


[bookmark: _Toc198538518]Practices’ views on implementation issues and impact
This section covers practice views on: training requirements; workload, resource utilisation (including which healthcare professionals would be involved) and costs (including impact on appointment times); any changes required to practice organisation (e.g. setting up and use of clinical system protocols, recall systems, and templates); any barriers to implementation; and any other overall views on implementation of the indicators (including unintended consequences).
[bookmark: _Toc198538519]Training requirements
Practices were asked in the survey whether staff would need any additional training to implement the indicators on the weight management topic. 
Over 70% of survey respondents (72.5%, 37/51) thought clinical staff would require additional training, and 56.9% (29/51) thought administrative staff would require additional training. Detail as to what this might include was limited, although one survey respondent mentioned that there was ‘no skill’ to support the weight management indicators, and another mentioned a lack of guidance on management.
Relating to indicator 1, one interviewee stated that all their staff were trained in providing brief intervention, with a small number of other practices suggesting the proposed indicator fits well with their current practice.
For indicators 3 and 4, relating to post-surgical monitoring, interviewees from eight practices suggested that GPs or other clinical practice staff would need further guidance, support or training to provide a comprehensive follow up for these patients in primary care; there were also comments that these would be better to be carried out by other professionals entirely, for example, continuing within the surgical service, or by dietitians who could be employed by the PCN. Two survey respondents indicated that further training would be required for these indicators.
“We would do follow up bloods and (take their weight and discuss side effects) but I'm not also sure that we would have the necessary knowledge from our clinicians, to actually know about all the follow up tests that you have to do, so that would need training within our surgery […] this is another thing for general practice to do, and actually shouldn't that be part of the aftercare in bariatric surgery rather than passed down into primary care?” [GP, interview]
[bookmark: _Toc198538520]Workload, resource utilisation and costs
Clinical and administrative workload
For all 4 indicators, most survey respondents felt that the indicator would generate both additional clinical workload and administrative workload (Tables 5a and 5b). A survey respondent suggested all indicators would require ‘huge extra input and time’.
Table 5a: Views on additional clinical workload generated by the weight management-related indicators (survey)
Will the requirements relating to the indicator generate additional CLINICAL workload?
	
	Yes, definitely
	Yes, to some extent 
	No
	Unsure
	Total

	Indicator 1: Weight management advice
	26
(50.0%)
	18
(34.6%)
	4
(7.7%)
	4
(7.7%)
	52

	Indicator 2: Referral for bariatric surgery
	29
(55.8%)
	18
(34.6%)
	1
(1.9%)
	4
(7.7%)
	52

	Indicator 3: Nutritional status monitoring in primary care after bariatric surgery (all patients)
	28
(53.8%)
	17
(32.7%)
	3
(5.8%)
	4
(7.7%)
	52

	Indicator 4: Nutritional status monitoring in primary care after bariatric surgery (new patients)
	27
(51.9%)
	19
(36.5%)
	2
(3.8%)
	4
(7.7%)
	52


Please note where percentages do not total 100%, this is as a result of rounding.


Table 5b: Views on additional administrative workload generated by the weight management-related indicators (survey)
Will the requirements relating to the indicator generate additional ADMINISTRATIVE workload?
	
	Yes, definitely
	Yes, to some extent 
	No
	Unsure
	Total

	Indicator 1: Weight management advice
	27
(51.9%)
	18
(34.6%)
	3
(5.8%)
	4
(7.7%)
	52

	Indicator 2: Referral for bariatric surgery
	26
(50.0%)
	20
(38.5%)
	2
(3.8%)
	4
(7.7%)
	52

	Indicator 3: Nutritional status monitoring in primary care after bariatric surgery (all patients)
	26
(50.0%)
	18
(34.6%)
	5
(9.6%)
	3
(5.8%)
	52

	Indicator 4: Nutritional status monitoring in primary care after bariatric surgery (new patients)
	27
(51.9%)
	20
(38.5%)
	2
(3.8%)
	3
(5.8%)
	52


In relation to indicator 1, two quotes from a GP suggested how this might impact on clinical and administrative workload:
“I don't have time to do that. So I'm having a consultation about other things with that patient. When I put their weight into notes, it will calculate a BMI and that is there, and you can trace that. The individual things that I'm talking to about that patient on the day will be kind of what takes priority and what's important for that person at that time. I'm not going to code every single thing that I say, and if I put smoking in […] there is ‘smoking cessation advice offered’, but that's a really simple thing, that's, “did you know that there's quit smoking (locally)”? Have you thought about it? It doesn't require saying, "Oh, yeah, your weight's this. By the way, there's a weight management service." That's a different conversation.” [GP, interview]
“that becomes an exercise in retrospective coding for a lot of people to try and meet the numbers […] don't want whole thing to turn into an exercise of coding and exception finding.” [GP, interview]
Two practices noted that weight issues are complex, adding to the time and work needed to address the issue with the patient. 
Some practices also noted that this indicator could involve a large number of patients (see report section 6.2.2 for detail), as well as the impact on appointment length, described in section 6.2.5.
Estimates of likely numbers
Three practices provided estimates of how many registered patients they currently had who were severely obese (and therefore a rough estimate of the size of the cohort for indicator 2). One small practice suggested the number would likely be over 100, one large practice estimated between 100 and 200, and another large practice ran a clinical search while on the call and provided a number (which may include some patients aged under 18) of over 400 (the three practices are all in the ‘least deprived’ strata). Estimates previously provided (September 2023 indicator advisory committee meeting) of morbid obesity suggest that approximately 266 adult patients in an average practice of 10,000 patients are likely to have a BMI of 40kg/m2 or more, and therefore be eligible for bariatric surgery, and therefore these practice estimates appear in line with that estimate.
When asked about the appropriate level for indicator 2 (report section 4.3.5 has more detail on this issue specifically), one respondent replied:
“System all the way because this is such a big problem, basically. This is such a high number. It's a public health problem. It's not really even a primary care problem.” [GP, interview]
While not specifically asked, six practices volunteered an idea of the numbers of patients who had undergone bariatric surgery and therefore would form the cohort for indicator 3 (all patients) and indicator 4 (new patients each year). Please note these are likely to be underestimates, on the basis of the feedback received about the unknown numbers of patients travelling abroad for surgery (see report section 4.3.5 for detail). Four practices did not provide numeric estimates, but indicated that numbers were small, and a fifth suggested five or six patients per year. However, a large practice, suggested the numbers were high enough that their preference for the appropriate level of indicator 4 (new patients each year) was for it to be at practice level (see report section 4.3.5).
Estimates previously provided (September 2023 indicator advisory committee meeting) show that in recent years between 4,000 and 6,000 patients have had at least one type of bariatric surgical procedure per year, however this does not account for patients travelling abroad for surgery, or for unmet demand.
Staff groups affected
The survey asked for views as to which staff groups would be most affected by the clinical requirements of the weight management indicators (Table 6). For indicator 1, 67.3% of respondents felt nursing staff would be most affected, and 42.3% felt GPs would be most affected.
For indicator 2, over two thirds (67.3%, 35/52) thought GPs would be most affected, and one half (50.0%, 26/52) felt nursing staff would be most affected.
For indicators 3 and 4, around 60% felt GPs would be most affected (61.5%, 32/52 for indicator 3 and 59.6%, 31/52 for indicator 4), and slightly over half felt nursing staff would be most affected (53.8%, 28/52 for indicator 3 and 51.9%, 27/52 for indicator 4).
Table 6: Views on staff groups affected by the clinical requirements (survey)
Which staff group(s) would be most affected by the clinical requirements of the indicator? Respondents selecting ‘Yes’
	
	GP
	Nursing
	Pharmacist
	Other Clinical
	Unsure
	Total Respondents*
(n)

	Indicator 1: Weight management advice
	22
(42.3%)
	35
(67.3%)
	10
(19.2%)
	20
(38.5%)
	6
(11.5%)
	52


	Indicator 2: Referral for bariatric surgery
	35
(67.3%)
	26
(50.0%)
	10
(19.2%)
	14
(26.9%)
	5
(9.6%)
	52


	Indicator 3: Nutritional status monitoring in primary care after bariatric surgery (all patients)
	32
(61.5%)
	28
(53.8%)
	13
(25%)
	16
(30.8%)
	5
(9.6%)
	52


	Indicator 4: Nutritional status monitoring in primary care after bariatric surgery (new patients)
	31
(59.6%)
	27
(51.9%)
	13
(25%)
	16
(30.8%)
	5
(9.6%)
	52



* This is a multiple response question, so the number of responses per indicator/row totals more than 52, as respondents could select more than one response
Time pressure and appointment capacity 
Just over two thirds of respondents to the survey (67.3%, 35/52) thought there would be time pressure issues in the practice relating to all four weight management indicators (Table 7). 21.2% (11/52) thought there would not be in relation to indicators 1 and 2, with 19.2% (10/52) saying no for indicator 3 and 17.3% (9/52) saying no for indicator 4. The remainder were unsure.
Table 7: Views on time pressure issues in the practice relating to the indicators (survey)
Can you foresee any other time pressure issues in the practice relating to the indicators?
	
	Yes
	No 
	Unsure
	Total

	Indicator 1: Weight management advice
	35
(67.3%)
	11
(21.2%)
	6
(11.5%)
	52

	Indicator 2: Referral for bariatric surgery
	35
(67.3%)
	11
(21.2%)
	6
(11.5%)
	52

	Indicator 3: Nutritional status monitoring in primary care after bariatric surgery (all patients)
	35
(67.3%)
	10
(19.2%)
	7
(13.5%)
	52

	Indicator 4: Nutritional status monitoring in primary care after bariatric surgery (new patients)
	35
(67.3%)
	9
(17.3%)
	8
(15.4%)
	52



As previously mentioned, some practices stated they were already doing the intervention described by indicator 1, others were not. 
“We just don't have enough time because we are doing the BMI for some other reason completely. If you want us to do a good intervention, within that time I think it's other than saying, “Oh look, your BMI is high, you need to do something about it,” other than saying that, I don't know what good quality I can offer in less than ten minutes.” [GP, interview]
Similar numbers felt that the introduction of the indicators would be associated with appointment capacity issues (Table 8). 


Table 8: Views on potential capacity issues in the practice relating to the indicator (survey)
Can you foresee any appointment capacity issues in the practice relating to the indicators?
	
	Yes
	No 
	Unsure
	Total

	Indicator 1: Weight management advice
	32
(61.5%
	13
(25.0%)
	7
(13.5%)
	52

	Indicator 2: Referral for bariatric surgery
	34
(65.4%)
	11
(21.2%)
	7
(13.5%)
	52

	Indicator 3: Nutritional status monitoring in primary care after bariatric surgery (all patients)
	35
(67.3%)
	7
(13.5%)
	10
(19.2%)
	52

	Indicator 4: Nutritional status monitoring in primary care after bariatric surgery (new patients)
	34
(65.4%)
	7
(13.5%)
	11
(21.2%)
	52


Please note where percentages do not total 100%, this is as a result of rounding.

Appointment type and length
Views were mixed on the impact of these indicators on appointment type and length (Tables 9 and 10), and one survey respondent made a general comment about all the weight management indicators, suggesting extra input and time would be required. 
“GP appointment times are 10 mins. If you want a meaningful discussion […] this needs to be a longer consultation […] we do mention the weight if they look obviously over 30 but to do an in-depth consultation again is not realistic.” [GP, survey]






Table 9: Views on any changes needed to appointment type relating to the indicators (survey)
Do you think there would need to be any changes to appointment TYPE for the following indicators?
	
	Yes
	No 
	Unsure
	Total

	Indicator 1: Weight management advice
	16
(30.8%)
	25
(48.1%)
	11
(21.2%)
	52

	Indicator 2: Referral for bariatric surgery
	16
(30.8%)
	25
(48.1%)
	11
(21.2%)
	52

	Indicator 3: Nutritional status monitoring in primary care after bariatric surgery (all patients)
	22
(42.3%)
	18
(34.6%)
	12
(23.1%)
	52

	Indicator 4: Nutritional status monitoring in primary care after bariatric surgery (new patients)
	22
(42.3%)
	18
(34.6%)
	12
(23.1%)
	52


Please note where percentages do not total 100%, this is as a result of rounding.

Table 10: Views on any changes needed to appointment length relating to the indicators (survey)
Do you think there would need to be any changes to appointment LENGTH for the following indicators?
	
	Standard appointment
	Extended appointment

	Total

	Indicator 1: Weight management advice
	35
(67.3%)
	17
(32.7%)
	52

	Indicator 2: Referral for bariatric surgery
	36
(69.2%)
	16
(30.8%)
	52

	Indicator 3: Nutritional status monitoring in primary care after bariatric surgery (all patients)
	34
(65.4%)
	18
(34.6%)
	52

	Indicator 4: Nutritional status monitoring in primary care after bariatric surgery (new patients)
	34
(65.4%)
	18
(34.6%)
	52



One survey respondent made a general comment that a huge amount of extra input and time would be needed for the weight management indicators. Two others suggested the indicators would increase complexity, and therefore more time would be required. Three survey respondents specifically addressed the reasons extra time would be needed for indicator 1, including the need for extended appointments to address complex issues and give additional advice. 
“I think the 18-39 age group is a pretty big one if we are looking at BMIs between 23 and 27. GP s should not be expected to do this as an add on thing in 10 min when the patient is coming for another issue which takes up the 10 min.” [GP, survey]
Another suggested that indicator 1 would require more coding of the patient record, and therefore require additional time. As described in report section 4.3.5, a GP suggested in interview that a judgement may be required as to whether the patient was amenable to a discussion about weight at that point. 
For indicators 3 and 4, one respondent suggested the appointments would need to be extended to incorporate aspects other than simply blood tests. Another suggested additional work would be required to deal with blood test results.
[bookmark: _Toc198538521]Barriers to implementation
This report has previously highlighted potential barriers to implementation of the indicators such as staff workload, knowledge and skills, and time pressures. This section includes detail of additional barriers to the indicators which have been identified. 
Patient relationship
Three practices raised in relation to indicator 1 that patients may feel angry or upset at being asked about their weight.
“They come for other services, like for their drug management or monitoring of the medications. Obvious sometimes this is a quite vulnerable group, you start a quick, “oh, by the way, you’re going to become obese if you don’t change things”, a brief intervention, you might actually isolate some of these patients, just a passing comment rather than detailed counselling. It might not necessarily clinically be a positive thing for that patient.” [GP, interview]
Two survey respondents raised a similar issue, suggesting this indicator would worsen trust in GPs, as well as an interviewee who suggested it might isolate patients.
“Weight is a sensitive issue and some patients may find themselves fat-shamed or pushed towards a surgery that they do not want.” [GP, survey]
Another survey respondent felt patients felt the use of BMI would devalue the intervention: 
“For the lower weight limit BMI is stigmatising and is often inaccurate way to measure someone’s overall health and wellbeing so this indicator I believe would not be positive in patients views. The BMI data in itself is inherently problematic and a lot of patients also feel this.” [GP, survey]
Another survey respondent felt raising the issue of weight with patients when there were no local services to offer would be received negatively.
A further respondent felt the adjustment to the indicator to account for ethnicity was inappropriate as it would worsen trust in patients:
“BAME persons are more likely to be slightly overweight in this category in our area and thus it may be perceived that you are picking on them saying that they are overweight but then not actually really able to offer any true help thus reinforcing an attitude that the NHS can't help them and thus making them stay away when potentially in the future their weight increases and we do have additional services to refer these patients onto.” [GP, survey]
 Availability of, and access to, external services 
Although the intervention for indicator 1 was proposed as a brief intervention which would not necessarily lead to a referral to a local service (although that might be one of the outcomes), three practices raised access to external services as a barrier at interview, and ten survey respondents provided comments to this effect.
“It's a good idea to pick it up, but unfortunately when you say that refer them and give them advice, we don't have a lot to offer them, to be honest. All the services are, they come and go, kind of thing, so there's nothing long term. So we would pick them all up and then have nowhere to go, sometimes I feel.” [GP, interview]
“Lack of availability of weight management services (would affect practice achievement) we have virtually no tier 2 service and tier 3 has a huge waiting list - not sure why we are going to add more patients to that - would need significant investment.” [GP, survey]
One survey respondent provided a positive view of the weight management services in their area, which focus on healthy diet and lifestyle. 
In 2023 the NICE guideline (CG189)  was updated, and the update removed the recommendation for people to have attempted all non-surgical interventions or to be under management of a tier 3 service in order to be assessed for bariatric surgery, because this requirement creates an unjustified barrier to a clinically and cost effective intervention and creates variation in practice (BMJ 2023;382:p1880).
However, the feedback from interviewees in relation to indicator 2 was overwhelmingly that bariatric surgery services were scarce in their areas, with many reporting that the requirement for patients to have tried lower tiers of weight management before a referral for surgery could be made was still in place. 10 practices were interviewed on the topic of weight management, and a further one (who had been interviewed on other topics) provided their views on this topic via email. Of those 11, five mentioned that patients were required to access lower tiers of weight management prior to a referral for surgery (with one mentioning that the practice was able to offer Orlistat), and a further four mentioned either long waiting lists or referrals being restricted without details. The other two practices provided no specific detail, and no practices reported an effective service to which they could easily refer. 
“It’s about service provision […] we are aware that those patients who are eligible for a bariatric surgical assessment. My actual practical experience is that the secondary care service just bounces them back and wants them to have gone through loads of hoops that have probably changed since the last time we referred them. And we just end up bouncing patients between the two services.” [GP, interview]
“The service isn’t available for other things let alone weight management. Weight management is a bit Cinderella […] it comes and goes. Getting surgery is not there. It looks good on paper. In reality, it’s not going to happen.” [GP, interview]
“I don't know if it is the same in other parts of England as well, but in (area), for example, we can't refer for bariatric surgery directly. So you need to do step two first. Well, you need to do step one first, which is indicator one. Need to do step two first, and then you need to show that step two failed twice to be able to refer to step three, and then if step three thinks, it is suitable, they refer to step four. Which is the surgery. So unless […] there is a universal access to weight loss programmes or bariatric services, I can't see how this can be implemented […] these are limited services, the bariatric services. So they cut us off from the bariatric referrals altogether.” [GP, interview]
“Without a universal access to weight loss programmes or bariatric services I can’t see how this can be implemented.” [GP, survey]
“Bariatric surgery referral guidelines and access are different all over UK and it is not therefore and equitable or even appropriate use of resource.” [GP, survey]
Cohort identification (indicators 3 and 4)
In the interviews, practices were asked whether they could identify patients who had had bariatric surgery, and therefore were eligible for primary care follow-up. There was general agreement that they could identify those patients who had had bariatric surgery in the NHS accurately (although one practice suggested communication even with English services was poor), but nine practices felt there were increasing numbers of patients who went abroad for surgery, and, other than in the view of one respondent, this caused problems with cohort identification. This view was reinforced by many survey respondents. 
“The UK patients should get a letter. They'll be coded. We can then pick them up. It's the people who don't go through that system that there's probably some who are missed unless they come in for another reason and happen to mention that. Even those that originally had it done abroad and then come here and register as a new patient.” [GP, interview]
As well as identification of the cohort, surgery abroad posed other challenges relating to the care of these patients, comments received during the interview included:
· a query as to whether these patients are in fact eligible for ongoing monitoring within the NHS, with one practice stating in interview that private patients would not be entitled to NHS follow-up, and a survey respondent suggesting that the issue was unclear:
“Please think about bariatric surgery done abroad which is most of the patients we have who have had it and how to fund and commission follow up care which is in limbo land currently and whether these people will be included in the indicator.” [GP, survey]
· a lack of information about what type of bariatric surgery the patient has received, and presumably other detail which would usually be contained within a discharge letter.
· bariatric surgery in some countries does not have the same requirements as for the NHS, meaning some patients with relatively low BMIs have had bariatric surgery.
Practices were asked in interviews whether they had particular problems with patients expecting their routine monitoring to begin before 24 months following their surgery (during which time they should have been under the care of the bariatric surgery service). Little was added to this issue as it seems as though this issue would also be unclear for the increasing numbers of patients having surgery abroad. However, two practices said they were aware of this happening for patients arriving from abroad, and they felt limited in their abilities to manage the issues:
“We’ve had four, five maybe in the last year who […] have had their surgery abroad, and come back and said, “I now need my blood tests done.” And […] I don’t mind doing a blood as long as they’ve got someone to send the results to, who can look at the results and say, “That’s fine.” Or, “Not fine.” But if they’re saying they want me to also look at the results and manage them in those first two years, I start to get a bit twitchy, because as far as I’m aware, I don’t know what to do about, yes, micronutrient imbalances post-op, it should be done by a specialist.” [GP, interview]
“Locally my experience has been that they haven’t undertaken… they haven't stayed within the service for two years, that seems really optimistic, and I like the idea of that, but that hasn’t happened. And they discharge to GP follow-up quite quickly. And that is variable as to the amount of information that we got. We actually as a practice work on a document that we managed to secure through circuitous routes from one of the consultants about what monitoring should look like.” [GP, interview]
[bookmark: _Toc198538522]Impact on health inequalities
Practices were asked in the interviews and in the survey to consider whether these indicators would have any impact on health inequalities. For all four indicators, the largest proportion of the response was that the respondent would be unsure of the effects, or that they anticipated a mixed impact, ranging from 49.0% for indicators 1 and 2, to 62.7% for indicator 4 (Table 11). 



Table 11: Views on the indicators’ impact on health inequalities (survey)
What do you consider the impact will be on health inequalities for the indicator?
	
	Positive impact
	Negative impact
	Unsure or mixed impact
	Total

	Indicator 1: Weight management advice
	19
(37.3%)
	7
(13.7%)
	25
(49.0%)
	51

	Indicator 2: Referral for bariatric surgery
	23
(45.1%)
	3
(5.9%)
	25
(49.0%)
	51

	Indicator 3: Nutritional status monitoring in primary care after bariatric surgery (all patients)
	18
(35.3%)
	2
(3.9%)
	31
(60.8%)
	51

	Indicator 4: Nutritional status monitoring in primary care after bariatric surgery (new patients)
	17
(33.3%)
	2
(3.9%)
	32
(62.7%)
	51


Please note where percentages do not total 100%, this is as a result of rounding.
Interviewee views were mixed on the topic of the exclusion of patients with learning disabilities from indicator 1 (weight management advice). Three GPs tentatively suggested these patients should be excluded, however in one interview, this exclusion’s potential to widen health inequalities was raised by the interviewer in response. The discussion then covered whether some of these patients would be less likely to engage with the referral and whether they could process the necessary information given. However, the conversation concluded that the process would maybe need to be tailored to as required (for example to include a carer) and that in order to address health inequalities vulnerable groups should be included in any initiatives that could benefit their health.
Interviewees agreed that the opportunistic approach proposed for indicator 1 could result in gender inequalities as young, otherwise healthy women are more likely to have reason to attend a GP practice than their male counterparts.
[bookmark: _Toc198538523]Other overall views on implementation of the indicators (including unintended consequences)
The views of survey respondents were mixed on potential unintended (positive or negative) consequences of the indicators (Table 12). For indicators 1 and 2, more respondents anticipated negative unintended consequences than positive (27.5%, 14/51 for indicator 1 and 31.4%, 16/51 for indicator 2). For these indicators, about the same proportions again thought there would be no unintended consequences, and over a quarter were unsure.
For indicators 3 and 4, about 40% of respondents thought there would be no unintended consequences, and over a quarter in both cases were unsure. For indicators 3 and 4, slightly more respondents anticipated positive unintended consequences than negative.
Table 12: Views on potential unintended consequences relating to the indicators (survey)
Are there any unintended positive or negative consequences that you can think of that could be experienced locally if these indicators were introduced nationally?
	
	Yes, positive
	Yes, negative 
	No
	Unsure
	Total

	Indicator 1: Weight management advice
	6
(11.8%)
	14
(27.5%)
	17
(33.3%)
	14
(27.5%)
	51

	Indicator 2: Referral for bariatric surgery
	7
(13.7%)
	16
(31.4%)
	15
(29.4%)
	13
(25.5%)
	51

	Indicator 3: Nutritional status monitoring in primary care after bariatric surgery (all patients)
	9
(17.6%)
	7
(13.7%)
	21
(41.2%)
	14
(27.5%)
	51

	Indicator 4: Nutritional status monitoring in primary care after bariatric surgery (new patients)
	9
(17.6%)
	6
(11.8%)
	22
(43.1%)
	14
(27.5%)
	51


Please note where percentages do not total 100%, this is as a result of rounding.
As mentioned above, comments received on this topic relating to indicator 1 have related to potential detrimental effects on patient relationships (see report section 6.3.1)
Other comments relating to indicators 1 and 2 have referred to a potential surge in demand for weight management services (including surgery), when respondents report services are already failing to keep up with demand (see report section 6.3.2). 
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