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Foreword
Pinder Sahota
General Manager UK,
Novo Nordisk

Ken Clare
Director of Bariatric and Metabolic Surgery
Services and Patient Advocate, Obesity UK

In 2019, the COVID-19 pandemic collided with the obesity
epidemic. With the risk of severe illness and complications from
COVID-19 increasing progressively in line with Body Mass Index
(BMI), the need to address obesity became even more urgent.
But urgency had to confront a significant threat: weight stigma.
We need to recognise obesity
as a disease to reduce stigma
At the heart of stigma is discrimination faced by people
with obesity in the workplace, when seeking medical
advice or carrying out daily tasks. Stigma is also failure
to recognise and treat obesity as a chronic disease.

Almost 7 in 10 (69%)
commissioners and
providers said stigma in
healthcare can be one of the
reasons people living with
obesity delay getting the
support that they need1

For too long it has been too difficult for people
living with obesity to access weight management
services when they need them. Inequalities exist
across the country with not all areas providing weight
management services. Even in the areas that do, the
travel time for patients can be huge, blocking access.

Managing obesity plays a role
in preventing many serious
health conditions
To address obesity, we welcome new policy
commitments to prevent it in the first place. However,
these commitments need to be matched with support
for the 12.9 million adults in England already living
with obesity. To do so we need to level up weight
management services, so that no matter where you
live, you can access the same quality of service at the
time you need it.

One in two people who
require specialist weight
management services
wait over 12 weeks before
they receive support1

These services are so vital to people living
with obesity, enabling them to access
essential treatment options including
medicine, psychological services, and
support with exercise. Without this help,
people living with obesity face remaining
unsupported and unable to effectively
manage their weight.

I was particularly pleased to support in
providing the patient voice at these sessions,
and within the report. Without the patient
perspective, services are designed without
including what the people who will use
them actually need and want. This is why
it is essential that patients are involved in
planning, delivering and evaluating services.

Ensuring more obesity services are available,
closer to where people live, will move us
away from dealing with obesity in an episodic
way, and help to provide patients with
ongoing holistic support which will make
all the difference to their quality of life.

I look forward to working with those also
involved in the creation of this report to
ensure those with obesity no longer suffer
from stigma around the condition and are
instead emboldened to access specialist
services which are able to meet their needs.

I was buoyed by the enthusiasm for change
that all roundtable participants brought to
each session. There is a clear force of will
from the obesity community to improve
access to services, with everyone on the
same page and wanting to do the right
thing for those living with the condition.

Our recommendations for change
To truly level up obesity care, we spent 12 months
working with people living with obesity, academics,
healthcare professionals, local system leaders, trade
bodies, policymakers and many other leading experts
to capture the changes to policy and practice that will
make the greatest possible impact in reducing the
prevalence of obesity; reducing variation in access
to services; and improving experience of care.
We are immensely grateful to everyone who was so
generous with their time and expertise in contributing
to this work. We look forward to continuing to work
closely with partners to defeat obesity and improve
the lives of millions of people in the UK.
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Foreword
Sarah Le Brocq
Founder,
All About Obesity

Obesity care has been a postcode lottery for too long –
it is unacceptable that for more than 50% of England,
there is no access to weight management services and support.2
It is time to level up. It is also time to enshrine the NHS’ core
value of commitment to quality care within the treatment of
obesity – just like the treatment of other chronic diseases.
For too long weight-based stigma has clouded
obesity care, with a damaging societal narrative
that obesity is someone’s fault: they just need to
‘eat less, and move more’. This is wrong. And one
day – as a society – we will be ashamed to have
ever thought this.
Weight-based stigma is our collective failure
to recognise and treat obesity as a disease.
Because if obesity was understood as the
complex, chronic and relapsing disease that
it is, I genuinely believe people would think
and behave differently towards it.

And the future of obesity care will be different.
Because this year a group of obesity experts are
launching a new third sector obesity organisation
– All About Obesity – to level up the voices of
people living with obesity across the country.
Led primarily by people living with obesity, we will
advance research, support public education and
drive policy change to make sure that no matter
where you live, you can access high-quality
support and guidance through us, and highquality care on the NHS.

That is why I’m glad to have been involved
in the roundtables that helped shape this
report, and to represent the voices of people
living with obesity. Too often reports and
policies are developed without including
the lived experience. This report is different.
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Introduction
It’s time to meet the challenge
of obesity head on.

As one of the greatest health challenges we face, obesity
affects more than one in four adults in England.3 This number
is expected to rise to over one in three by 2030.4 But obesity is
not just a chronic, relapsing and progressive disease, it is also
a gateway disease. It is linked to 200 serious and life-limiting
health conditions, from cancer and cardiovascular disease to
type 2 diabetes and depression.5 Its impact on individuals and
families is substantial, while its cost to society was estimated
at £49 billion in 2012, corresponding to 3% of UK GDP.6
“I’m afraid, we do have
a national struggle
with obesity and we
need to deal with it.”6
Prime Minister Boris Johnson

The progressive policy frameworks
introduced over recent years should
be welcomed, from the Prime Minister’s
Obesity Strategy to the NHS Long-Term
Plan. These have led to commendable
action on upstream prevention. But this
will only get us so far.
To support the approximately 12.9 million
adults in England who are already living
with obesity, we need action to help
them achieve and sustain a healthy
weight. With a weight loss of just 5%
or more reducing the risk of serious
complications, like heart disease or
stroke, helping people living with obesity
to achieve a healthy weight is one of the
most important things that can be done
to improve the nation’s health.13

“Obesity is one of the great
health challenges of our
age, COVID-19 has made
this all the more important.
We are trying to help make
a difference.”12

Half of people living with
obesity feel there is not
enough support available.14

The need to address obesity becomes
	Tackling obesity: empowering adults
more urgent when we consider its
and children to live healthier lives,
unequal impact, with disadvantaged
Department of Health and Social Care
groups affected most acutely. For
example, more than 1 in 3 (35%) adults
in the most deprived parts of England
live with obesity compared to 1 in 5
(22%) in the most affluent; almost 3
in 4 (73.6%) Black adults compared to
63% of White adults live with overweight;
and almost 2 in 5 (37%) people with
a learning disability live with obesity
compared to 28% of the general
population.3,8,9,10

For some people, diet and lifestyle
support alone can successfully aid
weight loss. But too often, with a
relapsing and lifelong disease like
obesity, it is not enough. That is why
NICE recommends that people with
severe and complex obesity should
be able to access specialist weight
management services.15 However, a
2018 survey found only 57% of CCGs
commissioned them, and less than
half (44%) of NHS trusts provide them.16,2
A survey of 1,521 adults living with
obesity in 2021 found that only 6%
had ever accessed these services.17

These groups are also more likely
to be disproportionately impacted
by COVID-19, with part of this risk
attributed to obesity. Excess weight
puts people at greater risk of serious
illness or death from COVID-19, with risk
growing substantially as BMI increases.11

8
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What did we do?
To better understand the reasons for
this, and what steps need to be taken
to meaningfully address obesity, Novo
Nordisk organised and funded a series
of roundtables in England and the
devolved nations. We spoke to people
on the frontline – people living with
obesity, patient groups and healthcare
professionals – as well as decisionmakers including commissioners,
providers of weight management
services and policymakers to find
solutions. This report is the culmination
of that research, supplemented by
a survey of 1,521 people living with
obesity in England and the devolved
nations; and a survey of providers and
commissioners of weight management
services in England.

What did we find?
We have identified the five leading
barriers to supporting people with
obesity to access services and
corresponding recommendations to
level up obesity care in a post-pandemic
world. While our mission is to defeat
obesity, we know we cannot achieve
this on our own. We are committed to
continuing to work with partners across
Government, the NHS and the obesity
community to get there.

9

Recommendations to
level up obesity care
4.		Healthcare professional education
and training on the science of obesity
should be introduced to reduce
experiences of stigma for people
living with obesity and improve access
to appropriate care and support.

1.			Weight management services should
not be subject to a postcode lottery.
As part of NHS reforms, each Integrated
Care System should provide a weight
management service with minimum
service standards.

5.			Uptake of the NHS Health Check
should be improved to increase
BMI checks, with data added to
the obesity profile on the Office
for Health Improvement and
Disparities FingerTips database
to enable better monitoring of
obesity prevalence in local areas.

2.			The ‘fail-first’ approach to weight
management services should be
replaced by one focused on individual
patient need to improve the chances
of weight loss and reduce spend on
inappropriate services.

3.		As well as being a national
priority, obesity should be
prioritised in all Integrated
Care System plans to
improve accountability
and ensure appropriate
service investment.

10
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The current
picture of obesity
Obesity is often misunderstood, with
many people assuming it is exclusively
within a person’s control: they should
eat less and exercise more.

“We owe it to ourselves
to tackle obesity.”
	Department of Health and Social Care

Obesity is complex, multifaceted and personal. It is a
gateway disease associated with at least 200 serious
health conditions and decreased life expectancy, as
well as impacting people’s mental health.5,18,19

A Royal Society for Public
Health survey of the general
population found that:22
	51% of respondents selected
‘eating too much’ as a cause
of obesity
	35% selected ‘not being
physically active enough’

More than 1/4 (28%)
of adults in England
are living with obesity
and nearly 2/3 (63%)
are living with
overweight3

Obesity is a risk factor
for a range of diseases
including cardiovascular
disease, type 2
diabetes and
cancer21

	29% selected lack of
willpower or self-control

Almost half (48.8%)
of COVID-19 patients
in critical care from
September 2020 to
April 2021 had a
BMI of 30+20

	Only 8% selected genetic
biological factors and 6%
living in a deprived area

12

Over 1/3 (35%) of adults
in the most deprived
areas are living with
obesity…8

Successive governments and the
NHS have introduced frameworks to
reduce obesity prevalence, but with
projections of obesity prevalence rising
to over 1 in 3 by 2030, there is much
more to do if we are to meaningfully
address the prevalence of obesity.4
Prevention-focused policies such as
restrictions on food advertising have a
role to play. However, for those already
living with severe and complex obesity,
it is critical we provide access to support
to achieve and maintain a healthy
weight. Without further action, it is
estimated that 60% of men and 50%
of women will be living with obesity
by 2050.25

The reality is more complex. Like many
chronic diseases, obesity develops
over a period of time. There are many
reasons for this, some of which are
beyond conscious awareness or control.
Our psychology, genetics, hormones,
stress levels, the quantity and quality
of our sleep, and the environment we
live in, can all play a role.23

Obesity in England is also closely intertwined with health inequalities:

Black adults are
more likely to have
overweight or
obesity9

For people already living with obesity,
the challenge to reach and sustain
a healthy weight is multiplied.
Weight loss triggers fluctuations
in our endocrine system, increasing
appetite and decreasing satiety,
meaning our bodies are naturally
wired to return to their largest state.24

…compared to just over
1/5 (22%) of adults in
the least deprived
areas8
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Why do we need to reduce
the rate of obesity?
People living with obesity are:

9 years

 eprived of an extra nine
D
years of life, on average.26

7x

More likely to develop type
2 diabetes in comparison to
people with a BMI under 30.27

2x

Nearly twice as likely as those
with a healthy weight to report
that their mental health is bad.28

40%

Have a 40% greater chance of
dying from COVID-19 if their
BMI is 35-40, increasing to 90%
if their BMI is greater than 40.11

Obesity also creates societal challenges, including:

Often dissuaded from
pursuing personal
ambitions, including
applying to university or
for jobs or engaging in
new relationships because
of experiences of weightbased stigma.29

By 2050, obesity is projected to
cost the UK-wide NHS £9.7bn,
a 159% increase since 2014/15.26

1m

Over 1 million hospital
admissions in England were
linked to obesity in 2019/20.30

£2.5bn

An estimated extra £2.5bn
per year by 2035 from the
increasing rates of diseases
associated with obesity.31

1in10

People over 40 are living with
type 2 diabetes… and obesity
has been associated with
an increased risk of type 2
diabetes.27,32

2 mins

By 2050, the wider cost of
obesity to society and business
is predicted to reach £49.9bn
per year from rising prevalence
and related societal costs.26
Contributing to health
inequalities:

73.6%

1/3

Over a third of adults in the
most deprived areas of England
are living with obesity.8

37%

Of people with learning
disabilities live with obesity.10

3.1 days

Employees living with obesity
have an average additional
3.1 days of sickness absence
compared to those with
a healthy weight, partly
attributed to obesity-related
stigma in the workplace.37

Of Black UK adults are living
with overweight or obesity,
the highest percentage of
all ethnic groups.9

Obesity creates significant costs to the NHS, including:

£9.7bn

£49.9bn

Impacting workplace
productivity:

1in 4

Cardiovascular disease is
responsible for 1 in 4 premature
deaths in the UK… and around
75% of hypertension can be
attributed to obesity.35,36

The cost of treating obesity
and diabetes is greater
than the amount spent on
the police, the fire service
and the judicial system
combined.26

Every two minutes someone
in the UK is diagnosed with
cancer… and overweight and
obesity is the second biggest
cause of cancer in the UK.33,34
14
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Where are we now?
The strategy to address obesity

Date (NHS hospital admissions with a primary or secondary diagnosis of obesity)30*

Addressing obesity is a core mission of the UK
Government, evidenced through a range of recent
policies which have predominantly focused on
prevention and behavioural change interventions.

Policy development

Mar 2021
(records not
available)

While this prioritisation of obesity is welcome, support for people already living
with obesity has been underprioritised.

Funding to support weight loss announced on World Obesity Day:40
	Over £70m investment in weight management services,
including access to digital apps, weight management groups
or specialist clinical support
	£30m for initiatives to help people maintain a healthy weight,
including NHS weight loss plan app and upskilling for HCPs
working with children

Date (NHS hospital admissions with a primary or secondary diagnosis of obesity)30*
Policy development

Nov 2018
(710,562)

July 2021
(records not
available)

Government published “Prevention is better than cure”
green paper which:38

Health and Care Bill
	The Bill, which will enact policies on food and drink
labelling and restricted advertising, began its process
through Parliament

	Identified obesity as a significant public health challenge
	Set an ambition to reduce childhood obesity by 50% by 2030

Sept 2021
(records not
available)

NHS Long Term Plan published setting out ambitions for:39

Jan 2019
(875,663)

	Creating healthier NHS premises

Life Sciences Vision41
Identified obesity as one of seven “great healthcare
	
challenges” to address as part of efforts to treat and
prevent cardiovascular disease

	Targeted support for people with obesity and type 2 diabetes
	Improved nutrition training for healthcare professionals

Obesity Strategy published, committing to measures including:21

July 2020
(1,022,040)

	New NHS tools to support weight loss
	Introduction of calorie labelling by large hospitality businesses
	Ending promotion of high fat, salt and sugar (HFSS) products by
volume (for example, buy one get one free) and location
	Restriction of advertising of HFSS products on TV and online
until after 9pm
	Expansion of weight management services
* This is a broader measure as a secondary
diagnosis does not necessarily indicate
obesity as a contributing factor for the
admission, but may instead mean that it
was relevant to a patient’s episode of care.
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What services exist for
people living with obesity?
The NHS provides a range of support for
people living with obesity. These range from
healthy eating advice and access to diet support
like Weight Watchers, to specialist medical
interventions such as pharmacological therapies
and bariatric surgery. These services are offered
as part of a tiered weight management service
pathway, as set out below.

NICE quality standards recommend that dietary,
exercise and behavioural approaches to weight
loss (tier 2) should be tried before people are
offered specialist (tier 3) services.42 However,
the guidelines suggest that clinicians can
refer a patient directly to tier 3 services
if they have complex needs or specialist
interventions are required.43

While the tiered pathway appears
straightforward, it can be difficult for
clinicians and patients to understand
and navigate. This complexity is
compounded by restricted access
to specialist services.

“Neither the people who
these services are aimed
at, nor the clinicians who
are involved in caring
for them, understand
the obesity pathways
currently in place.”

Percentage of patients accessing services44

	Dr Giri Rajaratnam, Deputy Regional
Director and Deputy Regional Director
of Public Health, Office for Health
Improvement and Disparities Midlands

Many people living with
obesity struggle to access
these services at all:
 ess than half (43%) of people living
L
with obesity have accessed a weight
management service.17
	
Approximately 6,000 patients have
weight-loss surgery on the NHS
each year, when more than 2 million
are eligible. This is less than 1% of
those eligible.45
	
Almost one in four people living with
obesity have no awareness of weight
management services.17

“I think the NHS offers a
tiered system of weight
management, but I’m
not sure it is available to
everyone. There needs
to be more information
about what is available.”
Person living with obesity

Tier 1:
Universal
interventions,
including public
health and national
campaigns reinforcing
healthy eating and
physical activity and
offering some advice

100%

18

Tier 2:
Diet and lifestyle
interventions,
including slimming
clubs such as Weight
Watchers

70%

Tier 3:

Tier 4:

Specialist weight
management services

Bariatric surgery

28%

1.15%
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How can we level
up obesity care?

87% of patients wait 6 weeks
or more to access tier 3 services,
and 94% for tier 41

People living with obesity face multiple challenges
in accessing specialist NHS services. The healthcare
professionals, patients and academics we spoke
to agreed that a reformed approach to weight
management services is needed to ensure patients
access the right care, at the right time.
To reform these services, five main
challenges were identified. These are:
1.	Variation in provision has
created a postcode lottery
2.	Patients can struggle to get
the care they need due to the
inflexibility of the pathway
3.	Lack of prioritisation of weight
management services means
supply is not meeting need
4.	Societal stigma limits people
accessing care
5.	Poor accountability results
in a lack of responsibility
and ownership of obesity care
The following section addresses each
of these in turn, in addition to proposed
solutions to improve the lives of people
living with obesity.

	Professor Barbara McGowan – Consultant
Endocrinologist and Bariatric Service Lead,
Guy’s and St Thomas’ NHS Foundation Trust

68% of patients wait over three
months and 39% over six months
to access tier 3 services1

Availability of tier 3 services in NHS trusts across England
(from 2021 Endocrinology GIRFT Report)2

Challenge 1: Variation
in provision has created
a postcode lottery

Newcastle
Carlisle

Across England there is significant
variation in weight management service
availability, quality and capacity, creating
a postcode lottery for patients.15,17

York

In many areas services do not exist,
meaning GPs have nowhere to refer
patients or patients are forced to travel
long distances to access support.
Where there are services available,
long waiting times can also restrict
patient access.1

Kingston
upon Hull

Liverpool
Lincoln

Manchester

Nottingham
Leicester
Cambridge

Birmingham

Cardiff

Although NICE recommends
eligible people living with obesity
should be able to access tier 3
and 4 services, a 2018 survey
found 57% of CCGs commissioned
tier 3 services – this reduced to
40% in 202016,46

Oxford

Norwich

“There is a huge
deficiency across
the country in the
provision of care for
severe and complex
obesity. This means
GPs often have
nowhere to refer
patients into and
patients have no
access to effective
treatment.”

	Professor John Wass, Professor
of Endocrinology, University of
Oxford and GIRFT clinical lead
for endocrinology

London

Bristol
Salisbury
Brighton

Key
Plymouth
Truro

Less than half (44%) of NHS
trusts provide tier 3 services
(specialist non-surgical and
multidisciplinary) or above2

20

“Even where there are services,
access is for the very few. It’s
a massive problem. The system
is set to fail because we cannot
provide for the large number
of patients living with obesity.”

Yes
One planned
in the next year
No
Did not respond
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Where they are available, there is no
uniformity in how services operate.
As tier 3 was originally created
as a stepped service pre-bariatric
surgery, some services do not include
pharmacological or psychological
interventions nor do they have a full
multidisciplinary team in place.47

Almost half of patients believe there
is not enough support available for
weight loss.17 Over a third of people
who discontinued their time in weight
management services felt that they did
not get the support they needed to carry
on with the intervention.17

Challenge 2: Patients can struggle to get the care
they need due to the inflexibility of the pathway
A key theme that emerged from our roundtables
was that the current care pathway is not
working for patients because it is inflexible,
so it does not adapt to meet patients’
individual needs.

What should a multidisciplinary team for obesity look like?

Obesity is a life-long, chronic and
relapsing disease but interventions
are short-term – often 12 weeks.12

Obesity is complex, and many external factors including deprivation, ethnicity,
mental health and the food environment play a role. That is why there is not
a ‘one size fits all’ solution. A holistic approach, led by a multidisciplinary team
(MDT), is needed. But what does an MDT for obesity look like? A working group
on clinical pathways for obesity describes it as:

“Led by a clinician and typically including: a
physician (consultant or GP with a special interest);
specialist nurse; specialist dietitian; psychologist
or psychiatrist; and physiotherapist/physical
activity specialist/physiologist.”47

Clinicians and patients view tiers as
‘hoops’ to jump through before eligible
patients can access the specialist care
they need.

The lack of full MDT provision means
patients are not offered long-term
structured psychological support, which
causes many to relapse and potentially
need further treatment.

However, in a 2021 survey of commissioners and providers, only 44%
of respondents said their team included a bariatric physician, only 44%
said they had a specialist nurse, and only 56% a clinical psychologist.48
Service capacity, availability and
quality of services is also impacted by
funding. The attendees at our regional
roundtables highlighted that services
are often under-funded, an issue
also highlighted by the Obesity Health
Alliance who found that:
	
Because different bodies fund
different parts of the weight
management service, a shortterm approach to spending is
created, leading to complexities in
commissioning often tiers 1 and 2
by local authorities and tiers 3 and
4 by the NHS, with some central
government funding on top.45

22

	
The reliance of services on multiple
funding sources is a barrier “both
for clinicians and patients to
navigate when seeking to access
care and for local health systems
looking to develop new capacity
for weight-management services.”45

After bariatric surgery, patients with
over two psychiatric conditions are six
times more likely to lose no further
weight or gain weight relative to those
with one psychiatric condition.49
20-25% of patients struggle with
considerable weight regain after
bariatric surgery. Insufficient weight
loss was the most common reason to
qualify for revisional bariatric surgery.49

Recommendation 1:
Weight management services
should not be subject to a
postcode lottery. As part of
NHS reforms, each Integrated
Care System should provide
a weight management
service with minimum
service standards.

Nearly half (49%) of commissioners and
providers feel the weight management
pathway is poorly understood by NHS
staff, according to a 2021 survey.1
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On top of the capacity constraints set out
under challenge one, this serves to further limit
patient access to the right care for their needs.

“Putting people through a
process is wasting time and
money. Services should be
based around individualised
care and what’s right for the
individual.”

	Sarah Le Brocq, Founder, All About Obesity

“People get put through the
same pathway however much
weight they have to lose… we
absolutely need to think about
those with mild-moderate
obesity and those that have
suffered from the condition
their whole life. If we can assess
people properly, we can put
them into the right service.”
Dr Stephanie de Giorgio, GP

“If we’re compartmentalising
the human experience and
responding on that basis through
service delivery, we’re not
achieving what we need for our
citizens. Ultimately it is about a
holistic approach, that enables
and empowers people to access
support when they need it.”
	Dr Sunny Kalsy-Lillico, Head of Psychology
and Psychological Therapies, Birmingham
Community Healthcare NHS Foundation Trust
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Although NICE clinical guidelines recommend
that some people living with obesity should
be referred directly to specialist services, the
NICE quality standard on Obesity: clinical
assessment and management quality standard
states this should be considered only after tier
2 interventions have been unsuccessful.42 This
means the current pathway requires someone
living with obesity, without complex disease
states to demonstrate they have tried and
failed to lose weight through communitybased interventions before they are referred.43

Diet, exercise and related behaviour interventions
are an important part of any obesity service, but
will not work for every person living with obesity.
Requiring this to be undertaken first when a
combination of these interventions with specialist
care is more likely to be effective is detrimental
to the patient and means that potential costbenefits are not realised for the NHS.

Person living with obesity

Challenge 3: Lack of prioritisation of weight management
services means supply is not meeting need

Cost-benefit of tier 3 and 4 weight management services in the UK44
Novo Nordisk commissioned Frontier Economics to undertake a cost-benefit analysis of different
weight management service pathways. This included analysis of a variety of different pathways:
Pathway 1

“I’ve been overweight for the last 40 years – there’s not a
diet or treatment I haven’t tried. I had a BMI of 55 – I was
so despondent and desolate. I couldn’t see a future unless
something drastic happened. I demanded my GP put me
forward for bariatric surgery and, fortunately, he did.”

Pathway 2

In most areas in England, obesity is a significant
population health challenge, acting as a gateway
to a range of serious health conditions, from heart
disease to stroke. Despite the scale of the current
and future challenge, other service areas are
often prioritised by local health systems.

Tier 1

	
75% of commissioners said weight
management services tend to be low
priority for CCGs and local authorities1

Tier 2
Tier 3
Tier 4
Cost savings over 20 years

Yet this is not being reflected in
the reality of service delivery and
investment:

£205.6m

£236.2m

The analysis signals that requiring patients to first access tier 1 and tier 2 services could delay
access to more specialist services and the benefits they can provide.

Demand for obesity services
continues to rise:
75% of services have seen an
increase in referrals in the last five
years, according to a 2021 survey of
commissioners and providers1

Flexibility to allow direct referrals to more specialist services is key and healthcare professionals
should be supported to assess and engage with patients to determine what the most suitable
pathway is for their individual needs.

“The public sector has never had
a decent conversation about the
care pathway needed to address
obesity. It needs a full-system,
multidisciplinary approach which
recognises that weight issues are
a lifelong challenge for citizens
and the solution is not just about
digital diet plans and short term
interventions.”

Recommendation 2:
The ‘fail-first’ approach to weight
management services should be
replaced by one focused on individual
patient need to improve the chances
of weight loss and reduce spend on
inappropriate services.

The need for weight management
services is widely recognised:
94% of commissioners and providers
surveyed said that weight management
services should be a priority in their
local area1

	
Commissioners and providers also
considered obesity to be a lower
priority than diabetes, heart disease
and respiratory conditions
	
Of the £70m invested by the
Government in weight management
services in March 2021, only £4m
was allocated to specialist weight
management services 50

This under-prioritisation was reflected during
COVID-19 when services were cancelled in
some areas, despite excess weight leading
to worse outcomes from COVID-19.11 As an
example, Homerton University Hospitals
Trust was planning to set up a tier 3 service
for Barking and Dagenham CCG but this was
aborted due to the pandemic.46

	Dr Justin Varney, Director of Public Health,
Birmingham City Council

24
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The impact of COVID-19 on
weight management services
in Birmingham
During our Birmingham roundtable,
attendees discussed the impact of the
COVID-19 pandemic on local weight
management services. They reported that:
	
Tier 4 weight management services
were suspended during the pandemic.
	
Bariatric surgery was the first
intervention to be suspended and the
last to restart, leading to a significant
and ongoing backlog.
Attendees felt that local system planners
perceive obesity as a lower priority than
other diseases, despite the health risks
it poses, and related impact on other
health services.

“Nearly every patient has
gained weight during the
pandemic, regardless of what
stage they are at. Patients who
have had bariatric surgery, and
were up until now doing well,
have also gained weight. All
support has been withdrawn
during the pandemic – the
rug has been pulled from
under people.”
	Mr Martin Wadley, Consultant Upper
GI and Bariatric Surgeon, Worcestershire
Acute Hospitals NHS Trust

Challenge 4: Societal stigma limits people accessing care
There is limited understanding of the science of
obesity. A recent Royal Society for Public Health
survey found that half of respondents were
against obesity being recognised as a disease,
reflecting societal attitudes, often mirrored in
the treatment of people living with obesity in
the media.22
There is a popular narrative that if people eat
healthy food and exercise, they will not carry
excess weight. The reality is more complex, with
various factors influencing energy imbalance.

“You don’t get any sympathy
for it because people think
it’s your own fault.”
	Person living with obesity

Genetics play a role, impacting how much energy
we need to run our body’s basic functions, and
how and where excess calories are stored as
fat. There are also multiple external factors –
including socioeconomic and cultural factors
– which impact weight. However, importantly,
when we lose weight, our endocrine systems
adapt to increase our appetite and reduce satiety.
Biological, behavioural, and environmental
factors all conspire to resist weight loss and
encourage weight regain.24

Recommendation 3:
As well as being a national priority,
obesity should be prioritised in all
Integrated Care System plans to
improve accountability and ensure
appropriate service investment.

	
The Social Market Foundation found that
men are much less likely to engage in
weight management services then women.
They also suggested that due to cultural
norms, dieting and weight loss services
are often perceived by men as “feminine”,
serving as a potential barrier to men
engaging with interventions.51
	
The Institute for Employment Studies found
that weight stigma has profound impacts
in the workplace. A quarter of women
with overweight or obesity reported job
discrimination because of their weight, and
nearly half reported weight-based stigma
from their employers or supervisors.37
People living with obesity can also encounter
weight stigma from healthcare professionals,
with some reporting that conversations with their
GP are driven by negative stereotypes.

42% of people living with obesity do
not feel comfortable talking to their
GP about their condition16

Because obesity is often not considered as
a disease, many people living with obesity
experience stigma. This can impact their
access to services as well as life outcomes.

Just 26% of people with obesity
reported being treated with dignity
and respect when speaking to their
GP/a healthcare professional16
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“[Obesity] is not a lifestyle
choice caused by individual
greed but a disease caused by
health inequalities, genetic
influences and social factors.”52
	Professor Andrew Goddard, President, Royal
College of Physicians

Experiences of stigma can lead to cycles of
self-blame, which can cause low self-esteem
and encourage detrimental habits including
disordered eating and reduced physical activity.53
Patients with these experiences are more likely
to disengage from care and ignore the need
for medical support. Given the relapsing
nature of the disease, experiencing stigma
can also be a trigger, causing people to
regain weight.

How does stigma influence patient
access to weight management services?
Nadya Isack
Patient Advocate and Trustee, Obesity Empowerment
Network and Strategic Council, APPG for Obesity

	A recent survey found 69% of
providers and commissioners
suggested stigma associated with
obesity was a barrier for referral1
	One study showed that follow-up
GP appointments were scheduled
for only 19% of people with obesity
after a weight discussion despite
62% wanting them54

Explicit or implicit weight stigma may also
influence medical decision-making. The
urgency of a patient’s condition and need
for support can be diminished by medical
professionals or they may over attribute
symptoms of other conditions to obesity.

I have flat feet and dropped arches. That’s
not because of my weight – I’ve had these
issues since I was a child. When I went to
have my feet assessed, the first thing I was
told was “you’re way too heavy, and you
need to lose weight”. I told them that my
feet make it hard for me to walk. They said,
well go sit on a bicycle.

In no other condition would this sort of
treatment be tolerated. Your immediate
reaction is to turn back to food. She had lost
14lbs before going to that appointment to
show her commitment to reduce her chronic
pain. They weren’t even willing to address it.
The fact that she had obesity was too much
trouble for them.

Now that I’ve been correctly diagnosed with
Plantar Fasciitis, I can walk fine. The podiatrist
told me: “It’s because you have flat feet!” This
is the sort of thing you’re up against. That first
initial judgment – it’s a huge barrier for people
who are wanting support to lose weight.

This isn’t to blame healthcare professionals.
GPs aren’t being given the full range of tools
to properly help people. All they have is
vouchers for slimming world, or a pass for the
gym. GPs, and others, can’t even understand
the immense courage and mental headspace
it takes for people with obesity to turn up to
the gym.

My experiences are shared among thousands
of people across the country living with
obesity. People are turning to online,
unmoderated platforms for help for their
conditions because they are too intimidated
to speak to their GP.
One woman recently told me that she had
been referred to hospital for assessments for
her foot pain. She was told by a consultant:
“We don’t want people like you, you break the
beds – if you react to the procedure, we’d have
to go to the trouble of looking after you.”

As a result, there are so few people who are
willing to speak up. The intimidation of a
negative interaction with a professional is
limiting the care that people receive.
We are always told to take responsibility
for our weight. Believe me, we are trying.
This is not about shirking responsibility but
recognising that there are additional barriers
we have to face.

Recommendation 4:
Healthcare professional education
and training on the science of obesity
should be introduced to reduce
experiences of stigma for people living
with obesity and improve access to
appropriate care and support.
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Lack of clear and consistent leadership
and responsibility for obesity in local
health systems

Challenge 5: Poor accountability results in a lack
of responsibility and ownership of obesity
The complexity in funding and accountability
arrangements for obesity at a national and local
level means that obesity is both everyones and
no-one’s responsibility. There are few clinicians
who are obesity specialists in the way we see
with other conditions. Endocrinologists (who
specialise in hormone-related conditions) are often
the closest option for people living with obesity.
Improvements in access to and delivery of weight
management services for people living with
obesity requires meaningful accountability
for obesity. This is being limited by:
Lack of standardised data
on obesity prevalence
	
Obesity prevalence data is currently
patchy and not collected in any central
or accessible location.
	
This makes it difficult to fully understand
the scale of obesity prevalence and for local
areas to make the case for action or service
investment based on local population needs.

Lack of a centrally mandated approach
to BMI checks when patients present to
healthcare professionals for other needs
	
Healthcare professionals are not mandated
to treat obesity as they are when they see
a patient who they suspect may have a
condition like cancer or diabetes.
	
This means patients who require additional
support, but may be unwilling to speak to
their GP about their weight, are not always
being identified when they could be.
	
These patients are more likely to develop
comorbidities which cannot be identified
until a later stage of progression.
	
While BMI checks are part of the NHS Health
Check programme, uptake of these checks is
low at only 50% nationally, limiting its impact
for people living with obesity.58

	
Although BMI is covered in the NHS Health
Check programme, it is not reported on in the
Office for Health Improvement and Disparities
FingerTips database – a missed opportunity to
accurately assess obesity prevalence.56,57

Quality
and Outcomes
Framework data puts
obesity prevalence
at only 6.88% across
England, yet 28% of the
population are living
with obesity...55
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The obesity pathway in a local health system
can cover primary and community care
services, through to secondary and tertiary
care providers, and the private sector.
	
Improving access to weight management
services requires cooperation and coordination
across all these settings. While some areas
have a CCG lead for specific conditions like
diabetes, obesity is often not allocated a
specific designated lead.

Recommendation 5:
Uptake of the NHS Health Check
should be improved to increase
BMI checks, with data added to
the obesity profile on the Office for
Health Improvement and Disparities
FingerTips database to enable better
monitoring of obesity prevalence in
local areas.

	
This can mean there is no clarity on whose
responsibility it is to align partners around
best practice and quality improvement
initiatives – which can present a further
challenge to improving care and outcomes.

“We absolutely need to prioritise
obesity and do it well. It is absolutely
essential that there is a responsible
officer for commissioning weight
management services, who has
sufficient time allocated to prioritise
this agenda. We cannot achieve results
without this form of leadership.”
	Scott Elliott, Head of Health
and Wellbeing Services, Medway Council

… suggesting
obesity is
underdiagnosed by
GPs and that other
opportunities to
diagnose people are
being missed
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What can be done?
Based on discussions with healthcare professionals,
patients, patient groups and academics, the following policy
recommendations have been developed to help address
the challenges outlined above, and improve the care and
outcomes of people living with obesity in England.
1. Weight management services
should not be subject to a postcode
lottery. As part of NHS reforms, each
Integrated Care System should provide
a weight management service with
minimum service standards
	
NHS England should work with healthcare
professionals, patients and partners to
design and model an optimal weight
management service. This should include a
full multidisciplinary team in line with NICE
guidance, access to all treatment options
within specialist weight management services,
including psychological and pharmacological,
and clear maximum waiting times from referral
to treatment. This should be set out in a service
specification that is used as the basis for service
development by ICSs, with flexibility to adapt to
local population needs.
	
To ensure standardisation of obesity care
across England, NHS Trusts should work
with ICSs to implement tier 3 obesity services
where they do not already exist, as set out
in the 2021 Endocrinology GIRFT report.

32

	
Following the constitution of ICSs in 2022,
ICS plans should include ringfenced funding
to either develop or enhance weight
management services to ensure appropriate
capacity and quality of services to meet local
population needs.
	
In the future, NHS England should consider
the introduction of a Primary Care Network
Direct Enhanced Service for Weight
Management to encourage early identification
of individuals requiring weight management
support and timely referral into appropriate
services. This could build upon the existing
Enhanced service specification: Weight
Management 2021/22, which has been
available to all GP practices.

2. The ‘fail-first’ approach to weight
management services should be
replaced by one focused on individual
patient needs to improve the chances
of weight loss and reduce spend on
inappropriate services
	
Individual care plans should be developed
in partnership with patients to ensure that
people living with obesity are provided with
the full range of options available and they
can co-create the interventions that are most
appropriate for their needs. Full consideration
should be given to a person’s circumstances in
order to provide tailored support, accounting
for previous experience with weight loss,
comorbidities and BMI.
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	In line with a patient-centred approach to care,
clinicians should be supported to refer people
living with severe or complex obesity directly
to specialist services regardless of whether
they have previously engaged with support
for their weight. Patients with overweight,
or those living with less complex obesity,
for whom tier 2 services may be appropriate,
should continue to be supported to access
them, with the pathway opened up so those
with more complex needs can be referred
directly to specialist services.
	
NICE Quality Standard 127, Obesity: clinical
assessment and management, and NICE
Clinical Guideline 189, Obesity: identification,
assessment and management, should be
updated to ensure that:
	
They are consistent and clear that patients
with a BMI of more than 30 can be referred
directly to tier 3 services, without having
to try tier 2 interventions first, if a clinician
deems that to be the most appropriate
approach for their needs and this is in line
with the patient’s preferred approach to
their care (this would require an update to
quality statement 2 on discussion on the
choice of interventions in Quality Standard
127, bringing it in line with guidance on
considering referral to tier 3 services in
Clinical Guideline 189).

3. As well as being a national priority,
obesity should be prioritised in all ICS
plans to improve accountability and
ensure appropriate service investment
	
Each ICSs Integrated Care Partnership (ICP)
should include targets to reduce obesity
prevalence in their strategy, with a plan
for each ICS to meet them developed in
partnership with local authorities and the
voluntary sector.
 o support this, ICSs should also
T
develop clearly signposted protocols so
that GPs, community pharmacists and
other healthcare professionals know how
and where to refer patients into specialist
weight management services.
	
As outlined in the NHS England 2022/23
priorities and operational planning guidance
each ICS should outline how they support
primary and secondary prevention by
improving uptake of digitally supported
self-management and the Digital Weight
Management Programme. ICSs should focus
on utilising these tools to return monitoring
and management of obesity to pre-pandemic
levels in 2022/23.

	
Tier 2 services are focused on those
patients that would most benefit from
them, as agreed through shared decisionmaking between the patient and their
clinician. This should include patients with
overweight as well as those with less severe
or complex obesity.
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4. Healthcare professional education
and training on the science of obesity
should be introduced to reduce
experiences of stigma for people living
with obesity and improve access to
appropriate care and support
	To improve healthcare practitioner knowledge
of the science of obesity, Health Education
England’s obesity e-learning course and All
Our Health: Adult Obesity, and the Royal
College of General Practitioners resources on
addressing obesity stigma should be adopted
and promoted to healthcare professionals by
NHS England and ICSs.59,60,61
	
Destigmatising interactions with healthcare
professionals could encourage people living
with obesity to engage with health services,
recognising that patients view stigma as a
barrier to accessing services. To help stimulate
this culture, the NHS and Government should
ensure that people-first language is embedded
in all materials and engagements, akin to
the Government document: ‘Writing about
ethnicity’.62
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5. Uptake of the NHS Health Check
should be improved to increase
BMI checks, with data added to
the obesity profile on the Office for
Health Improvement and Disparities
FingerTips database to enable better
understanding and tracking of
obesity prevalence in local areas
 he Office for Health Improvement
T
and Disparities should implement
recommendations from the 2021 review of
the NHS Health Check programme to improve
participation in Health Checks. As concluded
by the programme review, these measures
should be tailored and aimed at supporting
those most likely to benefit from a Health
Check, including those who live in more
deprived areas, and are more likely to be
living with obesity.8 As part of this, to widen
access and alleviate pressure on GP services,
consideration should be made on expanding
NHS Health Checks in community pharmacy.

	
The National Obesity Audit (NOA) should
collect data on waiting times to access
specialist weight management services,
and consider the outcomes for those
accessing tier 1 and 2 services and how
many patients subsequently access tier 3
services who need to. NHS England should
use this data to identify areas where action
is needed to improve service access and
outcomes, set appropriate targets to
address this and hold them to account
through annual ICS reporting requirements.
	
Each ICSs Integrated Care Partnership (ICP)
should include an obesity sub-committee,
with membership including the local trust
endocrinology unit’s dedicated obesity lead
(a role recommended by the endocrinology
GIRFT report), a local authority obesity lead
and a local patient representative, to support
the development of a gold standard weight
management service based on the data
noted above.

	
The Office for Health Improvement and
Disparities should add new indicators to the
existing obesity profile on the FingerTips
database to track healthy weight, overweight
and obesity within ten-year age brackets in
all ICS footprints so that weight management
services can be designed and developed to
meet current and expected population needs.
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