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Abstract

Introduction

Obesity is widely regarded as one of the biggest public health problems in the UK
today. Policy suggests more can be done in primary care to support adults with
obesity, particularly identifying and referring individuals with “high risk” obesity
(obesity with co-morbidities) to weight management services. The aims of this
thesis were to examine the role of primary care in the management of adults
with co-morbid obesity; to understand the barriers facing patients and
practitioners in accessing NHS adult weight management services via primary
care; and to explore theory-driven, evidence-based interventions targeted at

primary care practitioners to improve the management of co-morbid obesity.
Methods

This was a mixed methods study, integrating qualitative and quantitative
approaches. There were 4 phases of research in this thesis: Phase 1) Semi-
structured interviews with 9 senior dietitians involved in planning and delivery of
adult weight management in Scotland; Phase 2) A realist review of interventions
targeted at primary care practitioners to improve the identification and referral
of adults with obesity; Phase 3) Analysis of 9,677 GP referrals to the largest NHS
weight management service in Scotland, the Glasgow and Clyde Weight
Management Service (GCWMS); Phase 4) Analysis of interviews with 20 patients
who had been referred to GCWMS, as well as 17 primary care practitioners (GPs

and practice nurses) from referring practices.
Key results

Phase 1) identified that there is no consensus among key stakeholders (senior
dietitians) about the role of primary care in adult weight management, with a
number of tensions apparent related to who should be doing what, where, and
how. Phase 2) found 12 mechanisms that were characteristic of successful
interventions targeting primary care practitioners, many of which could be
activated by improving communication between primary care and weight

management services. A number of important contextual factors that influence



iii
these interventions were also identified, at micro (individual/interpersonal),
meso (institutional) and macro (infrastructural) levels. Phase 3) found that
roughly a third (n=3250, 33.6%) of 9,677 adults with obesity referred to GCWMS
attended at least one session. The likelihood of attendance increased with age,
BMI category, and increasing affluence. Practice-level characteristics that were
most strongly associated with attendance were being a non-training practice,
having a larger list size, and not being in the most deprived areas. Phase 4)
helped to explain some of this variation in attendance, related to geographical
and structural barriers, particularly for working adults and those from areas of
high socio-economic deprivation. An expanded conceptual model of candidacy
theory is proposed, advancing our understanding of access to weight

management.

Conclusion

GPs and practice nurses are well placed to discuss weight and related health

issues and to refer patients to further sources of support. This support should
ideally be local, familiar, and relatively quick and easy to access, particularly
important in areas of high socio-economic deprivation, which have the highest

proportion of referrals to GCWMS but the lowest likelihood of attendance.

To improve the identification and referral of adults with obesity, future
interventions should consider training of practitioners, audit/feedback on
referrals, and tools to aid both identification (e.g. automatic BMI calculators,
posters in waiting area) and referral. To improve attendance following referral,
however, greater emphasis needs to be placed on improved communication
between weight management services and primary care, and improved

accessibility of services.
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CMO configuration

CMO configuring is a heuristic used in realist research
to generate causative explanations pertaining to the
data. The process draws out and reflects on the
relationship of context, mechanism, and outcome of
interest in a particular programme. A CMO
configuration may pertain to either the whole
programme or only certain aspects. Configuring CMOs
is a basis for generating and/or refining the theory
that becomes the final product of a realist review.

Co-morbidity

The presence of one or more long-term conditions in
addition to an index condition (in this case, obesity).

Conceptual Model

A conceptual model is a model made of the
composition of concepts, which are used to help
people know, understand, or simulate a subject the
model represents.

Context

The term context has been used in this thesis to
refer to conditions at different levels (micro, meso
and macro) that impact on the operation of a
programme or intervention.

Formal theory

Formal, or substantive, theory is existing theory
within particular disciplines, such as sociology,
economics, psychology, etc. Examples include game
theory in economics and attachment theory in human
development.

Mechanism

There are many definitions of mechanism, but a
common thread is that they generate outcomes. In
realist research, mechanisms are often considered to
be underlying entities, processes, or structures which
operate in particular contexts to generate outcomes
of interest.

Middle-range theory

This is an implicit or explicit explanatory theory that
can be used to assess programmes and interventions.
“Middle-range” means that it can be tested with the
observable data and is not abstract to the point of
addressing larger social or cultural forces (i.e. grand
theories).

Programme theory

This is theory about what a programme or
intervention is expected to do, or how it is expected
to work

Realism

Realism refers to a philosophy of science. It sits,
broadly speaking, between positivism (‘there is a
real world which we can see and understand directly
through observation’) and constructivism (‘we cannot
know for sure what the nature of reality is, because
all knowledge has been interpreted through human
senses, language and culture’).

Theory

There are multiple definitions of the word ‘theory’.
One simple way of thinking of theory is as an attempt
to organise facts (proven or conjectural) into a
structurally coherent system. Different types of
theory are described in this glossary.




1 Introduction to the thesis

Obesity is widely regarded as one of the most significant public health
challenges in the developed world [1]. Obesity is a risk factor for, amongst
others, coronary heart disease, diabetes, stroke, osteoarthritis and a number of
different cancers [2], and is, ultimately, associated with premature death [3].
The benefits of weight loss for adults with obesity include reduced progression
to type 2 diabetes [4, 5] and lower blood pressure and cholesterol [6]. Although
overweight and obesity in children is of growing concern to policymakers [7, 8],
practitioners [9, 10], and, indeed, many parents and families [11], the focus

throughout this thesis will be on obesity in adults.

Strategies to prevent and treat adult obesity include interventions aimed at the
individual, family, health care provider, and the lived environment [1]. Current
UK and Scottish guidelines on obesity emphasise the central role of primary care
(particularly general practitioners and practice nurses) in its prevention and
management [12, 13]. The strengths of primary care - population coverage, first
contact, continuity, and relationships of trust built over serial encounters [14] -
support this role in theory, but there is a considerable gap between policy
rhetoric (“every health care contact is a health improvement opportunity” [15])
and the reality in practice. Adult obesity remains under-treated in primary care:
few are referred to external sources of support, where they exist, and there are

wide variations in referral rates and attendance following referral [16-18].

This thesis seeks to understand the reasons for this observed variation in primary
care engagement with weight management, and to explore suggestions for
improving it. It does this by following a familiar process of starting with the
general, then concentrating on the specific, before considering the general

again.

The thesis begins with the general by examining the role of primary care in the
management of adults with co-morbid obesity. The rationale for the focus on
adults with co-morbid obesity - that is, obesity with weight-related co-
morbidities such as diabetes or hypertension - is two-fold: first, given the high

prevalence of obesity (more than 1 in 4 adults in Scotland), most health systems
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have adopted a tiered approach to weight management services, based on

clinical need, as there is no capacity to see all individuals with obesity.

Secondly, given the increasing incidence of more severe and complex obesity,
general practitioners (GPs) and practice nurses (PNs) are likely to see patients
with weight-related co-morbidities more frequently and should, therefore,
become better at supporting these individuals and offering them access to

specialist weight management services.

The role of primary care in adult weight management is, however, a contested
area, with different perspectives from policy makers, weight management
service planners, primary care practitioners, and patients, i.e. adults living with
obesity. The first core contribution of this thesis is to clarify the key tensions
and contradictions in this field, drawing upon qualitative data from these

different perspectives.

The thesis then concentrates on the specific case of identification and referral
of adults with co-morbid obesity in primary care. It does this in two ways: first,
by a detailed literature synthesis (realist review) of interventions targeted at
primary care practitioners to improve the identification and referral of adults
with obesity; and second, by a mixed method case study of GP referrals to a
specialist National Health Service (NHS) adult weight management service. The
second core contribution of this thesis is to propose a new model of access to
adult weight management, producing an expanded model of ‘candidacy’ theory
'119].

Finally, returning to the general, the thesis offers recommendations to improve
access to adult weight management services and to inform the development of
future interventions targeted at primary care to improve the care of adults with

co-morbid obesity.

! Single quotation marks will be used for three purposes throughout this thesis: i) the first time a
new term is introduced (so the start and end of the term being discussed is clear), ii) to refer to
published reports, and iii) to indicate a concept which could be considered problematic. Double
quotation marks will be used for short quotations (longer quotations will be indented and
separate from the main text). Italics will be used for emphasis or when foreign language words
are used.
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1.1 Research motivation

| would like, in this short section, to write in the first person, in order to
describe my motivation for carrying out this piece of research in this particular

way.

| finished my GP training in 2010 and went straight into a one year Health
Inequality Fellowship, which satisfied both my sense of social justice and my
interest in academic general practice. During that year, | started a part-time
Master in Public Health, as | was particularly interested in the interface between
primary care and public health. Obesity featured throughout the course as a
‘wicked problem’ of modernity, i.e. a complex problem that is resistant to
resolution [20, 21].

Then in 2012, | attended the North American Primary Care Research Group
(NAPCRG) conference and saw a fantastic presentation of a realist synthesis by
Dr Justin Jagosh from McGill University in Canada [22]. | began to explore
whether realist methods, which explicitly embrace complexity, might help us to
understand obesity. In particular, through my clinical experience of discussing
weight with adults with obesity in general practice, | wanted to explore the role
of primary care in adult weight management, and the reasons why some

referrals were more successful than others.

Finally, recognising that there is a social gradient in obesity as with most other
health problems, and having been involved since 2010 in the ‘GPs at the Deep
End’ group (which represents the 100 general practices serving the most socio-
economically deprived populations in Scotland [23]), | was particularly keen to
understand how we might improve access to weight management services for

those most disadvantaged in society.

A proposal for funding was drafted in collaboration with my three supervisors
and submitted to the Chief Scientist Office Clinical Academic Fellowship
scheme. | was awarded funding for a 3-year fellowship to allow me to undertake

the project, with the aim of achieving a PhD.
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1.2 Aims and research questions

The aim of this thesis is to gain a better understanding of the challenges of
identifying and referring patients with co-morbid obesity to weight management
services, from multiple perspectives. The long-term aim is the development of a
theory-driven, evidence-based intervention targeted at primary care
practitioners to improve the management of co-morbid obesity, in line with
Phase 1 of the MRC Framework for design and evaluation of complex
interventions [24]. The findings of this thesis could inform such intervention

development, as described in the Methodology Chapter.

In order to fulfil this aim, the following research questions (RQs) were
generated. The process of generating the research questions is described in

more detail in Chapter 3.

RQ1 - What is the role of primary care in adult weight management, from the
perspective of key stakeholders involved in the planning and delivery of adult

weight management services?

RQ2a - What is the ‘programme theory’ of interventions targeted at primary
care practitioners to improve the identification and referral of adults with

co-morbid obesity?

RQ2b - What are the mechanisms at play in different components of these
interventions and what are the contextual factors that enable these

mechanisms to produce successful outcomes?

RQ3 - What are the patient and practice-level predictors of attendance and

completion at adult weight management services after primary care referral?

RQ4a - What is the role of primary care in adult weight management, from
the perspective of patients (adults with co-morbid obesity) and primary care

practitioners?

RQ4b - What are the barriers and facilitators to primary care referral to, and

subsequent attendance at, adult weight management services?



1 Introduction to the thesis 5

These research questions were addressed over four phases of research, as shown

in Figure 1-1, and outlined below:

Phase 1 involved qualitative semi-structured interviews with key stakeholders
involved in planning and delivery of adult weight management in Scotland. The
aim of this phase was to answer RQ1, and to inform the subsequent phase of the

project: the realist review.

Phase 2 was a realist review of interventions targeted at primary care
practitioners to improve the identification and referral of adults with obesity.
This phase aimed to answer RQs 2a and 2b. Findings from this phase were also
used to shape the interview topic guide for Phase 4 (qualitative interviews with

patients and practitioners).

Phase 3:
Quantitative
analysis of GP
referrals to
GCWMS
Phase 2: (RQ3)
Realist review of
interventions

Phase 1:
Interviews with

senior dietitians : .
targeting primary
across Scotland g cagrg

(RQ1) (RQ2a & 2b)

Phase 4:
Qualitative
interviews with
patients and
primary care
practitioners
(RQ4a & 4b)

Figure 1-1: Overview of research phases and research questions

Phases 3 and 4 are two parts of a mixed methods case study. Phase 3 involved
quantitative analysis of GP referrals to the largest NHS weight management
service in Scotland, the Glasgow and Clyde Weight Management Service
(GCWMS). Predictors of attendance and completion in the service were explored
(RQ3), using individual (patient) and practice-level factors. Phase 3 was also

used to develop the sampling frame for Phase 4.
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Phase 4 involved qualitative semi-structured interviews with patients who had
been referred to GCWMS, as well as primary care practitioners (GPs and practice
nurses) from the referring practices. The aim of this phase was to answer RQs 4a
and 4b.

1.3 Overview of the thesis

The material covered within each chapter of this thesis is now briefly outlined.

Chapter 2 provides a background overview of obesity, framing it as a complex
problem and situating the role of primary care in adult weight management in
this context. It also presents the policy perspective on the role of primary care
in adult weight management and introduces the rationale for the focus on

identification and referral of adults with co-morbid obesity.

Chapter 3 describes the methodological issues arising from this work. In
particular, the rationale for the choice of methods to answer the research
questions will be presented. The rationale for the choice of candidacy as the
theoretical framework used throughout the thesis will be provided in this

chapter.

There are then four results chapters, which cover the methods, results and
discussion of: the Phase 1 Stakeholder interviews (Chapter 4); the Phase 2
Realist review (Chapter 5); the Phase 3 Quantitative analysis of GP referral data
(Chapter 7); and the Phase 4 Qualitative analysis of interviews with patients and
practitioners (Chapter 8). Chapter 6 provides an introduction to the mixed
methods case study of GP referrals to GCWMS (Phases 3 and 4).

Chapter 9 is the discussion chapter, drawing upon the findings from the four
results chapters to critique the theoretical framework of candidacy, and to
propose an expanded model of candidacy to aid understanding of access to adult
weight management services. Implications for policy and practice will be
discussed, the findings will be considered in the context of other literature, and
strengths and limitations of the thesis, as well as considerations for future

research, will be presented.



2 Background

2.1 Overview

This chapter will provide an overview of the epidemiology of adult obesity,
including trends in prevalence, its causes (with a particular focus on the
relationship between obesity and socioeconomic status) and its health and
economic consequences. The chapter also positions the role of primary care in
adult weight management in the context of UK and Scottish obesity policy,
comparing this to selected global policies including those from the World Health
Organisation, the United States and Australia. It concludes by providing a
rationale for the focus on identification and referral of adults with obesity

presented in this work.

2.2 Epidemiology of obesity

2.2.1 Defining obesity

The World Health Organisation (WHO) defines overweight and obesity as
“abnormal or excessive fat accumulation that may impair health”[25]. The term
obesity is derived from the Latin obesus, which itself comes from two Latin
words ob and edere, meaning to devour and to eat away [26]. This etymology
points to the underlying cause of obesity as being excess dietary intake. Indeed,
weight management is often characterised as being about “calories in versus
calories out”, but the reality is far more complex, as will be made clear later in

this chapter.

The best means of measuring or diagnosing obesity is an area of considerable
contention [26]. There are no current methods of direct quantitative
measurement of body fat that are accurate, economical or practical for
widespread use [27]. Present and historical definitions of obesity are therefore

based on simple anthropometric measures such as weight and height.

In 1942, for instance, the Metropolitan Life Insurance Company (MLIC) produced
ideal body weight tables, after finding an association between longevity and
body weight [28]. These were renamed desirable weight tables in 1953 then

revised to height-weight tables in 1983 [29]. In each case, obesity was defined
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as increased body weight of 20% or more above a person’s ideal or desirable
weight. This approach was used for many years, but had a number of
limitations. The MLIC tables were complex and not easily applied in clinic or
field settings [29], they incorporated unvalidated measures of body frame size
[30], and were based on a select reference population (of adults aged 25 to 59)

not generalizable to more heterogeneous populations [26].

In 1985, a panel of the National Institutes of Health (NIH) Consensus
Development Conference on the Health Implications of Obesity recommended
the use of body mass index (BMI) as the measurement standard for assessing
patients with overweight or obesity [26]. BMI is defined as a person’s weight (in
kilograms) divided by the square of their height (in metres), expressed as kg/m?.
They defined a single category of overweight/obesity as a BMI of 27.8 or greater
for men and 27.3 or greater for women [28], roughly equating to the 20% MLIC

approach.

In 1997, the WHO endorsed BMI as the most useful measure of obesity [31].
They produced a classification of adult weight status that has been
internationally adopted into clinical guidelines and practice [12, 13]. Table 2-1
shows the standard categories for obesity classification in adults. A BMI of 30 or

greater remains the most widely accepted clinical definition of obesity today.

Table 2-1: Classification of overweight and obesity in adults (Adapted from NICE [12])

BMI range (kg/m?) Weight classification
<18.5 Underweight

18.5-24.9 Healthy weight

25-29.9 Overweight

30-34.9 Mild obesity (Class I)
35-39.9 Moderate obesity (Class Il)
40+ Morbid obesity (Class Il1)

Although widely used, BMI has a number of limitations. At the simplest level, it
has been criticised because body weight does not give any information about
body composition - for instance, an athlete may be heavy due to high muscle
mass and not excess body fat. It is also well recognised that individuals with a
normal BMI can have metabolic obesity (i.e. have phenotypic characteristics of
individuals with obesity, so called ‘TOFI’, or ‘Thin on the Outside, Fat on the
Inside’) [32]; similarly, some people with high BMIs can be metabolically healthy
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(i.e. have a metabolic profile characterised by high levels of insulin sensitivity,
no hypertension, and favourable lipid, inflammation, hormonal, liver enzyme

and immune profile) [33, 34].

Some guidelines, such as that from the Scottish Intercollegiate Guideline
Network (SIGN), therefore recommend combining BMI with another
anthropometric marker of obesity - waist circumference (WC) [13]. A raised
waist circumference (>94cm for men and >80cm for women) is a proxy for
abdominal fat, which is associated with increased risk of ill health (particularly
type 2 diabetes, hypertension, and cardiovascular disease) even in people of
normal weight [35]. However, accurately measuring WC can be problematic and
even using BMI and WC in combination does not tell us anything about an
individual’s quality of life, level of functioning, or other contextual factors that

may guide clinical management [26].

In answer to this, Sharma and colleagues have proposed a clinical and functional
staging system for obesity, which allows clinicians to describe the morbidity and
functional limitations associated with excess weight, and provides a framework
for management in clinical practice [26]. Table 2-2 provides an edited version
of this staging system. However, it has yet to be evaluated and applied widely

in practice.

Other researchers have recognised the heterogeneity of obesity and attempted
to characterise distinctive clusters of obesity based on demographic, clinical and
behavioural factors [36, 37]. Using data from the Yorkshire Health Study, Green
et al found six distinct subgroups of individuals with obesity: heavy drinking
males; young healthy females; the affluent and healthy elderly; the physically
sick but happy elderly; the unhappy and anxious middle aged; and a cluster with
the poorest health (who are more likely to be socio-economically deprived and
multimorbid) [36]. A similar cluster analysis using data from the US National
Health and Nutrition Examination Survey (NHANES) also found six subgroups, and
considerable overlap with the Green et al clusters, though some differences
also, reflecting different demographic and racial-ethnic populations [37]. The
important implications of this work are that a ‘one size fits all’ approach to

obesity is likely to be inappropriate and ineffective.
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In summary, while the use of BMI and WC, either individually or in combination,

have proved valuable for epidemiological classification of overweight and

obesity, assessment of obesity-related co-morbidities, and/or other risk factors,

is more important for determining appropriate treatment and needs to be

applied more widely in clinical settings [13]. There is considerable scope to

improve the identification and management of obesity-related co-morbidities in

primary care and this recognition underpins the focus on co-morbid obesity

throughout this thesis.

Table 2-2: Proposed clinical and functional staging of obesity
[adapted from Sharma et al [26]]

Stage Description Management

0 No apparent obesity-related risk Identification of factors contributing
factors, no physical symptoms, no to increased body weight.
psychopathology, no functional Counselling on healthy eating and
limitations physical activity.

1 Presence of obesity-related Investigation for other (non-weight
subclinical risk factors (e.g. impaired | related) contributors to risk factors.
fasting glucose, elevated liver More intense lifestyle interventions.
enzymes, etc.), mild physical Monitoring of risk factors and
symptoms, mild psychopathology health status.

2 Presence of established obesity- Obesity treatments including
related chronic disease (e.g. consideration of behavioural,
hypertension, type 2 diabetes, sleep | pharmacological and surgical
apnoea, etc.), moderate limitations | options. Close monitoring and
in activities of daily living management of co-morbidities.

3 Established end-organ damage such | More intensive obesity treatment as
as heart failure, diabetic above. Aggressive management of
complications, significant co-morbidities.
psychopathology, significant
functional limitations

4 Severe (potentially end-stage) Aggressive obesity management as

disabilities from obesity-related
chronic diseases, severe disabling
psychopathology, severe functional
limitations

deemed feasible. Palliative
measures including pain
management, occupational therapy
and psychosocial support.

2.2.2 Obesity prevalence and trends

Obesity prevalence is increasing worldwide. The global prevalence of obesity
nearly doubled between 1980 and 2008, from levels of 4.8% for men and 7.9% for

women in 1980 to 9.8% of men and 13.8% of women [38]. Once associated with

the trappings of modernity in high-income countries (for example through more
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sedentary lifestyles, easy access to energy-dense food), obesity is now also

prevalent in low- and middle-income countries.

Among high-income countries, average BMI rose the most in the United States
(by more than 1 kg/m?/decade), and the US continues to lead the way in world
obesity league tables, with an adult prevalence in 2014 of 36.5% [39]. Scotland is
not far behind, however, with figures from the 2013 Scottish Health Survey
finding just over a quarter of all adults in Scotland aged 16 years and over
(27.1%) had obesity [40]. These levels are similar - though slightly worse - than
those of the other home nations of the UK (see Table 2-3), and represent a
profound change from 1980 when around 7% of British adults had obesity [41].

Table 2-3: Comparison of adult overweight and obesity rates among the UK nations, 2013
[42]

Age range % overweight (including % obesity
(years) obese)
Men Women Men Women
Scotland 16+ 68 61 25 29
England 16+ 67 57 26 24
Wales 16+ 63 54 22 23
N. Ireland 19+ 69 57 26 24

While challenging to predict trends of overweight and obesity in the future, the
Scottish Government suggests that the prevalence of adult obesity could reach
over 40% by 2030 [7].

There are notable differences in obesity prevalence by age, gender, ethnicity,
and socio-economic status (SES), or position. Levels are generally higher among
middle-aged and older people, with around three quarters of those aged 45-74
being overweight (including obesity) in 2013, and over a third of those aged 55-
74 having obesity [40]. Obesity prevalence is also higher among women than men
(29.3% compared with 24.9%) [40].

In terms of ethnic differences, data from England found that 25% of African-
Caribbean men live with obesity, compared with only 6% of Chinese and
Bangladeshi men. For women, obesity is most prevalent among black African
women (38%), compared to 32% of black Caribbean and 28% of Pakistani women
[43]. However, the relationship between BMI and body fat percentage is not the

same across ethnic groups. For first generation migrants from South Asia to the
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UK, for instance, a given BMI is associated with greater total percent fat mass
than in the white population [44]. As a result, both the UK National Institute for
Health and Care Excellence (NICE) guidance and the SIGN guidelines in Scotland
recommend using lower BMI cut-offs to define obesity-related risk in South
Asians: they may be considered overweight at BMI > 23 kg/m? and obese at BMI >
27.5 kg/m* [13, 45].

2.2.3 Socioeconomic status (SES) and obesity

The relationship between obesity and socio-economic status is complex. At the
international level, looking at between country differences, obesity is positively
associated with income, with those countries with higher average income having
higher rates of obesity than low-income countries [46]. However, at the
national level, within countries, obesity is positively associated with income in
low-income countries, but negatively associated with income in high-income

countries, like Scotland [46].

This is not the case for all groups, however, as there are clear gender
differences in the social patterning of obesity. A systematic review of UK-based
literature published in 2012 found that measures of SES were more predictive of
obesity in women than in men, with lower levels of SES associated with higher
levels of obesity [47]. This finding is supported by other systematic reviews of
the relation between SES and obesity [46, 48], and is evident in data from the
Scottish Health Survey, which show that socioeconomic factors are more strongly

associated with obesity in women than in men [49].

That social conditions are fundamental causes of obesity is unsurprising [50, 51],
but it is worth considering some of the potential mechanisms that might explain
the relationship between SES and obesity in high-income countries. At the
individual level, education, employment and income (key components of SES)
influence obesity risk through: access to health information and the ability to
process that information (i.e. health literacy [52]) in order to make healthy food
and physical activity choices [53]; direct access (via financial and other
resources) to healthier food options and less food insecurity [54]; and access to
aids and opportunities for physical activity (e.g. gym membership and leisure

time respectively) [55, 56]. Other potential mechanisms at the individual level
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include locus of control, or agency, and fatalism [57, 58]. Individuals from lower
SES groups may feel less able to influence their living conditions or life chances,
have less reason to invest in future longevity and more reason to focus on the

present in their decision-making about health behaviours [59, 60].

At the community or area level, there are further potential mechanisms that
might explain the association between SES and obesity. First, relatively
deprived or low-income neighbourhoods often have poorer access (real and
perceived) to recreational facilities [61, 62]; yet also have a higher density of
fast-food outlets [63-65]. However, this observation is not consistent across all
studies and contexts [66-68]. Second, networks of family and social support and
peer influence can affect health behaviours - positively and negatively - and this
may contribute to inequalities in obesity along socio-economic lines [69]. Three
processes through which social networks influence obesity have been identified:
social contagion (if your friends and family have poor diets and are physically
inactive, then you are more likely to adopt these behaviours as well); social
capital (your sense of belonging and social support influences your health
behaviours and weight); and social selection (whereby your network develops

according to your weight, e.g. choice of partner)[70].

As well as thinking about the different exposures, strengths and vulnerabilities -
at both the individual and community level - that put people from different SES
groups at higher or lower risk of obesity, another important dimension to
consider is the cumulative effect of these factors over time: the so-called ‘life

course’ approach [71].
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Figure 2-1: How inequities in obesity compound over the life course
Reproduced from Loring B, Robertson A. Obesity and inequities: Guidance for addressing
inequities in overweight and obesity. WHO Regional Office for Europe. With permission

from the World Health Organization.

As illustrated in Figure 2-1 above, the life course approach identifies particular
periods in life (sometimes referred to as critical or sensitive periods) that are
important for the development of obesity [72]. It also shows how obesity risk
and obesity-related health problems can accumulate over time [71, 73].
Identification of modifiable early life determinants of obesity - and effective
strategies to alter them - becomes particularly important in light of this

understanding, particularly as many of these determinants are socially patterned

[74, 75].

2.2.4 Causes of obesity

The previous section unpacked some of the mechanisms which help to explain
the relationship between socioeconomic status and obesity. There are,
however, a number of other factors which are associated with obesity in adults,

as shown in Table 2-4, adapted from analysis done for the Scottish Health Survey
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2011 [76]. It is important to note, however, that this analysis does not provide
evidence on causality and some of the associations could be bi-directional (e.g.

physical activity and obesity).

Table 2-4: Factors associated with obesity in adults

Energy intake

Consumption of sugary drinks

Snack food

Fast food

Low fibre foods

Energy dense foods

Low cost foods composed of refined grains, with high fat and sugar
Larger portions

Eating away from home

Skipping breakfast

Eating less frequently

Energy expenditure
Low physical activity (evidence mixed). Obesity is associated with:

\ Sedentary behaviour (reverse causality cannot be excluded)

Marital status
For men only, obesity is associated with:

‘ Being married

Lifestyle factors

Obesity is associated with non-smoking
Obesity is associated with heavy drinking especially spirits;
however, overall the evidence is inconclusive.

In addition to the factors listed in Table 2-4, there is also a genetic component
to obesity, with dozens of single gene forms of obesity known currently, and new
ones reported every year with advances in DNA sequencing technology [77-79].
Out of all these genes, the fat mass and obesity associated (FTO) gene explains

the largest amount of the genetic variance in obesity traits [80].

Despite this growing understanding of different genetic predispositions to
obesity, the accumulation of fat stores in the body ultimately occurs when
energy intake exceeds energy expenditure, and this is shaped by environmental
exposures. Furthermore, most research into the causes of obesity suggest that it
is excess energy intake - rather than reduced energy expenditure - which is the

most compelling explanation for increases in obesity in high-income countries

[1].
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In recognition of the interplay between an individual’s biology and the
environmental drivers of health behaviours (in particular diet and physical
activity) which relate to this energy balance equation, Egger and Swinburn
proposed an ‘ecological’ model of obesity that regarded obesity as a nhormal
response to an abnormal, or ‘obesogenic’, environment, rather than vice versa
[81]. The concept of obesogenic environments, defined as “the sum of
influences that the surroundings, opportunities, or conditions of life have on
promoting obesity in individuals or populations” [82], has been hugely influential
and has informed numerous policy documents related to obesity (see section 2.3

of this chapter).

In 2007, the landmark Foresight Report was published in the UK [1]. This report
expanded the concept of obesogenic environments and referred to a “complex
web of societal and biological factors that have in recent decades, exposed our
inherent human vulnerability to weight gain” [1]. An obesity systems map was
presented with over a hundred variables identified as either directly or
indirectly influencing energy balance. Figure 2-2 in section 2.3.3 of this chapter
shows the seven key cross-cutting themes: Biology, Activity environment,
Physical activity, Societal influences, Individual psychology, Food environment,
and Food consumption. The report drew similarities between tackling obesity
and tackling climate change, and called for urgent action across a range of
government sectors and science, business and civil society stakeholders. Obesity

has remained a public health priority since this time.

2.2.5 Health consequences of obesity

The health risks associated with overweight and obesity increase with increasing
BMI. Table 2-5 shows some of the conditions associated with obesity, including
coronary heart disease, diabetes, osteoarthritis and a number of different
cancers [2, 83]. There are also several mental health conditions that are
associated with obesity, including depression [84, 85], dementia [86, 87],
schizophrenia [88, 89] and bipolar disorder [90, 91]. Some of these associations
are likely to be bi-directional: an individual with obesity may be more likely to
develop mental health problems through low self-confidence related to weight
stigma and discrimination; and someone with a mental health condition may be

more likely to gain weight due to a lack of confidence or motivation to
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participate in physical activity, unhealthy behaviours or medication side effects
[89, 92].

Table 2-5: Health consequences of obesity (adapted from Haslam et al [93])

Greatly increased risk (relative risk > 3)
e Diabetes
e Hypertension
e Dyslipidaemia
e Breathlessness
e Sleep apnoea
o Gall bladder disease

Moderately increased risk (relative risk about 2-3)
e Coronary heart disease or heart failure
Osteoarthritis (knees)
Gout and hyperuricaemia
e Complications of pregnancy (e.g. pre-eclampsia)

Increased risk (relative risk about 1-2)
e Cancer (many cancers in men and women)
e Impaired fertility / polycystic ovary syndrome
e Low back pain
e Increased risk during anaesthesia
e Foetal defects arising from maternal obesity

There is also a specific sub-group of adults with obesity who have binge eating
disorder (BED), which became an officially recognised diagnosis in the most
recent version of the Diagnostic and Statistical Manual of Mental Disorders (DSM-
5) released by the American Psychiatric Association [94]. The key diagnostic

features of BED are:

1) Recurrent and persistent episodes of binge eating (at least one day a week for

3 months);

2) Binge eating episodes are associated with three (or more) of the following:

e eating much more rapidly than normal

e eating until feeling uncomfortably full

e eating large amounts of food when not feeling physically hungry

e eating alone because of being embarrassed by how much one is eating
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o feeling disgusted with oneself, depressed, or very guilty after overeating;
3) Marked distress regarding binge eating;
4) Absence of regular compensatory behaviours (such as purging).

Lifetime prevalence estimates of BED in the general population are
approximately 3% [95], but this increases significantly (to between 15 and 50%)
for patients with obesity seeking treatment for weight management [96, 97]. It
is estimated that approximately 30% of patients attending the Glasgow and Clyde
Weight Management Service meet the criteria for BED (personal

communication).

As well as these diagnosed mental health conditions, obesity is associated with
lower self-rated quality of life, including negative impacts on self-esteem and
self-confidence [98]. Weight-related stigma and discrimination are widespread

in many cultures, including among health professionals [99, 100].

Obesity is also associated with premature death [3]. Indeed, life expectancy
decreases as the severity of obesity increases. The relationship between weight
and mortality is not, however, entirely straightforward. An analysis of data from
57 longitudinal studies (roughly 900,000 individuals) demonstrated a J-shaped
curve, with increasing mortality (overall and cause-specific) in the underweight
(BMI < 19.9 kg/m?) and obesity (BMI >30 kg/m?) ranges [3]. For individuals with
class | obesity (BMI 30-35 kg/m?), life expectancy shortens by 2 to 4 years, while
for those with a BMI between 40 and 50 kg/m?, it is shortened by 8 to 10 years
[3]. Broadly similar results were found in the European Prospective Investigation

into Cancer and Nutrition [101].

There is also an anomalous finding of a protective effect of obesity against
mortality for patients with heart failure [102] and coronary heart disease [103].
This so-called ‘obesity paradox’ [104] has been partly explained by individuals
with obesity getting symptomatic, but less severe, forms of disease at an earlier
age than ‘normal weight’ individuals, thereby biasing their survival [105]. The

impact of unintentional weight loss (cachexia) may also contribute to the
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observed paradox, but there is ongoing uncertainty as to the risks and benefits

of intentional weight loss for patients with heart failure who have obesity [106].

For the majority of adults with obesity, however, the benefits of moderate,

sustained weight loss (defined as 5-10kg or 5-10% after one year [13]) include:

e reduced all-cause mortality and mortality linked to cancer and type 2
diabetes [6];

e improved blood glucose control in people with type 2 diabetes [6, 107]
and reduced risk of developing type 2 diabetes in those at risk [108]

e reduced blood pressure [109-111] and cholesterol [6, 112];
e improved lung function for people with asthma [113]; and
e reduced osteoarthritis-related disability [114, 115].

Furthermore, for many people intentional weight loss can make them more able
and more inclined to be more physically active, which has health benefits
independent of weight loss [116, 117] and may promote a positively reinforcing

cycle of health improvement [42].

2.2.6 Economic costs of obesity

The economic costs of overweight and obesity are difficult to quantify,
principally because they are risk factors for so many other conditions (Table
2-5), the costs of which may not yet be apparent [42]. In a report for the
Scottish Parliament Information Centre (SPICe), the total annual economic cost
of obesity to Scotland was estimated at between £0.9 billion and £4.6 billion,
largely related to the loss of productivity due to people dying early or suffering
health problems as a result of their weight [42]. This estimate was based on
research by the McKinsey Global Institute, which put the economic impact of
obesity to the UK as the equivalent of 3% of Gross Domestic Product (GDP) [118].

In terms of costs to the health service, a study from 2011 (using data from
2006/7) estimated the cost of obesity to the NHS in England as £5.1 billion each
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year, based on the costs of diseases associated with poor diet and physical
inactivity [119]. A similar study using older Scottish data produced a figure of
£171 million [120](or over £220 million in 2014 after adjusting for inflation [42]).
This study by Walker estimated that 60% of the total cost of obesity to NHS
Scotland was due to medicines prescribed, 30% to hospital care, and 10% to GP
consultations [120]. Looking at hospital bed days, the eight major categories of
long-term conditions associated with the most bed days in Scotland are all

conditions which adults with obesity are at greater risk of developing [121].

Thus far in this chapter, the health and economic costs of obesity have been
described. It is often financial arguments that are most persuasive for
politicians and policy makers, but there are other influences on obesity policy
too. It is this policy context to which | now turn, comparing obesity strategies in
the UK and internationally. In particular, the potential role of primary care in

adult weight management, as articulated in key documents, will be considered.

2.3 Policy context

The aim of this section is to understand the role of primary care in adult weight
management in the UK, as set out in key policy documents. There will be a
particular focus on Scottish obesity policy and how this differs from that in the
UK as a whole. A secondary aim is to understand how this UK policy compares
with the wider international policy context on adult weight management in
primary care. In particular, obesity policy positions from the World Health
Organisation (WHO), as the international body which leads on global health
challenges, will be described, as well as those from the United States (US) and
Australia, two high-income English-speaking countries that have comparable
obesity prevalence to that of the UK and share many of the socio-cultural drivers
of obesity and, therefore, might be expected to have formulated similar
responses. There is a paucity of literature in this area, with only two similar
policy comparisons that | was able to locate: a 2009 review of obesity policy in
the devolved administrations of the UK, covering the period 1992 to 2008 [122],
and a 2015 paper by Signild Vallgarda, which compared obesity policies in
England, France, Germany and Scotland [123].
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First, it is necessary to define what we mean by policy, and how the term will be

used in this chapter.

2.3.1 What is policy?

There are a number of definitions of the term ‘policy’, and it is used in different
ways by different stakeholders in different settings [124]. One of the more

common uses of the term is in relation to specific policy documents:

Policy is a guide to action to change what would otherwise occur, a
decision about amounts and allocations of resources: the overall
amount is a statement of commitment to certain areas of concern;
the distribution of the amount shows the priorities of decision makers.
Policy sets priorities and guides resource allocation [125].

Another way of understanding policy is in terms of context, content, process and
power [126]. Taking each in turn, context is the setting within which
interventions are played out, which shapes and is shaped by external factors like
policy. Content refers to the object of policy and policy analysis, and can be
divided into technical (e.g. related to specific health conditions) or institutional
(e.g. related to the organisation and management of services) policies [127].
The policy process, often presented as a linear, rational process, is perhaps
more accurately viewed as disjointed and ‘messy’[124], with the legacy of
former decisions creating a degree of ‘path dependency’[128]. Finally, power
refers to the range of interests involved in policy negotiation, compromise, and

development.

As with policy itself, there are a range of approaches to the analysis of policy.
Yanow'’s interpretive policy analysis focuses on the meanings of policies - on the
values, feelings or beliefs they express [129]. These meanings are embedded in
policy artefacts (language, objects, acts) in a symbolic (representational)
relationship. Policies must always be interpreted within their context and the

goal of a coherent, uniform policy is an illusory one.

Other approaches to policy analysis, such as policy-as-discourse, focus not only
on the meanings of policies but also on their effects (i.e. how they impact on

real people) and on the actors involved (i.e. the political projects they
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represent)[130]. This approach draws attention to how problems are defined (or

‘problematized’ [131]) and what is left out, or ignored, in this process.

The purpose of this chapter is not to conduct a detailed policy analysis, but
rather to set the scene for the remainder of the thesis - to situate the role of
primary care (specifically general practitioners and practice nurses) within
broader health service and government strategies for adult weight management.
As such, | will draw upon some of the approaches used in policy analysis but
without the depth or rigour of a formal policy analysis. In particular, the way in
which obesity is framed or problematized in different policy documents will be
considered, and their proposed role of primary care in adult weight management

(i.e. their potential effects on primary care actors) will be described.

2.3.2 Key tensions in obesity policy

In a paper commissioned by the Foresight programme of the Office of Science
and Innovation, Lang and Rayner describe the complexity and incoherence of the
policy landscape on obesity as a “cacophony”, with “noise drowning out

symphony of effort”[132]:

This cacophony is not helpful because policymakers need coherent
directions on which they feel they can deliver. Obesity policy is
already weighed down by complexity, accentuated by the multi-level
(global, European, national, regional and local) nature of modern
systems of governance. It is also shrouded by ideological fears such as
interventions being interpreted as ‘nanny-ish’ or restricting ‘personal’
choices in food and lifestyle [132].

The latter of these - the ideological fears of a nanny state intervening in
citizens’ individual choices - is perhaps the most critical tension in obesity policy
[133, 134]. Its persistence, fuelled by the powerful lobbying of the food and
drink industry [135], has contributed to the limited success in stemming obesity
globally, with no government implementing a comprehensive set of policy
approaches [133, 136, 137].

Lang and Rayner go on to describe two further dimensions, beyond those of
layers of governance and ideological disputes, which have muddied the waters
for policymakers - and practitioners - in tackling obesity. The first of these is

time frame. Current levels of obesity have developed over decades and will
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inevitably take decades to reverse, yet politicians operate on short electoral
timetables [132]. The second is the shortage of good evidence on what works,
with clear implications for the funding and availability of weight management

interventions, which is discussed further in Chapter 9.

A further tension in obesity policy relates to how obesity has been
conceptualised in research, with the view of obesity as a serious public health
issue (or even a disease) on one side [138, 139], set against the view among ‘fat
studies’ or ‘critical obesity research’ proponents rejecting the notion of BMI as a
measure of health on the other side [140, 141]. The latter characterise the
former’s efforts as medicalisation of body size and study how people with

obesity have been affected by such stigmatisation [99].

How obesity is problematized (or not), will profoundly affect any solutions (or

policies) proposed to address it, as articulated in the paper by Vallgarda [123]:

...obesity will be seen as a different problem with different causes
depending on whether those defining it are governments, obese
individuals, the food and drink industry, medical doctors etc.

For the purposes of this chapter, the documents under review (i.e. those
defining the problem) are from governments and health professional
organisations, in the shape of guidelines or position papers. The voice of adults
with obesity (not ‘obese individuals’?) will be heard in Chapter 7; the concerns

of the food and drink industry are beyond the scope of this thesis.

2.3.3 UK policy context

Table 2-6 shows a timeline of key UK policy on adult obesity from the start of
the 21° century. This is not a comprehensive list of all the policies on obesity
produced during this period, but includes the most influential documents. These
were identified by searching UK Government and NHS websites, as well as
drawing on key professional organisations concerned with health care delivery

and postgraduate medical education.

% Throughout this thesis, ‘people-first’ language will be used as much as possible; this is becoming
the standard for respectfully addressing people with chronic disease, rather than labelling them
by their illness. The Canadian Obesity Network has been leading the way in this regard (see
http://www.obesitynetwork.ca/people-first for further details).
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Table 2-6: Timeline of UK policy on adult obesity

DATE KEY EVENT

2000 NHS Plan launched, including ‘5 A DAY Programme’

2001 National Audit Office report ‘Tackling Obesity in England’

2003 Annual report of the CMO for England 2002 — describes obesity as a
“timebomb”

2004 House of Commons Health Select Committee Report on Obesity
Department of Health ‘Choosing Health’ policy paper

2006 NICE clinical guideline CG43: Obesity prevention

2007 Foresight report ‘Tackling Obesities: Future Choices’

2008 ‘Healthy Weight, Healthy Lives’ report published

2010 Public Health White Paper ‘Healthy Lives, Healthy People: Our Strategy for
Public Health in England’
Royal College of Physicians report ‘The training of health professionals for
the prevention and treatment of overweight and obesity.’

2011 ‘Healthy Lives, Healthy People’: A call to action on obesity in England

2013 Academy of Medical Royal Colleges report: ‘Measuring Up: the medical
professions’ prescription of the nation’s obesity crisis’
Royal College of Physicians report ‘Action on obesity: comprehensive care
for all’

2014 NHS England publication ‘Joined up Clinical Pathways for Obesity: Report
of the Working Group’
NICE clinical guideline CG189: Obesity: identification, assessment and
management
NHS England ‘Five Year Forward View’

2015 Royal College of General Practitioners Position Statement on Obesity and

Malnutrition

It is beyond the scope of this chapter to summarise all of these documents, but

it is instructive to look at the following in more detail:

The two most influential government reports: the 2007 Foresight Report
and the 2011 ‘Healthy Lives Healthy People’ policy; these illustrate both
the complexity of obesity and the inherent tensions for governments in

formulating policy responses to obesity.

The four reports from the health professional bodies: the Royal College of
Physicians (2010 and 2013 reports), the Academy of Medical Royal
Colleges, and the Royal College of General Practitioners; these help us to
understand the role of health professionals - and primary care

practitioners in particular - in adult weight management.
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Foresight report ‘Tackling Obesity: Future Choices’ (2007)

The Foresight Programme of the UK Government Office for Science produced,
through a multi-stakeholder process [142], perhaps the most influential policy
report on obesity [1]. Its most recognisable output was the obesity system map,
a conceptual model of more than 100 interconnected variables, vividly
demonstrating the complexity and interdependency of obesity determinants
[143]. As previously mentioned, the report categorised those variables into seven

broad domains, shown below (Figure 2-2), which operate at different levels from
the individual to society.

Map 0

Full Generic Map i

&_\ Sodotal mﬂuenm =
\__#_._,_ ~

Individual
psychology

Individual
. S Activity
environment

Figure 2-2: Obesity system map, from Foresight report

(Licensed for reproduction under the Open Government Licence v3.0)

A more tangible impact of the report was the economic model that was
produced, which has been used to project disease burden of obesity-related

conditions and direct health care costs for these conditions in a number of other
countries [144, 145].
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The report helped to create a more considered debate about the roles of the
individual and the environment in relation to excess weight gain. In particular,
it highlighted that some people are biologically more susceptible to weight gain
and that individual ‘choices’ are constrained by an obesogenic environment
[143]. Discussion of ‘solutions’ moved away from ineffective single intervention
approaches towards more system-wide responses to this ‘wicked problem’ [21,
146, 147].

In particular, the report emphasised the need for “broadly based societal
interventions” to counter the reality for many people who find that unhealthy
behaviours (in relation to diet and physical activity) are not only the ‘easy’
option, but may also be the only option; this ‘passive obesity’ not only
contributes to the normalisation of obesity, but also makes public demand for

significant action relatively weak [148].

With such a strong emphasis on the need for changes to socio-cultural norms and
the obesogenic environment, the report contained very little in the way of
specific recommendations for primary care or, indeed, for the health service

generally. In the section on Treatment, the report states:

Currently, only a small proportion of obese people receive optimal
care because of limitations in resources (including trained staff). As a
result, clinical management practices may prioritise the treatment of
co-morbidities over weight loss. Alternatively, associated medical
complications are attributed to obesity and the patient is simply told
to lose weight. There is a need to identify individuals most likely to
benefit from specific treatment of their obesity.[1]

The lack of resources for weight management, lack of training for staff, lack of
sensitivity in raising the issue of weight (“simply told to lose weight”), and
importance of identifying individuals who are most likely to benefit from
support, are key themes that recurred throughout many of the policy documents
reviewed in this section. Interestingly, of the six examples of targeted
interventions for the treatment of obesity in the UK that were provided in the

Foresight report, only one - Counterweight - involved primary care staff [149].

Another critical response to the Foresight report, and the obesity system map in

particular, relates to its complexity: “If the causes are so complex, where do we
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begin?”’[118]. This question has been addressed by Finegood et al [143], who
produced a simplified Foresight map (Figure 2-3), with the number of individual
connections between variables in each cluster represented in the thickness of
the connecting lines, whereas the number of connections within a cluster is

shown as the cluster's border thickness.
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Figure 2-3: Simplified obesity system map

(Reproduced from Finegood DT, et al. Implications of the Foresight Obesity System Map for
Solutions to Childhood Obesity. Obesity 2010;18:S13-16. With permission from John Wiley
& Sons Ltd.)
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The thickest arrow goes from Food production to Food consumption, reflecting
the 22 direct influences from variables in the Food production cluster on
variables in the Food consumption cluster, and the thickest border is around
Physiology, reflecting the 33 interconnections among variables in this cluster
[143]. By reducing the visual complexity in this way, some relationships become

more apparent.

For instance, if we accept that diet is a more important driver of obesity than
physical activity (Foresight’s weighted causal linkages map supports this [150])
and focus on the left hand side of the figure, we can see that the three clusters
with the thickest borders (other than physiology, which is harder to influence)
are social psychology, food production and food consumption. In the context of
targeting particular foods that are known to contribute to obesity, such as those

high in fat, salt and sugar (HFSS), then these three clusters could easily be re-
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conceptualised in the well-known public health approach of targeting the ‘3As’
of Affordability (Food consumption), Availability (Food production) and
Acceptability (Social psychology) [151]. It is not hard to imagine a range of
complementary and potentially synergistic interventions that could be targeted
at each of these areas [136]. For instance, making HFSS products less affordable,
or healthy foods more affordable, by the introduction of taxes and subsidies
respectively; reducing availability of HFSS products (e.g. in schools and
workplaces); and making them less socially acceptable by restricting marketing,

or by education campaigns [136].

In summary, despite receiving criticism from some quarters, the Foresight report
on obesity was a truly landmark publication, and has shaped much of the policy
and strategy around obesity in the decade since its publication, including the
first ever obesity strategy in England ‘Healthy Weight, Healthy Lives’ [152] in
2008, and its successor, ‘Healthy Lives, Healthy People’ [153], to which | now

turn.

Healthy Lives, Healthy People: A call to action on obesity in England (2011)

Published under the Conservative and Liberal Democrat coalition government of
2010 to 2015, and following on from the Public Health White Paper of the same
name [154], this report set out how action on obesity would be delivered at a
time of considerable reform for the NHS, and for public health systems in
particular [155], culminating in the Health and Social Care Act 2012. While this
political context is clearly important for understanding the motivations behind
the report and some of the proposals therein, it is beyond the scope of this
chapter to explore this context in detail. Rather, the focus will be on how

obesity is problematized and the proposed role of health professionals.

Starting with the framing of obesity, there are two significant contradictions
that are apparent in the report. The first relates to the framing of who is
responsible for action on obesity; the second concerns the understanding of

obesity-related health inequalities.

With regard to responsibility, the report accepts, on the one hand, the evidence

from the Foresight report that we live in an obesogenic environment:
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There is clear evidence that built and physical environments are
important factors in influencing people's physical activity, access to
and consumption of healthy food, and social interaction. (p.38)

Yet throughout the report, the emphasis is on individual responsibility for
health, and on maximising individual ‘choice’ and minimising the role and

responsibilities of government. The following excerpts are taken from the

Foreword to the report, by then Secretary of State for Health Andrew Lansley:

We need to be honest with ourselves and recognise that we need to
make some changes to control our weight. Increasing physical activity
is important but, for most of us who are overweight and obese, eating
and drinking less is key to weight loss.

Each of us is ultimately responsible for our own health. It's right that
we should be free to make choices about diet and physical activity for
ourselves and for our families. (p.4)

The limited role of central government is echoed in the following key

components for delivering the two national ambitions for downward trends in

the levels of excess weight in children and adults by 2020:

Empowering individuals - This would be achieved through guidance,
information, encouragement and tailored support. The report states “We
will favour interventions towards the less intrusive end of the Nuffield
ladder - with a focus on equipping people to make the best possible
choices.” The Nuffield ladder (Table 2-7) illustrates that public health
interventions can be classified along a spectrum of ‘intrusiveness’ to
individual choice, ranging from the lowest level (doing nothing) to the
highest (eliminating choice) [156]. It has been criticised for being
simplistic, for assuming that public health initiatives automatically
compromise autonomy [157], and for not taking account of how relevant
stakeholders perceive the concepts of intrusion and autonomy [158].
Interestingly, there is some evidence that interventions higher up the
ladder are more effective [159], though more research is needed in this

area.

Giving partners the opportunity to play their part - This approach relied

on the food and drink industry to reduce collective calorie intake through
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the Responsibility Deal Food Network, including voluntary commitments
related to nutrition labelling, salt reduction, calorie reduction, fruit and
vegetable consumption, and reduction of saturated fats [160]. Evaluations
of the Responsibility Deal have found it to have had limited ‘added value’
over and above what participating companies were already doing [160,
161].

Giving local government the lead role in driving health improvement and
harnessing partners at local level - This component was welcomed by
many commentators, including the UK Faculty of Public Health [162], with
the significant caveat that local government also needs national
government support and that there are many actions on obesity that only
national government can take (e.g. those requiring legislation, taxation,

or central planning).

Table 2-7: Adapted Nuffield ladder of public health interventions

7 Eliminate choice

6 Restrict choice

5 Guide choices through disincentives

4 Guide choices through incentives

3 Guide choices through changing the default policy
2 Enable choice

1 Provide information

0 Do nothing or simply monitor the current situation

The second significant contradiction in the report relates to health inequalities.

The rhetoric throughout the report is of commitment to addressing health

inequalities. For example:
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...given the different levels of risk faced by different groups, it is vital
that action on obesity reduces health inequalities. Particular attention
needs to be given to specific socio-economic and ethnic groups and to
disabled people and people with mental health needs.(p.23)

Despite this rhetoric, the emphasis throughout the report on the responsibilities
of the individual is likely to entrench and increase inequalities, as the most
disadvantaged members of society are least able to adopt the ‘healthy choices’ -
in relation to both diet and physical activity - advocated by the Call to Action
[162, 163].

One of the few areas where a stronger role for government was acknowledged is
in relation to childhood obesity. This is a common theme in UK obesity policy; it
is more acceptable to propose more ‘intrusive’ interventions for childhood

obesity than adult obesity:

While we do not believe it is right to remove choices or mandate what
people should eat and drink, there are some groups in society where
there is a clear duty of care and more stringent action by Government
and others may be warranted, especially in relation to children or
other vulnerable groups. (p.42)

There are two other aspects of the framing of obesity throughout the report
which are worth noting: first, that obesity is a serious public health concern
(“the most widespread threat to health and wellbeing in this country” (p.5));
and second, that overweight and obesity are “a threat to the economic growth

on which the country's future prosperity and wellbeing depend.” (p.17)

Finally, and in keeping with Foresight, the report had less to say about the role

of health care professionals:

It is not the role of Government to tell professionals how best to do
their job or how to relate to the individuals and families with whom
they work closely in their local communities. Professional bodies are
already playing an important role, for example by shaping the
curricula of key health professionals in order to build confidence and
capability in raising the issue of overweight and obesity. We are
working with Royal Colleges and other bodies to explore how doctors
and other health professionals might best be further supported to
make every contact count. (p.39)
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The idea of ‘making every contact count’ was picked up (though not endorsed
without reservation) in some, though not all, of the policy documents produced
by health professional bodies. Four of these will now be considered in
chronological order, starting with the first of two reports by the Royal College of
Physicians (RCP).

Royal College of Physicians report (2010)

In March 2010, the Royal College of Physicians (RCP) published a report for the
Foresight team entitled ‘The training of health professionals for the prevention
and treatment of overweight and obesity’[164], which was endorsed by the
Royal College of General Practitioners, the Royal College of Paediatrics and
Child Health, and the Royal College of Nursing.

The framing of obesity throughout the report was articulated in the opening

paragraph:

There has been a dramatic increase in the prevalence of overweight
and obesity in the UK in the last 20 years. This increase in a clinical
(sic) significant condition has not been matched by a proportionate
expansion of the provision of continuing education and training
provided for health professionals, irrespective of their discipline. Too
often health professionals ignore the obvious signs or symptoms of
obesity or simply instruct the individual to go on a diet and lose
significant weight. It is therefore not surprising that most health care
intervention only happens when medical complications and morbidity
are apparent. This oversight by health care professionals reflects a
poor understanding and lack of recognition of the social and
environmental determinants of obesity, complexity of nutritional
issues and physical activity, and lack of understanding of the factors
that impact behavioural change. (p.1, emphasis added)

This quote demonstrates the view that obesity is a medical condition and that
increased weight (visible - indeed, ‘obvious’ - to the naked eye) equates to poor
health, or at least increased risk of poor health. The economic costs of
overweight and obesity were re-stated and the Foresight report was referenced
both in relation to the complexity of obesity aetiology and to the need for a
comprehensive long-term strategy to address prevention and treatment. The
health inequalities dimension to obesity was also noted, although only in one

paragraph:
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Foresight has noted that the greater prevalence of obesity among
poorer social groups implies that efforts to counter health inequalities
must take account of obesity; conversely, action on obesity must take
account of socioeconomic factors. (p.4)

In terms of the balance between diet and physical activity as drivers of obesity,
the report suggested that they are on an equal footing, two halves of the

‘energy balance’ equation [165]:

Energy In (Dietary Calories from Food & Drink) v Energy Out (Basal
Metabolic rate + Physical Activity) = Energy Balance (Weight gain,
Weight Loss or Weight Maintenance). (p.8)

The report highlighted barriers to engagement with weight management by
health professionals: namely, lack of training, lack of confidence, the perception
that it is too difficult to tackle or is not a medical problem [164]. The last
section of this chapter will explore barriers to engagement with weight

management in more detail, drawing on wider research literature.

The clear message for health care professionals from the RCP report was that
“managing overweight and obesity is everybody’s business”. There were specific
long term medical conditions mentioned in relation to obesity, namely:
cardiovascular diseases, diabetes, joint pain and some cancers (citing Foresight
again), and several others that were cited in relation to nutrition; essentially

making the point that nutrition is an integral part of all patient pathways.

The report set out different areas of influence for health professional roles and

practice:

e Educational - health professionals are held in high regard by the public as
providers of authoritative information and advice on food, health and
nutrition and therefore need to keep up-to-date with consistent

messaging about food and physical activity;

e Advisory - the importance of health professionals working beyond their

immediate clinical settings;
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¢ Organisational - health professionals should be able to signpost
overweight or obese individuals to local support services such as physical

activity and weight management programmes;

e Self-care - Health care professionals need the insight to acknowledge the
effect their own obesity or overweight status has on their interactions
with patients. They need to be adequately skilled to be able to raise
lifestyle issues sensitively with patients, their families or parents,

prevent resistance and offer appropriate advice

The report set out two educational frameworks for all health professionals,
divided into generalist and specialist, based on the expected knowledge and
skills for those either working specifically in weight management (specialists), or
for all other health professionals who “encounter overweight and obese patients

as part of their daily clinical practice” - the generalists (p.23).

The framework for generalists, which includes all general practitioners, can be
seen in Appendix 4. | have included only those elements that pertain to adult
weight management, and not those that are only relevant to child weight
management, pregnancy and childbirth, or commissioning of services which is
not relevant to GPs in Scotland. A key point from these learning outcomes is the
emphasis on knowledge and skills to allow appropriate identification and referral
(or signposting) of adults with obesity to appropriate services. This supports the
rationale for the focus of this thesis on identification and referral, on which

there is more at the end of this chapter.

The final point to take from the RCP report, with regard to the framing of
obesity, was the parallel that is drawn between weight management and
smoking cessation, which was also made in the ‘Healthy Lives, Healthy People’

report and others, and which will be re-visited in Chapter 9.

Many health professionals are taught to take a ‘social history’, or
enquire about ‘risk factors’ as part of their assessment. This includes
questions about occupation, alcohol consumption and smoking. In
future health professionals should be encouraged to include a brief
assessment of regular diet and physical activity within this part of
their assessment. Many health professionals use this part of their
assessment to opportunistically advise people on smoking cessation or
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moderate alcohol consumption. This is also the right time to initiate
discussion about improving physical activity habits and diet. (p.6)

The second report from RCP will now be considered.

Royal College of Physicians report (2013)

In January 2013, the RCP published ‘Action on obesity: comprehensive care for
all’ [166]. This report, which was the product of a working group that included
GP representatives, took a similar approach to the 2010 report in terms of its
framing of obesity. The term ‘epidemic’ was used in the Preface, the health and
economic consequences of obesity were reiterated, parallels with smoking
cessation were drawn again, and the important - but hitherto largely neglected -
role of health professionals in the prevention and treatment of obesity was laid
out in no uncertain terms, with recommendations for education in obesity and
nutrition in medical undergraduate curricula and in “all specialist postgraduate

exams” [166].

Particular attention was paid to the need for multidisciplinary teams (MDTs) to
manage severe and complex obesity, and for these to be accessible across the
UK [167]. This recommendation coincided with the release of the NHS
Commissioning Board’s draft service specifications for severe and complex
obesity [168], which reinforced the findings of the RCP report with regard to the
need for formal training for health professionals involved in weight

management.

In relation to the role of primary care in adult weight management, the report
included a specific section on general practitioners, with the following

recommendations.

1. Primary care has a core responsibility for obesity prevention, assessment
of risk and morbidity in the obese, facilitating access to weight
management support, and providing shared care in the long-term for

patients who have been managed in specialist services.

2. GPs should, where possible and appropriate, deal with weight issues as

part of their agenda to address risk factors. Each consultation provides a
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potential opportunity for this, although patient receptiveness also needs

assessing for maximum effectiveness.

3. Itis therefore important that GPs have training in a range of practical
behavioural techniques such as in motivational interviewing. The effective
application of these skills to weight management and obesity should be

part of GP training and ongoing continuing professional development.

4. Inclusion of evidence-based targets for successful obesity management
should be included in the Quality Outcome Framework (QOF) (sic) in order

to support this practice.

5. A model for the commissioning of community services that integrates

where required the specialist needs of patients should be developed.

6. The particular needs of some disadvantaged groups who find difficulty
accessing community weight management groups should be addressed.
These groups include people with learning disability, physical disability,
mental health issues, those living in rural locations, socially excluded

groups and those with severe degrees of morbid obesity.

The last two of these recommendations relate to commissioning of weight
management services, which GPs in Scotland are not involved in, but in relation
to the last recommendation, it is notable that no guidance on how the needs of

these disadvantaged groups should be addressed was offered.

With regard to the other recommendations, the framing of the role of the GP in
adult weight management was again very much one of identification of patients
who were likely to benefit from weight management support and facilitating
access to this support (either by signposting or referral). On the question of
primary care led in-house weight management clinics, for example, the report
concluded that “the evidence indicates that GPs should not offer in-house clinics
as a first-line approach for patients with uncomplicated obesity but should direct

patients to a community service.” (p.41)
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The rhetoric of ‘making every contact count’ was repeated in the second
recommendation for GPs, framed as “each consultation provides an opportunity
for this [dealing with weight issues]”, though with the important caveat of

“where possible and appropriate”.

Finally, despite numerous mentions of “sensitively raising the issue” and “the
need to leave judgmental attitudes behind”, it is worth noting the use of the
more stigmatising terms “the obese” (as in recommendation 1 above) or “obese
patients” throughout rather than “patients with obesity” or “people with

obesity”, as preferred by advocates of ‘people-first’ language [169-171].

Academy of Medical Royal Colleges report (2013)

In February 2013, the Academy of Medical Royal Colleges (AoMRC), which brings
together representatives from across the medical profession, published
‘Measuring up: the medical profession’s prescription for the nation’s obesity
crisis’ [172]. The report presented 10 key recommendations (an ‘action plan’) in

three areas:

e Actions to be taken by the health care professions (4 recommendations);

e Changing the ‘obesogenic’ environment (3 recommendations); and

e Making the healthy choice the easy choice (3 recommendations).

Their first recommendation was for improved training of all health professionals,
in particular “basic training in sensitive recognition and appropriate referral for

overweight and obese patients” (p.20):

Royal Colleges, Faculties and other professional clinical bodies should
promote targeted education and training programmes for health care
professionals in both primary and secondary care to ensure ‘making
every contact count’ becomes a reality, particularly for those who
have most influence on patient behaviour.

The phrase “making every contact count” was repeated four times throughout

the report. However, the report recognised that this will be “little more than a
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platitude if practitioners do not have the appropriate services to refer on to”

(p.20). Accordingly, the second recommendation was that:

The departments of health in the four nations should together invest
at least £100m in each of the next three financial years to extend and
increase provision of weight management services across the country,
to mirror the provision of smoking cessation services. This should
include both early intervention programmes and greater provision for
severe and complicated obesity, including bariatric surgery.
Adjustments could then be made to the Quality and Outcomes
Framework, providing incentives for GPs to refer patients to such
services.

As the above quote illustrates, the parallels between weight management and
smoking cessation were made several times in the AoMRC report. Setting the
figure of £100 million in context, the report cited a briefing paper by Action on
Smoking and Health, which estimated that the NHS spent £88.2 million on

smoking cessation services in 2011/12 [173].

The two other recommendations for actions to be taken by the health care
professions related to: improving the quality of food within all UK hospitals
(making the case that health professionals should set an example with their own
weight status, and that NHS staff and patients should be given healthy catering
options); and expanding the health visitor workforce, including ‘skilling up’ the
wider early years workforce to deliver basic food preparation skills to new

parents, and to encourage breastfeeding and healthy food choices.

As noted, the remaining six recommendations related to changing the
obesogenic environment and making the healthy choice the easy choice, but

these recommendations are beyond the scope of this chapter.

There are, however, two more points to make about the AOMRC report’s position
on the role of primary care in adult weight management. First, in keeping with
the RCP reports, the authors recognised that GPs “do not have the time in each
appointment to thoroughly address obesity” and are better placed, therefore, to

“refer patients to other resources (weight management programmes, exercise)”.

Second, the report recognised the potential of the GP pay-for-performance

scheme, the Quality and Outcomes Framework (QOF), via inclusion of indicators
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around weight management, to either encourage or discourage certain referral
patterns and interventions. Indeed, in 2016, NICE’s QOF committee proposed a
new indicator to record BMI in adults every 5 years, but this was opposed by the
GP Committee of the British Medical Association (BMA) [174]. It is important to
note, however, that the QOF was phased out in Scotland in 2016/2017, replaced
by a new GP contract and the creation of ‘GP clusters’. The potential for these

GP clusters to engage with weight management is considered in Chapter 9.

The fourth and final health professional report on obesity from the UK is that of

the Royal College of General Practitioners (RCGP).

Royal College of General Practitioners Position Statement (2015)

In October 2015, the RCGP published a Position Statement on Obesity and
Malnutrition [175]. In the opening paragraph, they stated that:

GPs and primary health care teams have important but quite specific
roles in raising awareness of the impact of obesity and malnutrition on
health and risk of illness, plus an important role in encouraging
physical activity, signposting to appropriate support and undertaking
some specific aspects of management

The paper went on to state that “GPs already perceive a clear role in smoking
cessation and alcohol intervention” and that they should equally engage in
supporting patients to address physical activity and unhealthy diets. They cited
WHO data on non-communicable diseases (NCDs) to suggest that these four

health behaviours are the major risk factors for NCDs [176].

The Position Statement also outlined roles for the RCGP, for Clinical
Commissioning Groups (CCGs), and for GPs, in the management of obesity.
Taking each in turn, the Statement suggested that the RCGP has an important

role to:

e Support the call for national action on obesity in the NHS Five Year
Forward View [177].
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e Support the availability of evidence based interventions such as bariatric
surgery to be available for GPs to refer patients for in all four countries
of the UK (emphasis added).

e Ensure that obesity and nutrition are covered in the MRCGP (Membership
of RCGP exam) curriculum and assessment processes as well as being
included as an important part of ongoing postgraduate continuing

professional development.

e Support the Academy of Medical Royal Colleges working group on

nutrition.

e Highlight the responsibility of Government to address the obesogenic
environment through strategies such as restricting the targeting of
customers at checkouts with confectionary, advertising high calorie
foodstuffs to children, exploring a sugar tax, and the ending of BOGOF

[Buy one get one free] and similar price discounting schemes.

With regard to CCGs, the paper states they should ensure GPs are aware of the
availability of local services (for weight management) provided by public health
and community groups, as well as the access criteria and referral mechanisms.
GP members of CCGs should raise it with their commissioners and with local
Health and Wellbeing Boards if local services to support overweight and obesity
are inadequate or absent. They should also engage with service developers to
ensure that the available services are feasible, practical and costed for primary

care.

Finally, the RCGP Position Statement provided five points (with illustrative
examples) about the role of GPs in the management of obesity. These can be

summarised as:

1. Helping individuals understand the impact of obesity on their health.

2. Explaining the link that obesity has with other co-morbidities.

3. Understanding the role of brief interventions.



2 Background 41

4. Targeting efforts towards individuals most likely to benefit from weight
loss, e.g. those with known pre-diabetes and women before, during and

after pregnancy.

5. Understanding the criteria and local referral arrangements for Tier 3 and

Tier 4 obesity services.

In no uncertain terms, the RCGP position was that GPs “do not have a specific
role to directly oversee active weight loss attempts.” Citing two randomised
controlled trials (RCTs) that compared primary care referral to commercial
weight management with standard care [178] and primary care led weight
management programmes [179], they concluded that there was “clear evidence
that running in house weight management programmes are not an effective use
of GP time and resources.” In the summary section, the paper stated that “The
RCGP supports an awareness raising and signposting role for GPs in relation to

obesity”.

To summarise this section on UK obesity policy context, there are similarities
and differences in both the framing (or problematization) of obesity, and the
proposed role of primary care in adult weight management, across the six
obesity policy documents reviewed here. The most obvious differences are
between the two Government documents - the Foresight report and the ‘Healthy
Lives, Healthy People’ paper - where responsibility for addressing obesity in the
former is for all sectors of society (with a strong role for central government),
while for the latter responsibility rests largely on individuals, private companies
and local government (with a limited role for central government). The four
reports from UK health professional organisations are much more consistent in
their messages. In relation to the role of primary care in adult weight

management, the focus is very much on identification and referral.

2.3.4 Scottish policy context

As with the previous section, this section will examine influential policy
documents related to obesity in Scotland, paying particular attention to how
obesity is framed in the documents and the proposed role of primary care in

adult weight management. Table 2-8 shows recent Scottish policy on adult
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weight management, starting with the Scottish Intercollegiate Guidelines
Network (SIGN) guideline on obesity from 1996 [180].

The Scottish Government’s commitment to tackling obesity is demonstrated by
the National Performance Framework (NPF)?® national indicator on child healthy
weight which is being monitored via the Scottish Health Survey. There have,

however, been no such high-level targets for adult weight management.

Table 2-8: Timeline of Scottish policy on adult obesity

DATE KEY EVENT

1996 SIGN guideline 8: ‘Obesity in Scotland: Integrating Prevention with Weight
Management’

1999 Towards a Healthier Scotland

2000 Counterweight initiative of primary care-based weight management
begins

2003 Publication of Scotland’s national strategy for physical activity ‘Let’s Make
Scotland More Active’

2005 Review of Bariatric Surgical Services in Scotland

2006 Physical Activity and Health Alliance launched

2007 ‘Better Health Better Care’ published

2008 ‘Equally Well’ reports published
‘Healthy Eating, Active Living’ report published

2010 ‘Preventing Overweight and Obesity in Scotland: A Route Map Towards
Healthy Weight’ report published
SIGN guideline 115: Management of Obesity

2015 Review of the Obesity Route Map (ORM)

2016 Obesity Indicators 2016

2017 ‘A Healthier Future — action and ambitions on diet, activity and healthy
weight’ consultation document

In this section, three of these documents will be described in more detail:

e The Obesity Route map (2010).

e The updated SIGN guideline (2010).

e The recent consultation document, ‘A Healthier Future - Action and
Ambitions on Diet, Activity and Healthy Weight’ (2017).

® Introduced in 2007 and refreshed in 2011 and 2016, the NPF sets out a vision for Scotland and is
a single framework to which all public services in Scotland are aligned. The updated 2016 NPF
includes: the Government’s Purpose; 5 Strategic Objectives; 16 National Outcomes; and 55
National Indicators.
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Obesity Route map (2010)

The Scottish Government’s ‘Preventing Overweight and Obesity in Scotland: A
Route Map Towards Healthy Weight’, often referred to as the Obesity Route Map
(ORM), remains the current strategy for obesity prevention in Scotland [7]. The
ORM set out a broad package of cross-governmental measures to make
fundamental changes to the social, cultural and environmental circumstances
that contribute to obesity; as a result of these comprehensive and far-reaching
measures, the ORM is considered a ground-breaking strategy internationally
[181].

Preventative action on obesity was grouped under four categories:

e Energy consumption - controlling exposure to, demand for and

consumption of excessive quantities of high calorific foods and drinks.

e Energy expenditure - increasing opportunities for and uptake of walking,
cycling and other physical activity in our daily lives and minimising

sedentary behaviour.

e Early years - establishing life-long habits and skills for positive health

behaviour through early life interventions.

e Working lives - increasing responsibility of organisations for the health and

wellbeing of their employees.

In terms of the framing of obesity, therefore, the ORM took a similar approach to
Foresight in stating that the causes of obesity are complex, that the obesogenic
environment is a fundamental driver, and that there are serious health and
economic consequences of obesity [7]. It went further than Foresight with

regard to obesity-related inequalities, however, by asserting that the Scottish
Government saw obesity as not just a consequence but also a cause of social

inequalities:

These consequences of obesity will reflect, perpetuate and potentially
increase social inequalities in health in Scotland. (p.8)
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There was a stronger emphasis throughout on political responsibility for action
by changing the environment, in stark contrast to the ‘Healthy Weight Healthy
Lives’ policy document. The ORM contained fewer appeals to individuals to take

responsibility, and placed less emphasis on health information as a solution:

The evidence suggests that the provision of health information,
although important, is not sufficient and that to make the changes
necessary we have to reshape our living environment from one that
promotes weight gain to one that supports healthy choices. (p.v)

Furthermore, the Scottish Government was, and remains, more open to the
prospect of using regulation (e.g. restricting advertising of HFSS foods) and

legislation:

Where voluntary approaches to reformulation, portion size adjustment
and stocking policies do not achieve sufficient progress towards a
healthier balance in the meals, food and drinks sold in Scotland we
will consider appropriate statutory means to increase the rate of
change. (p.18)

This approach to the food and drink industry represents a significant diversion
from that adopted by the Westminster Government’s Responsibility Deal.
However, despite setting out such a comprehensive framework to tackle obesity,
a review of the ORM in 2015 found that progress on implementation of the

strategy had been slow and better monitoring was required [182].

Finally, let us now consider the proposed role of the health service in relation to
obesity. As the title suggests, the focus of the ORM report was on prevention,
and although detailed recommendations related to management and treatment
of obesity were outwith the scope of the report, there was a short section
asserting the Scottish Government’s commitment to cost-effective and
appropriate weight management services and treatments for obesity. In

particular, the ORM confirmed a commitment to:

¢ Invest in resources for the continuing professional development of primary
care professionals to develop a better understanding of obesity, its

management and treatment.
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e Review and, if necessary revise the HEAT target® for child healthy weight,
to help Boards and their local partners establish effective child healthy
weight intervention programmes and consider expansion to include adult

weight management services.

e Ask the National Planning Forum® to approve the establishment of a pan-
Scotland group to develop clinical pathways, in the light of forthcoming

advice from SIGN (see below) and other groups.

e Take account of the National Planning Forum recommendations on equal
access to clinically effective services for morbidly obese patients from all

areas of Scotland, taking into account waiting time requirements.

e Regularly assess progress in developing local obesity management and

treatment strategies by NHS Scotland at the NHS Boards’ Annual Reviews.

With regard to adult weight management in primary care, therefore, the key
points from the ORM were that primary care practitioners required further
training related to obesity and that there needed to be improved access to
weight management services across Scotland (particularly for those with morbid
obesity), with clearer clinical pathways, informed by the SIGN guideline, which

was published later that year.

SIGN guideline (2010)

The Scottish Intercollegiate Guidelines Network, or SIGN, was formed in 1993
and was one of the first national programmes of evidence-based clinical practice
guidelines [183]. The network published two guidelines on obesity in its first ten
years; one in 1996 [180] and another (on the management of obesity in children
and young people) in 2003 [184]. In 2007, a review of these was commissioned

and a 27-member multi-disciplinary Guideline Development Group was set up

*The system of HEAT (health improvement, efficiency, access, treatment) targets and Standards,
used to assess the performance of NHS Scotland, was replaced by LDP (Local Delivery Plan)
Standards in 2015/16.

® The National Planning Forum was established as a high level NHS/Scottish Government Health
Department group to secure greater joint ownership of the national planning agenda. The
Forum includes members from all 22 Health Boards, as well as other key stakeholders.
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[185]. Recognising that the National Institute for Health and Clinical Excellence
(NICE), as it was then known, had produced a guideline on obesity the previous
year [12], the group used a guideline adaptation framework to avoid any
duplication of effort [185].

The 2010 SIGN guideline provided evidence-based recommendations on primary
prevention of obesity (defined as intervention during healthy weight and/or
overweight to prevent or delay the onset of obesity) within the clinical setting,
as well as for the treatment of overweight and obesity by lifestyle measures,
medications and surgery [13]. It addressed obesity in children, young people and
adults and was aimed at practitioners in primary, secondary and tertiary care.
One of the biggest challenges for the Guideline Development Group was in
constraining the remit to clinical aspects of obesity prevention, as the group
recognised that broad multi-sectoral action (e.g. education, food policy,
transport policy) is required for obesity prevention [185]. As such, the SIGN
guideline framed obesity in a similar way to the Foresight report and the ORM,
as a complex condition with considerable health and economic consequences

requiring action at multiple levels.

Focussing on the role of primary care in adult weight management, there are
several pertinent sections of the guideline. First, in the section on weight
management programmes and support for weight loss maintenance in adults, the

guideline stated that:

All practitioners delivering weight management services should be
appropriately trained and qualified to deliver the specific
interventions and have ongoing specialist supervision

It then cited the Counterweight programme as feasible for delivery in primary
care [16, 149, 186]. This programme used a multifaceted approach (including
dietary changes, exercise and behaviour modification and pharmacotherapy) and
was delivered by trained nurses in primary care. The Scottish Government
supported the roll-out of Counterweight across Health Boards between 2008 and
2011. However, as will be discussed further in Chapter 4, when Scottish
Government funding of Counterweight was withdrawn in 2012, it was not fully

integrated into general practice and is now only running in a few areas of
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Scotland. In another section on referral and service provision in adults, the

guideline stated that:

No specific evidence was identified on when to refer patients from
primary to secondary care for weight management. Management
pathways will depend on local service provision.

An illustrative primary care pathway for adults with overweight and obesity was

included, summarised as follows:

1. Assess weight/BMI - if BMI>25 kg/m?, raise the issue of weight and assess

whether patient willing to change.

2. If yes, recommend healthy eating, physical activity, brief behavioural

advice and drug therapy if indicated. Consider individual aims.

3. If no progress/weight loss in keeping with aims, consider referral to

specialist service for further support (if appropriate and available).

In summary, in contrast to the other obesity policy documents produced by or
for health professionals, the SIGN guideline outlined a clearer role for primary
care in initial weight management of adults with a BMI>25 kg/m?. There is,
however, clearly still an element of identification of adults with obesity who
may benefit from support, and the potential to refer those patients on to
appropriate weight management services, but the guideline authors were clearly

aware of the highly patchy provision of such services at the time.

‘A Healthier Future - Action and Ambitions on Diet, Activity and Healthy
Weight’ (2017)

In October 2017, the Scottish Government launched a consultation on a new Diet
and Obesity Strategy [187]. The document outlines a number of measures that
the Scottish Government proposes to take to improve the diet of the nation and
achieve healthy weight across the population. These wide-ranging actions are
grouped in three broad areas - transforming the food environment, living
healthier and more active lives, and leadership and exemplary practice - and

include:
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e Action on price promotions of junk food.

e Action on junk food advertising.

e Action on food purchases for consumption outside the home.

¢ Investment to support people with Type 2 diabetes to lose weight.

e Preventative services including information, advice and support for

children and families on healthy eating.

e Practical support for small and medium sized food manufacturers to

reformulate and develop healthier products.

e A range of opportunities for people to be more active.

e Working with the public sector and a wide range of partners to support

local improvement work on diet and weight.

The framing of obesity is in keeping with previous Scottish Government reports,
including the ORM which is specifically referred to. The links between obesity
and deprivation are restated, and there is again more emphasis on government

responsibility than individual responsibility.

Interventions that rely less on individual choice and more on changes
to the wider environment are essential in making healthier choices
easier when we eat at home, eat out or eat on the go.

With regard to adult weight management, the focus is very much on patients
with type 2 diabetes. The Scottish Government have made a ‘Programme for
Government’® commitment to invest £42m over five years to establish supported
weight management interventions as a core part of treatment services for
people with, or at risk of, type 2 diabetes. They propose to target 95,000 people

(30% of those diagnosed) in order to make an impact on population health.

® The Scottish Government’s Programme for Government 2017-18 sets out the actions the
Government will take in the forthcoming year
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This investment in adult weight management has been welcomed by many

stakeholders, though concerns have been expressed about the exclusive nature
of a focus only on those people with, or at risk of, type 2 diabetes [188]. There
is, however, no mention of primary care or general practice in the consultation

document.

In summary, the Scottish obesity policy context has many similarities with that
in the UK (for instance, in framing obesity as a major public health concern with
significant health and economic consequences), but there has been a clear
divergence in relation to proposed solutions, with the Scottish Government
advocating a far stronger role for central government, including legislation and
industry regulation, while the Westminster Government continues to emphasise
individual and industry responsibility on a voluntary basis. The next section will
provide a brief summary of key global obesity policy documents to help situate

the UK and Scottish policy in this wider context.

2.3.5 Comparison with global policy context

This section will provide an overview of some of the key policy documents from
the World Health Organisation, as well as from two high-income countries (US
and Australia) that have comparable obesity prevalence to that of the UK. This
is not to say that obesity is not an issue in low- and middle-income countries
(LMICs); indeed, many LMICs have recognised obesity as a major public health
problem and have initiated large-scale efforts to address it [189-191], but it is

beyond the scope of this thesis to explore these.
WHO obesity policy

The WHO Consultation on Obesity met in Geneva in June 1997 to review
epidemiological information on obesity and provide recommendations for public
health policies and programmes to improve the prevention and management of
obesity. At a subsequent press release, the worldwide increase in obesity was
described as a “global epidemic” [192] The report that followed defined obesity
as a “chronic disease” as well as a key risk factor in the natural history of many

non-communicable diseases (NCDs) [193].
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The framing of obesity was of a “complex, multifactorial disease”, with
significant health and economic costs, requiring comprehensive long-term
strategies for its prevention and management, very much in keeping with the

Foresight approach.

Regarding the role of primary care, the 250+ page report had only two brief
mentions of primary care. First, as a setting for prevention strategies: “The aim
is to improve the knowledge and skills of groups of people so as to allow them to
deal more effectively with the factors that place them at high risk of developing
obesity.”(p.174)

Second, as a setting for weight management programmes: however, citing the
1996 SIGN guideline on Obesity in Scotland [180], the report cautioned that this
“has received little formal assessment so far, and its potential role appears to

be undervalued and underutilized” (p.244)

In 2004, the WHO’s ‘Global Strategy on Diet, Physical Activity and Health’ was
adopted by the World Health Assembly [194]. The Strategy called upon all
stakeholders to take action at global, regional and local levels to improve diets
and physical activity patterns at the population level. There was a strong
emphasis on government responsibility to develop policies and programmes in
relation to food, agriculture, education, urban planning, transportation, and
health [194].

With regard to primary care, the Strategy noted the potential for “routine
enquiries” in primary care about diet and physical activity, combined with
“simple information and skill-building to change behaviour”, to “reach a large
part of the population and be a cost-effective intervention.”(p.9) There was also
particular mention of the “identification of specific high-risk groups and
measures to respond to their needs” (p.10). In terms of strategies to deliver on
this role for primary care (which is the focus of the realist review in Chapter 5),

the Strategy proposed:

Training of health personnel, dissemination of appropriate guidelines,
and availability of incentives are key underlying factors in
implementing these interventions.
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The recommendations set out in the WHO’s Strategy were endorsed in 2011 in
the Political Declaration of the High Level Meeting of the United Nations General
Assembly on the Prevention and Control of Non-communicable Diseases and also
as part of the WHO’s ‘Global Action plan for the prevention and control of non-
communicable diseases 2013-2020° [195].

US obesity policy

The United States (US) has one of the highest rates of obesity worldwide, with
more than one third (36.5%) of US adults estimated to have obesity [39]. As one
might expect in such a large and diverse country, with a complex array of
federal and state legislation and an even more complex mix of public and
private health care funders and providers, the policy context in the US is not
straightforward [196]. There are numerous policies related to the food and
beverage environment, the physical activity environment, and the health care

environment, amongst others [196].

In relation to health care, there have been influential reports by the Institute of
Medicine [197], the US Department of Health and Human Services [198], and the
United States Preventive Services Task Force (USPSTF) [199]. Focussing on the
latter, as it is of most relevance to primary care, the USPSTF report
recommended that physicians “screen all adult patients for obesity” and that
adult patients with known risk factors for cardiovascular and diet-related
chronic disease, such as diabetes mellitus, should be offered intensive
counselling and behavioural interventions to promote sustained weight loss, to
be delivered either by primary care physicians themselves or through referral to

other services.

The 2010 Patient Protection and Affordable Care Act [200] furthered these
expectations by requiring all health insurance carriers to cover this and other
USPSTF recommendations, with no patient deductible or co-payment. This
requirement was assisted in 2013 by the American Medical Association decision
to officially recognise obesity as a chronic disease (in keeping with the WHO

view, but in contrast to the policy position in the UK and Europe’). Yet despite

”In April 2016, ten Members of the European Parliament submitted a Written Declaration to the
European Parliament for obesity to be recognised as a chronic disease. It was signed by only
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this, there remain issues with many health insurers not covering obesity or
reimbursing patients for obesity treatment, including medication, surgery and
counselling [201, 202].

Australian obesity policy

Like the US, Australia is one of the few countries in the world with an adult
obesity prevalence of greater than 25% [203]. In their synthesis of Australian
obesity policy relevant to general practice, Sturgiss and colleagues reviewed the

following guidelines aimed at GPs [204]:

e The Australian National Health and Medical Research Council’s ‘Clinical
practice guidelines for the management of overweight and obesity in

adults, adolescents and children in Australia [205].

e The Australian National Heart Foundation’s report ‘Physical activity and

energy balance’ [206].

e The Royal Australian College of General Practitioners’ (RACGP’s)

‘Guidelines for preventive activities in general practice’ [207].

e The RACGP’s ‘National guide to a preventive health assessment for

Aboriginal and Torres Strait Islander People’ [208].

e The RACGP and Diabetes Australia’s ‘General practice management of
type 2 diabetes - 2014-15’ [209].

They concluded that there is no “clear and concise” programme for GPs to
follow, but that most of the guidelines recommend knowledge of: Nutrition,

Physical activity, and Behavioural interventions.

Furthermore, the guidelines recommended referral to other health professionals
for assistance with nutrition and physical activity, but it is not clear which

‘other health professional’ is best placed to help with this, with suggestions

144 of the Parliament’s 751 elected MEPs by the end of the 3 month window and, therefore,
lapsed.
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including practice nurses, exercise physiologists, dietitians, Aboriginal health
workers, multicultural health workers, psychologists, diabetes educators and

physiotherapists [204].

Interestingly, the authors have since developed and piloted a GP-led primary-
care based weight management programme [210, 211]. They cite lack of
availability of weight management services, patient preference for GP
involvement, and the potential for a less fragmented patient care experience as

rationale for this approach [212-215].

To conclude this section on obesity policy context, there is remarkable
consistency - from the perspective of governments and health professionals - in
the conceptualisation of obesity as a serious public health issue with
considerable health and economic consequences. Whether or not obesity is
defined as a disease, the view that BMI is a flawed measure with no relation to

health did not feature in any of the documents reviewed.

It is also clear, however, that there are a number of tensions and contradictions
in obesity policy pronouncements, both within and between countries. This is
true both of the framing or problematization of obesity (e.g. the extent to which
obesity is an individual versus a government/society’s responsibility) and of the
proposed role that primary care practitioners might play in ‘tackling’ the
‘wicked problem’ that is obesity (e.g. along a spectrum from identification and

referral of selected patients to “every contact counts”).

The next section will draw upon both the epidemiological and policy information
presented in this chapter to provide a rationale for the focus of this thesis on

the identification and referral of adults with co-morbid obesity.

2.4 Rationale for focus on identification and referral of
adults with co-morbid obesity

This short section provides the rationale for the focus of this thesis, based on
epidemiological and policy reasoning. It also introduces some literature on
barriers to identification and referral of adults with obesity in primary care,

which help us to understand the gap between the policy rhetoric of “every
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health care contact is a health improvement opportunity” and the reality in

practice.

Starting with the epidemiological reasoning, the focus on adults with co-morbid
obesity, as opposed to all adults with a BMI>30 kg/m?, is related to the
observation that not all adults with obesity will have adverse health outcomes
related to their increased BMI [33, 34]. Indeed, people with obesity represent a

heterogeneous group, clinically and socio-demographically [36, 37].

Therefore, recognising that not all GPs and practice nurses feel comfortable
talking about weight, as documented in policy such as the RCGP and RCP reports
[164, 166, 175], it is reasonable to assume that practitioners may find it easier
to discuss weight (and weight management) with adults who have established
weight-related co-morbidities, such as diabetes, hypertension, or osteoarthritis.
Indeed, one might argue that primary care practitioners have a duty of care to
discuss weight management with such individuals, whereas there is a potential

to do harm if raising the issue of weight in someone who is otherwise well [216].

A separate but related epidemiological argument for focussing on adults with co-
morbid obesity is to do with the actual number of patients involved. If we accept
that roughly two-thirds of the UK adult population are overweight and over a
quarter have obesity (and the proportions among patients that regularly attend
their GP are likely to be even higher [217]), then this represents a significant
number of consultations where the issue of weight could potentially be raised. In
the context of a UK-wide GP “crisis” [218], with rising demand outstripping

capacity, this additional workload is simply not feasible or acceptable.

Notwithstanding the practical challenges of adopting an “every contact counts”
approach to adult weight management in primary care, this does not fit with the
prevailing policy context in the UK, as described above. In contrast, a focus on
identification and referral is supported by: the Foresight report (“there is a need
to identify individuals most likely to benefit from specific treatment of their
obesity”); both RCP reports (“health professionals should be able to signpost
overweight or obese individuals to local support services such as... weight
management programmes”); the AoMRC report (which advocates “basic training

in sensitive recognition and appropriate referral for overweight and obese
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patients”); and the RCGP report (which endorses “an awareness raising and

signposting role for GPs in relation to obesity”).

Having made the case for focussing on identification and referral of adults with
co-morbid obesity in primary care, the last part of this section will briefly
summarise some of the most widely cited barriers to engagement with adult

weight management in primary care.

2.4.1 Barriers to engagement with weight management in primary
care.

As noted in Chapter 1, adult obesity remains under-treated in UK primary care,
with BMI under-recorded and few patients referred for weight management
interventions [16-18]. In order to improve the identification and referral of
adults with obesity (co-morbid or not) in primary care, it is important in the first
instance to be absolutely clear on what the barriers to engagement with weight

management are in primary care.

Qualitative research has offered several possible explanations for the sub-
optimal engagement with weight management by GPs and PNs, with two recent
syntheses of qualitative research in this area particularly pertinent. The first, in
2015, was a meta-ethnography of patient and primary care practitioner
perspectives of roles and responsibilities related to obesity [219]. The second,
from 2017, was a thematic synthesis of physicians’ views and experiences of

discussing weight management within routine consultations [220].

In the former, a final sample of nine studies was analysed, which included six
studies relating to adult obesity [221-226] and three to childhood obesity [10,
227, 228]. As well as a range of barriers from the patient perspective (including
lack of resources, loss of motivation and self-respect, and lack of confidence in
care options), there were a number of practitioner issues identified. These were

grouped into the following five themes:

e Knowledge/education - Many practitioners were unsure of obesity care

options, or doubted their effectiveness [222, 228].
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e Medicalisation - Most practitioners did not view obesity as a medical
problem, but rather as a social issue, with explanations for the causes of
obesity ‘straddling’ between biomedical and socio-ecological views [221,
222]. Many GPs felt that discussing weight was only relevant in patients
with co-morbidities [221, 222, 224, 228].

e Uncertainty - Despite the perceived lack of evidence to support obesity
interventions, practitioners nonetheless provided services, though in a
fatalistic manner [223, 228].

e Communication - the issue of obesity was avoided for fear of causing
offence or affecting trust [10, 221, 222, 228]. Lack of training was
regularly cited [10, 221, 223, 224].

e Blame/stigma - this theme was a culmination of the previous themes,
reflecting practitioners’ beliefs that patients with obesity are ‘in denial’
and get offended when the issue of weight is raised [10, 221, 224].
Stigmatising language was often used by practitioners to describe
patients [10, 222, 223].

The author presented a model which describes an ‘empowerment cycle’ and a
‘disempowerment cycle’, representing a patient’s interaction with one of two
different types of practitioner. The first is empowered through the primary care
system, with training and confidence in how to address obesity, in a supportive,
non-judgmental manner. The sense of being supported and knowing what to
expect from the primary care practitioner will, in turn, empower the patient,

improving subsequent engagement with the health service [219].

The second type of practitioner is disempowered - ambivalent and ambiguous -
and stands as a barrier to weight management services. They may misinterpret a
patient’s lack of trust or sense of being stigmatised by viewing them as
‘uncooperative’ or ‘defensive’, thus disempowering them further and making
future engagement less likely [219]. The empowerment model, Henderson
suggests, has the potential to improve the effectiveness of primary care in
addressing obesity, if practitioners learn to recognise and work with patients to

address the structural causes of their oppression [229].
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In the second qualitative synthesis, Dewhurst and colleagues found sixteen
studies that met inclusion criteria, four of which were from the UK [222, 224,

230, 231]. They presented four analytical themes:

Physicians’ pessimism about patients’ weight loss success.

e Physicians feel hopeless and frustrated (by the lack of available and

effective management options in particular)

e The dual nature of the physician-patient relationship (continuity of care
increased rapport, but sensitive topics such as weight were often avoided

in fear of negative reactions)

e Who should take responsibility for weight management (discussing weight
was only perceived as legitimate when it was linked to co-morbidities;
otherwise it was viewed as non-medical and therefore not the physician’s

responsibility)

The findings from these recent syntheses of qualitative literature demonstrate a
range of barriers to engagement with weight management by practitioners. Many
of these barriers have also been demonstrated in previous quantitative studies,
including: lack of knowledge and confidence [232], pessimism [233], fear of

causing offence [234], and reluctance to take responsibility [235].
In terms of solutions, the authors of the 2017 synthesis conclude that:

..improving training, providing clearer guidelines and placing a
greater emphasis on collaboration within and between clinicians will
help reduce barriers for both physicians and patients.

These and other potential strategies to improve the identification and referral of
adults with co-morbid obesity will be explored in detail in Chapter 5.
2.5 Chapter summary

This chapter provided an overview of the epidemiology of adult obesity,

including its heterogeneity, its causes (with a particular focus on the
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relationship between obesity and socioeconomic status) and its health and

economic consequences.

The chapter also explored some key UK and Scottish policy documents related to
obesity (from Government and health professional groups) in order to understand
the different ways in which obesity is problematized and different views on the
role of primary care in adult weight management. These policy documents were
then compared to selected global obesity policies including those from the WHO,
the US and Australia. The chapter concluded by providing a rationale for the
focus on identification and referral of adults with co-morbid obesity throughout

the rest of this thesis.

The next chapter will lay out the methodological considerations of the work

conducted in this PhD study, before moving onto the results chapters.
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3 Methodological and theoretical considerations

3.1 Overview

This chapter addresses the main methodological and theoretical considerations
encountered during this research. It discusses the philosophical assumptions of
research, with particular attention to realist approaches. It also explains how
the research questions outlined in Chapter 1 were generated, and describes the
methodological considerations involved in deciding on the most appropriate
research methods to answer each question. Finally, the chapter introduces the
theoretical framework of candidacy, used to synthesise the findings of this thesis

in Chapter 9.

Methodology has been described as a ‘general approach to studying research
topics’, and method as a ‘specific research technique’[236]. This chapter will
focus on the former, with details of specific methods used in this project
described in their relevant chapters (Phase 1 stakeholder interviews in Chapter
4, Phase 2 realist review in Chapter 5, the mixed method case study approach in
Chapter 6, with details of the Phase 3 quantitative and Phase 4 qualitative
elements of the case study described in Chapters 7 and 8 respectively). Figure

3-1 below serves as a reminder of how the different phases fit together.

Phase 3:
Quantitative
analysis of GP
referrals to
GCWMS
Phase 2: (RQ3)
Realist review of
interventions
targeting primary
care
(RQT) (RQ2a & 2b)

Phase 1:
interviews with
senior dietitians
across Scotland

Phase 4:
Qualitative
interviews with
patients and
primary care
practitioners
(RQ4a & 4b)

Figure 3-1: Overview of research phases and research questions
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3.2 Introduction

When the idea for this project was first conceived, it was positioned as being an
exploratory piece of work, aiming to understand more about the processes and
complexities involved in achieving access to weight management services for
adults with co-morbid obesity who presented to their GP or practice nurse.
Recognising that this was an under-theorised area, with little evidence of
successful interventions, it fitted neatly into the Medical Research Council’s
(MRC) Framework for the development and evaluation of complex interventions,
widely considered to be the ‘gold standard’ reference for complex intervention
development [24, 237].

The Framework outlines four phases in the development of complex
interventions (Figure 3-2): Development, Feasibility and Piloting, Evaluation, and
Implementation. The guidance points out that these phases are not linear, as
demonstrated by the bi-directional arrows indicating interactions between the
phases. This research sits within the ‘Development’ phase of this Framework,

and for good reason. As the guidance highlights:

Developing, piloting, evaluating, reporting and implementing a
complex intervention can be a lengthy process. All of the stages are
important, and too strong a focus on the main evaluation, to the
neglect of adequate development and piloting work, or proper
consideration of the practical issues of implementation, will result in
weaker interventions, that are harder to evaluate, less likely to be
implemented and less likely to be worth implementing. (pg 4) [237].

There is a clear acknowledgement here that failure to give adequate attention
to the development aspects of an intervention can affect the quality - and
ultimately, the success or failure - of that intervention. There are three main
stages in the Development phase: 1) identifying the evidence, 2) identifying or

developing theory, and 3) modelling process and outcomes.
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Feasibility and piloting
Testing procedures

Estimating recruitment and retention
Determining sample size

Development Evaluation

Identifying the evidence base Assessing effectiveness
Identifying or developing theory Understanding change process
Modelling process and outcomes Assessing cost effectiveness

Implementation
Dissemination

Surveillance and monitoring
Long term follow-up

Figure 3-2: Key elements of the development and evaluation process

(Reproduced from Craig P, et al. Developing and evaluating complex interventions: the new
Medical Research Council guidance. BMJ 2008;337:a1655. With permission from BMJ
Publishing Group)

Each of these stages will now be considered in more detail, highlighting how this
research project aimed to address them. This will set the scene for the
remainder of this chapter, which will outline the methodological considerations
faced in each phase of this research. The chapter will end with some reflections
on my role as GP and researcher, and the impact these different roles may have

had on the research process.

3.2.1 Stage 1 - Identifying the evidence base

For this first step in the development process, the MRC guidance states

You should begin by identifying the relevant, existing evidence base,
ideally by carrying out a systematic review. You may be lucky and find
a recent high quality review that is relevant to your intervention, but
it is more likely that you will have to conduct one yourself, and
maintain and update it as the evaluation proceeds. (p.9) [237]

In the case of this research area, there were two recent high quality reviews to
draw upon at the outset of my PhD (in 2013). The first was a Cochrane
systematic review from 2010 which assessed the effectiveness of interventions to
change the behaviour of health professionals and/or the organisation of care to
promote weight reduction in overweight and obese adults (sic) [238]. The review
identified six RCTs, but only one of these was set in UK primary care [239]. It

found evidence of a change in clinicians’ behaviours after receiving an
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educational intervention (e.g. increased recording of weight), but no statistically
significant difference in patient weight between intervention and control

groups.

The second was a systematic evidence review for the US Preventive Services
Task Force (USPSTF) from 2011, which found no trials examining the effect of
primary care screening to identify overweight or obesity in adults [240]. This
review did, however, have restrictive inclusion criteria (only looking at RCTs). It
was updated in September 2016 as part of a different study, but again no trials
were found [241].

The latter review focused on studies of screening and opportunistic intervention
on obesity, but the focus of the present study - identification and referral of
adults with co-morbid obesity - was broader than this, incorporating
interventions that improved the referral process as well as those that improved
identification. Furthermore, the notion that useful evidence related to the topic
(indeed, any topic) can only be gleaned from RCTs was rejected from the outset
of this project, in keeping with a realist philosophy of science and knowledge, as
explained in the next section of this chapter. Acknowledging this wider view, the
approach taken to evidence review in this study was a realist review, combining
a systematic approach to literature searching with a realist, theory-driven,
approach to synthesis. As such, the research questions related to this stage of

the MRC guidance were:

RQ2a - What is the ‘programme theory’ of interventions targeted at primary
care practitioners to improve the identification and referral of adults with

co-morbid obesity?

RQ2b - What are the mechanisms at play in different components of these
interventions and what are the contextual factors that enable these

mechanisms to produce successful outcomes?

3.2.2 Stage 2 - Identifying or developing theory

In stage 2 of the complex intervention development process, the guidance states
that:
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a vitally important early task is to develop a theoretical understanding
of the likely process of change, by drawing on existing evidence and
theory, and supplemented if necessary by new primary research, for
example interviews with ‘stakeholders’, i.e. those targeted by the
intervention, or involved in its development or delivery. (p.9) [237]

Identifying and developing theory was a central aim of this project - the two
research questions above are related to theory identification - but the quote
also asserts the importance of engagement with ‘stakeholders’ involved either

by receiving or delivering the intervention.

In this project, three groups of ‘stakeholders’ were interviewed: patients (adults
with obesity who had been referred to a weight management service (WMS)),
practitioners (GPs or nurses who had made a referral), and weight management

service leads (senior dietitians involved in planning and delivery of WMS).

All three groups would be involved in any future intervention to improve the
identification and referral of adults with co-morbid obesity in primary care:
patients and practitioners would be the main targets of such an intervention
(with practitioners also involved in implementation) and service leads would be
involved in shaping the referral process and structure of the service being
referred to. All three groups may have different perspectives on the “likely

process of change” of any future intervention.

The first group of stakeholders that were interviewed as part of this project
were the service leads. This was partly to get a sense of the wider context of
weight management services across Scotland (starting with the ‘general’ before
moving to the ‘specific’), but also to understand different views on the role of
primary care in weight management and to hear different perspectives on

engagement with primary care. This produced the following research question:

RQ1 - What is the role of primary care in adult weight management, from the
perspective of key stakeholders involved in the planning and delivery of adult

weight management services?

The second group of stakeholders interviewed for this research were patients
and practitioners. First, adults with obesity who had been referred to the

GCWMS were interviewed. This was part of a mixed method case study of GP



3 Methodological and theoretical considerations 64

referrals to GCWMS with the aim of understanding barriers and facilitators to
referral and attendance, which would again help to understand the “likely
process of change” of any future intervention. The patient interviews were
followed by practitioner interviews (GPs and practice nurses), recruited from

referring practices. The research questions addressed were:

RQ3 - What are the patient and practice-level predictors of attendance and

completion at adult weight management services after primary care referral?

RQ4a - What is the role of primary care in adult weight management, from
the perspective of patients (adults with co-morbid obesity) and primary care

practitioners?

RQ4b - What are the barriers and facilitators to primary care referral to, and

subsequent attendance at, adult weight management services?

The rationale for the mixed method case study design is described in more detail
later in this chapter but, in keeping with the MRC guidance, it was from the
outset intended to help develop and refine theory related to identification and
referral of adults with obesity, the focus of any future complex intervention. As

such, the case study also addresses elements of stage 3 of the MRC guidance.

3.2.3 Stage 3 - Modelling process and outcomes

The third stage of the complex intervention development process relates to
modelling of the processes and outcomes of the intervention. The guidance
suggests that a pre-trial economic evaluation may be helpful, or that established
implementation frameworks such as MOST (multiphase optimisation strategy
[242]) or RE-AIM (reach, efficacy, adoption, implementation, and maintenance

[243]) may be useful sources of ideas. It goes on to state that:

It is important to begin thinking about implementation at an early
stage in developing an intervention and to ask the question ‘would it
be possible to use this?’ before embarking on a lengthy and expensive
process of evaluation. You also need to ask ‘by whom (national or
local policy-makers, opinion leaders/formers, practitioners, patients,
the public, etc.)?’ and in what population or setting. Work out who
needs to know about the outcome of the evaluation, and what kind of
information they will require in order to implement the changes that
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might be indicated by the new evidence. Who (or what) are the
facilitators? What (or who) are the obstacles? Why is your evidence
likely to be persuasive? It may not be convincing if it conflicts with
deeply entrenched values. (p.9) [237]

While no economic evaluation or formal modelling was performed in this
research study, the research questions above do address several of the points
raised in this quote. The case study highlights barriers and facilitators; the
interviews with a range of stakeholders help to understand different values
(“deeply entrenched” or otherwise); and the realist review aims to answer the
question “what works, for whom, in what circumstances and why”, in relation to

identification and referral of adults with obesity.

In summary, this introduction has described how the research questions asked in
this project map onto the different steps in the MRC guidance for the
development and evaluation of complex interventions. The rest of this chapter
will explain in more detail what methodological considerations were taken into
account in attempting to address the research questions in each of the four
phases of this work. First, however, the epistemological position of the

researcher is described.

3.3 Epistemological position

Methodological decisions, such as whether to use quantitative, qualitative, or
mixed methods approaches, are guided (knowingly or unknowingly) by a
researcher’s ontological and epistemological positions; that is, their philosophy
of science/knowledge. In brief, ontology refers to beliefs about the nature of
reality and epistemology refers to beliefs about the nature of knowledge, or how

we understand that reality.

In the health and social sciences, where this research is situated, there has been
a range of different research approaches used, each with different ontological
and epistemological assumptions (see Figure 3-3 below). The two dominant
paradigms, however, have been positivism (or objectivism) at one end of the
spectrum and interpretivism (or subjectivism) at the other end of the spectrum.
Much discussion of ontology and epistemology in health care research uses these

two poles as reference points [236, 244].
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1.0 ONTOLOGY: What exists in the human world that we can acquire knowledge about?

- Reali one reality exists > < Relativism: multiple realities exist ——»
1.1 Naive realism 1.2 Structural realism 1.3 Critical 1.4 Bounded relativism 1.5 Relativism
Reality can be Reality is described by realism Mental constructions of reality are Realities exist as multiple,
understood using scientific theory, but its Reality captured equal in space & time within intangible mental
appropriate underlying nature remains by broad critical boundaries (e.g., cultural, moral, constructions; no reality
methods uncertain examination cognitive) beyond subjects

2.0 EPISTEMOLOGY: How do we create knowledge?
2.1 Objectivism 1 2.2 Constructionism*

Meaning exists within an object: an objective Meaning created from interplay between the M eamn:es summ':subj ect
reality exists in an ;Jggjegztmdependent of the subject & object: Su:ll)(jeecct:t constructs reality of subj ect imp 5 Stsmeanin'g e an object

3.0 THEORETICAL PERSPECTIVE: What is the philosophical orientation of the researcher that guides their actioniresearch?
Knowledge acquisition is deductive, ‘value-free’, generalizable «+—— Knowledge acquisition is inductive, value-laden, contextually unigue

Application: to predict
3.1 Positivism
Natural science methods (posit, observe,
derive logical truths) can be applied to the
social sciences

3.2 Post-positivism
Multiple methods are necessary to identify a
valid belief because all methods are imperfect

‘ 3.3 Structuralism The source of meaning comes from the formal structure found in language & can apply to all aspects of human culture

Application: to understand

’ 3.4 (Sociil) Constructivism Meaning making of reality is an activity of the individual mind |

3.5 Interpretivism Natural science methods cannot apply to social science; interpretations
of reality are culturally derived & historically situated

' I
¥ ¥ , v

3.5a Hermeneutics 3.5b Phenomenology 3.5¢ Symbolic interactionism
Hidden meaning (of language) exists in The essence of human experience of The researcher must take the position of
texts, practices, events & situations, phenomena is only understood when the those researched (interaction) by sharing
beneath apparent ones researcher separates their own experiences language & other tools (symbols)

Application: to emancipate or liberate

3.6 Critical theory Research & theory should be used to change situations (focuses on
power relations, critiques assumptions & evolves)

[
)

¥
3.6a Emancipatory 3.6b Advocacy or 3.6c Feminism
The subjects of saocial participatory The world is patriarchal &
inquiry should be Politics & political agendas the culture it inherits is
empowered should be accounted for masculine

Application: to deconstruct

3.7 Post-structuralism Different languages & discourses divide the world & give it
meaning

i 3.8 Post-modernism Truth claims are socially constructed to serve interests of particular
| groups, methods are equally distrusted; might not be possible to arrive at any conclusive
— ! definition of reality

Application: any or all

[ 3.9 Pragmatism All necessary approaches should be used to understand research problem

Figure 3-3: Social science research guide to ontology, epistemology and philosophical
perspectives

(Reproduced from Moon K, Blackman D: A guide to understanding social science research
for natural scientists. Conservation Biology 2014, 28(5):1167-1177. With permission from
Conservation Biology)

Positivism asserts that there is only one true reality (its ontology) and that we
can understand that reality through observation and measurement (its
epistemology). The role of the researcher is that of detached and disinterested

(hence ‘objective’) scientist.

Interpretivists, by contrast, believe that there are multiple realities (ontology)

and that truth is subjective. Knowledge is constructed through co-creation
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between (subjective) researchers and participants, and different people may
have different - and equally legitimate - interpretations of that knowledge

(epistemology).

This characterisation of research philosophies into positivism versus
interpretivism is, of course, a gross simplification. Figure 3-3 demonstrates some
of the shades of grey in between, and links ontology, epistemology and
philosophical perspective with research application - for instance, is the purpose
of the research to predict (as in positivism and post-positivism), to understand
(as in constructivism), to emancipate (as in critical theories such as feminism),

or to deconstruct (as in post-structuralism or post-modernism)[245].

Following this approach, the purpose of this research was primarily to
understand: to understand the role of primary care in adult weight
management, from different stakeholders’ perspectives; to understand how
previous interventions have tried to improve weight management in primary
care; to understand what the barriers and facilitators to referral to weight

management are.

To a lesser extent, however, there was also an explanatory ambition - to
predict, as far as this is possible (see next section), who is more likely to access
weight management services, and why. As such, the philosophical perspective of
this research sits between positivist (objectivism) and interpretivist

(subjectivism) - this is the territory of the ‘realist’.

3.3.1 Realist approaches

Realist approaches to health and social science have a long and complex lineage
[246-249], with two main forms of realism being most prominent: empirical
realism and critical realism [244, 246]. It is beyond the scope of this chapter to
unpick the history of these two branches of realism in detail, but it is helpful to
explore the key principles of the branch of realism which is applied in this
research - a form of empirical realism articulated most clearly by Ray Pawson
[246, 250, 251].
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In his first book, ‘Realistic Evaluation’ (co-authored with Nick Tilley) [250],

Pawson outlines three key features of realism in relation to evaluation:

e First, that it deals with the real. That is, that reality is stratified
(ontology) and all social programmes or interventions involve interplay
between individuals and institutions, between agency and structure. The
products of these interactions - the realities which programmes and
interventions seek to change - are not always measurable empirically

(epistemology), but are nonetheless worthy of investigation.

e Second, that it should follow a realist methodology - a post-empiricist

philosophy which includes a greater role for ‘theory’.

e Third, that it should be realistic. Evaluation is an applied science,
performed to inform the thinking of policy makers, practitioners and the
public. As such, a degree of modesty is required - there is no universal
‘logic of evaluation’ that can be applied to all judgments; rather,
evaluation is context-specific and should seek to examine the

effectiveness of particular programmes targeted at specific problems.

Pawson’s second book, ‘Evidence-Based Policy: A Realist Perspective’ [246],
applies the same realist approach, used in the context of single programme
evaluation above, to the synthesis of multiple programmes, using secondary
data. This is one of the key reference texts for the realist review method

utilised in this research.

In his third realist book, ‘The Science of Evaluation’[251], Pawson helpfully
charts the influences on his brand of realism (namely realist evaluation and

realist review/synthesis) by describing the following seven realist principles.

1. Generative mechanisms - this is the realist principle that any intervention
or policy (or indeed medication) has a ‘mechanism of action’, which can
be explained by theory. As Roy Bhaskar puts it, “Theory without

experiment is empty. Experiment without theory is blind.” [248]
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2. Morphogenesis - the things we study (policies, programmes, interventions)
are inserted into systems which are in a state of permanent change.
Interventions may induce social change but this change can never be fully
anticipated or predicted, though neither is it entirely random. A central
ambition of realist evaluation and synthesis is to understand these so-

called ‘demi-regularities’.

3. Programme theories are rooted in practitioner wisdom. Realist methods
are theory-driven, but there are different levels of theory, ranging from
the particular to the grand or high-level [252]. Pawson highlights the
importance of ‘common-sense theory’ in helping us to understand how

stakeholders respond to interventions.

4. Middle-range theory - these are viewed as less abstract theoretical
approaches, addressing specific phenomena and concepts that can be
incorporated into testable propositions or questions and inform
intervention development. Merton proposes that ‘middle-range theory’
should produce explanations that are: “sufficiently abstract to deal with
different spheres of social behaviour and social structure, so that they

transcend sheer description” (p.68) [253].

5. Knowledge can only ever be partial and hedged with uncertainty - thus
knowledge develops with the accumulation of explanation (the theories
which make sense of observable regularities), rather than on the bedrock

of observed facts. Pawson quotes Karl Popper here:

The empirical basis of objective science has thus nothing ‘absolute’
about it. Science does not rest upon rock-bottom. It is like a building
erected on piles. The piles are driven down from above into the
swamp, but not down to any natural or ‘given’ base; and when we
cease our attempts to drive our piles into a deeper layer, it is not
because we have reached firm ground. We simply stop when we are
satisfied that they are firm enough to carry the structure, at least for
the time being. (p.94) [254]

6. Quality of reasoning is as important as quality of data -Pawson’s
argument, which he rehearses elsewhere [255] is that any form of

evidence (“quantitative and qualitative, outcome and process,
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measurement and gossip!”) can be drawn upon to advance our theoretical

understanding.

7. Rather than choosing the most effective intervention, we should choose
the best means for its targeting and implementation - to conclude his
seven realist principles, Pawson pays homage to Rossi and his Iron Law of
Evaluation: “The expected value of any net impact assessment of any
large scale social program is zero.” The point being made here is that
most interventions will only work for some of the people, some of the
time, and few interventions can survive the roll-out from an initial well-
resourced, well-defined and well-targeted pilot to large-scale

implementation in the hands of inexperienced practitioners.

In summary, the philosophical position taken throughout this thesis is very much
informed by Pawson, who echoes Donald T. Campbell [256], eminent US social
scientist in whose honour the Campbell Collaboration® was named, by describing

himself as “some kind of realist” [251].

The remainder of this chapter describes the main methodological considerations
for each of the four phases of this research: stakeholder interviews (Phase 1),

realist review (Phase 2), and mixed methods case study (Phases 3 and 4).

3.4 Phase 1: Stakeholder interviews

In Phase 1, stakeholder interviews were conducted with senior dietitians
involved in the planning and delivery of adult weight management services

across Scotland. The rationale for interviewing these stakeholders was two-fold:

1) To understand their perspectives on the role of primary care in adult
weight management and engagement strategies between weight

management services and primary care.

® The Campbell Collaboration was set up in 1999 in recognition of the need for an organisation that
would produce systematic reviews of research evidence on the effectiveness of social
interventions, along similar lines to what its sibling organisation, The Cochrane Collaboration,
produces in relation to health care interventions.
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2) To inform the realist review, by exploring stakeholders’ ‘programme
theory’ of strategies to improve identification and referral of adults with

obesity.

The main methodological considerations related to sampling, data collection,
and data analysis, are now described. Ethics and confidentiality are also

considered.

3.4.1 Sampling

In contrast to quantitative studies, where the purpose of sampling is to collect a
representative sample from the population so that results can be generalised
back to the population, sampling in qualitative studies does not aim for
generalisability; rather, participants are deliberately selected to reflect

particular characteristics of, or groups within, a population [257].

Three main types (and several sub-types) of sampling for qualitative research
are usually described: purposive, theoretical, and convenience sampling [257-
259].

In purposive, or criterion based sampling, participants are chosen because they
have particular features which enable detailed exploration of the issues under
investigation. Numerous sub-types of purposive sampling have been described,
each with a different purpose: for instance, if outliers are of interest (extreme
or deviant case sampling); if a broad range of subjects are required (maximum
variation sampling), if individuals from the same subculture are the focus of
investigation (homogeneous sampling), or if cases which characterise positions
that are ‘normal’ or ‘average’ are of particular concern (typical case sampling)
[260].

Theoretical sampling can be considered a particular type of purposive sampling
in which participants are selected on the basis of their potential contribution to
theory development. It is most associated with grounded theory, developed by
Glaser and Strauss in 1967 as a systematic method of analysing qualitative data

in order to produce theory [261]. The sampling process here is iterative, with
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further sampling dependent on analysis of initial data and related emerging

theoretical work.

The third approach to sampling in qualitative research is convenience sampling,
whereby selection of participants is based on those who are most accessible.
Although this approach is often the least costly to the researcher - in terms of
time, effort and money - it is also the least rigorous [257]. In reality, there is
considerable overlap between these three broad categories of sampling strategy,
with many studies using combinations of each. As noted in Chapter 4, the
sampling strategy for the stakeholder interviews in this study was purposive

(specifically targeting weight management service leads).

3.4.2 Data collection

The main methodological considerations related to data collection were how to
collect the data, where to conduct the data collection, and what questions to
ask. With regard to the how, semi-structured interviews were chosen as the
preferred method of data collection, as being best placed to glean the required
information from stakeholders. Gillham proposes three criteria that define an
interview (and semi-structured interviews in particular): first, that questions
asked are ‘open’, allowing interviewees to determine their own answers;
second, that they are interactive and responsive, allowing flexibility for
clarification and exploration; and third, that there is some structure and
purpose, even in more ‘naturalistic’ real-life settings [262]. All of these
features were desirable in the present study, where the purpose was to explore
the views of key stakeholders from a range of different adult weight

management services across Scotland.

Other methods such as a questionnaire survey would not have provided the
detail or nuance of the different contexts of adult weight management services
in different parts of the country. Similarly, a focus group with several different
key stakeholders from across Scotland may have allowed debate about which
approaches to engagement with primary care have been most successful, but
this would not have produced such in-depth information as it may have
prevented stakeholders from being as honest and open about services in their

area, or relationships with primary care locally [262].
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In terms of where to conduct the interviews, this was left to the stakeholders to
decide a time and venue that was most convenient for them. Of the seven
interviews, four were conducted face-to-face (three at stakeholders’ place of
work; one at a neutral health centre) and three were conducted over the
telephone. The advantages of telephone interviews are largely logistical, in
terms of time and travel costs, and are outweighed by the disadvantage of the

loss of non-verbal, face-to-face communication [262].

With regard to the what of data collection, the interviews were conducted with
a topic guide (see Appendix 5) with questions about the interviewee’s role, their
expectations of primary care in relation to adult weight management, their
experience of engagement with primary care, and what approaches they thought
might be most helpful to improve identification and referral of adults with co-
morbid obesity from primary care to specialist weight management services.
The latter question was informed by literature on ‘the realist interview’ [263-
265]. In this approach, a ‘teacher-learner cycle’ is set up (Figure 3-4 below) in
which the interview subject is presented with a theory or proposition (for
instance, about why some GPs refer more people to weight management than
others) and is invited to comment on this in order to refine the theory or

proposition.
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Figure 3-4: The theory-driven realist interview
(Reproduced from Pawson R. Theorizing the interview. The British Journal of Sociology
1996;47(2):295-314. With permission from John Wiley & Sons Ltd.)

Thus, interviews can be used for theory gleaning, theory refinement, or theory
consolidation [263]. In the present study, the interviews were used in part to
explore stakeholders’ views on the role of primary care in adult weight
management and their experience of engagement with primary care, but also to
do some initial theory gleaning on which approaches to improving identification
and referral of adults with obesity in primary care might be most fruitful (the

focus of the phase two realist review).

3.4.3 Data analysis

Qualitative approaches to analysis of interview data are determined in part by
the epistemological assumptions and philosophical approaches of the researcher.
A distinction is often made between approaches, such as framework analysis,
which are deductive (pre-defined theories, or hypotheses, are tested using the
data collected) and those, such as grounded theory analysis, which are inductive

(theory is the outcome of the research)[244]. Other distinctions can be made
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based on how different analytic approaches address issues such as: the primary
focus of analysis (e.g. discourse analysis focusses on the construction of language
used in the data, policy analysis focusses on the interpretation of the data); the
way data are reduced (e.g. by summarising descriptively, or by analytical
categorisation); the kinds of concepts generated (i.e. the level of abstraction);
and the place of the researcher in the analytic account (i.e. more or less
reflexive) [266].

For analysis of the stakeholder interviews, an inductive thematic analysis
approach was used [267]. This was chosen because there was no a priori theory
or framework being applied to the interview data. A combination of computer-
assisted (NVIVO) and paper-based (‘one sheet of paper’ or OSOP [268])
techniques were used to assist the process of analysis, described in more detail

in the next chapter, which reports the results of the interviews.

3.4.4 Ethics and confidentiality

Ethics approval for the stakeholder interviews was obtained through the
University of Glasgow MVLS ethics committee (Project No: 200130121). As the
participants were all senior health care professionals working to a high degree of
autonomy and independence, and participation was entirely voluntary, the main
ethical considerations for the interviews related to informed consent,

confidentiality, and data storage.

All interviewees were emailed the participant information leaflet (Appendix 6)
and an approved consent form (Appendix 7) in advance of the interview. The
consent form was signed by each participant at the start of each interview after
providing the opportunity to ask questions or, in the case of telephone

interviews, was emailed or posted to the research team prior to the interview.

Ensuring anonymity and confidentiality were particularly important for this
phase of research given that the population from which participants were drawn
- the world of NHS adult weight management services in Scotland - is a relatively
small one. Careful consideration was given to data handling, storage, and

reporting of results.
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Data from interviews were handled as securely as possible, with audio recordings
transcribed by experienced administrative colleagues from General Practice and
Primary Care who are well versed in data confidentiality. The audio recordings
were deleted after they had been used to check the accuracy of the transcripts.
Each participant was given an identification number and data and identifiers
were kept in separate locked filing cabinets and on password-protected

computers, accessible only to members of the research team.

Anonymity was also ensured in reports and publications (e.g. the peer-reviewed
publication in BMC Health Services Research [269]), with particular attention

paid to the use of non-attributable quotations.

3.5 Phase 2: Realist review

In Phase 2, a realist review of interventions targeting primary care practitioners
to improve the identification and referral of adults with co-morbid obesity was

undertaken.

The main methodological considerations related to the rationale for choosing a
realist approach, the search strategy, quality appraisal, and data analysis are

now described.

3.5.1 Rationale for realist approach to literature review

A realist approach was chosen ahead of a more traditional systematic review
because it is particularly well suited to the assessment of complex interventions
and a mixed body of evidence, incorporating primary studies with different
designs [270]. As noted at the start of this chapter, previous systematic reviews
in the area of adult weight management in primary care only looked at RCTs
[238, 240, 241], but not all interventions are RCTs and this restriction criterion is

likely to exclude a considerable body of potentially useful information [255].

Realist review, or synthesis (the terms are used synonymously), is explicitly
theory-driven, recognising that it may be more fruitful to consider underlying
programme theories about how and why a particular programme or intervention
is successful (or not) [271]. It does this by applying a realist philosophy

(described earlier in this chapter) and focussing, not on the intervention itself,
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but on the mechanisms (M) that lead to successful - or unsuccessful - outcomes
(0) in different contexts (C).

It is expected that a realist review will produce a description of context-
mechanism-outcome (CMO) configurations, explore patterns among these CMO
configurations, and develop and test one or more middle-range theories that

potentially explain how and why these configurations relate to each other [271].

The lack of theoretically-informed work related to identification and referral of
adults with obesity in primary care provided a further rationale for choosing a
realist approach. Of course, there are other theory-driven approaches to
literature synthesis, such as narrative synthesis [272], meta-ethnography [273,
274], critical interpretive synthesis [19], meta-synthesis [275] and metastudy
[276], each with its relative strengths and limitations [277]. However, these
other approaches would not have helped me to unpick mechanisms or the
influence of context on the interventions of interest in the same way, and one

requires specialist software [275].

Like realist reviews, many of the other theory-driven approaches are difficult
and time-consuming [19, 272, 274, 276], but one practical advantage of a realist
approach, particularly for less experienced researchers, is the growing network
of support for realist researchers through groups such as the RAMESES (Realist
And Meta-narrative Evidence Syntheses: Evolving Standards) email list (with
accompanying online resources [278]) and the Centre for Advancement in Realist

Evaluation and Synthesis (CARES) at the University of Liverpool.

3.5.2 Search strategy

The identification of relevant studies has been described as “the most
fundamental challenge” for systematic reviewers [279, 280], requiring skills in
information retrieval that are not usually taught to researchers [281]. This is
particularly so in the case of realist reviews where researchers are not only
identifying relevant studies, but are also encouraged to systematically search for

relevant theories [282].
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When the realist review in the present study began, there were no published
studies detailing search methods for the systematic identification of theory
[282]. Furthermore, as outlined in the published protocol paper for this realist
review [283], it was decided from the outset to search for intervention studies
rather than searching for candidate programme theories. The rationale for this

was two-fold:

1. The extent of primary research in the area was thought to be limited
(based on the low yield from previous reviews [238, 240]), so it was not

clear what sort of intervention strategies would be found;

2. It was anticipated that there would be considerable heterogeneity in the
interventions involved, based on similar research into interventions
targeted at primary care practitioners to improve identification and
referral in sensitive areas - in this case intimate partner violence
screening [284] - that there were a humber of different potential
intervention components (e.g. effective protocols, ongoing training,
feedback, improving access to support), which may in turn have different
mechanisms underpinning them (e.g. practitioner self-efficacy, trust and

confidence in the service, accepting responsibility).

Details of the search strategy are described in Chapter 5, though it is worth
noting that a more comprehensive approach was adopted at each stage of the

review process than is often associated with realist reviews:

- The search strategy was developed in collaboration with the subject
librarian of the University of Glasgow, based on the strategy used by a
previous Cochrane systematic review [238], but without search terms for
study design (to avoid exclusion on the basis of design) and with a wider

range of databases;

- Double screening (i.e. independent assessment by two members of the
review team) was done at title, abstract and full paper levels, with any
disagreements over the eligibility of studies being resolved through

discussion with a third reviewer.
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The search was initially carried out to include all publications up to and
including May 2014 (from 2004) and was subsequently updated to April 2017. A
further update was not deemed necessary, as the aim was to develop an
explanatory theory of identification and referral of adults with co-morbid
obesity in primary care, and further searching was unlikely to add any new
insights to this. Indeed, the additional studies that were included in the review
following the updated search reinforced the analysis of the data to that point,

rather than adding anything new.

3.5.3 Quality appraisal

The process of quality appraisal in a realist review is different to that from a
traditional systematic review. In realist synthesis, studies are assessed based on
two criteria: relevance and rigour. Relevance relates to the extent to which the
study contributes to theory building and/or testing, e.g. how close is the paper
to your postulated programme theory? Rigour relates in part to the research
process - that is, whether the methods used to generate the relevant data are
credible and trustworthy - but also to the detail provided, i.e. how rich is the
description of context and mechanism? However, in order to have a clearer idea
of the quality of the included literature, formal quality assessment was also

carried out, as described in Chapter 5.

3.5.4 Data analysis

Realist analysis sees reality as comprising multiple levels and layers of open
systems, each interacting with the others, and with causation operating both up
and down the levels of systems through implementation chains [246].
Programmes or interventions operate in and through these existing systems.
Complex health interventions often have long implementation chains, involving
funders, policy bodies, research teams, primary care staff and local communities
[246].

The circumstances in which practitioner interventions generate improved health
and health service utilisation outcomes will, therefore, comprise interacting
influences at national, regional and local levels. At each level, these influences

include political, economic, social and cultural factors. For example, the
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potential for a GP consultation to support an adult with obesity in an area of
socio-economic deprivation will be affected by the food environment, transport
infrastructure, and other aspects of the local community, as well as individual,

practitioner and practice factors.

These different levels can be represented as micro, meso, and macro [285], or in
Pawson’s terms, individual, interpersonal, institutional and infrastructural [246].
Figure 3-5 below illustrates these four levels and how the intervention is placed

within them.

- infrastructural macro
intervention S
< institutional meso

interpersonal .
micro

“ individual

Figure 3-5: Levels of intervention context, adapted from Pawson

In realist reviews, these four levels can all be considered as important ‘context’
in the ‘Context-Mechanism-Outcome’ (CMO) configuration, which is the heuristic
device at the heart of realist analysis. For the purposes of this review, these

levels are considered as follows:

* Micro (individual/interpersonal) - factors influencing primary care
practitioner (PCP)/patient interaction, including PCP and patient

characteristics

* Meso (institutional) - practice factors and local weight management

service factors, including structural and process issues
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» Macro (infrastructural) - wider environmental factors, such as prevalence
of obesity, socio-economic circumstances, food and exercise

environments

The outcomes at the micro and meso levels may become the new context
(positive or negative) for the macro level, and thus influence outcomes at this
level. This idea of ‘linked CMOs’, where the outcome of one CMO configuration
becomes the context for another, has been articulated most clearly by Jagosh et

al in their review of participatory research partnerships [286].

The process of data extraction and the different steps of analysis are described
in the Methods section of Chapter 5. However, it is worth noting here two final
methodological challenges related to data analysis and synthesis in the Phase 2
realist review of this thesis. The first was the lack of detail - on context and
mechanism in particular - in many of the included papers. Pawson describes this
as “one of the biggest drawbacks of all to realist ambitions” and goes on to

identify the cause of the problem as being:

...the journal requirements in many a field to publish in three to four
thousand words. Little wonder that realist contributions fail to find
room for all that occurs within the black box and in the contextual
surrounds of an intervention. (p.14) [251].

The second challenge was a familiar one for realist researchers - how to
operationalise the notion of ‘context’ and ‘mechanism’ and, in some cases, how
to differentiate between them [287-289]. In Pawson and Tilley’s seminal work,
they conceptualised mechanisms (in relation to individual-level social
programmes or interventions) as being the combination of ‘resources’ and
‘reasoning’ - that is, the cognitive or emotional response of individuals to an
intervention’s resources - but Pawson and Tilley do not always present
mechanisms in this way [250]. Mechanisms will only ‘fire’ in certain contexts
[250, 290, 291].

The approach taken in this review, however, followed that outlined by Dalkin
and colleagues, which clarified two aspects of the above CMO characterisation

[292]. First, they urge realist researchers to disaggregate resources and
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reasoning, and second, to consider a continuum of activation, rather than an

on/off reasoning.

3.6 Phases 3 and 4: Mixed methods case study

Methodological considerations will be described in relation to both Phase 3 (the
quantitative phase) and Phase 4 (the qualitative phase) of the mixed methods
case study, as well as the use of the theoretical framework of candidacy to
synthesis the findings (presented in Chapter 9). First, however, the rationale
behind using a case study approach - and the use of mixed methods within this

case study - will be outlined.

3.6.1 Rationale for mixed methods case study design

The use of the term ‘case study’ in the health and social research literature is
contentious, with different authors describing the term variously as a method
[293], a strategy [294], and a design [295]. Two of the key advocates of case
study in social research are Stake and Yin. In his book ‘The art of case study

research’, Stake asserts that:

A case study is expected to catch the complexity of a single case ...
Case study is the study of the particularity and complexity of a single
case, coming to understand its activity within important
circumstances. (p. xi) [296]

He sets out three main types of case study:

¢ Intrinsic: “if the study is undertaken because, first and last, one wants

better understanding of this particular case”;

e Instrumental: “if a particular case is examined mainly to provide insight

into an issue or to redraw a generalization”; and

¢ multiple or collective, when “a number of cases may be studied jointly in
order to investigate a phenomenon, population or general
condition”.[296]
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Yin is perhaps the most prolific of writers on case study methods [297-299]. In
his key text ‘Case study research: design and methods’[297], he describes four

basic case study designs along two dichotomous dimensions:

e single or multiple case; and

e holistic or embedded.

Yin gives five possible rationales for studying a single case - that it is critical
(i.e. able to test a theory), extreme (i.e. unique), typical (i.e. commonplace),
revelatory (i.e. analyses a phenomenon previously inaccessible to inquiry) or
longitudinal [297]. Yin’s distinction between holistic and embedded relates to
whether the focus is on an overall study of the case, or selected units within it.
In contrast, Stake’s two types of single case study (intrinsic or instrumental)

relate to the purpose of the study.

In a critical review of the concept of case study research, Tight suggests that
much of the remainder of the key texts by both Yin and Stake could readily be
applied to other qualitative, and even some quantitative, forms of research
[300]. He summarises the main concerns about case study research as pertaining
to generalisation, reliability, validity and theory (again, these could apply to

qualitative research in general), and argues that the essence of case study is:

...the detailed examination of a small sample - at its extreme a single
example - of an item of interest, and typically also from a particular
perspective. [300]

Picking up on the fundamental problem that “almost anything can serve as a
case”[294], Tight argues that we should instead call this kind of research what it
is - “a small sample, in-depth study” or “a detailed examination of”’[300]. It is
easy to sympathise with Tight’s position, particularly in regard to the vagueness
of what constitutes a ‘case’. For instance, using Stake and Yin’s terminology,

the present case study could be described as:

i) An intrinsic single case study (with the ‘case’ being the GCWMS),
which is unique (the GCWMS is unlike any other adult weight
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management service in Scotland, in terms of its size, history, degree

of funding and extent of evaluation); or

ii) An instrumental multiple case study (with the ‘case’ being the
interaction between primary care practitioners and adults with

obesity), which is critical (testing the theory of candidacy).

My preference, however, is to stick with the term ‘case study’ and call it a case
study of access to adult weight management. Indeed, the acronym of the study
that was used for the purposes of recruitment was ATTAIN; short for “Access to

Weight Management in Primary Care”

The use of multiple methods, or mixed methods - typically combining
quantitative and qualitative approaches - has increased considerably in recent
years. It is now well recognised that quantitative and qualitative methods have
different strengths and limitations, and that their use alone is insufficient to
address the complexity of many of today’s most pressing health and social
problems. There is more insight to be gained from their use together than from

using either approach on its own [301].

Of particular relevance to the present case study, Dixon-Woods and colleagues

asserted that:

Policy-makers seeking to understand barriers to access to health care
will need to draw on qualitative evidence... as well as quantitative
evidence. [302]

As shown in Figure 3-6 below, the two phases of this case study are
complementary, with the quantitative phase informing the qualitative phase,
and the qualitative phase helping to explain - using the theoretical framework of

candidacy - the results of the quantitative phase.
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Figure 3-6: Mixed methods case study design

The first stage (Phase 3) of this case study involved analysis of GP referrals into

the GCWMS. The purpose of this analysis was two-fold:

1) To analyse predictors of attendance and completion at the service, looking at

individual patient and practice-level factors; and

2) To develop a 3x3 sampling frame for patient interviews, recruiting from
practices in NHS Greater Glasgow & Clyde based on low-, medium- and high-
referral rate and low-, medium- and high deprivation status (practices can be
ranked based on the percentage of registered patients in the top 15% of the

Scottish Index of Multiple Deprivation).

The rationale for this sampling frame is that it allows for exploration of so-called
“deviant cases” [303]. For instance, given that the prevalence of obesity is
higher in more deprived areas (as described in Chapter 2), one might expect
referral rates from practices in more deprived areas to be higher also, so cases
that do not fit this pattern (e.g. high deprivation but low referral rate, or low

deprivation and high referral rate) may be particularly illuminating.

The methodological considerations of Phase 3 will now be described.
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3.6.2 Phase 3: Quantitative analysis of GP referrals

This was an observational cross-sectional study of routinely collected data. As
with any secondary data analysis such as this, the quality and validity of the
findings are only as good as the quality of the original data. The original data in
this case is collected by GCWMS, and is based partly on the information received
at the point of GP referral, via an electronic system called SCI (Scottish Care
Information) Gateway, and partly on information recorded by the service itself,

such as attendance and weight loss at the service [304].

The main outcome variables of interest were referral, attendance (defined as
attending at least one session), and ‘completion’ (defined as attendance at 4 or
more sessions, based on a definition used in a previous published study of the
GCWMS [305]). We can be confident in the reliability and consistency of these
variables. Similarly, the patient demographics of age, gender and SES (based on
postcode) are pre-populated at the point of SCI Gateway referral and likely to be

accurate for the purposes of routine care.

One variable of interest that did not appear to be consistently recorded,
however, was co-morbidities. This was because the data on co-morbidities was
taken from the electronic GP referral itself, where there are a number of
checkboxes to choose from. Eligibility for the service during the period of time
that this data was collected (Chapter 6 describes the reforms to the service,
including changing eligibility, which took place between 2015 and 2017) were as

follows:

e BMI >30 kg/m?” with weight-related co-morbidity;
OR
e BMI >35 kg/m? without co-morbidity

After data cleaning, the percentages of those referred that had any of the

defined weight-related co-morbidities were as follows:

Diabetes = 18.7%

Hypertension = 15.1%

Previous Coronary Heart Disease = 10.2%
Sleep apnoea = 2.1%

Chronic Obstructive Pulmonary Disease = 1.8%
Osteoarthritis = 0%
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Even a cursory inspection of these figures casts doubt on their veracity (e.g. No
patients with osteoarthritis is implausible), but in order to assess whether those
with higher BMIs (35 and above) were less likely to have a co-morbidity recorded
(as this was not necessary to be eligible), a simple cross-tabulation of co-
morbidity count (0, 1, >2) was performed, confirming that those with a BMI of
30-35 kg/m? were more likely to have a co-morbidity recorded, compared to
those with a BMI of 35 kg/m?or greater. As a result, it was decided not to

include co-morbidity data in any of the subsequent analyses.

The practice variables used in this study were collected from a humber of

different sources, including:

e Training practice status, from the West Scotland GP training website
[306].

e Practice list size, from Information Services Division (ISD) Scotland [307].
e QOF achievement data, from the ISD website [308].

e Distance from the nearest weight management service centre, calculated
using GPS mapping software using practice postcode and the postcodes of
the 20 weight management service satellite clinics that were in operation

during the referral period (see Chapter 6 for more detail on GCWMS).

These data sources can be expected to be reasonably accurate at the time,

although they are subject to change year on year.

As for other methodological considerations related to Phase 3, the statistical
techniques used are described in more detail in Chapter 7. Descriptive statistics
examined how referral, attendance and completion varied by patient and
practice characteristics, and multi-level logistic regression models were created

in order to account for the clustering of patients within practices.

The methodological considerations of Phase 4 will now be described.
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3.6.3 Phase 4: Qualitative interviews with patients and
practitioners

As with the Phase 1 stakeholder interviews, the main methodological
considerations for Phase 4, the second stage of the mixed methods case study,

related to sampling, recruitment, data collection, data analysis, and ethics.

The 3x3 sampling frame is described above and shown in Table 3-1 below.

Table 3-1: 3x3 sampling frame for Phase 4 interviews

Practice Deprivation Rank (based on % of population in 15% most
deprived postcode data zones)

Referral Rate (per 1000 | Low (<15%) Medium (15-40%) High (>40%)

pop)

Low (<5) 1 1 5

Medium (5-10) 1 2 2

High (>10) 3 2 3

Total 5 5 10

The sampling frame shows an indicative number of patients in each cell that it
was hoped could be recruited. For instance, in the low referral and high
deprivation cell there was an approximate target of 5 patients. The higher
number of patients in the high deprivation column (n=10) reflects in part the
demographics of the catchment area, as discussed further in Chapter 6. This

approach to sampling could best be described as purposive.

There was one small hurdle encountered in relation to recruitment. In the
original protocol for this phase of the study, after interviewing patients and
practitioners from referring practices, the plan was to conduct a focus group
with 6 to 8 practitioners from practices that had never referred a patient to the
service. However, from the available data, it was not possible to identify
practitioners that had not made any referrals to the service (there were no
practices that had not referred any patients and the referrals were not broken
down by practitioner), so a minor amendment was made to the protocol after
consulting the R&D team and ethics committee and practitioners that had
referred very few patients were approached. Furthermore, the practicalities of
organising a focus group of such practitioners were considered to be too

challenging given the potential sensitivity of being viewed by your peers as not
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doing something that you perhaps should be, so interviews were planned

instead.

One final consideration with regard to sampling was the importance placed on
trying to recruit patients and practitioners from the same practice, rather than
two completely separate samples of patients and practitioners. The rationale for
this approach was that this might shed more light on the referral process itself,
and characteristics of low, medium and high referring practices in particular, by
hearing perspectives from both patients that had been referred and practitioners
who had made the referral. Even if it was not necessarily the practitioner that
had made the referral for that particular patient, they would be able to
comment on organisational and cultural aspects of the practice that may

influence referral rates or engagement with adult weight management.

With regard to data collection, there were similar methodological considerations
for these interviews as there were with the Phase 1 interviews, in terms of how
to collect the data, where to conduct the data collection, and what questions to
ask. Semi-structured interviews, with an initial narrative component (e.g. for
patients: “I’d like to start by asking about your story - how were you referred to
the weight management service?”), were chosen as the preferred means of
eliciting the views and experiences of participants. These were conducted at a
time and venue of the participant’s choosing: for patients, this was usually in
their home; for practitioners, this was usually in their practice. Topic guides

were used (Appendix 8).

As with the Phase 1 interviews, an inductive thematic approach to data analysis
[267] was used in the patient and practitioner interviews reported in Chapter 7.

The details of this approach are described in that chapter.

However, for the synthesis of thesis findings in Chapter 9, the theoretical
constructs of candidacy theory (see next section) were also applied to the
interview transcripts, using a framework analysis approach [309]. This approach
is particularly suited to the use of a predefined theory in order to gain a deeper

understanding of a particular phenomenon [303, 309].
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Finally, there were a number of ethical considerations encountered during this
mixed methods case study. First, in relation to recruitment, participants were
offered £20 gift vouchers (for patients) or £50 vouchers (for practitioners) as a
thank you for taking part in interviews. Ethical concerns have, however, been
raised by many researchers that such financial incentives could provide undue
inducement, be exploitative, or bias recruitment (e.g. if people on low incomes
are more likely to take part) [310, 311]. A Cochrane systematic review [312]
found some evidence that financial incentives to improve recruitment do make a
difference [313]. Furthermore, the NHS National Institute for Health Research
(NIHR) INVOLVE group recommends recognition of public involvement in this way
[314].

Second, and similar to the Phase 1 stakeholder interviews, informed consent was
an important consideration. Participation was entirely voluntary, and
participants were given time to read over information leaflets and consent forms
in advance of the interview. Patients were also asked if they were happy for the
researcher (DB) to contact their practice (to recruit for practitioner interviews)
and if they were happy for data held and maintained by GCWMS to be provided
to the research team (i.e. information on co-morbidities and outcomes in the
service). Ethics approval for the ATTAIN mixed method case study was obtained

through the West of Scotland Research Ethics Committee 5 (Appendix 9).

Lastly, as in Phase 1, care was taken in relation to data handling, storage, and
reporting of results, with particular attention paid to the use of non-attributable
quotations to ensure confidentiality. Consent for anonymised data to be archived

and used in future research was also given.

The final part of this section on the methodological and theoretical
considerations related to the Phases 3 and 4 case study is about the use of the

theoretical framework of candidacy, as shown in Figure 3-7.

3.6.4 The theoretical framework of candidacy

The term ‘candidacy’ was first used in health research by Davison et al (1991) in

the context of heart disease to refer to coronary ‘candidates’; those people that
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are recognised (at a socio-cultural level) as being most ‘at risk’ of heart disease
[315].

More recently, Dixon-Woods and colleagues (2005, 2006) described candidacy -
in the context of access to health care - as the ways in which people’s eligibility
for medical attention and intervention is jointly negotiated between individuals
and health services [19, 316]. This includes the role of health professionals in
acknowledging, or not, someone's "right” to be supported and referred and how
prior encounters with health services influence patients' future help-seeking

behaviour and engagement with health services.

Figure 3-7 below depicts the different stages in the candidacy process, as
described by Mackenzie et al, who applied candidacy to literature on public

sector access [317].

In this project, candidacy was used at different stages to inform thinking around
access to weight management services: in the Phase 2 realist review, candidacy
was one of several ‘middle-range’ theories considered as a ‘best fit’ for
theorising the process of identification and referral of adults with obesity; in the
mixed methods case study (Phases 3 and 4) it was used to aid the development
of the interview topic guide; and in Chapter 9, the findings from all four phases
of research were synthesised with a view to assessing the utility of candidacy in
understanding access to adult weight management services. A critique of

candidacy is provided in Chapter 9 and an expanded model is proposed.
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Figure 3-7: Negotiating the candidacy journey for health services - an extrapolation from
Dixon-Woods et al. 2006

(Reproduced from Mackenzie et al. Is ‘Candidacy’ a Useful Concept for Understanding
Journeys through Public Services? A Critical Interpretive Literature Synthesis. Social Policy
& Administration 2013, 47(7):806-825. With permission from John Wiley & Sons Ltd.)

The impact of co-morbidity on candidacy was also explored, as it has been
shown in different populations that some co-morbidities, such as depression, can

reduce a person’s candidacy [318].

3.7 Reflexivity

Reflexivity is a key aspect of qualitative research [319-321]. The individual
biography of the qualitative researcher (including characteristics such as gender,
occupation and social background) is recognised to shape a research project,
from its methodological and theoretical underpinnings to the final analysis [320,
322]. In this section | reflect on the influence of my own biography on the
qualitative interviews that | conducted in Phases 1 and 4. In particular, |
consider: 1) the effect of my dual role as both researcher and general
practitioner; and 2) the impact of my background as a white, middle class,

‘normal weight’ male in my mid-30s.

Firstly, in regard to my role as both researcher and GP, | believe this was not as
significant an issue as it would have been had | been interviewing any of the
patients in my own practice [323]. The patients | interviewed were recruited

from the GCWMS and | had not met any of them previously in a clinical capacity.
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For the patient interviews, | introduced myself as a researcher from General
Practice & Primary Care at the University of Glasgow and did not say that | was a
GP unless | was asked, as | did not want to influence what they might say in
relation to the treatment that they had received at their own practice. | was not
asked for any clinical advice during any of the interviews, but if | had been, |

would have directed the patients to their own GP.

In contrast, for the stakeholder interviews, the recruitment email that was sent
out stated “l am an academic GP from the University of Glasgow”, so the senior
dietitians that | interviewed were aware that | was also a GP. It is difficult to say
to what extent this influenced the interviews; they may have felt more able to
talk openly and critically of GPs if they did not know that | was a GP, but equally
they may have found that my ‘insider’ perspective allowed for a more honest

discussion.

Similarly, the practitioners that | interviewed were also aware that | was a GP.
On balance, | feel this was an advantage, particularly with regard to the
recruitment process itself. Having interviewed 20 patients in the first stage of
the Phase 4 qualitative interviews, the aim was to then recruit practitioners
from the practices that those 20 patients were registered at. The first attempt
at recruitment of practitioners was by invitation letter (Appendix 10), but
ethical approval was given for this to be followed up by telephone contact if no
response had been received within ten days. Only a small number of
practitioners (usually practice nurses) responded to the invitation letter, so
several practices received telephone contact. | believe (for it is impossible to
verify) that my position as GP-researcher helped me to recruit practitioners for
at least three reasons (which have parallels with the candidacy constructs shown
in Figure 3-7). i) | was able to navigate the general practice system by knowing,
for instance, when the best time of day to call was (usually at the end of the
morning or afternoon surgeries); ii) | was able to assert my case for a call-back
from a GP or practice nurse when speaking to receptionists (by introducing
myself as a GP-researcher); and iii) | was possibly more likely to be offered an
interview by a practitioner as | was able to make the case, as a fellow
practitioner, of why this research might be of interest to them, and was able to
empathise with how busy they were and offer flexibility in terms of interview

time and location. In this way, 16 practitioners out of a target of 19 practices
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(two patients were registered with the same GP) were successfully recruited; no
mean feat considering the well-recognised challenges of engaging GPs in
research [324].

As well as my professional role, further aspects of my background that have the
potential to influence the interpersonal interaction that is a research interview
are characteristics such as age, gender, ethnicity, SES, and, particularly
important for this study, BMI status [319]. The latter characteristic - BMI status -
was perhaps what | was most aware of during the Phase 4 patient interviews.
Recognising that obesity stigmatisation and weight bias are widespread in
society (and even among obesity researchers [170]), | did not want to come
across in any way as judgmental when discussing the sensitive issue of weight
and people’s weight histories. Perhaps counterintuitively, a cross-sectional
survey conducted in 2012 found that patients with obesity were less likely to
report feeling judged by a ‘normal BMI’ practitioner compared to a practitioner
with obesity [325]. | hope that with my clinical background as a GP, which
involves considerable attention to communicating in a person-centred, non-
judgmental way, | was able to put interview participants at ease and establish
some degree of trust and rapport. Indeed, there was only one reference to my
‘normal BMI’ status during the interviews, when a patient said jokingly, “I’m of a
generation that thinks people should be fattened up. | mean, you are not exactly

in the overweight stage.”

The issue of gender congruence (or incongruence) in interview dynamics has
received substantial attention in the social science literature [326, 327]. It is
likely that men and women may respond differently depending on the gender of
the interviewer, which can be either helpful or unhelpful depending on the
research topic and context; on the one hand, for instance, gender congruence
may allow some forms of reciprocity but on the other hand it may encourage the
enactment of idealised cultural notions of masculinity or femininity [319, 327,
328].

Other axes of variation such as age, ethnicity, SES, sexuality, and disability may
also influence the interview interaction. Given my (relatively privileged) position
as a white, middle class, ‘normal weight’ male in my mid-30s, with no obvious

health problems, it is possible that some people may find it easier to relate to
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me (and vice versa) than others; the majority of patient interviews were with
women with co-morbid obesity on low incomes. These characteristics on their
own are often associated with relative disadvantage - ‘intersectionality’
describes the complex inter-relationship of these different axes of variation, and
the systems of oppression that perpetuate that disadvantage (e.g. sexism,
classism, ableism) [329]. | will return to a discussion of intersectionality in
Chapter 9, but introduce it here to demonstrate my awareness of these axes of
variation throughout the research process. In an attempt to enhance reflexivity
during this PhD, | kept a research diary [330, 331], which | used mostly for
writing reflective notes immediately after qualitative interviews (often in the

car park or on the train home).

Finally, | have spent considerable time reflecting on the tensions related to
obesity that | have become familiar with throughout the course of my PhD
fellowship; notably, as described in Chapter 2, the contrasting views of obesity
as either a serious public health issue (or even a disease) on one side [138, 139],
and an over-medicalised, stigmatised embodiment of diversity on the other side
[140, 141].

To make clear my own assumptions, my personal position is somewhere between
these two poles: | believe that obesity is complex and that adults with obesity
are a heterogeneous group, with some people more likely to experience health
problems as a result of their obesity than others, though most are likely to
experience some degree of weight stigma and discrimination. Therefore, at the
population level, | believe that obesity is a serious public health issue requiring
cross-sectoral interventions, but at the individual level, | believe that the

negative effects of weight stigma have not received enough critical attention.

3.8 Chapter summary

This chapter has addressed the main methodological and theoretical
considerations encountered during this research. It has described the rationale
behind the methods used in this thesis, along with potential strengths and
weaknesses. Multiple methods have been used, including qualitative interviews
with key stakeholders (Phase 1), a realist review (Phase 2), and a mixed methods

case study of access to GCWMS, involving quantitative analysis of GP referrals
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(Phase 3) and qualitative analysis of interviews with patients and primary care
practitioners (Phase 4). This approach has allowed an in-depth exploration of the
role of primary care in adult weight management and issues related to access of
weight management services, culminating in the creation of an expanded
conceptual model of candidacy. Results and discussion are given in Chapters 4 to
8.
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4 Results 1: Qualitative interviews with senior
dietitians

4.1 Overview

As noted in chapter 1, the role of primary care in adult weight management is a
contested area, with different views held by different stakeholders. In this
chapter, the views of those involved in the planning and delivery of weight
management services across Scotland are explored. The research question being

addressed in Phase 1 is:

RQ1 - What is the role of primary care in adult weight management, from the
perspective of key stakeholders involved in the planning and delivery of adult

weight management services?

4.2 Rationale

Previous research has explored the barriers to engagement with weight
management from the perspective of primary care practitioners. This identified:
lack of time in the consultation [332]; lack of knowledge and lack of confidence
in discussing weight [333]; perceptions of poor outcomes of interventions [333];
fear of causing offence [334]; and a belief that individuals are responsible for
obesity and it is not a medical problem [17]. There has, however, been a paucity
of research exploring the views of those senior professionals - usually dietitians
by background - involved in the strategic planning and delivery of adult weight
management services [335]. In particular, understanding their views on the role
of primary care and how they have engaged with primary care practitioners may
help us improve communication and referrals between services, and ultimately

improve adult weight management.

The recent BWeL (Brief intervention for Weight Loss) study showed that a brief
intervention by GPs, offering referral to a local weight management service, was
both acceptable and effective [241]. The authors argued that if NHS weight
management services were resourced to the same extent as smoking cessation
services, then this would increase the impact that primary care can have on

population obesity levels [336]. The ‘change fatigue’ that referring practitioners
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experience when services are constantly changing would be less of an issue

[337], and access to weight management services would improve.

The NHS in Scotland is publicly funded (largely through taxation) and there are
14 regional NHS Health Boards that are responsible for the delivery of all
frontline health care services, including adult weight management. In theory,
NHS weight management services in Scotland are based around a comprehensive
tiered approach, with Tier 1 representing community-based interventions such
as walking groups or cooking classes, Tier 2 lifestyle interventions delivered in
the community, Tier 3 specialist multi-disciplinary services (e.g. including

physiotherapy and psychology) and Tier 4 bariatric surgery [338].

In practice, however, provision of weight management services is patchy and
highly variable. A recent national survey of weight management provision in the
11 NHS health boards of mainland Scotland identified wide variation in the
provision and access to services; only four health boards offered services for
those with a BMI of 25-30 kg/m? and six health boards did not have both Tier 2
and Tier 3 services [339]. Some of the smaller health boards, such as the Orkney
and Shetland Islands, do not have their own standalone WMS, instead referring
patients to one of the larger, mainland health boards. There is also variation in
referral pathways to Tier 2 and 3 services, with some accepting self-referrals
and others requiring GP referral. Tier 2 and 3 services are held in different
health board locations across Scotland, including hospitals and health centres.
This suggests a fluidity to the range of services and models available nationally

which then have to interact with primary care, and vice versa.

4.3 Aim of this chapter

The aim of this chapter is to present the results of Phase 1 stakeholder
interviews. The aim of the interviews was to explore adult WMS stakeholders’
views on the role of primary care in adult weight management and their

experience of engaging with GPs and practice nurses.
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4.4 Methods

A qualitative approach was used, with semi-structured interviews chosen as the
best approach for exploring the views and experiences of a purposive sample of
key stakeholders. Ethics approval was obtained through the University of
Glasgow MVLS ethics committee [Project No: 200130121] in May 2014 (Appendix
9).

4.4.1 Recruitment

Recruitment was facilitated by a known contact at NHS Health Scotland, using
email. NHS Health Scotland is a special health board in Scotland that leads on
health improvement. This contact agreed to forward an invitation email from
the lead researcher (DB) to senior staff involved in adult weight management in
all 14 Health Boards in Scotland explaining the nature and purpose of the
research. The stakeholders that responded were from 7 of the 8 largest Health
Boards, representing approximately 80% of the Scottish population. Thus,
sampling was partly pragmatic, in that these were the contacts that replied to
the email invitation. However, these were also the Board areas with their own
weight management services; as described in the introduction, the remaining
Boards were either too small to have their own services or did not provide the
full range of WMS.

4.4.2 Data collection

Seven interviews were conducted with nine stakeholders between May and
September 2014. Four interviews were conducted face-to-face and three were
conducted over the telephone. Two were conducted with two participants each
in small group interviews. The face-to-face interviews were held at venues
arranged by the interviewees themselves, usually at their place of work. DB
conducted all interviews, but SM, an experienced qualitative researcher, was
also present for the first three interviews, to ensure all topics were covered and
to provide feedback to DB. SM and DB discussed initial reflections after each
interview and this informed small changes to the interview topic guide (see
Appendix 8). The topic guide included questions about the interviewee’s views
on the role of primary care in adult weight management and their experience of

engagement with primary care. It was influenced by Pawson’s idea of the
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‘realist interview’ [264], as the interviews also informed the realist review

process (Chapter 5). Interviews lasted between 49 and 82 minutes, average 63.

4.5 Data analysis

Interviews were recorded, with permission, and transcribed verbatim. The
transcriptions were then thoroughly checked for inconsistencies against the
recordings and anonymised. Each interviewee was given a unique code (e.g. F1
= the first female interviewee) to allow anonymization and the transcripts were
checked again for any other identifying features, which were then altered.

Analysis was done using NVIVO qualitative data analysis software.

The analysis process involved three steps, as described by Ziebland and
McPherson [268]. The first step was coding. Initially, two transcripts were read
closely and coded by the lead research (DB), and his primary (COD) and
secondary (SM) supervisors. Coding clinics with DB, COD and SM were then held
to review the codes for each of these transcripts and to agree on a coding
framework. Subsequent transcripts were coded by DB according to this

framework, with a further coding clinic to check the consistency of this coding.

The second step involved summarising the codes using the ‘OSOP’ (‘one sheet of
paper’) method [268]. All the data contained within each main code was
gathered in a report, reviewed and all the themes identified summarised on the
eponymous sheet of paper (sometimes extending to two!). For instance, for the
code of ‘Role of primary care’ there were a number of different themes and
issues, including concerns about lack of time, about unrealistic expectations,
and about changing responsibilities. Each of these was noted on the OSOP, with
the respondent’s region written next to them, so that the completed OSOP had a
summary of all the issues raised within that code. This was conducted by DB,

with additional verification and checking conducted by COD.

The third step aimed to answer the question, “what is going on in the data?” by
drawing out ‘higher level’ explanations or links between the issues. This is a
necessarily interpretive stage, drawing on the researcher’s personal experience

and knowledge of relevant literature. This overall approach to analysis fits with
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the description of inductive thematic analysis by Braun and Clarke [267]. These

steps were led by DB in discussion with SM and COD.

4.6 Results

4.6.1 Interviewee characteristics

The nine interviewees all held senior positions related to weight management

within their respective health boards. Most were either service leads, or were

involved in policy, strategy, and service development for Tier 2 and/or 3

services. Each interviewee has been given an identifying code (e.g. M1 is the

first male interviewee) and Table 4-1 provides the anonymised Health Board

Region where each interviewee is based, with a general description of the

Region and an indication of whether Tier 2 and Tier 3 services are available and

what the referral pathways into the service are (e.g. GP or self-referral).

Table 4-1: Stakeholder characteristics

Interviewee code Health Board Description of Health Adult weight
Region Board Region management tiers and

referral pathways

M1* A Larget, Urban 2 — GP referral

F1 3 — GP referral

F2 B Medium, Mixed 2 — Self-referral

Rural/Urban 3 —no service
F3 C Medium, Mixed 2 — Mostly self-
Rural/Urban referral

3 — GP referral

F4 D Medium, mostly Rural | 2 — Mostly self-
referral
3 — Pilot service (both)

F5 E Large, Urban 2 — GP or secondary
care referral
3 — GP or secondary
care referral

M2 F Large, Urban 2 — Self-referral

F6 3 — GP referral

F7 G Medium, mostly Rural | 2 — Dietetics or self-
referral
3 — GP or secondary
care referral

* M=male; F=female

t Large is >600,000 population; Medium is 300-600,000 (mid-2014 estimates)
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Thematic analysis identified four overarching themes, each with three sub-
themes. The key themes and sub-themes are summarised in Table 4-2. The first
theme is about stakeholders’ explanatory models of obesity as interpreted from
the interview data. These are likely to shape their views on the role of the
health service, and primary care in particular, in adult weight management.
The second theme is about issues related to the different weight management
services they operate under, which have implications for interactions with
primary care. The third theme relates to their views of the role of primary care
in adult weight management. Finally, their experience of communication with
primary care is the fourth theme. These four themes will be described in turn,
along with their sub-themes, before a discussion setting these findings in the

context of other literature.

Table 4-2: Results of thematic analysis

Main theme Sub-theme
Explanatory models of obesity Obesogenic environments versus Individual
responsibility

Normalisation versus Stigmatisation
Medicalisation versus Non-medicalisation

Weight management service Mainstream versus Insecure funding
Medical versus Social model
Access versus Capacity

Role of primary care Referral versus Signposting
GP versus Practice nurse
Practice versus Community level

Communication with primary care Local versus Centralised models
Weight loss versus Wellbeing messages
Engagement versus Resistance

4.6.2 Explanatory models of obesity

Stakeholders were asked, either directly or indirectly, about their views on the
causes and consequences of obesity, and potential solutions. They expressed a
range of views, encompassing both individual-level factors and systemic factors,
often contradicting themselves on obesity causes and solutions. This identified
three tensions: obesogenic environments versus individual responsibility;
normalisation versus stigmatisation; and medicalisation versus non-

medicalisation.
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Obesogenic environments versus Individual responsibility

All of the stakeholders recognised the importance of wider socio-economic and

cultural factors in the aetiology of obesity:

It’s obesogenic environments... it’s a chronic condition. (F5)

[We’ve] engineered physical activity out of our lives and energy
density in. (M2)

At the same time, however, there was a tendency by some to place the response

to obesity at the level of an individual’s responsibility:

And there’s the whole thing of people will say to me, ‘it’s okay for
you, you can eat what you like’. | say, ‘well | can’t eat what | like - if
| ate what | like, I’d be 15 stone’. You know, it’s, | don’t have a secret
here, | make a decision to look after myself, and | think that whole
thing of people not investing in themselves is what we’re seeing. (F6)

People will make excuses. You know that, you know, so they’ll
initially say that they are interested and then they would make
excuses maybe because the venue is not suitable or because the time
is not suitable or because they are going on holiday. (F4)

This is in keeping with previous literature around health professionals’ attitudes
to behaviour change, where they recognise the so-called ‘upstream’
determinants of health and health behaviours, but tend to focus on
‘downstream’ solutions - a phenomenon that has been termed ‘lifestyle drift’, in

relation to public health policy and interventions more generally [340].

Normalisation versus Stigmatisation

Another tension expressed by the stakeholders related to the extent to which
overweight and obesity has become so prevalent as to be normalised and

therefore not really viewed as a problem.

People don’t seem to recognise that they are overweight because so
much of the, percentage of the population is overweight now that
people more see it as being the norm so they are not really
recognising that in actual fact they are overweight. (F4)
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This normalisation was viewed as a negative thing, contributing to rising NHS
expenditure, as the following exchange between two stakeholders in Health

Board region A demonstrates:

60% is overweight, it’s becoming normal to be overweight and | think
if someone, if a man has got a BMI of 28 that’s just, is that normal?
It’s not, but is that but | think that’s going to be about social norms.
About if you have got somebody else in your social group who if
everybody has got a BMI or are overweight then that’s actually
acceptable, you know, within that social group.... It’s almost as if, you
know, that’s not helping with addressing it. (M1)

And it’s not helping the fact that we have to adapt our NHS for the
increasing number of overweight people like we have had to purchase
special chairs and now ambulances and now theatre operating tables
and now our ante-natal service for obesity, you know, it’s just an
increase in pressure that we’ve adapted to. (F1)

On the other hand, when overweight and obesity is not accepted as normal, but
rather viewed as abnormal, even deviant, then this too is unhelpful, resulting in
stigma, shame and mental health distress. A few of the stakeholders recognised
the stigmatising way that people with obesity are portrayed, particularly in the

media, and felt that this was a neglected area of many weight management

services.

And also | think a lot of them they just tend to focus on lifestyle and
they don’t, there is hardly any mention of the impact of, on health, of
what it must be to live in a larger body and be discriminated against
all the time. There seems to be no recognition of the impact that that
has on people. And yet nearly every, that’s weight, everything you see
in the paper, it’s every picture of somebody who is large is, you know,
without the head on and they always make them look, you know,
slovenly and not dressed properly. (F7)

However, other stakeholders used what might be considered stigmatising or

victim blaming language.

You get into a state, when you’re overweight, of allowing this to
become your life, and you can really justify it to yourself, about why
this is happening. You feel a victim and there’s nothing you can do
about it. (F6)

For primary care practitioners, then, there is a balancing act in consultations

with adults with obesity between making explicit the well-established risks of
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excess weight and yet not adding to the sense of discrimination that many will
feel. Some of the stakeholders recognised this tension for GPs and felt that they

were in a difficult situation.

| feel quite bad for GPs, because | think they’re damned if they do;
they’re damned if they don’t, right? So, if someone who’s overweight
goes in to see the GP with an issue and the GP raises the issue of their
weight, they’ll say, ‘that’s it, nobody’s actually listening to me -
every time | go in, it’s always about my weight.’ And then, if they
don’t raise the issue of weight, ‘GPs are not bothering about weight
management.’ So, | do feel that they’re in a very tricky situation. (F6)

Medicalisation versus Non-medicalisation

The final theme in this section is related to the previous two and concerns the
extent to which the stakeholders viewed obesity as a medical problem, requiring
medical solutions. Once again, there was a tension evident here between, on
the one hand, the need to engage with medical practitioners because of the
medical consequences of obesity and the placement of weight management
services within the NHS and, on the other hand, the recognition that the health
behaviours (i.e. poor diets and physical inactivity) driving obesity take place in
people’s homes and communities and are shaped by wider socio-cultural and
material factors [341], and that solutions should be formulated at these levels

too.

Different stakeholders held different views along this spectrum, which often
reflected the approach taken by their WMS. For instance, this stakeholder from

Health Board region F believed in a non-medical, community-based approach.

We could not deliver that, in the NHS, in the models that we’ve got. |
mean, you have to start delivering it in the community - | believe that
this is the way it needs to be, and it becomes... it takes away the
medical model from it, and people are just going along. (F6)

In contrast, the stakeholders quoted below were operating in a more
medicalised service, where obesity was considered a chronic condition and

patients were viewed as becoming dependent on the service.

..it’s a long term condition and we really need to treat it as that
instead of a quick fix and supporting self-management rather than
‘come to the dietitian and she’ll cure all your ills’. You know. (F1)
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| mean it’s interesting we maybe had a six week programme, a three
month programme and we’ve now, five years ago, but now we have a
year programme and there’s people they don’t want to leave at the
end of it. (M1)

This first section on stakeholders’ explanatory models of obesity has highlighted
some of the key tensions inherent in adult weight management. It is important
to consider these explanatory models as it is likely that they will have shaped (or
will begin to shape) the underpinning philosophies of the services that the
different stakeholders are engaged with. These were, after all, key players in
the strategic development of their services and there are clear differences
between the services in their approaches, e.g. community-based, using local
authority staff versus hospital-based, medical models, or a focus on compassion
and reducing stigma, not worrying about weight per se. These differences will be

considered in the following section.

4.6.3 Weight management service

The nine stakeholders interviewed were working in seven different Health
Boards, with different approaches to adult weight management. All seven
services were undergoing processes of change at the time of the interviews,
ranging from piloting new approaches, developing new strategies, to more
radical changes in direction (see Chapter 6 for discussion of the restructuring of
the GCWMS that took place during the period of this study).

The one feature that was consistent across most of the services was the struggle
they had to secure funding. The issue of funding is the first of three main
themes in this section, each of which is expressed in terms of a tension that was

evident in the data.
Mainstream versus Insecure funding

In every interview there was a story of a struggle to make the case for funding
for adult weight management services and to justify the continuation, or
mainstreaming, of that funding. The following quotes provide a sense of the

financial challenges faced.
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We know for a fact that we will not have any physio input without
funding, we won’t have any psychological input without funding and
even simple things like venues and resources we are fairly limited for
that as well. (F2)

You know we’re about to launch [Tier 2 service] and the funding
finishes next March and we are thinking, oh, but we run the risk of if
we don’t launch it and we don’t get demand for it we’ll never get the
pressure to fund it long term. (F1)

..my effort to get an NHS board to invest in adult weight management
was, em, unsuccessful let’s say. (F3)

This struggle for funding of weight management was also reflected by a number
of stakeholders in their descriptions of the shifting workloads among dietitians.
Despite the rising prevalence of overweight and obesity, and the co-morbidities
associated with it, the actual time spent on weight management by dietitians

had decreased in recent years, not increased.

..it’s the same issue that’s happened with myself, in dietetics, where,
now, only a fifth of our work is weight management, whereas maybe,
over the years, it had been 60%, 50%. (F6)

A number of stakeholders gave their views on why it was so hard to secure
funding, which can be summed up as a lack of a coherent - and powerful - voice

lobbying for resources.

| find it all quite frustrating to be honest because | think it’s going
back to, you know, what | was speaking about and the fact it needs a
very sort of cohesive group with somebody who has clout at the top
and is able to get the argument for more resources to be put into
weight management. (F4)

It was suggested by a couple of stakeholders that this was because there was no
medical specialty taking the lead on weight management, or no managed clinical
network for obesity. Dietitians were doing most of the work on weight
management but they do not have the same clinical, or more importantly,

political ‘clout’ as doctors.

One of the main drivers for recent changes across all services was the National
Planning Forum (NPF)’s new guidance on bariatric surgery, sent to all NHS

Scotland Health Boards in July 2012 [338]. The guidance is described in more
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detail in Chapter 6, but one of the main recommendations was for a change in
eligibility criteria for bariatric surgery, focusing on individuals aged between 18-
44 with a BMI of 35-40 kg/m? and recent (less than 5 years) onset of Type 2
diabetes (Priority group 1). Alongside the change in criteria, there was also a
call for an increase in the number of bariatric operations performed (the NPF
guidance identified a requirement for an increase in NHS Greater Glasgow and
Clyde from 40 bariatric surgical interventions to 108 per annum), but without
any additional national funding [338]. The NPF directive was considered by some
of the stakeholders interviewed in the present study to be a ‘top-down’ driver of

reform, and not necessarily the best use of limited resources.

From an adult weight management point of view the only additional
resource that has come through is from the introduction of the
Counterweight which is, from memory, | think was only for a couple of
years and any other developments have been on the back of short
term funding... However what the organisation has undertaken to do is
invest in bariatric surgery. (F3)

The stock-taking prompted by the NPF review was, however, welcomed by some,

as it opened up an opportunity to discuss funding.

...it meant we could look at how we spend our money and it could, it
meant we could engage with the planners and the senior management
team within [Health Board G] to get their support to re-shape
services. (F7)

...what the resource allowed us to do was to re-focus on what the
ideal situation was at tier three and so that involved us investing in
physiotherapy, investing in clinical psychology. (F3)

It could be argued that the drive to shift resources towards Tier 4 bariatric
surgery (a highly technical medical intervention) and, as a result, away from
Tiers 2 and 3, reflects the tension between the medical model of weight

management and a more social model.
Medical versus Social model

A further tension that was evident in most of the interviews was between
applying a medical or social model to the management of obesity. This is in
keeping with the at times contradictory explanatory models of obesity causation

highlighted earlier. On the one hand, stakeholders recognised that the scale of
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overweight and obesity (affecting two-thirds of the adult population) is such that
wider population measures need to be taken, but on the other hand the
approaches used by the services were individually-focussed, treating obesity as a
chronic disease. There was a tension here too between a desire to make the
service available to as many people as possible and recognition that there was

not enough capacity to support the potential numbers of eligible patients.

One Health Board in particular adopted a radically different model of weight
management, following the principles of the Health at every size (HAES)

movement [342], with a focus on wellbeing rather than weight loss per se.

In [Health Board G] we take a particular approach to weight
management which isn’t about weight loss. In fact, we particularly,
we try to get people to stop focussing on weight loss as a goal and
look at health gain. So what is it about, the question we ask people,
we say to people, ‘what is it about weight loss that’s important to
you? And let’s work on that.’ So it might be that ‘I want to play with
my grandchildren’, ‘l want to feel better about myself’, ‘I want to get
my diabetes under control’, ‘I want to develop a better relationship
with food’, you know. So that’s what we focus on. (F7)

This represents a significant change of approach compared to all the other
Health Boards in Scotland. In some ways, it is the closest to a social model of
obesity, with a focus on supporting patients in their context and challenging
potentially stigmatising societal attitudes to obesity. For instance, at the end of
their programme they offer training for a ‘buddy’ (of the patient’s choosing) to
help the patient to sustain health behaviour changes. They found that this was
far more likely to be a friend or family member than a health professional, as
they had thought it might be.

There is much to commend about this approach, but it does present several
challenges - both for funders and evaluators of the service and for engagement
with primary care. Most weight management services are judged on their ability
to support patients to lose weight, as it is weight loss, not changes in eating
habits or improved self-esteem, that is associated with a range of health
benefits and potential cost savings to the NHS of health conditions averted,
postponed or ameliorated. That is not to say that other outcomes, such as
improved mental wellbeing, are not important, but simply that if a WMS is not

effective at ‘weight management’ then it is hard to justify its funding.
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From the perspective of a GP referring into the service, the lack of focus on
weight - indeed, the lack of weight as a criterion for referral - could represent a

significant mixed message:

Because of the approach we take [focus on health behaviours, not
weight] we don’t want GPs to tell people to lose weight all the time.
(F7)

Despite these limitations, one strength of the HAES approach is its focus on

challenging size discrimination. As the stakeholder from Health Board G put it:

There’s a societal pressure for thinness and... there is size
discrimination, but that’s not right and so these are ways in which you
might be able to deal with that. (F7)

A more medical model is not only potentially stigmatising, but also has the
potential to exclude, as it is based on tight - clinical - criteria. For instance,
people with mental health problems or learning disabilities may be particularly

poorly managed, or excluded altogether.

The new NPF guidance on bariatric surgery arguably reflects this move towards a
medical model, particularly as the requirement for an increase in surgical
activity without any additional funding results in other aspects of adult weight
management receiving funding cuts. The new eligibility criteria are more
restrictive also, effectively excluding anyone aged 45 and over, or anyone with a
BMI > 50 (Priority group 1 is BMI 35-40 kg/m?, priority group 2 is BMI 40-50
kg/m?) [338]; a change which is likely to disappoint many patients and
practitioners alike. Indeed, the expectation (on the part of patients and their
GPs) of a referral resulting in consideration for bariatric surgery represented one
of the biggest challenges faced by weight management services, according to

most of the stakeholders.

It’s very difficult to say to somebody ‘I think you should go to
[lifestyle weight management programme], for example, when they
are dead set on wanting surgery. (F2)

We had a huge waiting list [for bariatric surgery] in [Health Board
region G] and then the criteria changed and so all the people on the
waiting list weren’t going to meet this criteria... (F7)
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Bariatric surgery is not the answer. Patients think it is, but they have
no concept of what this will do to your life - this is life-changing. (F6)

The above quotes reflect both the unease that stakeholders felt about bariatric

surgery - the most extreme form of the medical model for weight management -
but also the challenges of being the gatekeeper to this highly restricted and yet

much sought after procedure. The additional workload created by this role is

evident in the exchange below.

| think this is the service that has caused us the greatest number of
complaints I’ve ever had to deal with in the health service. (F1)

99% of them [complaints] have some link to bariatric surgery. (M1)

The third tension was between a desire to make the service available to as many
people as possible (i.e. widening access) and recognition that there was not

enough capacity to support the potential numbers of eligible patients.

Access versus Capacity

Most stakeholders expressed concerns about access, which were intertwined

with concerns about the capacity of the service to cope, as noted above.

When we set it up there was a lot of people around the table saying
‘we don’t want to promote this heavily because we think we are going
to be inundated.” We’ve not been... (F2)

We hadn’t actually gone out to GPs and said, ‘send us all your really
overweight people’, because we were worried that would be
overwhelming. (F6)

Several approaches to the access versus capacity dilemma were described.
Perhaps the most common approach, which all weight management services
employed to varying degrees, was the use of group sessions rather than one-to-

one sessions for most of their weight management classes.

What has taken a lot of time to get engagement from our own, our
own colleagues to do, is to apply a group approach because previous
to that it was a one to one approach. They were able to show if
nothing else from that is that on the basis of that one to one approach
all they could address is 0.5% of need. A group approach we are now
up to expecting to be able to address 2% of the need. (F3)
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Another approach to improving access within the limitations of resource and
capacity constraints was to work with local authorities or with businesses to

make use of their resources.

In [Health Board Region F] we decided what we were going to do was
we were going to upscale leisure colleagues, to deliver on our behalf.
(F6)

Further considerations related to improving access to weight management
services can be thought of in terms of both structure (e.g. location and timing)
and process (e.g. self-referral or GP referral). Taking structural considerations
first, it was clear that considerable thought had gone into the location and
timing of courses run by different weight management services, though often

decisions came down to practical and financial factors.

What we have tried to do is put, to set them [Tier 2 weight
management classes] up in areas where we know people might not
necessarily be able to travel long distances and transport costs might
be an issue and rather than setting them up in the, sort of, the more
central areas what we’ve found, because it's a pilot and because you
know funding is very tight, we’ve found for example in [one area] that
we’ve only been able to provide one venue and that’s quite simply
because the cost for that venue is okay because the staff who are
providing it are there on site and they are not travelling out to
somewhere so there’s limitations within, with what we can actually
do. (F2)

You know there is a demand for evening classes which, you know,
obviously has an effect as well because again we are working with one
full time post for the city, one full time post for the [rural areas].
There’s only a certain number of evening, early evening sessions that
they can do and a lot of people are after the early evening sessions.
(F4)

The process factors related to access were mostly about the difference between
allowing patients to self-refer and having GPs as the gatekeeper to referral. The
quote below reflects one stakeholder’s experience of the transition from GP

referral to self-referral for their Tier 2 WMS.

When we started [Tier 2 programme] we were actually reliant on
getting referrals in from the GPs and other health professionals in
order to get the sessions up and running but all the time we were kind
of thinking what we actually want is people to self-refer into the
programme so in the initial year of [Tier 2 programme] running we
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had about 20% of the people who took part in the programme self-
referred in whereas | have just done the figures for 2013/14 and
that’s 95% of the people who referred in, or who came into the
programme, self-referred. (F4)

This tension between self-referral and GP referral is explored further in the next

section.

4.6.4 Role of primary care

Stakeholders expressed tensions about the role of primary care in adult weight
management in three areas: what primary care should be doing, who should be
doing it, and where this activity should fit in with wider weight management

policy. These are presented in turn.
What? - Referral versus Signposting

The first tension articulated by the stakeholders in relation to the role of
primary care was about what the actual content of the role should be. There
was general agreement that primary care, on the whole, was not well placed to
be delivering weight management interventions wholesale (i.e. structured
courses of dietary advice, physical activity, psychological support, monitoring,
etc.), but that its focus should be on linking with specialist weight management

services, as these quotes demonstrate.

What you [GPs] have to do is get them here, get them here, and
that’s what your main role is. (F5)

The feedback that | got was that the GPs would be happier and the
practices would be happier if there was something to refer patients
into rather than them being trained to deliver it themselves. (F4)

What they [GPs] want is they want a simple pathway so they can sign
people or refer people to it. (F7)

Of course, as noted previously, there are still some parts of the country where
delivery of weight management does take place in primary care, where
Counterweight (introduced in Chapter 2) was taken up and sustained. The
stakeholders in this sample described some difficult experiences with

Counterweight.
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...we had put a lot of effort and some resource into engaging with GP
practices to take on Counterweight and, and you know get the
dietitians involved, and to be honest it just, either people weren’t
interested or it was unsustainable, you know. (F7)

...previously we have tried to implement weight management,
evidence based programmes [Counterweight] through training practice
nurses and GPs and it has fallen on very stony ground. (F1)

| think probably we have a few practices that have stocks of the
leaflets from that trial that we did and they will probably use them
sort of an ad-hoc basis with patients but it [Counterweight] is not
officially running or being offered in [Health Board D] no. (F4)

The real tension was between a focus on signposting of patients to services
versus formal referral. On the face of it, this may seem like a small difference,
as there is not a huge jump between signposting and referral - they both involve
linking patients with another service. For the stakeholders, however, these two
approaches reflected differing attitudes to responsibility and risk. For those
that advocated signposting, responsibility rests very much with the patient.
Once the patient has been told about a service and how to access it, it is up to
them to actually pick up the phone and make contact. It is argued that this
approach demonstrates more motivation, more active agency, than the more

passive approach of being referred, something you have done to you.

| do think it should be, the onus should be on the person to think
‘right okay, that’s for me and I’m going to phone up about it and book
myself onto a place’ rather than involving more paperwork, etc., etc.,
of a sort of formal referral going in. (F4)

In contrast, those stakeholders who advocated the use of GP referral felt that
this served an important ‘gatekeeper’ function, selecting those patients who
may have most to gain from, or who may be most ‘appropriate’ for, a weight

management intervention.

The model of care that we are providing in Tier two is, the gateway is
the GP, so the GP will have identified with the patient and assessed
their willingness, readiness to change. (F1)

Furthermore, they highlighted the role of the GP in managing risk related to the

referral, as this quote shows:
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So we got agreement from all the clinical leads that this question
could be put on SCI gateway which runs through the benefits of this,
undertaking physical activity, outweigh the risks involved and there’s
a big exclusion list and we got sign up that that is now on SCI
gateway, so that gives us assurance ‘well the GP has done that risk
assessment’... so the GP is saying yes so that gives us, well we can
move ahead with our physical activity so | think that’s really
important. (M1)

Thus, some stakeholders saw a clear role for GPs in risk assessment prior to
referral. Others, though, felt that practice nurses were in a better position to
engage with patients about weight management, as the next section
demonstrates.

Who? - GP versus Practice nurse

The second tension was around primary care practitioner role remit and
responsibility. There was a split in opinion here, with some of the stakeholders
valuing the role of the GP, while others felt that practice nurses were much

more supportive of, and better placed to engage with, weight management.

| think practice nurses think they have got more of a role in weight
management in the talking to people and supporting people with their
weight. | think in a traditional model a lot of the time might be that
people come to see the practice nurse to get weighed because they
know they have got a good set of scales. (F7)

| think it should be a routine part of care that there is a set of scales
that you go on if you are coming to be treated for your blood pressure
and you’re overweight, or your diabetes and you are overweight. Or
your asthma and you are overweight, you know, it’s, practice nurses
are in that routine and it's part of their care but I’m not sure if the GP
would always do that. (F1)

As well as highlighting the tension around role responsibilities between GPs and
practice nurses, it also highlighted another issue, that of raising the issue of
weight in the first place. The view above sits very much within the “every
health care encounter is a health improvement opportunity” school of thought,
where discussion of health behaviours - even if unrelated to the patient’s

presenting problem - is to be encouraged, indeed normalised.
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Where? - Practice versus Community level

This theme has some overlap with previous themes (the referral versus
signposting in particular) and relates to the extent to which stakeholders believe
that primary care could be a ‘hub’ of weight management activity (as in the
counterweight model), or more of a peripheral player. It also relates to the
extent to which general practices should be engaging with other community
activities and services related to weight management, in the view of the

stakeholders.

...part of this coming through that not to medicalise their weight
problem too that there are other things that the patient should
perhaps be given, steered into and, you know, | suppose that’s part of
what our health and social care partnerships are about, trying to
encourage more access to physical activity, healthier eating... and |
think more and more general practitioners are trying to be, well part
of the process and philosophy is to try and encourage those
communities in the health centre so that there is more and more
information available there that the patient can be, not directed, but
you know, give them a steer towards and | think there is more of that
going on now. (F1)

The above quote reflects this tension and suggests that practices should be
looking beyond their responsibilities to individual patients and be thinking more

about their place within communities.

4.6.5 Communication with primary care

This section is about the stakeholders’ experiences of working with primary care
and how they communicate with GPs and practice nurses. The coding under this
section was again framed as a series of tensions. First, there was a tension
related to the approach taken to communication with primary care, between
locally adapted versus more centralised models. Second, related to the message
being communicated to primary care practitioners, there was a tension between
stressing the importance of weight loss versus more holistic healthy living
messages. Finally, there was an evident tension around the GP responses to
attempts by weight management services at engagement with primary care.
The difference between engagement and resistance from GPs would often
depend on attitudes to another tension: that between primary (medical) care

and public health.



4 Results 1: Qualitative interviews with senior dietitians 117

Local versus Centralised models

Stakeholders described a range of different methods of engagement with
primary care, using different communication strategies. These could be broadly
categorised as either local or centralised models of communication. The local
models tended to use more personal approaches to communication, such as

face-to-face meetings with general practitioners and practice nurses.

We are starting to do like raising awareness sessions and just talking
to some of the practice nurses in [Health Board region B], you know
they are quite interested in getting involved. (F2)

In contrast, the more centralised models used more impersonal approaches such
as various forms of electronic communication - email, website, intranet, or
electronic newsletter. Of course, it is possible to use electronic communication
in a personalised way - for instance, by providing practice-specific feedback by

email - but this did not happen very often.

Most services used a mixed model, with both central (impersonal) and local

(personal) approaches.

Each time the service moved out to a different [area] every practice
was emailed and lettered with the referrals, information over here,
and we also invited them to come here, or asked them if they’d like
someone to come to the practice, and we’ve been to many practices.
(F5)

There was a sense that those services that had a previous history of working

closely with practices benefitted from this improved relationship.

What’s interesting is that where there has been long term sort of work
between the local authorities and the GPs and practice nurses in the
area they are getting much better referrals coming through. So where
there is already a partnership, a relationship built up, they are
getting, you know, they are getting frequent referrals coming
through. In the areas where that’s not as well established then you
can kind of see the difference. (F2)

Method of communication was a key consideration. The more personal forms of

communication were preferred by some, as the following quotes demonstrate.
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It’s very difficult sometimes to have a relationship with people if you
have never actually met them, or the first time you are on the phone
is to say ‘no I’m sorry this patient doesn’t meet our criteria for the
weight management service’. (F1)

I still | think a lot of it is down to the communication aspect again and
so | think that doing more face to face communication with people
and raising awareness, so whether it's, you know, attending whatever
kind of meetings so that you can have more of a conversation about it
would be helpful from that point of view because | think, | do think,
you know, email, etc. has its place and it is very useful but | don’t
think anything, you know, kind of compares to face to face. (F4)

Weight loss versus Wellbeing messages

The second tension related to communication with primary care is about the
message being delivered by primary care practitioners to their patients. In other
words, it is about how practitioners are ‘selling’ the service to patients and what
implications this has for patient expectations of the WMS. This was a tension
felt most acutely by the service in Health Board Region G, which had adopted a
Health at every size approach to weight management, rather than a focus only

on weight loss.

We are now in the position to go and have a few more discussions with
GPs because really what we don’t want is - because of the approach
we take - we don’t want GPs to tell people to lose weight all the
time. (F7)

A key aspect of this tension is about shaping GP expectations of the service, by
providing them with information about what is considered a good result. For the
majority of services where weight loss was the ultimate goal (rather than
wellbeing more generally), it was important to make referring practitioners

aware of what a realistic weight loss outcome from the service would look like.

...in all our discharges we put on, ‘five kilogram weight [loss]’, and we
reference SIGN, and ‘this is considered successful and a clinical
improvement.’ And, we put it in every bit of our literature that we
can, because that is an education to our referrers. (F5)

What I’ve done is two years ago | put out a newsletter, just a one side
of an A4 sheet, around GP practices to the GPs, the practice nurses,
practice managers, to community pharmacists to the other AHP
professions just to let them know briefly, briefly about [Tier 2
service], what it was and to give just a brief outline of the outcomes
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that we were getting so the fact that sort of 80% of people will attend
five or more sessions that the main weight loss is 3kgs and to give
some actual quotes from people who have attended the sessions. (F4)

Engagement versus Resistance

This theme relates to stakeholders’ experiences of responses to their attempts
at primary care engagement. When asked about previous contact with primary
care, the following exchange between two stakeholders in Health Board Region A

gives a sense of the challenge:

| think it’s so variable. You know | think some of our lead GPs have
been fantastic at opening the gates for us. (F1)

But then you get other GPs who say ‘well I’m not doing weight
management until you give me money’, so it’s ‘give me money’. (M1)

Other stakeholders also described the highly variable nature of GP engagement

with weight management.

There’s a lot of resistance to the service, and | do think there are
areas where many GPs feel it’s a very successful service, and there’s
others that really don’t, and some, when they do come to our,
anything that we offer, | think they change completely in their views
of what is a success, for example. (F5)

Responses to more proactive methods of GP engagement by different weight
management services have also been mixed. One respondent described the
challenge of getting a GP representative on a weight management group. Others
described poor turnout by GPs at awareness-raising or training events that had

been organised.

The main explanation offered by stakeholders for the resistance to primary care
engagement with weight management is that GPs do not see it as part of their

role. It is not their responsibility.

Many many people in primary care... didn’t see weight management as
their business. (F5)

Another proposed explanation for the lack of engagement can be described as

‘change fatigue’ - the idea that frequent changes to weight management
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services, in part due to short-term funding, means it is hard for GPs and PNs to
keep up with what services are currently available, resulting in a general sense

of apathy towards these services.

4.7 Discussion

4.7.1 Summary of main findings

This chapter presents the results of seven semi-structured qualitative interviews
with nine key stakeholders who held senior positions related to weight

management in seven of the eight largest Health Boards in Scotland.

The results highlight a number of challenges that health authorities face when
planning and managing adult weight management services, and when considering
the interface between primary care (the main source of referrals to most weight
management services in Scotland) and the WMS. Perhaps the most pressing
challenge for the weight management services is insecurity of funding, due in
part to a lack of a powerful lobbying voice for more resources. These funding
issues can, in turn, result in changes to available services, making it difficult for
primary care practitioners to keep abreast of what is available and fostering a
degree of apathy towards these services - what has been described as ‘change
fatigue’ [337].

Other challenges relate to tensions within general practice - notably around the
extent to which obesity is considered a medical versus a social problem, but also
related to role responsibilities of GPs versus practice nurses. These tensions are
compounded by sub-optimal communication between adult weight management
services and primary care. There were mixed messages at times (e.g. weight
loss versus wellbeing) and inconsistent attempts at building relationships
between the services. This may reflect the recognised challenges of dealing with
a condition such as obesity, combining an individual, often medicalised approach
within primary care consultations with the wider considerations of providing a

more holistic, community-based service [343, 344].
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4.7.2 Comparison with other literature

There have only been a small number of previous studies that have explored the
views of those involved in planning and providing weight management services
about the interface with primary care. Indeed, most of the research on barriers
to engagement with weight management has only involved GPs and practice
nurses [17, 332-334, 345].

Researchers from the Counterweight Programme conducted a focus group study
with seven weight management advisers, presented alongside qualitative
interviews with patients and practitioners [186]. In keeping with the findings
from these Phase 1 interviews, they reported that engagement with primary
care staff was influenced not just by practitioners’ beliefs and attitudes and
practice-level factors, but also by the way in which the service was initiated and

implemented [186].

Another UK-based study compared beliefs among overweight adults, health
professionals and policy makers about the causes of obesity and interventions to
reduce it [223]. The health professionals group included five dietitians and the
policy makers included nine individuals from a range of UK government and non-
government organisations concerned with weight management (e.g. public
health staff and primary care leaders). Considering different ways of ‘framing’
obesity (i.e. a cultural set of meanings which give a cause, effect and response
to a problem [346, 347]), the study found that health professionals held a view
of obesity which straddled both biomedical and socio-ecological understandings
whereas policymakers were more likely to focus on the socio-ecological [223].
These explanatory models have been framed in the present study as
medicalisation (biomedical) versus non-medicalisation and obesogenic

environments (socio-ecological) versus individual responsibility.

With regard to the health service response, the view from health professionals in

the study by Greener et al was summarised as:

A lack of health service capacity was considered a major obstacle in
assisting people to manage their weight. In addition, a lack of
appropriate training and trained staff in primary care, poor
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communication and coordination of health services were mentioned
repeatedly by respondents

Similarly, the policy makers interviewed also identified room for improvement in
the health service response to obesity, though a lack of clear evidence

supporting interventions was noted [223].

Although not specifically related to primary care, qualitative research from the
US found differences in the explanatory models of childhood obesity among
policymakers at varying levels of government, with a range of views on the
causes of, responsibilities for, and solutions to, childhood obesity [348]. In
keeping with the findings from the present study, lack of funding for obesity-

related initiatives was a common theme.

A potential explanation for differences in views regarding obesity was explored
in another US study, which looked at attitudes towards childhood obesity policy
among state policy makers who serve on public health committees [349]. In
general, policy makers from states where a high number of childhood obesity
policies had been enacted perceived obesity as an issue of moderate to high
importance to the public, whereas legislators in low-legislation states were

uncertain of the importance of the issue to their constituents [349].

4.7.3 Strengths and limitations

The main strength of Phase 1 is that it is the first qualitative interview study
exploring the views of key stakeholders involved in the planning and delivery of
adult weight management services about the role of primary care in adult
weight management. The findings help us understand the marked variation in
engagement with adult weight management in primary care. In particular,
communication with primary care was seen as very important, with those
services that had a previous history of working closely with practices benefitting

from this improved relationship.

The main limitation of this qualitative study is its small sample, which was
recruited pragmatically, so findings may be biased by self-selection. The
recruitment strategy was to ask for service leads involved in the strategic

delivery of adult weight management services to volunteer to be interviewed; 7
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of the 8 largest health boards in Scotland took part and, in all cases, the service
lead was a dietitian. While it is possible that other health professionals may be
involved at a similar level of service delivery and, arguably, would have brought
a different perspective to the study, it does seem to indicate a clear role for
dietitians in the strategic delivery of such services. Furthermore, participant
validation was not obtained following analysis due to limited time and resources;

this would have strengthened the reliability and validity of the findings [350].

A further limitation is that, although the recognition and management of adults
with co-morbid obesity is of principle interest in this thesis, the stakeholder
interviewees tended to talk about obesity in general. However, there is unlikely
to be any significant divergence in the views obtained if the focus had been on

co-morbid obesity.

Finally, it is important to note that GPs are not involved in commissioning adult
weight management services in Scotland (there is no so-called ‘purchaser-
provider split’ [351]), so relationships between frontline clinicians and weight
management service providers may be different in other parts of the UK and

elsewhere.

4.8 Chapter summary

This chapter presented the results of Phase 1 stakeholder interviews, exploring
their views on the role of primary care in adult weight management and their

experience of engaging with GPs and practice nurses.

A series of tensions were described in relation to explanatory models of obesity,
issues within WMS themselves, the role of primary care, and communication with
primary care specifically. Two findings from this chapter are particularly
pertinent to the next chapter: first, that weight management services need to
secure mainstream funding in order to develop long-term, sustainable strategies
of engagement and service delivery; and second, that good communication with
primary care is key, as those WMS that had a previous history of working closely
with practices benefitted from this improved relationship. The findings from this
chapter suggest that too much time is spent fire-fighting the implications of

short-term funding rather than building relationships with practitioners who can
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help engage with and refer those who would most benefit from the services on

offer.

The next chapter presents findings from a realist review of interventions
targeting primary care to improve the identification and referral of adults with

co-morbid obesity.
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5 Results 2: Realist review

5.1 Overview

This chapter presents the findings from Phase 2 of this project; a realist review
of interventions to improve the identification and referral of adults with co-
morbid obesity in primary care. The rationale for the focus of this review, and
the choice of realist methodology, has been explained in the Methodology

chapter. The research questions addressed in Phase 2 are:

RQ2a - What is the ‘programme theory’ of interventions targeted at primary
care practitioners to improve the identification and referral of adults with

co-morbid obesity?

RQ2b - What are the mechanisms at play in different components of these
interventions and what are the contextual factors that enable these

mechanisms to produce successful outcomes?

The overarching aim of a realist review or synthesis is to answer the question
“What works, for whom, in what circumstances, how and why?” [250, 352]. The
extent to which it is possible to answer this question depends on a humber of
factors, including the quality and breadth of the available evidence, how the
review has been framed and focussed, the disciplinary expertise of the review
team, as well as more practical considerations such as the time available to

complete the review.

As noted in the Methodology chapter, a realist review starts with an initial (or
rough) ‘programme theory’ then collects evidence to test that theory, often
drawing on substantive pre-existing theory, to produce a refined programme
theory. The heuristic device used in realist reviews is the ‘Context-Mechanism-
Outcome (CMO) configuration’. There are a nhumber of suggested steps involved
in this process, which has an inherently iterative nature. These steps will be
described in detail in the Methods section of this chapter, before presenting the

review findings.
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The Results section of this chapter will begin with a description of the 30
included intervention studies. The studies will then be broken down into their
component parts - that is, the intervention ‘strategies’ they used. A more
detailed analysis and synthesis of CMO configurations, based around different

intervention strategies will then be presented.

5.2 Aim of this chapter

The aim of this chapter is to present the results of the realist review. The
intention is to draw out key theoretical understandings about the realist
question ‘what works, for whom, in what circumstances, how and why’ with
regard to interventions targeted at primary care practitioners to improve the

identification and referral of adults with co-morbid obesity.

5.3 Methods

This section outlines the approach taken to this realist review. An adaptation of

Pawson’s stages of a realist review is shown in Figure 5-1, below.

Defining the
scope of the
review

Searching for
primary
studies

Quality )
appraisal: Extracting
relevance the data
and rigour

Data
Synthesis

Figure 5-1: Stages of a Realist Review, adapted from Pawson [246]
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The five stages are presented in a non-linear fashion as parts of the process may
be iterative. The protocol for this realist synthesis was registered with the
International Prospective Register of Systematic Reviews (PROSPERO) database
[Ref: CRD42014009391] and published in Systematic Reviews [283] (Appendix 1).

The five main stages of the review - defining the scope of the review; searching
for primary studies; quality appraisal; data extraction and synthesis - will now

be described in turn.

5.3.1 Defining the scope of the review

An important reference point for this review was a Cochrane systematic review
from 2010, which looked at interventions targeted at primary care practitioners
to improve weight management [238]. This yielded a small number of included

studies and little evidence of effective interventions.

However, in recognition of the time that had passed since this review was
carried out, it was considered worthwhile to both update this review and apply a
realist approach to the resulting literature. The rationale for using a realist
approach is provided more fully in Chapter 3, but an important aspect was the
wider scope of realist reviews (accepting evidence from a range of study types,
both quantitative and qualitative), regarded as particularly suited to synthesis of

a mixed body of evidence [22].

The focus of this review was on interventions that improved the identification
and referral of adults with obesity in primary care, rather than on primary care-
based weight management programmes per se. This was because of the
increasing evidence that primary care practitioners - GPs and practice nurses -
do not have the time, training, or desire to implement weight management
programmes themselves [17, 332, 333]. Similarly, the expectation from policy
makers and health planners is that the main role of primary care in weight
management should be around identification and signposting or referral to other

services [7, 353].

The influence of weight-related co-morbidities on the discussion of weight in

primary care was of particular interest in this review from the outset. As noted
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in Chapter 2, not all adults with obesity will have adverse health outcomes
related to their increased BMI and many practitioners are wary of medicalising
people who are overweight but otherwise healthy. Therefore, it is reasonable to
assume that GPs and practice nurses may find it easier to discuss weight (and
weight management) with adults who have established weight-related co-
morbidities, such as diabetes, hypertension, or osteoarthritis. Indeed, one
might argue that primary care practitioners have a duty of care to discuss weight

management with such individuals.

5.3.1.1 Identifying candidate programme (and formal) theories

Unlike other realist reviews, which begin with an outline of an initial ‘rough’
programme theory, a decision was made to start by searching the literature for
intervention studies in the first instance, and then to think about putative
programme theories. The rationale for this was in part related to the paucity of
studies in the original Cochrane review, and concern therefore that there may
still be a very limited pool of studies relevant for this review, and in part related
to the predicted heterogeneity of included studies, and a recognition therefore

that there may be several programme theories at play.

However, a number of formal or substantive theories pertinent to this area of
enquiry were identified - from psychology, sociology, and implementation
science - through a two-stage process: (i) background reading and expert opinion

and (ii) stakeholder interviews.

Background reading was ongoing for some time prior to the drafting of the
proposal for the funding of this project. Expert opinion was sought in the form of
project supervisors, an advisory panel of academics, and presentation of

research plans at interdisciplinary meetings and national conferences.

Stakeholder interviews, described in Chapter 4, were conducted with health
care professionals across Scotland responsible for planning and delivering weight
management services that receive referrals from primary care. We sought the
views of these professionals on how they engaged with primary care
practitioners, what they thought the barriers to identification and referral are

and what they considered to be the most effective methods for increasing
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appropriate referrals. While few interviewees mentioned specific theories,
several did draw attention to factors that influenced the referral process at
different levels (for example interpersonal versus institutional) and some were

mindful of individually-focused behaviour change theories.

This process identified three overlapping levels, within which potentially

relevant theoretical models are situated:

1) Individual-level theories of practitioner behaviour change (for example
Theoretical Domains Framework [354, 355], Behaviour Change Wheel [356]).

2) Interpersonal-level theories of doctor-patient interaction (for example

candidacy theory [19], theories of stigma [357], and shame [358]).

3) Institutional or system-level theories of implementation (for example
diffusion of innovations [359], Normalisation Process Theory [360], PARiHS
(Promoting Action on Research Implementation in Health Services) framework
[361]).

This is a somewhat artificial categorisation of theories, as almost all of them
operate to a greater or lesser extent across all three levels. For instance,
candidacy theory, which was ultimately used as the ‘best fit’ theory for
understanding the process of identification and referral in this context, is
particularly strong at the interpersonal level but has some explanatory utility at

the individual and institutional levels also.

5.3.2 Searching for primary studies

The search strategy was based on the Cochrane review search terms [238], but
with two key amendments. First, search terms for study type (e.g. RCT) were
removed to ensure that a wider range of interventions and approaches were
included. Second, the timeframe used and the databases searched were changed
to widen the scale of the search. The process of developing the search strategy
for this review was done in collaboration with the subject librarian of the

University of Glasgow.
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The full search strategy can be found in Appendix 11 but a summary of the

search strategy is in Table 5-1 below.

Table 5-1: Summary of search strategy

Search terms used Based around three concepts:

obesity/weight loss;

primary care; and

practitioner behaviour change (range of terms including
training, protocol, referral, feedback, computer, etc.)

Databases searched Medline, CINAHL, EMBASE, PsychINFO, Web of Science,
Science Direct

Timeframe Year 2004 to May 2014 (then updated April 2017)

Inclusion criteria Studies targeting primary care practitioners to improve
the management of Adults with obesity

Exclusions Children

Non-English language
No exclusions were set based on study type

5.3.3 Screening process

The process adopted for selecting included articles was made as reproducible as
possible by setting clear criteria for inclusion or exclusion at title, abstract and
full paper screening levels. The process was made easier by the use of web-
based systematic review software DistillerSR (Evidence Partners, Ottawa,

Canada)

Two reviewers were involved at each stage, with conflicts discussed by a third.
DB reviewed all articles at each stage. The role of ‘second reviewer’ was
divided between SM and COD, with each doing half of the articles.

The search of all six databases was conducted in May 2014 and updated in April
2017. In total, there were 4483 articles retrieved. Removal of duplicates left
4232 articles for title screening. The PRISMA flow chart of included papers is

shown in Figure 5-2 below.
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Title screening

The question used for title screening was: “Could this be about adult weight

management in primary care?”

2284 articles were excluded at this level. The reasons for exclusion are given in
Figure 5-2 for 2015 of the excluded articles. For the remaining 269 articles,
there was disagreement on the reason for exclusion, but reviewers agreed the
article should be excluded, so consensus was not sought on specifying the

reason.

Abstract screening

The question asked at the abstract screening level was “Could this article
provide useful information about the identification and referral of adults with

obesity in primary care?”

There were 1503 articles excluded at abstract level. Again, reasons for exclusion
are given for most of the excluded studies (n=1275), with a further 228 being

excluded for several reasons. This left 445 articles for full paper screening.

Full paper screening

The question asked at the full paper screening level was “Is this paper for
inclusion?” and the potential responses were: Yes, include / No, exclude / Yes,

may be useful

The 445 articles were sorted as follows: 233 excluded quickly (most commonly
due to no or insufficient mention of identification and referral), 70 included for
further consideration, and 142 considered potentially useful in developing the
later programme theory. This third category included studies such as cross-
sectional surveys of practitioner weight bias, or qualitative studies of patient

and practitioner views on obesity.

From the 70 included for further consideration, there were 21 ‘core’ papers that

reported intervention studies, where at least part of the intervention was
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targeted at primary care practitioners. The search update in April 2017 produced

a further 9 ‘core’ papers, resulting in a total of 30 included studies.

5.3.4 Quality appraisal

As noted in Chapter 3, the process of quality appraisal in a realist review is
different to that from a traditional systematic review, with studies assessed
principally on their relevance (to theory building and/or testing) and rigour (in
terms of both reliability of methods and richness of description). However, a

formal quality assessment was also carried out.

A number of quality appraisal tools were considered before ultimately choosing
the Downs and Black checklist, a validated tool which assesses methodological
quality of randomised and non-randomised intervention studies [362]. In
keeping with another recent review [363], we found that this checklist included
items of questionable importance in the context of implementation studies, so it
was adapted by excluding certain questions (e.g. about blinding). Studies were
graded as ‘good’, ‘fair’ or ‘poor’, in terms of methodological rigour, based on
their score. A score of >14 out of 23 was considered good, 10 to 14 was fair, and

<10 was poor.

5.3.5 Data extraction and data synthesis

As described in Chapter 3, realist analysis sees reality as comprising multiple
levels (e.g. micro, meso and macro), each interacting with the others. These
levels are important ‘contexts’ in the ‘Context-Mechanism-Outcome’ (CMO)

configuration, the heuristic device at the heart of realist analysis.

A pre-piloted data extraction form (Appendix 12) was used to extract data on
study characteristics (e.g. design, recruitment) and participant characteristics
(i.e. patients and practitioners) as well as detailed information on the
intervention, outcomes, context and any suggestion of mechanisms. This
information was generally found in the methods, results and discussion sections

of included papers.

In the first stage of analysis, each included study was broken down into its

component parts, based on intervention strategies used (e.g. tools, training,
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audit/feedback, or networks). Outcomes were charted for each study, based on
the final desired outcomes, such as identification of obesity, recording of BMI,
and referral to a weight management service, as well as more proximal
outcomes. Examples include markers of practitioner behaviour change (e.g. self-
efficacy) or system-level outcomes (e.g. improved communication between
weight management service and practitioners) that make the final desired
outcomes more probable. Important contextual factors at micro, meso and

macro levels were also recorded.

The second stage of analysis involved identifying CMO configurations within each
study, describing how contextual factors interact with mechanisms to produce
different outcomes. It was possible to identify some ‘linked CMOs’, where
interventions had implementation chains, with each link in the chain having its
own CMO configuration; for example, if identification of obesity was made

possible because of prior recording.

The third stage involved exploring patterns within these CMO configurations.
Potential mechanisms were compared across different studies and intervention
strategies to assess if they were consistent in producing similar outcomes. For
instance, would an electronic pop-up reminding a practitioner to record BMI
work through a similar mechanism as having a BMI chart on the consulting room

wall?

The final stage of analysis involved configuring these demi-regularities into a
coherent and plausible ‘refined’ programme theory, drawing on the formal
theories previously identified. As familiarity with the data increased, a shortlist
of the most apposite theories from the initial scoping search was determined and
the empirical data was used to test and refine the ‘best fit’ theory, candidacy
theory. An expanded model of candidacy theory encompassing individual,
interpersonal, and institutional/systems-level components was produced and is
presented in Chapter 9. Each stage of analysis was led by DB with discussion and

agreement with SM and COD at regular meetings throughout the process.
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5.4 Results

5.4.1 Summary of included studies

Table 5-2 gives a summary of the included studies (n=30).

Table 5-2: Summary of included studies

COUNTRY OF YEAR OF STUDY DESIGN QUALITY
ORIGIN PUBLICATION APPRAISAL
Australia (n=1) 2004 (n=2) RCT (n=5) Good (n=10)
Israel (n=1) 2005 (n=1) Non-randomised Fair (n=9)
UK (n=5) 2006 (n=1) controlled trial (n=5) | Poor (n=11)
USA (n=23) 2007 (n=1) Pre-post test design

2008 (n=6) (n=11)

2009 (n=1) Mixed methods

2010 (n=3) (n=2)

2011 (n=1) Quality

2013 (n=6) improvement study

2014 (n=1) (n=6)

2015 (n=4) Process evaluation,

2016 (n=2) (n=1)

2017 (n=1)

Most of the studies were from the USA (n=23) and the UK (n=5), with one each
from Australia and Israel. There was a spread of publication dates across the

thirteen year time frame.

Study designs varied, with pre-post (also known as before-and-after) studies
being most common (n=11), followed by quality improvement studies (n=6).
There were 5 RCTs and 5 non-randomised controlled trials. Ten studies were

rated as ‘good’, nine as ‘fair’ and eleven as ‘poor’.

A more detailed summary of the individual studies is in Appendix 13, where
studies are described by Author, Location, Study design, Aim of the study,

Participants and Main Outcome.

Although the focus of this review was on interventions targeted at primary care
practitioners, very few of the 30 included studies provided detailed information

on practitioner characteristics, such as age [364] and gender [365]. Most of the
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practitioners involved were primary care/family medicine doctors, although six

studies also included nurses or other allied health professionals [365-370].

As shown in Appendix 13, seven of the studies did not report any patient
characteristics [210, 367, 371-375]. A further four studies did report on age and
gender, but did not provide any information on socio-economic status (SES) or
ethnicity [16, 376-378]. The remaining studies were more likely to include
ethnicity data than data on SES and those that had both often used a proxy of
individual SES such as education or insurance status, rather than a more multi-
dimensional marker of SES (including both individual and area-based measures)
such as the Index of Multiple Deprivation (IMD) [379].

Similarly, only 12 of the 30 studies (40%) contained any information about
patient co-morbidities [16, 364, 367, 368, 370, 376-378, 380-383]. Diabetes was
recorded in all twelve of these, with hypertension in ten, CHD in nine, arthritis

in six, and depression in five.

The number of participants in each study also varied considerably. The total
number of patients in all studies combined was 124,872, though more than half
of this total (n=85,472) came from just two studies [366, 370]. The smallest
study included just 87 patients [384]. There were more females than males in
every study that reported this data. The mean BMI was >30 in 15 of the 17
studies that reported this.

There were a range of outcomes measured in the 30 studies, although most

included at least one of the key outcomes of interest to this review, namely:

e discussion of weight (including lifestyle advice) [16, 210, 365, 366, 370-
372, 374-376, 383, 385-390];

e measuring and recording of weight and/or BMI [364-367, 370, 374, 377,
378, 380, 383, 389, 391]; and

e referral to weight management services (WMS) [241, 364, 366-370, 374,
375, 377, 380, 381, 384, 387, 390].
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Although weight loss was not a key outcome of interest in this review, changes in
weight were reported in 11 of the included studies [16, 241, 368, 370, 378, 381-
384, 386, 390], and weight outcomes were made available on contacting the

lead author of one further included study [366].

5.4.2 Intervention types

There are different ways to categorise interventions that attempt to change
practitioner behaviour. For instance, the Cochrane Effective Practice and
Organisation of Care (EPOC) Group [392] divide interventions into those that are
educational, behavioural, financial, regulatory or organisational. The
intervention strategies adopted in the included studies in this review did not,
however, fit neatly into the EPOC categorisation for two reasons. First, most of
the studies used multiple interventions strategies (e.g. a combination of
educational, behavioural and organisational approaches). Second, the EPOC
categorisations are too broad in this case and do not adequately reflect the

different strategies, which could be more accurately categorised as follows:
1. Training
2. Tools/resources to improve identification of obesity
3. Tools/resources to improve ease of referral
4. Audit/feedback
5. Working in networks/Quality circles
6. Other strategy

Table 5-3 provides an overview of the 30 included studies based on the above
categorisation. Most of the studies were complex interventions, involving two or
more intervention strategies and operating at different levels (micro, meso and

macro).
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For the purposes of this review, these broad intervention strategies were further

unpacked to uncover their component parts, as this allowed us to explore how

each component part may (or may not) lead to the outcomes in question.

Table 5-3: Summary of included studies by Intervention strategy

Intervention

Studies where

Main outcomes

Other studies that

strategy this was main measured included this strategy
focus
Training [373, 384, 388] GP self-efficacy [16, 241, 365, 367,

Patient report of
Physician use of 5As
(Assess, Advise, Agree,
Assist, Arrange)
Change in weight/BMI

371, 372, 375, 382,
383]

Tools/resources to
improve
identification of
obesity

[210, 364, 377,
378, 380, 385,
386, 389, 391]

Recording of BMI
Diagnosis of Obesity
Referral to WMS and
uptake

Change in weight/BMI

[16, 241, 365-367,
370, 372, 381]

Tools/resources to
improve ease of
referral

[368, 369, 376,
390]

Referral to WMS
Uptake of WMS
Change in weight/BMI

[241, 366, 370, 381,
387]

Audit/feedback [371] Recording of BMI, [16, 367, 370, 372,
Obesity diagnosis and | 375, 381-383]
weight management
plan

Working in [374] Recording of BMI [371, 375]

networks/Quality
circles

Diagnosis of Obesity
Referral to WMS

Key outcomes of interest in bold

1) Training

Lack of training is often cited as one of the main barriers to primary care

practitioners engaging with weight management [393]. Training practitioners to

give brief advice has been shown to improve smoking cessation outcomes [394],

so there is a good rationale for including training as part of a weight

management intervention. Table 5-4 shows those studies that used a training

component, giving more detail on the participants, the training content, delivery

and duration, use of theory and main outcomes reported.
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There was considerable heterogeneity within these studies, in terms of
participants, training content, delivery and duration, use of theory and
outcomes measured. In terms of participants, most studies with training
components involved primary care physicians [371, 373, 375, 381, 383, 384,

388], but one involved nurses [16].

In terms of training content, most of the interventions aimed to increase
participants’ knowledge, skills, and attitudes related to obesity, usually
involving identification/screening and brief intervention, which would include
signposting or referral to other services. Two of the studies used the 5As
framework of assess, advise, agree, assist, and arrange, while others
incorporated guidelines for primary care practitioners into their training

content.

The delivery and duration of training varied markedly. Most studies involved
group training sessions rather than individual training, but this ranged from a
few hours’ worth of training contact, to several days, spread out over a period

of months.

Almost all of the studies described theoretical underpinning of their training,
whether related to the content (e.g. 5As framework or motivational

interviewing) or the approach (adult learning theory, organisational learning).

In terms of outcomes, most of the studies that involved a training component
included at least one of the key outcomes of interest for this review. It is
difficult, however, to make strong assertions about the extent to which the
outcomes presented in Table 5-4 are related to the training component per se,
as most of the studies also involved additional intervention strategies. The
three studies that only involved training [373, 384, 388] reported increases in
self-efficacy to treat obesity [373], and improvements in the quality (though not
the rate) of obesity counselling with an increase in referrals to weight

management support [384, 388].

2) Tools/Resources to improve identification of obesity
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There were 8 studies in which tools or resources to improve the identification of
obesity were the main intervention strategy and a further 10 studies where such
tools were also used in combination with other approaches (Table 5-5). These

will now be summarised, moving from relatively simple tools/resources to more

complex ones.

Perhaps the simplest tool reported was a laminated BMI chart [391]. The study
by Muo et al [377] also involved BMI charts placed in consulting rooms, but in
addition they used a BMI chart reminder stamped into patients’ notes. Barnes et
al [367] also used a BMI chart hung above each scale as a visual reminder for
nursing staff to measure weight and calculate BMI, with charts also available in
the waiting room. Shungu et al adopted a similar approach [389], with a
brightly-coloured reminder card attached to the front of notes prior to the
consultation. An alternative was the desk-top flipchart reported by Laws et al in

Counterweight [16].

The relocation of scales to private locations and placement of working
stadiometers conducive to work flow were found to facilitate BMI screening in
the study by Erickson et al [372].

The most common tool used was an automatic BMI calculator integrated into the
electronic medical record (EMR), which featured in six studies [364, 366, 369,
372, 378, 380]. This was accompanied by a pop-up reminder to recommend
lifestyle modification for all adult patients with a BMI >25 kg/m? in the study
reported by O’Grady et al [378] and electronic eligibility reminders based on age
>17 years and BMI >30 kg/m? in the Take Charge Lite (TCL) study [369] and
eLINKS study [376].

Several studies included a more labour-intensive component, with the additional
resource being staff time. Examples of this ranged from the creation of an
electronic registry of patients with obesity (based on information collected
during telephone counselling)[381]; the manual calculation of BMI by a member
of staff, which was then entered into the patient’s EMR [364]; members of the
research team manually adding obesity to the problem list [385]; or a member of
staff (e.g. nurse or rooming assistant) measuring a patient’s height and weight

prior to the medical consultation [241, 365].
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The most complex computer-based intervention was in the paper by Christian et
al [386] which involved the computer’s expert system generating a “four- to
five-page individualized, tailored report that provided feedback addressing

participant-identified barriers to improving their physical activity and diet”.

Few papers cited any formal theory related to the use of tools/resources to
improve identification of obesity, though most did cite some previous research
evidence supporting their use. The United States Preventive Services Task Force

(USPSTF) guidelines and the 5As framework were referenced in several papers.

In terms of outcomes, most of the studies reported positive outcomes, although
some were mixed [365-367, 370, 377, 389] and one showed no significant
difference (in weight) [378]. Three studies only reported weight loss, with no
information on rates of weight discussion, documenting of obesity, or referral
[378, 381, 386].

In the 8 studies where tools to improve identification of adults with obesity were
the focus, there were statistically significant increases in recording of BMI in
patients’ charts [391], documentation of obesity [364, 377, 380, 389], advice
[385], and referral to other sources of support [364, 380].

Similarly, in the remaining studies, there were statistically significant increases
in recording of BMI in patient’s charts [367], documentation of obesity [366],
advice [16, 365, 376], and referral to other sources of support [241, 369, 376].

One study used a measure called KBS (Knowledge, Behaviour, Status) rating to
assess the extent to which a clinical obesity guideline had been incorporated
into routine practice [372]. Knowledge refers to “knowledge related to the
content of the clinical obesity guideline,” (with outcomes ranging from “no
knowledge” to “superior knowledge”). Behaviour refers to the “implementation
of the clinical obesity guideline,” (“never implementing” to “consistent
implementation”). Status refers to the “adoption of the clinical obesity
guideline” (a continuum from “no adoption (extreme signs/symptoms)” to
“generalized adoption (no signs/symptoms).” On a scale of 1-5 (1 = low/neg; 5 =
high/pos), the average KBS ratings across partner organisations increased over

two points from baseline to 3 years follow-up [372].
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As noted in Chapter 3, interventions do not happen in isolation and it can be
hard to attribute the success of an outcome to a particular component. This
counterfactual logic (e.g. would X outcome have occurred if Y event had not

taken place?) is cited in several of the papers, for example:

During the time period, a large amount of information in both the lay
press and medical literature was disseminated concerning obesity.
Thus, physician awareness of the obesity epidemic probably
increased. Whether the increased awareness contributed to improved
documentation and treatment cannot be determined by this study.
[Bordowitz, 2007 [380]]

Context is crucial, as reported in three studies with EMR reminders: two that
worked (Bordowitz, 2007 [380] and Schriefer, 2009 [364]) and one that didn’t
work so well (Shungu, 2015 [389]) as demonstrated by this excerpt from the

latter:

Our study did not support the hypothesis that reminder cards improve
rates of counselling documentation or coding of counselling regarding
obesity. These results differ from those of Bordowitz et al (2007) and
Schriefer et al (2009), who both found that EMR auto-population of
BMI resulted in increased prevalence of documented obesity
treatment plans. Again, a possible explanation for this difference is
that the intervention in those studies was the introduction of an EMR
auto-populated BMI, whereas our practice had auto-populated BMI for
several years prior to our study and used physical reminder cards as
the intervention. Linking assessment of obesity to an EMR-generated
smart set, which includes assessment of dietary counselling, is one
solution to improve provider rates of documenting dietary counselling.
[Shungu, 2015 [389]]

In the example above, the context in the unsuccessful (more recent) study was
one in which EMR auto-population of BMI had been in place in the practice for
several years and the intervention was a reminder card; in the two successful
(older) studies cited, however, the BMI auto-population was introduced as part
of the intervention itself. As well as different contexts, the timing of the

introduction of the intervention may have had a bearing on its uptake also.

The next strategy to be considered is that of tools/resources to improve ease of

referral.
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3) Tools/Resources to improve ease of referral

The third intervention strategy was tools and resources to improve ease of
referrals. There were 2 studies (4 papers) which used such tools and resources as
their main intervention strategy and a further 4 which incorporated them as part
of a wider intervention. Details of the studies and description of the tools used

can be found in Table 5-6 below.

The four papers which used tools/resources to improve ease of referral referred
to two intervention studies -Take Charge Lite (TCL) [368, 369] and eLinkS [376,
390]. TCL included BMI calculation and electronic reminders, as described
above, but also the use of a single computer keystroke to print a TCL
prescription that was accompanied by a letter describing the free weight
management programme, with the telephone number to call to schedule an
appointment. This resulted in an increase in referral from 5% at baseline to
around 20%. In eLinkS, the EMR was again used as the platform for the
intervention by making it fast and easy to refer patients to intensive counselling
outside the office; but there was an additional focus on establishing
bidirectional communication between practices and community weight loss
counsellors, with participants given the choice of group classes offered through a
commercial weight loss programme (Weight Watchers); individual telephone
weight loss counselling; computer- based counselling; or usual care. Although
statistical differences were not reported, eLinkS also found an increase in the

percentage of patients with obesity who received advice and referral.

The other 4 studies involved a database of community programmes and a health
behaviour prescription pad [387], reminders with tailored management
recommendations and a weight management screen including referral options
[366], the provision of a complete list of local services and referral pathways
[370], and an additional member of staff (from the research team) who ensured
that patients who agreed to referral left the practice with an appointment
[241]. As with the other studies, outcomes from these 4 papers were generally
positive, with the exception of the Goodfellow study, which found practitioner
self-reported increases in knowledge, confidence and skills related to weight
management, but no significant differences in the proportion of patients offered

a weight management programme [370].
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4) Audit/feedback

The fourth intervention strategy to consider was audit and feedback. Again, this
is well recognised in the literature as being an important driver of practitioner

behaviour change [395].

Table 5-7 provides a description of the studies that incorporated an
audit/feedback strategy, including the participants, use of theory, and main

outcomes measured in each study.

There were seven studies that used audit and feedback as part of a multi-
component intervention, though only one where it was the main strategy used
[371]. Different approaches were adopted, with some studies - for instance, the
Counterweight study [16, 382] and Schuster et al [383] - providing only a one-off
feedback of baseline performance related to current levels of obesity screening
and intervention. The other studies provided repeated feedback, ranging in
frequency from weekly communications, with an audit after 3 weeks [367] to
monthly audits [371, 375, 381] to quarterly [372].

The content of the feedback and person delivering it also varied; for instance,
Ely et al used written feedback reports which included reminders of obesity care
recommendations as well as patient-specific information on barriers and
facilitators to weight loss [381]. In contrast, the study by Aspy et al used
practice enhancement assistants who worked closely with the practice team
(nurses and medical assistants) to modify office routines, forms, and computer

templates, and help each team identify community resources [371].

Use of theory was more prominent in these studies, with Plan-do-study-act
(PDSA) cycles used in two of the studies [371, 375] and the Theory of Planned

Behaviour underpinning the Barnes et al study [367].

Most of the included studies that used audit and feedback as an intervention
strategy reported positive outcomes. These included increases in lifestyle
interventions [16, 371], increased recording of obesity management [367, 383],

improved adherence to obesity guidelines [372] and weight loss [381, 382].
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5) Networks/Quality Circles

The fifth intervention strategy considered in this review is the use of networks
or quality circles. Table 5-8 below provides more detail on the 6 papers (related
to 4 studies) that used this approach. In the paper by Sinfield et al (and the
related paper by Gunther [231]), a form of quality circle called a facilitated
implementation group was the main strategy used [374]. Two such groups
explored the use of tailoring to improve adherence to NICE guidelines on adult
obesity in primary care. Tailoring involved two key steps. The first involved
investigation of context and barriers to change; the second step involved the
selection of intervention methods chosen to address the barriers identified. It
could be argued that these papers do not provide empirical evidence of an
intervention to improve identification and referral of adults with obesity, as
they do not report outcomes. However, they do provide invaluable insights into
the mechanisms involved and potentially supportive or constraining barriers,
which resonated strongly with other findings from this review, presented in the

next section.

The three other studies used slightly different approaches to quality circles. In
the Counterweight study [16, 382], weight management advisers (all registered
dietitians) provided regular peer support, once or twice each month, to practice
nurses until they achieved competency and confidence. This mentoring process
usually took 6 months, and also contained elements of training and

audit/feedback strategies.

In the study by Aspy and colleagues [371], there was a practice enhancement
assistant who met with the three clinician teams in each cluster and the
principal investigator on three occasions (at 2, 4, and 6 months) to review
progress and share ideas. These meetings were multi-disciplinary, with
clinicians, nurses or medical assistants, and office managers from each practice
taking part. Finally, in the Combating Obesity at Community Health Centres
(COACH) study [375], the quality circle (or Quality improvement collaborative)
involved learning sessions, a website for evaluation, and conference calls for

knowledge sharing.
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In terms of use of theory, both the Aspy and Wilkes studies [371, 375] used
quality improvement tools (e.g. PDSA cycles). The Counterweight study [16, 382]
referred to learning theories and theories of innovation, and the Sinfield study
[374] did not refer to any formal theory but did cite a systematic review of RCTs
which found that tailored interventions were more effective than no intervention

or dissemination of guidelines and educational materials alone [396].

The studies that used quality circles generally reported positive outcomes,
although most were multi-component making it hard to discern which of the
components was most effective. As noted above, the study in which quality
circles were the main strategy did not report outcomes related to identification

and referral [374], but was kept in the review for its theoretical utility.

6) Other interventions

Several studies used other intervention strategies over and above the five
outlined here. For instance, patient education/information materials were
provided in a number of studies [16, 210, 366, 367, 370, 372, 378, 381, 382, 386,
387]. Examples included: BMI brochures, patient action plan template,
food/activity logs, portion control plates/handouts, home exercise routines,

calorie counters, community resource brochures, and food and fat models.

On the face of it, these resources may not obviously relate to improving
practitioner identification and referral of adults with obesity, but as one paper
put it, these resources helped to “minimize concerns regarding lack of time” for
providers [367]. This in turn may make providers feel more able to initiate a
discussion around weight management. Similarly, the provision of a one-page
Your Weight and Health Profile form, recommended by the NIH [397], aimed “to
enhance [practitioners’] ability to quickly assess readiness to lose weight”,

which in turn could make referral more likely, or more appropriate [367].

Incentives were cited in a few studies, including incentives to take part in
training initiatives (e.g. by providing Continuing Professional Development
accreditation)[373], incentives (e.g. gift certificates) for referring the most
patients [375] or the incentive of financial reimbursement for the diagnosis of

obesity as a medical condition (in the US) [389].
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A further strategy used in at least two studies [370, 372] was the use of a
designated lead responsible for implementation of the intervention in the
practice. Very little detail is provided on this leadership role in the Erickson
paper [372], but the Goodfellow paper describes the lead being well supported
(monthly telephone calls), working closely with the research team to improve

their knowledge and identifying additional resources and tools [370].

Finally, two other strategies were used in one study each. These were the use of
employee wellness initiatives or worksite wellness policies [372] and the use of
external accountability by implementing planned follow-up [241]. There is an
evidence base for both these approaches, as previous studies - not specifically
related to identification and referral of obesity - have used them. For instance,
in the Promoting Health by Self Experience (PHASE) study [398], Shai et al
looked at change in practitioners’ preventative health advice (related to
smoking, obesity, and alcohol) after receiving their own lifestyle intervention -
the so-called ‘halo effect’ [399, 400]. Similarly, external accountability has been

shown to be an important component of behavioural programmes [401].

Summary

In summary then, the 30 included papers in this realist review can all be
considered as complex interventions, involving multiple intervention strategies
and usually operating at multiple levels (to use Pawson’s formulation, most
studies incorporated individual-, interpersonal- and institutional-level
components). The included interventions have been broken down and grouped

into their different strategies.

The next step - developing the realist approach- is to hypothesise and then test
(as far as possible) how the outcomes of interest are achieved; that is, what are
the underlying mechanisms that produce the outcomes and what are the
contextual barriers and facilitators to the operation of these mechanisms. As far
as possible, the intervention strategies identified thus far will be used to
facilitate understanding of mechanisms within each strategy, but it is important
to note at this point that the same mechanisms may be involved in different

intervention strategies (e.g. in both tools, audit/feedback and networks).



Table 5-4: Studies that included training components

Author Participants Training content Delivery and Duration Use of Theory Main Outcome(s)
(year)
Studies where training was main focus

Katz [373] 29 doctors Interactive, 12 clinical and 2 lectures per session, Self-efficacy [402]. Self-reported increases in self-
(2005) psychological lectures, delivered followed by workshop and | Social cognitive theory | efficacy to treat obesity.

by ‘experts’. panel discussion (5pm — [403].

9pm). Held monthly over 6 | Transtheoretical model
months. of behaviour change
[404].

Jay [384, 23 resident Based on the 5As (assess, advise, 5-h multimodal Skills such as Small but significant effects of the
388] physicians agree, assist, and arrange) longitudinal obesity behavioural intervention on quality of
(2010 and multiple active instructional curriculum given over three | assessment, goal counselling but not on the rate of
2013) methods including case studies, weekly sessions. setting, and counselling.

role-playing, standardized patients motivational Mean Weight loss of 1.53kg (SD

for counselling practice, and interviewing were 3.72) in intervention group

faculty-facilitated videotape stressed. compared to 0.30kg (SD 3.60) weight

review of residents counselling 5As framework [405]. gain in control.

their own patients. Referrals: 21 (45.7%) in intervention

group versus 11 (26.8%) in control.
Other studies that included training component

Laws [16] 58 practices Training focused on using a 6—8 hour training Adult learning theory 91% received one of the core
and Ross received structured approach to care and programme for PNs. [406] lifestyle interventions in the first 12
[382] training in topics covered included patient Training manuals were months.
(2004 and intervention screening and assessment, provided to support formal 34% achieved a clinically meaningful
2008) arm —all principles of healthy eating and workshops. Guidance was weight loss of 5% or more of initial

practice nurses

energy balance, dietary

also provided on the use of

weight.




Author Participants Training content Delivery and Duration Use of Theory Main Outcome(s)
(year)
approaches to weight Counterweight Programme
management, physical activity patient education
guidelines, behaviour change materials. A variety of
strategies, pharmacotherapy, teaching methods were
patient monitoring and ethical used, including problem
considerations. based learning through
case studies, group
discussion and practical
exercises.
Aspy [371] 10 clinicians Five evidence-based training The training took place in a | Stages of change [404]. | Increase in screening for diet (25.8%
(2008) modules were developed by location convenient to all RE-AIM model [407]. to 69.0%) and physical activity (0% to
content experts in: motivational three clinicians within a Plan-do-study-act 23.6%).
interviewing, weight loss, exercise, | cluster, usually a hospital (PDSA) cycles [408]. Increase in brief intervention for
smoking cessation, and reduction | or clinician’s office, and diet (2.9% to 21.3%) and physical
of risky alcohol use. Each module required about 2 hours for inactivity (2.9 to 21.0%).
included five components: completion.
(1) a pre-test; (2) general The motivational-
information on the topic; (3) interviewing workshop was
screening methods, and conducted at the beginning
recommended brief and very brief | of the project.
interventions;
(4) role-play scenarios; and (5) a
post-test.
Schuster 21 physicians Academic detailing — “Academic Few details provided: Academic detailing Increase in recording of obesity

[383] (2008)

took part,
working in 5
offices

detailing is a successful tool for
improving clinician outcomes. A
peer, often with clinical skills and
perceived as being academically
credible, joins a small group of
clinicians in a collegial and

“focused academic
detailing of the [national]
guidelines, showing the
physicians their own
patient outcome data, and
introducing minor systems

[409]

management in patient records:
Intervention group: 2.4% to 9.2%
(p=0.001).

Enhanced intervention group: 3.9%
to 15.6% (p-0.002).

Increase in % physicians




Author Participants Training content Delivery and Duration Use of Theory Main Outcome(s)
(year)
professional environment, reviews | innovations in the primary “comfortable” discussing obesity
their clinical performance and care office setting”. from 53% at baseline to 100% at 12
advises them on mechanisms to months (p=0.041).
improve their outcomes” [409].
Christian 2 community Content included opportunities to | 3-hour training session. The design of Significantly more patients in the
[386](2011) | health centres reduce patient risk through intervention feedback intervention group lost 25% of their
263 patients lifestyle change, and how and content was based | body weight at 12 months than
physicians would use these on four motivational controls (26.3% vs 8.5%; odds
patient lifestyle change goal theories: the ratio=3.86; P<0.01).
sheets to provide brief Transtheoretical Model
motivational interviewing of Change [410],
counselling to help patients make motivational
changes in dietary and physical interviewing [411],
activity behaviours. Physician social-cognitive theory
training also briefly covered the [403], and decision
basics of the other behaviour making [412].
change theories used to design
the intervention.
Wilkes 5 practices Content included examples of Best | Three in-person learning Incorporated principles | Qualitative evaluation.
[375](2013) Practices in weight management sessions took place in from Community Based | Participants reported improved
(e.g. Diabetes Prevention Chicago over the course of | Participatory Research | ability to identify overweight
Programme [413]); Review of two years. (CBPR) methodology patients in need of weight
Plan- Do- Study- Act (PDSA) [414]. management. Three of the five
Methodology; Motivational teams reported an increasing ability
Interviewing; and Small Group over time to engage their providers
Breakout Sessions to identify in order to increase referrals to the
missing elements in current weight management programme.
weight management programmes.
Erickson 10 Partners learned about the A public health nurse (PHN) | 5As framework [416] On a scale of 1-5 (1 = low/neg; 5 =
[372](2014) | administrators obesity guideline (the Institute for | practice facilitator led and motivational high/pos), the average Knowledge




Author Participants Training content Delivery and Duration Use of Theory Main Outcome(s)
(year)
and 29 clinicians | Clinical Systems Improvement partners in a learning interviewing [411]. Behaviour Status (KBS) ratings across
from 10 partner | (ICSI) Prevention and collaborative utilizing face- partner orgs increased over two
sites Management of Obesity for Adults | to-face and web-based points from baseline to 3 years
Guideline [415]), organizational interactive trainings. follow-up.
readiness to change, quality
improvement strategies, adaptive
leadership, patient-centred and
patient-empowering
conversational style and spirit
(motivational interviewing), as
well as how to develop an action
plan with measurable aims.
Barnes Staff at a large The intervention included No detail provided. The theory of planned | There was no routine
[367](2015) | primary care education for both clinical support behaviour (TPB) [417]. | documentation of BMI prior to the

centre

staff and primary care providers.
The clinical support staff
participated in a training session
on the measurement, calculation
and documentation of BMI. This
training occurred with the support
of the nurse manager and aimed
to standardize the procedure for
height and weight measurement,
as well as calculation and
documentation of BMI in the
patient record. The educational
component of phase 2 for
providers was designed to target
previously identified barriers to
obesity management. Barriers and

PHAT-G intervention. From time 1
(phase 1) to time 2 (phase 3), overall
BMI documentation increased by
13%, which was significant (P < 0.01).
Documentation rate of weight loss
plan increased from 2 to 6 from time
1 to time 2 (NS).




Author
(year)

Participants

Training content

Delivery and Duration

Use of Theory

Main Outcome(s)

lack of knowledge related to
treatment efficacy were
addressed during the provider
education session. Providers were
given the opportunity to discuss
their frustration with previous
attempts to manage obesity
during the question and answer
time following the education
session.

Steglitz
[365](2015)

12 clinicians
from a Federally
Qualified Health
Centre (FQHC).

A single training session that
introduced clinic staff to the
content of the new obesity
management form, its location in
the electronic health record (EHR),
and details of the new protocol.

No detail provided.

5As framework [416].

Clinicians self-reported that their
practice of assessing physical
activity, diet, and obesity-related
medical conditions increased after
the addition of the obesity intake
protocol and weight mx form.
Although their attitudes about
treating obesity showed no
significant change, clinicians also
reported that the new protocol and
EHR form made it easier to identify
obese patients and increased their
confidence about managing obesity.

Goodfellow
[370]
(2016)

12 intervention
practices (16
control)

17,728
intervention
patients (32,079

Training began with a summary of
the guidelines for professionals.
Training addressed the issue of
sensitively raising and discussing
weight with patients. Training in
waist measurement was provided
with a live demonstration and

Group training to practice
teams (GPs, practice nurses
and health care assistants),
including a presentation,
discussion and provision of
the resources (patient
booklets, BMI charts,

The authors did not
draw on behavioural
theory, relying instead
on their own ideas on
the strategies most
suited to address the
determinants, a

Self-reported increases in
confidence, knowledge and skills
related to weight management, with
respondents feeling better able to
manage obese/overweight patients.
However, there were no significant
differences in the proportion of




Author Participants Training content Delivery and Duration Use of Theory Main Outcome(s)
(year)
control) explanation of the relationship of | calories and portions process informed by patients offered a weight
waist circumference to health leaflets, posters, the development of the | management programme between
risks. Training was given on how information on referral Tailored the control and intervention
to assess patients’ readiness to pathways) was delivered by | implementation for practices (15.1% in the control
change their lifestyle and how to a registered dietitian. chronic diseases (TICD) | practices, 13.2% in the intervention
calculate energy requirements checklist [419]. practices, p=0.53).
[418]. Professionals were also The training lasted around
provided with example scripts to 1 hour.
use in raising and discussing
weight with patients. They were
also given a prescriptive weight
loss plan for patients because
professionals felt that they did not
always have sufficient knowledge
or skill to advise patients on
changes to diet.
Aveyard 137 primary The modules covered the Participating physicians No formal theory cited, | As a result of the support
[241](2016) | care physicians | rationale of the trial, the medical received a 90 minute but the design of the intervention, 722 (77%) of 940

at 57 practices
from across the
south of
England

benefits of weight loss, and the
mechanics of running the trial, but
mostly consisted of filmed
consultations with commentary to
help physicians assimilate the
skills necessary to deliver both
interventions with confidence. The
course also trained physicians to
handle difficult situations that
might arise in consultations and
what to do in follow-up
consultations. Fidelity was

online course.

intervention was
informed by evidence
that an offer of help to
change is more
motivating than advice
to do so [420], by
results of a trial of brief
interventions for
smoking cessation that
showed that uptake is
higher when the
referral is enacted by

participants accepted referral to the
weight management programme
and 379 (40%) attended an
appointment, compared with 82
(9%) participants who were allocated
the advice intervention.




Author
(year)

Participants

Training content

Delivery and Duration

Use of Theory

Main Outcome(s)

assessed by recording randomly
selected consultations (i.e.
consultations in which the
randomisation card included a
request to record). After each
physician’s session, the researcher
listened to the recording and
assessed whether key aspects of
the intervention were delivered as
intended. Feedback was provided
to physicians where necessary to
improve fidelity.

the system rather than
leaving patients to
instigate it [421], and
by evidence that
external accountability
is an important
component of
behavioural
programmes [401];
physicians were trained
to ask the participant
to return in 4 weeks to
assess their progress.

NS= Not significant




Table 5-5: Studies that used tools/resources to improve identification of obesity

Author (year) | Participants Description of Tool/Resource used Use of Theory Main Outcome(s)
Studies in which tools/resources to improve identification of obesity were main strategy
Lemay 276 patients The intervention consisted of posting prominent (2 feet by 3 No formal theory cited, Increased recording of BMI in
[391](2004) feet), multi-coloured, laminated BMI tables in the exam rooms but authors suggest that | patient’s chart (49% vs 17%,
of one of the study site’s three primary health care teams. inclusion of BMI p=0.0001).
calculations on the
problem list of in
progress notes may
prompt provider to
discuss weight
management.
Bordowitz 10 attending In November 2003, an EMR was introduced in the two health No formal theory cited, Increased documentation of
[380](2007) physicians, 18 centres. A feature of this particular EMR was an automatic but authors cite studies obesity from 31% to 71%
family medicine calculation of BMI The BMI was automatically calculated when showing that EMR (prevalence ratio =2.30, 95% Cl=
residents, and height and weight were entered and displayed in the vital signs | reminders improve 1.44-3.68).
approximately 120 | section of the chart. The feature was not emphasized to patient obtainment of Documentation of treatment of
medical students providers, and there was no formal training about the BMI preventive services such obese patients also improved,
who saw patients | feature. as screening and from 35% to 59%, (PR=1.84,
in the health immunisations [422, 423], | 95% Cl=1.19-2.86).
centres. and improve physician
compliance with clinical
guidelines [424, 425].
Schriefer 37 physicians When a patient came for an office visit with a physician on an USPSTF cited [108]. No Obese patients of physicians
[364](2009) intervention group team, clinic staff obtained the patient’s reference to formal who had a BMI charts prompt in

846 patients

weight and height and computed the BMI from a calculation
table that was provided by the researchers. The staff member
then entered the height, weight, and BMl into the patient’s

theory, but the authors
do cite evidence that
chart prompts for

their medical records were
significantly more likely than
obese patients of physicians




Author (year) | Participants Description of Tool/Resource used Use of Theory Main Outcome(s)
electronic medical record. When the physician saw the patient, | physicians have proven to | who did not receive a BMI chart
a computerised BMI appeared with other vital signs in the be effective for increasing | prompt to receive a diagnosis of
medical record. the likelihood that obesity (16.6% vs 10.7%;
physicians provide p=0.016), and to receive a
patients with preventive referral for diet treatment
services, including (14.0% vs 7.3%; p=0.002) and
immunizations and exercise (12.1% vs 7.1%;
smoking cessation p=0.016).
services [426-428].
Christian 2 community Computer-based assessment of their motivational readiness to | The design of Significantly more patients in
[386](2011) health centres increase physical activity and make dietary changes just before | intervention feedback the intervention group lost 25%
a usual care visit. Then, computer’s expert system generated a | and content was based of their body weight at 12
263 patients four- to five-page individualized, tailored report that provided on four motivational months than controls (26.3% vs
feedback addressing participant-identified barriers to improving | theories: the 8.5%; odds ratio=3.86; P<0.01).
their physical activity and diet. Transtheoretical Model of
Change [410],
motivational interviewing
[411], social-cognitive
theory [403], and
decision making [412].
Banerjee 51 providers (39 The research team manually added obesity to the problem list No formal theory cited. During the 5-month follow-up,
[385](2013) residents, 9 faculty | of those 422 patients randomized to receive the intervention. The USPSTF obesity was addressed for 38 of

members, and 3
physician
assistants)

497 patients

recommendations are
referenced [199], as well
as a study showing that
physicians were more
likely to address obesity
with patients for whom
the physician recorded

258 (14.7%) patients in the
intervention group, compared
with 11 of 239 (4.6%) patients in
the control group (P<.001).




Author (year)

Participants

Description of Tool/Resource used

Use of Theory

Main Outcome(s)

obesity on the problem
list than those patients
who were identified as
obese when they did not
add obesity on the
problem list during that
visit [429].

Muo [377] 30 residents and A BMI chart reminder, which contained sections for weight, No formal theory cited. Significant increase in the
(2013) 14 internists height and BMI, was stamped on all progress notes beginning proportion of charts with
on 1 July 2009. Following measurement of patients’ height and documented BMI (2.5 vs 5%, P <
406 patients weight at each visit, nursing staff completed height and weight 0.04).
sections of the BMI stamp. The BMI section was left blank to No difference in the rate of
prompt physicians to calculate and record BMI. To acclimatise physician documented
the providers to the location of BMI charts, coloured BMI charts weight-management plan
were placed in conspicuous places in all examination rooms a before and during the
few months before the implementation of the BMI chart intervention (9.1 vs 9.8%, P =
reminders. 0.75).
O’Grady No info on An automated clinical reminder for the clinician to recommend | No formal theory cited, The mean (+ SD) change in
[378](2013) practitioners lifestyle modification for all adult patients with a BMI >25 kg/m” | though the authors state | weight was -0.51 (+ 9.83) kg in

1600 patients

was added to the GDMS (Generic Disease Management
System). A printed copy of the recommendations, including this
reminder, was given to the patient.

that automated clinical
reminders are beneficial
for improving screening
uptake [430, 431] and
have had some positive
outcomes in diabetes and
asthma management
[432, 433].

the clinical reminder group,
which did not significantly differ
from the -0.35 (£ 9.40) kg
change in the controls (P =
0.64).

Physician diagnoses of obesity
or hyperlipidaemia were
associated with weight loss,
suggesting that formally noting
these diagnoses contributes to




Author (year)

Participants

Description of Tool/Resource used

Use of Theory

Main Outcome(s)

successful weight loss.

Shungu [389]
(2015)

17 physicians (7
attending and 10
resident
physicians)

490 patients

The intervention consisted of a brightly coloured, business-sized
card being attached to the front of each billing encounter sheet
by the MA prior to the encounter for all adult patients. Each
reminder card included the following four questions: (1) What is
your patient’s BMI? (2) Did you document obesity? (3) Did you
counsel on diet and exercise? and (4) Did you document
counselling on diet and exercise?

No formal cited, but
authors reference studies
showing that
documentation of obesity
is important for primary
care physicians for
multiple reasons.
Physicians are much more
likely to address obesity if
it is already recorded as a
problem in the patient’s
chart [385, 429].

Increase in assessment of
obesity and morbid obesity,
defined as clicking on obesity or
morbid obesity as an active
problem in the problem list in
the EMR chart for the patient,
42.5% vs 28.0% (p=0.006) but
no difference in dietary
counselling.

Sturgiss [210]
(2017)

12 GPs, from 5
different general
practices, 1 rural
and 4 urban

No patient data
reported

The programme consisted of a GP handbook, patient workbook
and computer template [434]. The GPs were not offered any
training beyond the written handbook as in earlier qualitative
work GPs stated they did not want a programme that required
additional training.

5As framework is cited
[435].

Also, social cognitive
theory [402].

Increase in GPs’ confidence and
self-efficacy (based on self-
reported survey using a four-
point Likert scale).

Other studies in which tools/resources to improve identification of obesity were used

Laws [16]
(2004)

58 practices

1256 patients

To prompt GP involvement, a desk-top flip chart was provided
which included a range of tools to assist in patient screening
and motivation.

The authors state that
“The use of external
stimuli to prompt
changes in clinician
behaviour has been

91% received one of the core
lifestyle interventions in the first
12 months.

34% achieved a clinical
meaningful weight loss of 5% or




Author (year) | Participants Description of Tool/Resource used Use of Theory Main Outcome(s)
shown to be effective more.
[436, 437] and is
consistent with learning
theory”, without
specifying any learning
theories.
Clark [369] 7 primary care Electronic review of medical records was used to determine age | Cite USPSTF guidelines Increase in referral from 5