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1. Executive Summary
This document is a rapid review of evidence on adult tier 2 weight management services.
•

•

•

•
•

•
•

•
•

•

•

Excess weight in Southampton is comparable to the rest of the UK, but the scale of the issue is markedly
high given that over 132k adults in Southampton are overweight (including obese) and of these 50k
individuals are obese. In line with the national trend the percentage of the population who are of excess
weight is increasing over time.
Southampton Healthy Living was an integrated behaviour change service that supported people to lose
weight. In the first 9 months of the service, 1249 adults in Southampton set weight loss goals and of
these 172 (13.8%) achieved a clinically significant 5% weight loss. The local target was 30% adults should
achieve a clinically significant weight loss. Southampton Healthy Living service ended in March 2019.
The current contract with Weight Watchers comes to an end in 2020, therefore there is a need to
consider uptake and outcomes of the current service, the evidence base and how best to use limited
resources to tackle overweight and obesity in the city.
Many people don’t recognise themselves as obese, and identify as being overweight or “fat”. People
don’t see their weight as a medical issue and therefore may not seek support from primary care.
Multicomponent, face to face weight management interventions (consisting of advice on healthy eating,
physical activity and behaviour change) generally result in greater weight loss than usual care but it is
not clear whether weight loss is clinically significant.
Standard multicomponent weight loss interventions are not effective for certain at risk groups such as
those with severe mental illness or learning disabilities.
Most people regain weight after weight loss interventions, but there is some national evidence that
weight loss can be maintained over 24 months with lifestyle programmes but little evidence beyond
that.
Due to low capacity and uptake of tier 2 multicomponent weight loss interventions among adults, and
typically short-term results, they are unlikely to have an impact at population level.
It is not practical or cost-effective to commission tier 2 weight management services for the 50,000
adults in Southampton who are obese, let alone all 132,000 people who are overweight or obese.
Consideration should be given to how public health funded interventions can lead to population level
change and therefore shift to interventions that reach a large number of people at low cost including
addressing health inequalities. Prevention through place and policy measures is likely to be more
effective in reducing population-level health inequalities than tier 2 weight management support.
Commissioners may wish to continue reduced tier 2 level provision focussing on at risk groups, for
example pregnant women or those with additional co-morbidities and/or require access to tier 3
services. Commissioners should take into account the specialist skills and training required to deliver
programmes to these groups.
A group of providers/commissioners and other relevant stakeholders should be created to oversee the
interface between the different tiers of the current adult weight management pathway in Southampton.
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2. Introduction
Obesity is a complex issue with a range of contributing factors including; behaviour, genetics, environment
(physical activity, food environment, marketing promotion etc.) and medications. The consequences of obesity
include type 2 diabetes, coronary heart disease, stroke and certain cancers. Excess weight is therefore a significant
health issue, affecting more than 60% of the adult population.
Southampton City Council commissioned an adult behaviour change service from April 2017 to March 2019 from
Southampton Healthy Living (SHL), an organisation which provided a range of health improvement services,
predominantly through information giving, advice and behaviour change support.
A key component of the service was weight management support, which was accessible through GP referral or
self-referral. This support involved signposting to online information/advice, one-to-one support and group
support, via the locally developed Weigh Ahead programme. During the contract another group support service
was added through a partnership with Weight Watchers. The service contract ended in 2019, and an interim
provision for weight management with Weight Watchers was commissioned up to 2020. Therefore there is a
need to assess uptake and outcomes of the current service, in addition to reviewing the evidence base and
consider how best to use limited resources to tackle overweight and obesity in the city. This report sets out the
scale of the problem in Southampton, the current national guidelines and the evidence base on the effectiveness
of multi-component lifestyle interventions. This work will inform recommendations for future work to tackle
overweight and obesity in the city.
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3. Obesity Prevalence
3.1 National data
The estimated proportion of adults in Southampton classed as overweight and obese is based on self-reported
weight and height for adults aged 18+ in 2017/18, was 64.2%, (England 62.0%)1.
Below are figures illustrating the national trends in obesity and excess weight in men and women in England.
They show a rising prevalence in obesity since mid the 1990s, which is higher among men compared to women.

Figure 1: Trend in Obesity in adults (PHE)

Figure 2: Trend in Excess Weight in Adults (PHE)

The Health Survey for England is an annual survey of 8000 adults (aged 16+) who are randomly selected from
any address in England. This data for 2018 indicated that 63% of adults in England were either overweight or
obese. By gender 60% women and 67% of men were overweight or obese and 29% women and 26% men were
obese. Generally overweight and obesity increases with age and is higher among those in the lowest income
quintiles. The Health Survey for England (2018) data show that 20% of adults living in the least deprived quintile
were obese compared 36% in the most deprived quintile. 2 For women national data shows that the average
BMI increases with deprivation, where 21% of women living in the least deprived areas are classed as obese
compared to 37% living in the most deprived areas. 2 Among men 20% of men in the least deprived quintile are
obese compared to 35% in the most deprived quintile. 2
Obesity in childhood and adolescence is a predictor of adult obesity. However, if an obese child becomes a
healthy weight in adulthood, the risk of obesity related diseases is the same as an individual who is a healthy
weight in childhood and adulthood. Therefore prevention and early intervention in childhood is important to
reduce long term cardiovascular risk.
Severe obesity has been associated with adverse child experiences, and evidence is still emerging. A study on
the effect of multiple adverse child experiences on health found only weak or modest association for physical
inactivity, overweight or obesity.3

3.2. Local data and data modelling
Using Hampshire County Environment Department's based small area population forecasts for 2018, the total
population in Southampton aged 18+ was 205,862, therefore the estimated number of adults classed as
overweight and obese (BMI ≥25kgm2) was 132,163. For obesity, 24.3% of adults in Southampton in 2017/18
were obese (England 23.4%)1 . Based on the small area population forecasts for 2018 above, an estimated
50,024 adults aged 18+ would have been classed as obese (BMI ≥30kgm2) in 2018 and 82,139 classed as
overweight (BMI ≥25kgm2).
Small area estimates of adults (age 25+) weight category status in Southampton were produced based on
national model of weight category prevalence using Health Survey for England data 2011-2015. 4 For age and
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sex, figure 3. shows excess weight is higher among men compared to women and is higher among adults aged
50-64years.There are no significant differences in proportion of adults with excess weight by ward or CCG
cluster.
Figure 3. Estimated Prevalence of Excess Weight among Adults in Southampton by Age and Sex, 2017/18, 95%
confidence intervals shown
Proportion of excess weight in adults by age
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Figure 4: Estimated Prevalence of Excess Weight in Adults by Ward in Southampton, 2017/18, 95% confidence
intervals shown
Proportion of adults (age 25+) with excess weight by ward
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Figure 5: Estimated prevalence of Excess Weight in Adults by CCG cluster in Southampton, 2017/18, 95%
confidence intervals shown

Proportion of adults (age 25+)with Excess Weight by CCG Cluster
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3.3. QOF and Hospital Episodes Data
Other data include the Quality Outcome Framework (QOF) a reward and incentives programme for GP surgeries.
The count of individuals (18+) classed as obese 2016/17 was 19,371 (8.5%)5. This data is likely to be skewed as
obesity is often only recorded for those with long term conditions and therefore the actual figure will be much
higher.
Figures from NHS digital (see appendix 2) are taken from the Hospital Episodes Statistics and therefore need to
be interpreted in the context of improvement in data quality over time and changes in NHS practice. From 2017
the hospital admission rates were age standardised based on European standard population6. Admissions for
obesity in Southampton were a lot higher compared to neighbouring authorities and the England average. As
these differences in obesity figures were not reflected in other data outlined above, this is likely to be due to
coding issues along with increased rate of recording patient’s weight data. Southampton has higher rates of
deprivation than average for England, the South East, the Isle of Wight and Hampshire and similar levels of
deprivation to Portsmouth.
Table 1. Hospital Episodes Data on Obesity rates, Bariatric Surgery rates and Prescriptions rates, 2016 6
England

Finished Admission Episodes with a
primary or secondary diagnosis of obesity,
by region and Local Authority of residence
(admissions per 100,000 population)*

1159

Region
South East (SE)
or Wessex (W)
950 (SE)

Southampton

Portsmouth

Hampshire

IOW

2683

1197

918

1414

Finished Admission Episodes with a
primary diagnosis of obesity, by region
and Local Authority of residence,
(admissions per 100,000 population)

20

18(SE)

28

38

19

16

Finished Consultant Episodes with a
primary diagnosis of obesity and a main or
secondary procedure of 'Bariatric Surgery'
by region and Local Authority of
residence, and gender (
admissions per 100,000 of population)
Number of prescription items for the
treatment of obesity prescribed in
Primary Care and dispensed in the
community, by region, commissioning
region and Clinical Commissioning Group
(CCG)
Prescription items per 1,000 population

13

13 (SE)

21

29

15

12

7

4(W)

5

6

N Hants -5
NE Hants
and
Farnham-4
SE Hants-5
W Hants-3

4

*For trends please see Appendix 2
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3.4 Pregnancy
Data from University Hospitals Southampton (for Southampton city) indicates that the average BMI of women at
the pregnancy booking appointment, and the proportion of women who are obese at the booking appointment
increased steadily between 2009 and 2019.
Table 2. Obesity and BMI at booking based on those with live births
Indicator

Mothers BMI
Average at
Booking
% Mothers
Obese (30+ BMI)
at Booking

2008

N/R

2009
/
0
9
25.4

2010
/
1
0
25.6

2011
/
1
1
25.5

2012
/
1
2
26.0

2013
/
1
3
26.0

2014
/
1
4
25.9

2015
/
1
5
26.2

2016
/
1
6
26.3

2017
/
1
7
26.5

2018
/
1
8
26.9

N/R

18.5

19.3
%

19.5
%

20.7
%

20.9
%

19.7
%

21.7
%

22.6
%

23.1
%

25.2
%

Figure 6: Mothers average BMI at booking 2009/10- 2018/19
27.0

26.5

26.0

25.5

25.0

Figure 7: % Mothers with a BMI of 30+ at booking 2009/10- 2018/19
26%
25%
24%
23%
22%
21%
20%
19%
18%
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/
1
9

%

4. Weight Management Pathway (tier 1-4)
Different tiers of weight management services describe different activities. Definitions vary, but usually tier 1
covers universal services (such as health promotion or primary care); tier 2 covers lifestyle interventions for
people who are already overweight or obese; tier 3 covers specialist , multidisciplinary weight management
services; and tier 4 covers bariatric surgery. It should be noted that councils are not mandated to provide these
services under their public health responsibilities of the Health and Social Care Act 2012.
Figure 8: Tier 1-4 of weight management support7
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5. Current Service Provision in Southampton (tier 1-3)
Tier 1 refers to universal services available to all to support weight management. This includes primary care,
national campaigns and various online resources, including information, guidance and online programmes to
support healthy lifestyles. Examples are:
•
•
•

Change 4 life campaigns and Start 4 Life (children and families) and resources, costed and calorie counted
meal ideas
One You campaigns (40-60) and resources (including apps) on healthy eating, calorie control and physical
activity
NHS choices
o Information of healthy eating and physical activity
o Weight loss plan

Currently, tier 1 interventions are normally defined as universal lifestyle information and advice, which is
universally accessible. This does not take into account population level interventions which could also be regarded
as universal, such as developing cycling and walking infrastructure and restricting concentration of takeaways.
The Southampton Healthy Living service (SHL) was commissioned to provide tier 2 level support for adults from
April 2017 to March 2019 and Weight Watchers were subsequently commissioned up to September 2020. The
SHL service supported adults with a BMI over 30 kg/m2, or 25 kg/m2 for those from black and minority ethnic
groups or with other risk factors (co-morbidities such as type 2 diabetes, coronary heart disease, high blood
pressure) to lose 5 per cent of their body weight over a period of at least 3 months. The service signposted
individuals to self-help support through a variety of apps (tier 1). At tier 2, the service provided one-to-one
support, and group support through the My Weigh programme and also Weight Watchers.
In 2018/19 the SHL service was set a target of supporting 3044 individuals to set a weight loss goal and 571 clients
lost 5% body weight. Overall 19.0% of those who set a goal lost 5% body weight at 12 weeks and the target was
30%. Longer term monitoring data was unavailable. These outcomes are well below expected targets, however it
is difficult to compare uptake with different weight management services as referral criteria and the programmes
offered may differ. To provide some comparisons, published research was reviewed and two service evaluations
of UK based weight management interventions were looked at. A programme in the UK of 3626 individuals who
completed a weight management programme as part of a primary care commercial weight management
partnership, 79% lost, at least 5% of their body weight8. Another similar programme in Somerset of the 1057
patients engaged between December 2007 and May 2010 303 (28.7%) lost 5% of their body weight9. The
proportion of individuals that lost at least 5% weight varies, however local figures appear particularly low.
WW (formerly known as Weight Watchers) have been commissioned to support 1200 clients between 1st April
2019 and 30th September 2020. WW’s programme is not suitable for pregnant women, who should limit weight
gain rather than lose weight, and so Slimming World have been commissioned to support up to 80 pregnant clients
during the same period. The services were primarily commissioned to maintain the pathway to tier 3, rather than
with the expectation of large scale population change. This service (tier 2) is accessible by referral from a GP or
Healthcare professional for those with a clinical need and motivation to lose weight. Current data for quarter 2 of
the tier 2 weight management programme provided by WW indicates 85 people were referred for weight
management and six individuals have completed (during both quarters). During the first quarter 58 people were
referred and two people finished and one person lost at least 5% body weight, 7 individuals lapsed and 49 were
active. WW will not provide follow-up data at 12 months or longer. No service use data is currently available
from Slimming World, but they are contracted to provide data for 12 weeks once they have service users. Overall
demand for and uptake of weight management services appear low. NICE endorsed WW and Slimming World as
broadly complying with their guidance. However, this has not be reviewed since and an economic review of
Weight Watchers in 2013 found that it was not cost-effective10.
The tier 3 service in Southampton is commissioned by the CCG and currently has capacity to support
approximately 100-120 patients a year. The service is for individuals with unsuccessful weight loss or maintenance
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of loss at tiers 1 and 2, those with a BMI ≥35 with co-morbidities and those with BMI ≥40 or pre- & post -surgery.
The service offers multi-component 24 week programme delivered by a multidisciplinary team.
For pregnant women identified as obese, previously they were able to access support from SHL as part of the
general adult weight management offer. For 2018/19 the service received approximately 80 referrals. For the
period from April 2019-September 2020, it was agreed with midwifery services that all patients will be offered
support in-house in the first instance and free access to Slimming World will also be offered to patients if
appropriate as assessed by the Healthy Weight Midwife. Slimming World has been commissioned to support up
to 80 patients for this period.
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6. Benchmarking
Fourteen local authorities were contacted directly for data to benchmark weight management services
(2018/19). The authorities were selected based on being in the 4th decile for deprivation alongside
Southampton. The authorities were Brent, Bristol, County Durham, Enfield, Gateshead, Greenwich, Leeds,
Luton, Plymouth, Sefton, Wakefield, Wirral and Portsmouth. In addition, the request was circulated via Public
Health England’s regional networks which supports all local authorities in the South East region. Three local
authorities responded to our request for information about their tier 2 weight management provision and the
responses have been compiled below.
Overweight and Obesity
Local Authority

Has a weight
management
service

No. of people
accessing that
service

Proportion lost 5%
body weight

Sheffield

Yes, a 12 week
programme

115 (18%) of
completers

Kent

Yes

783 enrolled
759 commenced
624 completed
1020

Plymouth

Yes a 12 week
programme

125

30%

Southampton

Yes (1:1 and group
weight
management
support)

3044 set a weight
loss goal

571 (18.8%)

143 (14.0%)

Cost per person.
(Cost divided by
people with
successful
outcome)
£100k for tier 1
and tier 2
(£847)
Not available as
part of integrated
service
Not available as
can’t be
disaggregated
Not available as
part of a larger
contract

As shown by the figures, success rates based on patients achieving 5% weight loss ranges between 14%- 30%.
Many services are part of an integrated service. Some local authorities have shifted away from traditional
individual behaviour change approaches to a population approach and have decommissioned adult weight
management services altogether, such as Birmingham and Bristol councils.

7. Commissioning of Tier 2 Adult Obesity Services in England
A recent report by PHE mapping weight management services in England, indicated that 61% of councils
commissioned tier 2 weight management services for adults and 60% of areas had tier 3 services but 40% did not.
Barriers to commissioning weight management services included lack of evidence, lack of service specifications,
lack of funding and lack of priority. 11
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8. National and Local Plans
8.1 Local Plans
Southampton City Council’s Health and Wellbeing Strategy 2017-2025 has a key priority of supporting people to
live active safe and independent lives. This includes encouraging healthy lifestyle choices to promote a healthy
weight.
The Children and Young People’s Healthy Weight Plan attempts to view the issue of the prevention and early
intervention for childhood obesity from a universal and environmental approach. The four themes; Place,
Settings, Targeted prevention and Treatment, encompass a range of actions which aim to support the
development of a healthy weight environment to make healthy lifestyle choices easier. Targeted prevention
clearly acknowledges that some groups are at greater risk and endorses targeted activities to enable healthier
behaviours in these group. The plan has a strong emphasis on prevention, as 80% of obese adolescents go on to
be obese as adults12 13, it is clear that prevention must start early in childhood and many of the actions included
as part of the Children and Young People’s Healthy Weight plan, particularly within the place and settings
themes are also intended influence adult behaviours.
Healthy weight is a key work stream of the new Prevention and Health Inequalities 5-year plan for the Better
Care Board.

8.2 National Plans
The NHS long term plan published in early 2019 set out an ambition to strengthen its contribution to prevention.
The plan outlined several NHS led actions to tackle obesity through:
•

•

•

Providing a targeted support offer and access to weight management services in primary care for people
with a diagnosis of type 2 diabetes or hypertension with a BMI of 30+. The NHS long term plan
implementation framework released in June 2019 indicates that targeted funding for 2020/21 and
2021/22 for a small number of sites will be made available to test and refine an enhanced weight
management support to these patients and enhanced Tier 3 services for people with more severe
obesity and comorbidities. The 2017-18 data set shows Southampton CCG had 12,279 registered
patients with type 2 diabetes.
Funding a doubling of the NHS Diabetes Prevention Programme over the next five years, including a new
digital option. Recent figures from the DPP (2017/18) for Southampton indicate that 455 patients were
offered the programme and 110 were offered but declined the programme. 14
Testing an NHS programme supporting very low calorie diets for obese people with type 2 diabetes.

The NHS Long term plan also sets out an intention to work to improve outcomes for children and young people,
including developing plans to treat and manage childhood obesity. Targeted funding will be available from
2021/22 to increase the capacity to treat obese children and the severe health complications related to their
obesity (i.e. increasing access to Tier 3 services). 1516
The prevention Green paper Advancing our health: prevention in the 2020s is currently out for consultation and
outlined intentions for a “personalized, predictive and proactive” public health. Recommendations to tackle
obesity included the importance of restructuring the environment to make healthy choices easier such as
banning sales of energy drinks to those under 16s. It was noted in the Green Paper that chapter 3 of the Action
Plan on childhood obesity was included in the document. It set out intentions to: commission a breastfeeding
survey; challenge businesses to improve the nutritional content of commercially available baby food and drinks;
publish revised salt targets; improve the quality of brief conversations through primary care networks; review
the digital weight management offer; and develop a digital offer for families.17
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9. Research Evidence
9.1 Method
A brief search of literature was undertaken to provide an overview of the current evidence base. Due to limited
access to databases a search was undertaken on PubMed and due to time restrictions the search was restricted
mainly to systematic reviews. Systematic reviews were identified for evidence of the effect of multicomponent
weight management interventions for adults in general and in some specific population groups; particularly those
living in areas of high social needs, pregnancy, learning disabilities and serious mental illness. In addition some
qualitative research was reviewed to gain insight into perceptions of weight management interventions among
recipients and providers. In addition a general internet search was undertaken for information about the cost
effectiveness of multicomponent, weight management programmes.

9.2 Cost Effectiveness
The cost effectiveness of weight management programmes has been evaluated and long term multicomponent
weight management interventions for adults has been shown to be cost effective for costs and benefits relating
to the prevention of chronic illnesses (estimates range between −£473 and £7200 per QALY gained) 19.
NICE guidance indicates that tier 2 weight management interventions are considered cost effective (all age groups
and both genders)’ if participants achieved on average 2kg weight loss and maintained it for life and the
intervention costs less than £500 per person and on average 18. In addition, 12 week interventions costing £100
or less are cost effective if the weight loss is maintained for life and if at least 1kg of weight is lost and this is
maintained for life18.

9.3 Summary of evidence for the effectiveness of tier 2 weight management for specific
population groups
Table 3 summarises the key findings for the literature search.
Table 3: Summary of Evidence of Multicomponent Weight Loss Intervention in Population Groups
Population group

Intervention

Type of evidence

Adults (general)

Multicomponent weight Systematic review
management programme

Results/Outcome
Intervention groups lost
significantly more weight
than control groups

Adults from areas of high Enhanced
RCT
social needs
multicomponent weight
management programme

Weight loss significantly
greater in intervention
group

Pregnant women

Reduction in weight gain
in the intervention groups

Adults with
Disabilities

Multicomponent weight Systematic review
management programme

Learning Multicomponent weight Systematic review and No difference between
management programme meta-analysis
intervention and control
groups

Adults
with
Severe Enhanced
RCT
Mental Illness (patients multicomponent weight
in a rehab centre)
loss programme over 18
months

Weight loss significantly
greater in intervention
group

9.4 Adults (general)
Overall for the general population, studies show that multi-component weight management interventions (which
include diet, physical activity and theory based behaviour change strategies) help individuals lose more weight
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compared to no intervention or usual care. For example, a systematic review of interventions which included diet,
physical activity and behaviour change (12 Randomised Controlled Trials (RCT)) found the intervention groups lost
more weight than comparator groups. However, weight loss was small and was not clear whether it was clinically
significant. In addition weight regain was evident in most groups. Some studies in the review showed a significant
difference in weight loss in the intervention group at 36 months (this included a study in 1998 by Simkin-Silverman
et al with 260 people in the intervention and n=275 for the control and groups were further divided into
overweight and obese)19.

9.5 Adults from areas of high social needs
There is limited research on weight management interventions specifically aimed at adults from areas of high
social need. A study looking at tackling obesity in areas of high social need, compared standard support by a
practice nurse with a Weight Action Programme (WAP) delivered once a week for 8 weeks with 10 additional
monthly maintenance sessions. The WAP programme was developed specifically for people living in areas of high
social need. The study found weight loss at 12 months significantly greater in the WAP programme -1.9kg 95%
CI -3.7kg to -0.1kg, p=0.04) and weight loss of 5% or more significantly greater in the WAP arm OR 14.61 95%CI
2.32 to 91.96, p=0.0420.

9.6 Pregnancy
In 2016/17 in Southampton 50.3% of mothers with a live birth were overweight or obese (n=1530), and 22.4 %
were obese (n= 377). Obesity rates were higher in older mothers (40+) and rates of caesarean deliveries were
significantly higher among women with a BMI of 30kg/m2 or higher. A review of 30 randomised studies, which
evaluated dietary, physical activity or behaviour change counselling for weight management, found moderate
quality evidence that dietary and physical activity interventions aimed at pregnant women resulted in a reduction
in weight gain compared to comparator groups. A greater reduction was evident with diet focussed interventions.
Dietary interventions also reduced adverse obstetric outcomes e.g. pre-eclampsia and gestational hypertension21.

9.7 Learning Disabilities
The Southampton Learning Disability Profile published several years earlier estimated that in 2018, 5026 people
(all ages) would have learning disabilities22. People with learning disabilities have higher rates of obesity compared
to the general population and prevalence of obesity is different for specific groups for example women, those
with mild learning disabilities and those with genetic syndromes. These groups may also face additional barriers
for healthy eating and being physically active. A systematic review of 6 trials of multicomponent weight
management interventions targeting people with learning disabilities; found no significant difference in weight
loss between intervention and control groups. Authors suggest that interventions based on a health education
approach for those with intellectual disabilities may be ineffective23.

9.8 Severe mental illness
Southampton JSNA indicates 23% of adults have a mental health disorder in England. In Southampton 13,800
were recorded as having depression and 2758 people were registered with their GPs as having a severe and
enduring mental disorder. Nationally the rate of obesity among those with severe mental illnesses such a bipolar
disorder, schizophrenia and depression, is greater than the general population. This is likely to be influenced by a
number of factors including physical inactivity, poor dietary habits and medications which contribute to weight
and increased cardiovascular risk24 .
Important factors which may prevent individuals with severe mental illnesses engaging in mainstream weight
management support, include poor memory and reduced executive function which influence the ability to adopt
new skills. Therefore, tailored support may be required for this group. In a RCT targeting psychiatric rehabilitation
patients in a rehab setting in USA, the intervention group was provided with multicomponent weight loss
programme over 18 months. Compared to the control group that was offered information at baseline and health
classes (unrelated to weight) once per quarter. The intervention group lost more weight at 18 months (−3.4 kg
(95% CI, −4.7 to −2.1), weight loss did not peak early in the intervention and progressed through the programme25.
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9.9 Delivery Mode (online, apps and brief interventions)
As well as multicomponent interventions targeting specific groups, it is useful to consider other delivery
mechanisms for weight loss interventions. For example, for pharmacy based interventions current evidence shows
that they are not effective in improving anthropometric outcomes compared to usual care. Authors report
outcomes are similar to primary care interventions but not as effective as commercial weight management
services, although more research is needed26.
A review of computer based weight loss interventions involving 14 studies, indicated that these types of
interventions were more effective at achieving weight loss and weight maintenance than no intervention but
were less effective than face to face interventions27. A trial analysing the effectiveness of POWeR an internet
based intervention for weight management with face-to-face support (POWeR F+F) and with remote support
found those that received the intervention with remote support (POWeR R) achieved 1.3kg more weight loss
than the control group, which lost 3kg (95% CI 0.34 to 2.2kg, p=0.007) compared to 1.5kg (95% CI 0.6 to 2.4kg,
p=0.001) more for those receiving POWeR F+F 28. The mean baseline weight was 104.4 kg, therefore it is not clear
whether weight loss was clinically significant. The POWeR programme is currently unavailable while it is
developed into an app-based programme.
There is some emerging evidence of the effectiveness of weight loss apps to support weight management. A
systematic review and meta-analysis conducted in 2015 indicated that groups using weight loss apps, lost more
weight than control groups (receiving a range of other weight loss interventions)29. Although it is unclear whether
weight loss was clinically significant at an individual level. However, engaging enough adults with these
technologies may help towards achieving a shift at a population level. The impact on health inequalities would
need to be investigated.
An RCT for the screening and delivery of a brief intervention for obesity (intervention lasting about 30 seconds)
where a GP referred a patient to an NHS funded commercial weight management programme and ensured the
patient left with a follow-up appointment, showed that those who received the intervention were more likely to
take action and after 12 months lost more weight than those provided standard advice30. For this intervention
patients’ weight and height were measured before seeing the GP. In total 137 GPs took part and 940 patients
received the intervention (942 patients were in the control group). People who were already taking action to lose
weight were excluded. Those in the control group were offered advice to change behaviour and lose weight for
health benefits. Those in the intervention group were more likely to attend a weight management group for
support than those who received just advice. Those receiving the intervention were more likely to lose at least
5% of their body weight at 12 months compared to the advice group 238 (25%) adjusted odds ratio (95% CI) 2·11
(1·67–2·68), p value <0·0001. However those in the control group 131 (14%) of 942 individuals lost 5% of
bodyweight. Authors concluded that a brief opportunistic intervention delivered by a GP can motivate weight
loss. The authors noted that with the added supportive system [of tier 2 weight management groups] this could
contribute to population level weight loss. This dependant on the proportion of the overweight and obese
population accessing their GP. The Royal College of General Practitioners (RCGP) website has a number of
resources, training materials, guidelines and advice for GPs on how to discuss weight with patients31.

9.10 Participant and Provider Experiences
In order to understand the views of patients, particularly about the barriers and enablers for accessing weight
management services, a brief literature search was conducted. Findings were mixed, some individuals felt that
weight is not an issue they would discuss with their GP as it is not seen as a medical problem. Some felt referrals
to NHS funded commercial weight management programmes may not motivate a commitment for sustainable
weight loss.
A qualitative study of experiences of patients (mainly white British women) of weight loss interventions (both
commercial programmes and support in primary care) produced some useful but varied findings for consideration.
Participants felt their weight was a personal responsibility resulting from lifestyle and not an issue they should
concern their GP with. People saw their weight as a non-medical issue that should be dealt with outside the
medical setting. The authors extended this point and referred to other research which found that professional
qualifications of people supporting weight loss were not important to patients. All participants in the study were
Page 16 of 36

classified as obese but described themselves as very overweight or fat, indicating they did not associate
themselves with the word obese despite having a BMI of at least 30kg/m2. Participants indicated that they felt
obesity was a medical issue with associated medical problems. Participants did not think education about diet
was as important as motivation and a sense of accountability. For example, as part of commercial weight loss
groups a sense of accountability to the leader and the group was seen as a key motivator. However, others saw
this as peer pressure and using social stigma to motivate the group, particularly with regards to weigh-ins. The
study reported varying views on NHS funded programmes on motivation, for example some felt that if a
programme was funded by the NHS they felt a greater sense of responsibility to lose weight. Whereas others felt
less pressure to lose weight if the programme was funded. For participants receiving support from their GP they
felt the responsibility lay more with the individual and initiated by the patient32.

9.11 Perceptions of weight status
Evidence shows that many adults classed as obese do not recognise themselves as obese or very overweight. A
study of perceptions on weight status among obese men and women in the UK which compared perceptions at
two different time points, indicated that fewer women identified as overweight or obese in 2012 (33.6%)
compared to 2007 (50%). For men this was 26.9% and 23.3% respectively33.In this study, those who had knowledge
of the BMI categories for obesity or had a higher BMI (grade 2/3) were more likely to identify themselves as
overweight or obese. However only 10% of women and a lower proportion of men were aware of the BMI
categories. The authors argue that normalisation of larger body weights are likely to be contributing to these
perceptions33.

9.12 Retention and long term weight loss maintenance and regain
A recent report by Public Health England looked at drivers of uptake and retention in group-based weight
management services and found that individuals with knowledge and psychological skills to change behaviour are
more likely to enrol onto a programme. Those with less social support from friends and family or fear stigma were
less likely to attend. Retention was improved by positive social influences from the groups, peer
pressure/accountability and a supportive leader34.
A potential mechanism to improve positive social influences among a group could be to create groups that are
more likely to have a positive influence on each other through careful selection. However, selecting individuals
based on how they fit into a group is likely to require additional resources to ensure people who require support
but may not fit into a current group are not excluded. Other factors that support retention are; having an
educational component, activities involving families, monitoring and feedback (including bio feedback), goal
setting, building in sustainable changes and providing exercise. Many of these factors already feature in current
group weight management provision.
A study in Scotland on the views of stakeholders involved with planning and delivery of weight management
services indicated that this group held mixed views on the role of primary care in weight management. For
example some thought that there is a role in signposting services to patients, leaving the onus for accessing the
service on patients themselves. Others thought that GPs have a role in referring patients and through this process,
risk assessing the patient’s suitability for the programme. The issue of medicalising obesity was raised but felt that
health centres had a role in steering patients to community opportunities to help make healthier choices. A key
finding of the study was the important role of weight management services to proactively develop relationships
with potential referrers. The authors also pointed out the need for mainstream funding to develop long term and
sustainable strategies for service delivery35.
There is limited evidence about long term weight loss maintenance but it is understood that most people regain
weight after weight loss interventions, there is some evidence that greater weight loss can be maintained over 24
months with lifestyle programmes but little evidence beyond that36. Another narrative review has indicated the
current definition of weight loss maintenance is 1 year and only few studies track weight loss over the long-term.
Some studies suggest weight loss reaches a peak at 6 months and where there is no weight maintenance
programme, 50% of patients return to their original weight at 5 years37.
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10. NICE guidelines
10.1 NICE Guidelines for the Design of Tier 2 Interventions
A Guide to Delivering and Commissioning Tier 2 Adult Weight Management Services developed by NICE for
multi-component lifestyle weight management systems are usually known as tier 2 interventions and are
concerned with programmes, courses and groups delivering these interventions. The guidance indicates that
services should be evidence based whilst taking into consideration the need of the target population and the
diverse groups within it. Consideration should be given to links and cross over with local strategies (Health and
Wellbeing, Sustainability transformation plans) as well as current services such as the NHS Diabetes Prevention
Programme. 38
Any lifestyle weight management programme design needs to be multicomponent with diet, physical activity
and behaviour change and last for at least 12 weeks. The programme should follow the national healthy eating
guidelines and aim to reduce sedentary behaviour and increase physical activity with the aim of supporting a
0.5-1kg weight loss per week. NICE guidance indicates for obese individuals the more weight lost as part of a
weight management programme the more benefits they are likely to gain, generally 5-10% weight loss is
considered a realistic goal (see appendix 3 for health benefits of 10% weight loss), however mean weight loss is
usually lower at 3%18 . The guidance highlight points to consider in the design of a weight management
programme, some of these are listed below:
•
•
•
•
•
•
•
•
•

Access to the programme and the weight management pathway
Ensure the appropriate level of expertise and training.
Ensure access to those with Learning disabilities (LD)
Have follow up support and an exit strategy
Adapt to the needs of different population groups from provision of appropriate dietary advice
Building in peer or social support, building in individualised support
Running programmes outside of usual settings and normal hours to and consider venues and travel
options
Service evaluation should include accepted practice guidance on measuring weight and validated tools
on collecting lifestyle behaviours.
Data should be collected pre, post, 6 months and 12 months after the service. Evaluation must include
process evaluation and evaluation result should be shared

10.2 Referral Criteria for Tier 2 Weight Management Services (NICE)38
Referral criteria need to be noted when considering the capacity of the service. Outlined below are the NICE
recommended referral criteria
•
•
•

•
•
•

Ensure identification causes no harm
Use best practice guidance on measuring overweight and obesity. Consider measuring waist
circumference in individuals with a BMI less than 35 kg/m2.
Recommended referral criteria:
o Adults with a BMI ≥30 kg/m2.
o Where there is capacity, adults with a BMI ≥25 kg/m2 should be able to access the service.
o There should be no upper BMI or upper age limit for individuals accessing the service
o Consider lower eligibility criteria for black African, African-Caribbean and Asian groups.
Individuals from these groups are at an increased risk of conditions such as type 2 diabetes at a
lower BMI. BMI ≥23 kg/m2 indicates increased risk and BMI ≥27.5 kg/m2 indicates high risk
o Consider lower eligibility criteria for individuals with other health conditions, such as
comorbidities, including type 2 diabetes
Patients with severe or complex obesity should be referred to a tier 3 service.
Services should not exclude, and should make reasonable adjustments for, individuals with physical or
learning disabilities and for individuals with mental ill health
Make referral forms widely available and actively market self-referral to services (where applicable)
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10.3 Preventing excess weight gain, NG7 (March 2015)
NICE recommendations on preventing excess weight gain focus on providing healthy lifestyle advice and
encouragement. Due to nature of the recommendations which support a MECC and brief interventions
approach (to enable the opportunistic delivery of healthy lifestyle information),39it is likely commissioning MECC
services specifically for prevention of weight gain would not be feasible. However there are numerous
opportunities to explore how prevention of excess weight gain can be included opportunistically in a range of
existing community health service contracts. This will enable providers already in contact with patients to
provide brief interventions to help patients. This includes tailoring activities/information for specific groups,
such as for people with disabilities or from different age, gender, socioeconomic, or ethnic groups.
NICE Recommendations
1. Encourage people to make changes in line with existing advice
2. Encourage physical activity habits to avoid low energy expenditure
3. Encourage dietary habits that reduce the risk of excess energy intake
4. Further advice for parents and carers of children and young people
5. Encourage adults to limit the amount of alcohol they drink
6. Encourage self-monitoring
7. Clearly communicate the benefits of maintaining a healthy weight
8. Clearly communicate the benefits of gradual improvements to physical activity and dietary habits
9. Tailor messages for specific groups
10. Ensure activities are integrated with the local strategic approach to obesity
In 2014 NICE noted that there was some evidence that the programmes run commercially by Weight Watchers,
Slimming World and Rosemary Conley were effective at 12-18 months40. However, this has not been reviewed
since and yet the formulation of the programmes has changed. We do not know if local delivery has good
fidelity to the programmes studied in trials.

10.4 Weight management before, during and after pregnancy, PH27 (July 2010)
The guidance emphasizes the importance of weight loss before pregnancy with appropriate campaigns
promoting a healthy weight before pregnancy and advice from appropriate health professionals before, during
and after pregnancy, (which capitalise on using routine clinical appointments before and after childbirth). During
pregnancy the role of healthcare professionals is emphasized. In addition community services including leisure
services and commercial weight management companies should offer support who women who wish to lose
weight after childbirth. The recommendations in this guidance are listed below:
• Recommendation 1 Preparing for pregnancy: women with a BMI of 30 or more. Focusses on
campaigns and advice from health professionals on weight loss in preparation for pregnancy
• Recommendation 2 Pregnant women. Focusses on the provision of healthy lifestyle advice in pregnancy
and communications about the risk of excess weight in pregnancy
• Recommendation 3 Supporting women after childbirth. Focusses on health professionals supporting
women about healthy weight loss in pregnancy whilst considering other health needs including
strengthening the pelvic floor and breast feeding
• Recommendation 4 Women with a BMI of 30 or more after childbirth. Focusses on health
professionals supporting women and highlighting the risk of excess weight in future pregnancies
• Recommendation 5 Community-based services. Focusses on healthy lifestyle services providing women
with babies and children the opportunity to take part
• Recommendation 6 Professional skills. Focusses on competencies for staff providing weight
management and lifestyle advice to women before, during and after pregnancy
None of the NICE guidance about pregnancy has yet looked at a whole family approach, which directly target
changing outcomes for adults rather than children in a family.
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10.5 BMI: preventing ill health and premature death in Black, Asian and other minority ethnic
groups, PH46 (July 2013)
This guidance highlights the fact that BME groups are at higher risk of conditions such as diabetes, myocardial
infarction or stroke and that lower BMI cut-off points should trigger interventions for these groups.
This guidance includes 3 recommendations:
1. Recommendation 1 Preventing Type 2 diabetes
Extend the use of lower BMI thresholds to trigger action to prevent type 2 diabetes among
black African and African-Caribbean populations and raise awareness of the need for lifestyle
interventions at a lower BMI threshold for these groups to prevent type 2 diabetes.
2. Recommendation 2 BMI assessment, multi-component interventions and best practice standards
Clinicians should assess comorbidities, diet, physical activity and motivation along with
referral to specialist care if required. Weight management programmes should include behaviourchange strategies to increase people's physical activity levels or decrease inactivity, improve eating
behaviour and the quality of the person's diet and reduce energy intake. Primary care organisations and
local authorities should recommend to patients, or consider endorsing, self-help, commercial and
community weight management programmes only if they follow best practice.
3. Recommendation 3 General awareness raising
Ensure practitioners are aware that members of black, Asian and other minority ethnic groups
are at an increased risk of chronic health conditions at a lower BMI than the white population
(below BMI 25 kg/m2). Ensure members of black, Asian and other minority ethnic groups are aware that
they face an increased risk of chronic health conditions at a lower BMI than the white population. Use
existing local black and other minority ethnic information networks to disseminate information on the
increased risks these groups face at a lower BMI.

Page 20 of 36

11. Whole Systems Approach to Obesity
In order to effectively prevent obesity, a multisector approach is required to create an environment that
supports physical activity and a healthy diet. 41 This requires policy level support from planning, transport,
education and other sectors to build an active environment, support active travel and public transport. In order
to achieve improvements in diet, changes are required in terms of the formulation of processed foods, as well as
marketing of these foods. 41 At a local policy level this may require restrictions in the proliferation of hot food
takeaways, influencing policies on council responses to commercial interests, incentivising healthier food
vendors, improving access to drinking water around the city.
Public Health England recommends local authority public health teams lead on a whole systems approach to
obesity. This moves the focus away from dealing directly with obesity but start to tackle the system that creates
the problem in the first place. Central to a whole systems approach to obesity is senior and political leadership,
which provides officers permission to shift from downstream measures focussing on changing individual
behaviour to upstream measures focussed on the creation of a healthy weight environment. Leeds Beckett
University has developed a six step process to adopt a whole systems approach to obesity, and guidance
materials to support local authorities have been published in. In summary, the process requires co-ordinated
effort from a wide group of stakeholders to understand the local causes of obesity and then identify priorities
for action. This helps stakeholders understand the difference they can make and how it aligns with the work
other partners are doing. Amsterdam is one of a small number of cities which has demonstrated a reduction in
childhood obesity rates. Central to this approach was strong leadership of a whole systems approach and a
“learn by doing way of working” where interventions are discontinued or changed if they do not have the
desired effect. In practice, in Southampton this way of working may challenge current commissioning and
procurement structures.
As well as leading on a whole systems approach, Public health has an opportunity to influence a number of
leverage points in the existing system to help obesity. For example:
•
•
•
•
•
•

Influencing strategic policies to prioritise healthy weight environments.
Influence contracts so providers create a healthy weight environment for their workforce.
Work with departments such as education to support the implementation of school food standards and
physical activity during the school day.
Conduct/commission street level audits to inform recommendations to town planners, work with
planners to slow the proliferation of fast-food outlets.
Reduce developments in green and open spaces.
Work with licensing and planners to consider how to incentivise healthy food retailers, work with
transport to explore how to incentivise public transport and active travel.

The whole system approach to obesity is also advocated by the Local Government Association, who have
collaborated with Public Health England and Leeds Becket University to produce a briefing for elected
members42.
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12. Stakeholder Engagement
Stakeholder engagement was separated into 2 phases. For phase one discussions were generally open ended
and began with a description of the issues to elicit ideas from a range of groups on how to address the issue.
Phase two involved more targeted activities to share the plans to gauge what individuals thought about
proposed plans. More details can be found in the separate report: Behaviour Change Service Review
engagement report.

Phase 1
Stakeholder engagement was conducted through one-to-one (face-to-face or telephone discussions) or group
discussions with those that have an interest in weight management provision in the city. Stakeholders included
a commissioner, a MECC lead, community workers and a community group. A GP representative was contacted,
but no response was received. Stakeholders were asked for their views on weight management services as well
as their thoughts on supporting a population shift in weight status.
Table 4. Stakeholder Meetings
Stakeholder
Aldermoor community group
Commissioner
Community Social Enterprise Manager
NHS MECC Lead
Community Development Lead

Date of meeting/telephone conversation
06/08/19
02/09/19
03/09/19
24/09/19
30/09/19

Stakeholders expressed the importance of workforce development and integrating weight management support
within existing services. However, they highlighted that a weight management service is required as training
other staff groups in the Healthcare and wider workforce may not be have the desired effect due to limited
capacity and expertise. Participants acknowledge the need for insights especially to better engage target and
vulnerable groups with weight management services. Some noted the challenges in engaging partner
organisations to support target groups, especially if their remits (in terms of target groups and activities) are
different. In addition, participants recognised the importance of including a strong prevention programme as
well as a treatment pathway indicating that they should not be mutually exclusive.
The prevention ideas presented by participants included using campaigns, working with workplaces,
supermarkets, fast-food restaurants and pubs and working with existing community assets, using a community
development approach with communities and working to improve the local environment through council
functions such as planning. If services were are offered to the community then it’s important to consider the
obstacles that communities have in potentially accessing the support, and also consider sustainability “when the
novelty of a programme has worn off”.
In addition to individual or groups stakeholder discussions a survey to gather views on how the council should
use resources to improve the public’s health was circulated to various groups including residents, health care
professionals and employers on 19th October. The survey was circulated through council and CCG channels,
including through newsletters, communications and informally forwarding the link for the survey to those who
may be interested.
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Survey Respondents
Over 700 residents responded to the survey the table provides a breakdown of respondents
Table 5 Survey Respondents
Respondent
Southampton resident
SCC employee
Health professional
Private business
A public sector organisation
A third sector organisation

Number (proportion)
712 (95%)
41 (5%)
41 (5%)
13 (2%)
7 (1%)
40 (5%)

Of the respondents 33% reported that there were not a healthy weight and 7% did not know. In response to the
survey question about who should play a role in adults losing weight, a majority of respondents said it should be
individuals themselves and in addition 80% felt that health care professionals had a role supporting people to
lose weight, followed by friends and family, food and drink manufacturers, gyms/leisure centres and settings
like schools, colleges and universities.
The survey included questions on the role the council should play in the health promotion in young people,
campaigns and information (including social media) and 68-70% felt that these should be run by the council or
the council with other organisations. In addition 70% of respondents indicated that the council had a role in
creating a healthier city, making it easier to get cheap healthy food. Respondents were asked to state their top
priorities for health improvement, the top three were:
•
•
•

Making it easier to walk, cycle or use public transport (48%)
Educating young people on how to be a healthy adult (47%)
Creating a healthier city by making it easier to get cheap healthy food (33%)

Phase 2
Phase 2 was a shorter phase (restricted by time constraints) and involved a focus group with members of the
public and attendance at the City’s TARGET event for GPs and other primary care health professionals. The
purpose of this phase was to share plans for all behaviour change topic areas and gain their views on current
proposals. The plans were discussed in terms of 1) proposed changes to services, 2) the greater emphasis to be
placed on prevention, 3) wider work through campaign activities and 4) workforce and capacity development.

Focus group
Five members of the public attended the focus group on 11th November 2019. Many had career history linked to
health improvement services. Several points were raised in relation to weight management. Discussions
highlighted the importance of early prevention support, targeting pregnant women, together with education in
schools. Another point raised was the importance of healthy lifestyle and weight advice from health
professionals after a serious illness like cancer.

TARGET
This event on 13th November 2019 provided an opportunity for a number of on-to-one conversations with GPs
and practice nurses about plans for weight management support. Several GPs mentioned the convenience of a
having a single access service to refer to for weight management, as time was so limited in clinic indicating that
now more patients require immediate support with weight management. When probed further, to ask how
many patients went on to take up the service they were unsure. Several others recognised the scale of the issue,
and the problems with engaging patients in a weight management programme and discussed the importance of
targeted information campaigns, particularly working through Primary Care Networks and clusters and ensuring
support was available locally to their patients. In addition the importance of media campaigns, the food
environment (hot food takeaways) and prevention in schools were mentioned.
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13. COM-B Behaviour Change Wheel
The behaviour change wheel developed by Michie et al is an evidence-based framework for understanding
behaviour change and is recommended by Public Health England and others. The framework shows that people
need to have the capability, motivation and opportunity to change behaviour.
It also consists of 9 intervention and 7 policy functions. The model links intervention functions to potential
behavioural targets. Interventions need to be selected that are appropriate for the given behavioural target, in a
given context, in a given population. For the purpose of this needs assessment the focus will be on behaviour
change function rather than individual behaviour change techniques. The intervention functions includes both
behavioural support which require personal agency and external influences. Michie et al noted that a target
behaviour is part of a system and single intervention may have consequences for other parts of the system
which may work for or against a sustainable change. 43

Mapping existing weight management work onto the framework, indicates that the interventions are limited in
scope and are limited to motivation which alone may not be enough to generate a sustainable change in
behaviour. Consideration should be given to how resources can be redirected to influence capability and
opportunity for weight management. See table 6.
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Table 6. Behaviour change service provision for weight management mapped onto the Behaviour Change Wheel
Behaviour Change intervention (→)
(S. Michie et al 2011)
Policy function

Fiscal
Measures

Intervention Functiondetail (→)
The issues ()

Environmental
restructuring

Guidelines

Restriction

Treating obesity in adults
through a tier 2 weight
management service
(downstream
intervention)

Preventing overweight
and obesity in adults
(potential upstream
interventions)

Support audits
of local area
support the
development of
the local plan so
that the
environment in
the city is less
obesogenic

Workplace
health.
Healthy
eating
standards for
fast food
venues

Environmental
Planning

Communications and
Marketing

Legislation

Service
provision

Regulation

Education

Persuasion

Incentivisatio
n

Coercion

Training

enableme
nt

1:1/group
weight
management
service (BC)
Online support
through
OneYou and
NHS choices
Online support
through
OneYou and
NHS choices

Range of
population based
comms activity
with partners

Schemes to
Incentivise
public
transport
active travel

Parking
restriction
to
encourage
active
travel

Staff capacity and
training (BC)
Promotion of living
wage enable people to
access healthy food

Modelling

Interdepe
ndencies

Visible
increase in
active travel
Healthier food
environment

0-19
service
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14. Conclusion
Excess weight in Southampton is comparable to the rest of the UK. The scale of the issue is markedly high given
that over 132k adults in Southampton are overweight (including obese) and of these 50k individuals are obese. In
line with the national trend the percentage of the population who are of excess weight is increasing over time.
Currently tier 1 interventions are normally defined as universal lifestyle information and advice which is
universally accessible as well as population wide environmental interventions. This includes population level
interventions such as developing cycling and walking infrastructure and restrictions on the concentration of hot
food takeaways near secondary schools. These interventions are led by departments such as Transport and
Planning, often to address other issues such as air quality, but nevertheless can have an impact on the physical
activity levels and potentially food choices at a population level.
Local data and data from other local authorities show that the number of patient accessing tier 2 weight
management service is low compared to the level of need. For example in Southampton approximately 132k
adults are either overweight or obese and approximately 3k people (2%) of eligible population the accessed tier
2 weight management support. In addition the proportion of patients achieving a 5% weight loss after accessing
a tier 2 weight management programme is also relatively low at 19% of those who engaged.
Tier 2 weight management services are not mandated, and current provision fosters a medical model of provision
for weight loss, normally providing a 12 week programme of one-to-one or group support. Overall, there is
evidence of the effectiveness of multi-component weight loss interventions compared to no intervention or
standard care for the general adult population. However it is generally understood that weight regain is common
and there is limited evidence on long term weight loss maintenance.
A key challenge for services is uptake of weight management programmes among target groups which tends to
be low, although there is little research on this issue, this is reflected in local figures. As a result of this, tier 2
services are unlikely to have an impact on weight at a population level. It would be useful to review referrals from
GP practices with local clinical leads to understand the nature of decision making about making a referral so that
the people in most need and most likely to benefit have the opportunity to attend and are encouraged to attend.
Depending on the volume of provision commissioned in future, it may be sensible to embed opportunistic
screening and referrals into the service to help offset inefficiencies resulting from low uptake.
Low uptake may be exacerbated by the fact that many obese individuals do not identify as obese, and that obesity
is seen as a medical problem which people simply do not recognise themselves as having. When considering the
effectiveness of tier 2 programmes for specific at risk groups, the evidence varies according to the target group.
For example interventions in pregnant women resulted in a reduction in weight gain, but standard multicomponent interventions for those with learning disabilities or severe mental illness are not effective in
supporting weight loss. These interventions are likely to require adaptations in terms of content, programme
duration and behaviour change techniques to be effective in achieving weight loss in these groups. Such
programmes are likely to require additional resource and expertise to develop and deliver.
For weight management in pregnancy, the midwifery service acknowledge the difficulties in encouraging patients
to attend programmes, and therefore are keen to develop an in-house offer and also explore pre-conception
healthy weight. Working with the service to develop an in-house offer and embedding a conversation about
healthy weight as part of the core function, is a promising opportunity. Where possible, efforts should be made
to support and influence this work (through contract arrangements or funding opportunities).
Evidence on patient perceptions and experience of weight management support from primary care and
commercial weight management provider was mixed and further reiterate that individuals respond differently to
the services available. Some individuals may take up NHS funded weight loss support (as it was then) and not
make most of the opportunity and others would.
The capacity of the existing service is limited given that it is commissioned to support 3960 patients (8% of obese
adults in Southampton). With the scale of the issue locally, the limited budget and the funding uncertainty beyond
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2020, it is important to consider how weight management support could be delivered efficiently and in a way that
reduces health inequalities. This must include consideration of how to influence improvement in obesity
prevalence at a population level whilst supporting communities and groups at greatest risk. Consideration must
be given to interventions which have the potential to reach more adults in Southampton to support some weight
loss, which includes universal interventions. For tier 2 interventions some thought should be given to the provision
of ongoing support for long term weight loss maintenance.
According to NICE guidelines 12 week interventions costing £100 or less are cost effective if the weight loss is
maintained for life and if at least 1kg of weight is lost and this is maintained for life. The previous service in
Southampton, Southampton Healthy Living, was an integrated behaviour change service therefore it was difficult
to identify on the cost-effectiveness of the tier 2 weight management provision specifically. The current service
provider, WW, would not provide follow up data beyond their 12 week programme.
Future commissioning decisions should consider making use of new technology in terms of online support and
apps as potentially cost effective interventions which could be made available to a larger proportion of the
population, potentially at a lower cost and may contribute to a small shift at population level, although may not
result in clinically significant weight loss at an individual level. The impact on health inequalities would need to be
considered too, to avoid service developments inadvertently making health inequalities worse. Future
commissioning should also take into consideration the role of tier 2 provision in the patient weight management
care pathway and ongoing access to tier 3 provision, as well as the skills of the current workforce which may not
have the capacity to develop or deliver enhanced programmes for specific groups.
A recent evidence review of integrated behaviour change services found that these services may not result in
improved outcomes for the patient. Clustering 2-3 behaviours as part of an intervention such as tackling poor
diet and physical inactivity may have positive outcomes. However, the evidence suggests that smoking should
be targeted in isolation by staff with specialist training.44 Obesity and weight management is a field with a
rapidly developing evidence base, which should be kept under review. As well as the growing sophistication of
whole systems research, there is also emerging evidence for the roles of nutrition in pregnancy, sleep, shift
work, stress and the gut microbiome on obesity and other factors may be identified to inform local work.
Stakeholder engagement was undertaken with a limited number of participants to understand their views on
supporting the local population to achieve a healthier weight. Stakeholders included a GP practice based
community group, commissioner, local healthy lifestyle service provider and council service development officer.
The common issues raised included points about obesity being a habitual cultural issue with lifestyle habits
established early compounded by messages that having excess weight is acceptable. In addition the wider
environmental factors such as the physical activity environment, parenting, education/messages aimed at school
children as well as supporting people to help themselves.
Stakeholders highlighted the challenges with the integrated model of health improvement as problematic
particularly where other service providers are encouraged to offer interventions to help patients consider how
they could improve their health through healthier lifestyle choices. The key challenge is that it is a low priority
especially if the patient has other complex issues, the interventions still take time and require payment and
onward referral to a service is preferable.
Overall stakeholders felt that weight management services are important but that attention must also be given
to prevention work to address the social and environmental determinants of overweight and obesity. In addition
training, support and resource should be available for staff to provide healthy eating and weight management
support to patients as part of existing care pathways, to ensure they receive the right support at the right time
for them.
Overall the success of weight management support and services over the last decade have been limited and has
not so far achieved population level changes in weight. Therefore if a population level shift is considered a local
priority, a change in focus is required from traditional downstream approaches to upstream whole system level
interventions to reduce health inequalities at scale.
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15. Recommendations
1) Consider how public health funded interventions can lead to population level change and therefore shift
to interventions that can engage a large number of people at low cost. This may include campaigns and
awareness raising, workforce development, undertaking work to address the obesogenic environment
(through adopting a whole systems approach) and signposting to NHS, and other validated national
online weight loss interventions and apps for adults.
2) Tier 2 multicomponent weight loss interventions for adults are unlikely to have an impact at population
level, due to low uptake, unknown longer term effectiveness and the impracticality and affordability of
commissioning at the scale of the issue. The option of decommissioning general tier 2 weight
management services should be considered or a lower volume should be commissioned specifically to
maintain a pathway to Tier 3. This could be transferred to tier 3.
3) Commissioners may wish to focus this provision for specific at risk groups, for example those with
additional co-morbidities and/or require access to tier 3 services. Commissioners should take into
account the specialist skills and training required to deliver programmes and the corresponding higher
resource requirement. Commissioners should consider if specialist support for these groups can be
delivered within existing services already accessed by these groups, to increase uptake rather than
offering additional external provision. This may also be more effective in building on the therapeutic
relationship people already have in the settings that meet their needs more generally, e.g. by building
on the relationship between a pregnant woman and her midwife or a service user of mental health
services and their community mental health team.
4) A group of providers/commissioners and other relevant stakeholders should be created to oversee the
interface between the different tiers of the current adult weight management pathway in Southampton.
The group may wish to consider using the NICE self-assessment tool to compare local provision to NICE
guidance. The group should seek to understand the interventions currently provided in more detail e.g.
the specific diet and physical activity advice and if there are any risks or groups that it could be
suboptimal or harmful for.
5) To implement current Local Government Association and Public Health England guidelines to adopt a
whole systems approach, public health input and resource should focus on a range of upstream
measures to influence population level interventions, which could also address poverty, physical activity
and the food environment.
6) The midwifery service are keen to develop an in-house offer, and currently can enable patients to access
Slimming World. In-year, as the service progresses we will be in a better position to make clearer
recommendations. However, some resource is required in order to embed weight management
conversations within the core service and explore how to optimise midwifery support of obese women.
7) A more thorough mapping of current activities which support weight loss should be carried out. This
could be through a simple desktop exercise to identify gaps and priorities for action. This could include
exploring the role of primary care as localities and networks develop.
8) As the NHS Health Check CVD prevention programme and Diabetes Prevention Programmes are
continuing and will continue to include BMI measurement consideration should be given to exploring
how these services could support the city’s weight management provision.
9) Explore the capacity, skills and knowledge of the wider workforce, linked with the Making Every Contact
Count programme. All frontline health and social care staff need to be able to have brief, constructive
conversations with their clients about weight. In the first instance this is so they can at least respond to
client-initiated conversations and, in line with RCGP guidance, also initiate conversations about weight
themselves.
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10) Local workforce development on weight should include alcohol and practitioners should be able to
provide signposting to support for people drinking in pregnancy or drinking more than 14 units a week i.e. above the CMO guidelines for lower risk consumption.
11) The city should work towards the implementation of the NHS Long Term Plan and identify any
opportunities arising from the development of Primary Care Networks and Social Prescribing.
12) Further work is required to understand the needs of Southampton’s diverse population, including by
ethnicity/culture, different disabilities, and for people identifying as LGBTQ+.
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Appendix
The Behaviour Change Wheel
We have used the Behaviour Change Wheel to shape this review.
Behaviour is complex and multifactorial. It is important to use an evidence-based theoretical framework to
inform:
•

our understanding and description of need to ensure we are comprehensive and do not simply replicate
our own experience of any issue

•

a common shared language which in turn increases shared understanding

•

the development of strategies, policies and interventions to avoid a haphazard approach, duplication or
leaving key elements out.

Being transparent about our logic model makes it easier to recognise the limits of our work too.
In 2011 researchers at the University College London completed a systematic review of the research literature
and synthesised all evidence-based frameworks and theories into a single approach1. This is called the
“Behaviour Change Wheel” and it was subsequently developed this into a more detailed book2. The Behaviour
Change Wheel is recommended by Public Health England as the best model of behaviour change to date.

The Wheel is shown in Figure 1 below:

From Michie S, Atkins L, West R., 2014.

It describes:

1

Michie et al, 2011. The behaviour change wheel: A new method for characterising and designing behaviour change
interventions in Implementation Science 6:42. https://www.ncbi.nlm.nih.gov/pubmed/21513547. Accessed 21/08/19.
2
Michie S, Atkins L, West R., 2014. The Behaviour Change Wheel: A Guide to Designing Interventions. London: Silverback
Publishing. www.behaviourchangewheel.com Accessed 21/08/19.
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•

Behaviour in terms of the individual, and how Capability, Opportunity and Motivation all drive
Behaviour. The model is also called the COM-B model on this basis. Traditional health promotion often
relied on telling people what to do. The COM-B approach illustrates that knowledge is not the only
component of behaviour.

•

The range of interventions for shaping behaviour. From the coercive to the empowering.

•

The types of policy options, from taxation and pricing to providing services.

This approach starts with the question:
“What conditions internal to individuals and in their social and physical environment need to be in place for a
specified behavioural target to be achieved?”
page 9, Michie et al, 2011.

The 3 different levels of the wheel relate independently, although some fit more naturally together. For
example, depending on the cost-effectiveness, acceptability and feasibility, to support people with the physical
addiction to tobacco (physical capability), you could do any or all of:
•

restrict availability to over 18s (Restrictions) via legislation so it is harder for young people to become
addicted in the first place

•

provide information to smokers (education) via a communications campaign about using NRT or ecigarettes to change the way the meet the cravings of their nicotine addiction

•

provide free Nicotine Replacement Therapy to smokers (enablement) through services, again to change
the way people live with their nicotine addiction

•

offer rewards to smokers with additional needs who try to stop smoking (incentivise, fiscal/service
provision), to strengthen their psychological resolve to cope with changing or ending their addiction
and/or to provide them with distraction during cravings

•

have smoke free places (restriction, environmental planning), forcing people to have periods without
smoking if they are there and hopefully driving them to find alternatives

And so forth.
This example also helps to illustrate that some of the options shown on the wheel require national rather than
local action.
A strength of the Behaviour Change Wheel is that it looks across individual, social and structural factors. It is
important that the term “behaviour” is not misunderstood as choice.
Links to other approaches
The Wheel fits well with a number of other key approaches for reducing health inequalities and improving
population health, which also inform this review.

Whitehead and Dahlgren3 summarised the influences on health in a simple but powerful diagram, figure 2.

3

Dahlgren G, Whitehead M. 1991. Policies and Strategies to Promote Social Equity in Health. Stockholm, Sweden: Institute
for Futures Studies
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Like the Wheel, it shows that environmental measures are important for addressing the “causes of the causes”
of ill health and health inequalities longer term, such as transport, housing, planning, education and
employment. These place-based and population-wide approaches are important for achieving change at scale.
Community development and targeted place-based work are shown to have a role too. Behavioural services
also have their place and can be of benefit to individuals. But services for 1,000-2,000 people a year are not
going to be effective at reducing the city’s health inequalities.

A life-course perspective can be taken to tailor work to meet the needs of people at different life stages4.
Enabling pregnant women and young families to live well is particularly impactful and cost-effective in the long
term. Adverse Childhood Experiences increase the risk of health and social problems in adulthood, including
smoking, weight and alcohol issues.

Figure 2. Overview of factors influencing health

Proportionate universalism5 is an evidence-based approach advocated by The Marmot Review of health
inequalities, which ensures that there is some provision for everyone in need and a graduated, more intensive
support for those in greatest need. Universal services can inadvertently exacerbate health inequalities if
purposeful efforts are not made to prevent this.
As a principle, supporting and embedding provision where people already are has advantages. It can be less
likely to exacerbate health inequalities and is more sustainable in the long term. This applies to places and
settings, were we live, work, study, shop, relax, worship and receive health and social care.

4

Public Health England, 2019. https://www.gov.uk/government/publications/health-matters-life-course-approach-toprevention/health-matters-prevention-a-life-course-approach. Accessed 21/08/19.
5
The Marmot Review, 2010. http://www.instituteofhealthequity.org/resources-reports/fair-society-healthy-lives-themarmot-review/fair-society-healthy-lives-exec-summary-pdf.pdf Accessed 21/08/19.
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Lastly, the Nuffield Institute of Bioethics’ Ladder of Interventions6 is an ethical framework for shaping public
health work so that the level of interference with people’s autonomy is proportionate to harm. The authors
summarise it in this diagram, figure 3:

From Nuffield Institute of Bioethics, 2007

6

Nuffield Institute of Bioethics, 2007. Page 42 of Public Health: Ethical issues. http://nuffieldbioethics.org/wpcontent/uploads/2014/07/Public-health-Chapter-3-Policy-process-and-practice.pdf Accessed 21/08/19
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