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1. Introduction
Obesity is one of the most significant public health challenges facing the United Kingdom (UK) and places substantial pressure on health and social care services (World Health Organization, 2021). It is defined by the World Health Organization (2021) as an abnormal or excessive accumulation of body fat that presents a risk to health, and in adults it is commonly classified using a body mass index (BMI) of 30 kg/m² or above. ‘Obesity management’ refers to the range of interventions used to support weight loss and maintenance, including behavioural and lifestyle support, dietary and physical activity advice, pharmacotherapy and, in some cases, bariatric surgery (National Institute for Health and Care Excellence, 2025). Primary care – principally general practitioners (GPs) and practice nurses – is usually the first point of contact for patients and the gateway through which people are identified, supported and referred into weight-management pathways (Aveyard et al., 2016).
A ‘barrier’ in this context is any factor that impedes access to, or the delivery of, effective obesity care, while a ‘facilitator’ is any factor that enables it. These may operate at the level of the individual clinician, the patient, or the wider health system. The rationale for examining this topic is that, despite national ambitions to improve weight-management pathways, access to obesity care in the UK remains fragmented and uneven, with clinicians frequently reporting systemic obstacles and patients reporting stigma and difficulty accessing services (Roberts et al., 2025; Flint et al., 2021). Understanding these barriers and facilitators is essential to designing a more equitable, evidence-based approach to obesity care and is therefore directly relevant to contemporary health and social care practice.
Review question: What are the systemic barriers and facilitators to accessing and delivering effective obesity management services in UK primary care?
The objectives of this scoping review are:
1. To determine the systemic and pragmatic obstacles that primary care practitioners encounter when offering weight-management interventions;
1. To examine patient-reported facilitators and barriers regarding access to obesity care and treatment; and
1. To determine how these factors affect the equitable provision of health and social care services.
This report is structured to reflect the stages of a scoping review. The background situates the topic within its epidemiological, policy and service context; the methods section describes the scoping review framework, search strategy, analysis and ethical considerations; the results present six peer-reviewed studies and the themes generated through thematic analysis; and the discussion critically interprets these findings before conclusions and recommendations for future research, policy and practice are offered.
Primary care occupies a pivotal position within the obesity care system because it combines universal reach with continuity of relationship: the large majority of the population is registered with a general practice and consults it regularly, frequently for conditions linked to excess weight. This places GPs and practice nurses in a unique position to identify obesity, to initiate treatment and to act as gatekeepers to specialist services. Yet the very features that make primary care central also expose it to competing demands and limited capacity, which is precisely why the barriers and facilitators operating at this level warrant close examination.
2. Background
Obesity is highly prevalent in the UK adult population. The Health Survey for England reported that, in 2022, approximately 29% of adults were living with obesity and around 64% were overweight or living with obesity (NHS England Digital, 2023). The condition is strongly associated with type 2 diabetes, cardiovascular disease, several cancers and reduced quality of life, and it contributes to marked health inequalities, being consistently more common in the most deprived communities (World Health Organization, 2021). The economic consequences are considerable: analysis commissioned in this area has estimated the total annual cost of overweight and obesity to the UK at around £98 billion, including direct costs to the National Health Service (NHS) and wider costs to society and the economy (Frontier Economics, 2023). Although this figure derives from commissioned (grey) literature and more recent estimates have revised it upwards, it illustrates the scale of the challenge and the strong policy incentive to intervene effectively (Sloggett, 2024).
The burden of obesity is distributed unequally across the population. Prevalence is consistently higher among people living in the most deprived areas and among some minority ethnic groups, and obesity frequently coexists with other long-term conditions such as hypertension, type 2 diabetes and depression (World Health Organization, 2021). This clustering of need means that the people most likely to require obesity care are often those who face the greatest difficulty in accessing it. Any barrier operating within primary care therefore has the potential to widen existing health inequalities rather than to reduce them, which gives the present review a clear equity dimension.
In England, obesity care is organised around a tiered weight-management pathway. Tier 1 comprises universal prevention and lifestyle advice; Tier 2 provides community-based behavioural weight-management programmes; Tier 3 offers specialist multidisciplinary support; and Tier 4 covers bariatric surgery (Public Health England, 2017; National Institute for Health and Care Excellence, 2025). Primary care sits at the centre of this system, responsible for identifying obesity, offering brief advice and referring patients into higher tiers. In practice, however, provision is highly variable. Responsibility for commissioning weight-management services is now held by Integrated Care Boards (ICBs), and geographic variation in what is available has been described as a ‘postcode lottery’, whereby access depends heavily on where a patient lives (House of Commons Library, 2023; Flint et al., 2021; de Bray et al., 2025).
Policy and clinical guidance have sought to address these problems. The National Institute for Health and Care Excellence (2025) has consolidated its recommendations on the identification, assessment and management of overweight and obesity, including referral criteria for specialist services. Pharmacological options have also expanded rapidly: NICE has recommended semaglutide (National Institute for Health and Care Excellence, 2023) and, subsequently, tirzepatide (National Institute for Health and Care Excellence, 2024) for weight management within specialist services, subject to a phased NHS rollout. These developments have generated considerable demand but also concern about unequal access and the capacity of primary and specialist care to deliver them (de Bray et al., 2025).
The arrival of these medicines has changed the nature of obesity management in primary care, raising questions about who should initiate and monitor treatment, how rising demand can be met within existing resources, and how equity of access can be safeguarded. These questions bear directly on the barriers and facilitators explored in this review, because a treatment that is clinically effective but unevenly commissioned may deepen rather than reduce inequalities in care.
A further important dimension is weight stigma. People living with obesity frequently report experiencing stigmatising attitudes within healthcare settings, which can deter them from seeking help and undermine the therapeutic relationship (Ryan et al., 2023; Health Policy Partnership, 2024). Because primary care is where most weight conversations begin, the way in which clinicians raise and manage the topic of weight is itself a potential barrier or facilitator to effective care. Against this background of high prevalence, fragmented provision, rapid pharmacological change and persistent stigma, a structured review of the barriers and facilitators operating in UK primary care is both timely and necessary.
3. Methods
3.1 Study design and framework
A scoping review methodology was chosen because it is well suited to mapping the extent, range and nature of evidence on a broad topic and to identifying key concepts and gaps, rather than producing a single pooled estimate of effect (Arksey and O’Malley, 2005; Mak and Thomas, 2025). The review followed the five-stage framework of Arksey and O’Malley (2005), later refined by Levac, Colquhoun and O’Brien (2010): identifying the review question; identifying relevant studies; study selection; charting the data; and collating, summarising and reporting the results. Reporting was informed by the PRISMA extension for Scoping Reviews (Tricco et al., 2018).
3.2 Data collection and search strategy
A structured search of academic databases was undertaken, including PubMed, CINAHL (via EBSCOhost) and the Cochrane Library, supplemented by the UWTSD Library discovery tool. Search terms were combined using Boolean operators, for example: (‘obes*’ OR ‘overweight’ OR ‘weight management’) AND (‘primary care’ OR ‘general practice’ OR ‘GP’) AND (‘barrier*’ OR ‘facilitator*’ OR ‘access’) AND (‘UK’ OR ‘United Kingdom’ OR ‘England’). Reference lists of relevant articles were also hand-searched. To be included, studies had to be peer-reviewed primary or secondary research; focus on barriers and/or facilitators to obesity management in UK primary care; involve adults; and be published in English, ideally within the last ten years, with seminal works retained. In line with the assessment requirements, policy papers, guidance documents, editorials and commentaries were excluded from the analysis but were drawn upon in the background section. Following screening, six peer-reviewed studies were selected for detailed analysis, chosen to represent clinician-, patient- and system-level perspectives.
Screening followed the stages recommended for scoping reviews: records identified through the searches were first screened by title and abstract against the inclusion criteria, and potentially relevant articles were then read in full to confirm eligibility (Tricco et al., 2018). Articles were excluded where they were not peer-reviewed, did not concern primary care, or did not address barriers or facilitators to obesity management. This staged, documented process was designed to ensure that the final selection was transparent, relevant and reproducible.
3.3 Data analysis
Data from the included studies were charted into a summary table capturing author, year, design, sample, focus and key findings (Table 1). The findings were then examined using Braun and Clarke’s (2006) six-phase approach to thematic analysis, comprising familiarisation with the data, generating initial codes, searching for themes, reviewing themes, defining themes and producing the analysis. This inductive process allowed patterns to be identified across studies that used different designs and populations, generating the three themes reported in the results.
3.4 Ethical considerations
As this study is a secondary scoping review of already-published, publicly available, peer-reviewed research, it did not involve human participants, personal data or direct contact with patients, and therefore did not require formal approval from an NHS or university research ethics committee; institutional ethics self-certification procedures were nonetheless followed (Mak and Thomas, 2025). Ethical practice in secondary research centres on academic integrity: findings were reported accurately and honestly, including those that challenged the reviewer’s assumptions; all sources were fully attributed to avoid plagiarism; and a transparent, reproducible method was used to reduce selection bias (Tricco et al., 2018). The studies drawn upon were originally conducted under their own ethical governance, and only aggregated, published findings were used, so no data-protection issues arose.
4. Results
Six peer-reviewed studies met the inclusion criteria and are summarised in Table 1. They comprise qualitative interview studies, a systematic review with qualitative synthesis, a large randomised controlled trial (RCT) and a service-mapping study, all conducted in or directly relevant to UK primary care. Together they capture the perspectives of clinicians, patients and the wider system. Thematic analysis of the findings generated three themes.
Table 1. Summary of studies included in the scoping review
	Study (author, year)
	Design
	Sample & setting
	Focus
	Key findings

	Blackburn et al. (2015)
	Qualitative interview study
	34 interviews with 17 GPs and 17 practice nurses, primary care, England
	Clinicians’ views on raising the topic of weight
	Barriers: limited understanding of obesity care, fear of damaging the patient relationship, and lack of time/resources in short consultations

	Aveyard et al. (2016) – BWeL trial
	Randomised controlled trial
	1,882 adults with obesity in 137 GP practices, England
	Brief opportunistic intervention delivered by GPs
	A ~30-second offer of referral to a free weight-management group was acceptable (81%) and effective (2.4 kg vs 1.0 kg lost at 12 months): delivery from primary care can work

	Warr et al. (2021)
	Systematic review & qualitative synthesis
	29 qualitative studies (600+ GPs/nurses)
	Clinician perspectives on discussing weight
	Barriers: weight not seen as a GP priority, lack of time, limited training, scepticism about efficacy, and fear of harming the therapeutic relationship

	Flint et al. (2021)
	Qualitative content analysis
	5,675 patient feedback comments, England (2018–2020)
	Patient experiences of care
	Barriers: weight stigma and derogatory comments from staff, poorer care across quality markers, and geographic variation (‘postcode lottery’) in provision

	Gericke et al. (2023)
	Qualitative study (TDF)
	Adults offered an opportunistic GP referral to a Tier 2 service, UK
	Uptake of weight-management referral
	Uptake shaped mainly by beliefs about consequences (perceived effectiveness, need and fit), alongside emotion, social influences and environmental context

	de Bray et al. (2025)
	Service-mapping (Freedom of Information)
	All 42 Integrated Care Boards, England
	Commissioning of semaglutide for obesity
	Only 838 NHS prescriptions by April 2024 (vs ~13,500 projected); ~22% of ICBs not funding it: marked inequity in access to pharmacotherapy


GP = general practitioner; TDF = Theoretical Domains Framework; ICB = Integrated Care Board.
4.1 Theme 1: Clinician-level barriers
A strong and consistent theme concerned the barriers experienced by clinicians themselves. Blackburn et al. (2015) found that GPs and practice nurses were often reluctant to raise the topic of weight because they lacked confidence and understanding of obesity as a clinical issue, feared damaging their relationship with the patient, and felt constrained by the limited time and resources of a short consultation. These findings were strongly corroborated by Warr et al.’s (2021) synthesis of 29 qualitative studies, which identified the same recurring obstacles: weight management not being seen as a core GP responsibility or priority, insufficient time, a lack of training in what to advise, and scepticism about whether interventions actually work. Together, these two studies suggest that clinician-level barriers are systemic rather than individual, arising from how primary care is resourced and organised.
It is notable that both studies located these barriers within recognised behaviour-change frameworks rather than treating them as personal shortcomings; Blackburn et al. (2015), for instance, drew on the Theoretical Domains Framework to show that knowledge, beliefs about consequences and environmental context together shaped clinicians' behaviour. This reframing matters because it implies that the barriers are modifiable — through training, protected consultation time and clearer referral pathways — rather than being fixed characteristics of individual practitioners.
4.2 Theme 2: Patient-level barriers
The second theme related to barriers experienced by patients. Flint et al. (2021), analysing more than 5,600 patient feedback comments, found that people living with obesity frequently reported weight stigma and derogatory comments from healthcare staff, along with generally poorer experiences of care. Such experiences can discourage patients from seeking help and are consistent with the wider evidence on weight stigma as a barrier to care (Ryan et al., 2023). Gericke et al. (2023) added a complementary perspective, showing that even when patients are offered a referral, their decision to take it up is shaped primarily by their beliefs about the likely consequences – whether they perceive the service as effective, necessary and compatible with their lives – as well as by emotional and social factors. Patient-level barriers therefore involve both how patients are treated and how they weigh up the value of the help offered.
The scale of Flint et al.'s (2021) dataset, drawing on more than five thousand patient accounts, lends particular weight to the conclusion that stigma is widespread rather than exceptional. Taken together with Gericke et al.'s (2023) finding that uptake depends on whether patients believe a service will genuinely help them, a coherent picture emerges: services experienced as judgemental or of doubtful value will struggle to engage precisely those patients who stand to gain the most, reinforcing inequality of outcome.
4.3 Theme 3: System-level barriers and facilitators
The third theme concerned the wider system. On the facilitator side, Aveyard et al.’s (2016) BWeL trial demonstrated that a very brief, opportunistic intervention delivered by GPs – offering referral to a free community weight-management group – was both acceptable to patients and effective, producing greater weight loss at twelve months. This shows that primary care can deliver effective obesity management when a clear, funded referral route exists. On the barrier side, de Bray et al. (2025) mapped the commissioning of semaglutide across all 42 ICBs and found striking inequity: only 838 NHS prescriptions had been issued by April 2024 against a projected 13,500, and around a fifth of ICBs were not funding the treatment at all. This illustrates how the availability of effective interventions is undermined by fragmented commissioning and a ‘postcode lottery’ of access, a pattern also evident in Flint et al.’s (2021) findings on geographic variation.
The juxtaposition of these two studies is striking. Aveyard et al. (2016) show that an intervention costing only around thirty seconds of a consultation can produce measurable benefit when it connects patients to a funded service, whereas de Bray et al. (2025) show that even a treatment endorsed by national guidance reaches only a fraction of eligible patients where local commissioning is lacking. The facilitators identified in this review are therefore structural — funding, clear pathways and consistent commissioning — rather than appeals to individual clinicians to try harder.
5. Discussion
The findings of this scoping review indicate that the barriers to effective obesity management in UK primary care are predominantly systemic, operating across clinician, patient and health-system levels, while the facilitators point clearly towards well-resourced, clearly-defined pathways. This directly addresses the review question and the three objectives set out at the start. At the clinician level, the consistency between Blackburn et al. (2015) and Warr et al. (2021) suggests that reluctance to raise or manage weight is not simply a matter of individual attitude but reflects structural constraints – short consultations, inadequate training and uncertainty about referral options (Objective 1).
At the patient level, the evidence highlights the powerful and under-recognised role of weight stigma. Flint et al. (2021) and Ryan et al. (2023) show that stigmatising encounters can actively deter people from engaging with services, while Gericke et al. (2023) demonstrate that patients make rational judgements about whether a service is worth their time (Objective 2). This implies that improving access is not only about creating services but about ensuring that they are respectful, credible and perceived as effective. Crucially, these patient- and clinician-level factors interact: a clinician who lacks time and confidence may raise weight clumsily, reinforcing stigma and reducing the patient’s willingness to accept help.
At the system level, the contrast between Aveyard et al. (2016) and de Bray et al. (2025) is instructive. The BWeL trial shows that effective delivery from primary care is achievable when a simple, funded pathway exists, yet the semaglutide mapping shows that even highly effective, NICE-recommended treatments are distributed inequitably because of fragmented ICB commissioning (Objective 3). Taken together, the studies suggest that the UK does not lack effective interventions so much as a consistent, equitable system through which to deliver them. This supports the argument, advanced in the background literature, for a unified national framework for obesity care (Roberts et al., 2025).
Viewed as a whole, the evidence points to a system in which barriers at each level compound one another. A clinician who lacks time and training may avoid or mishandle a weight conversation; a patient who has previously experienced stigma may be reluctant to engage; and even where both are willing, a fragmented commissioning landscape may mean that no funded service exists to refer into. Conversely, the facilitators are mutually reinforcing, since adequate training enables sensitive conversations, respectful services encourage uptake, and consistent commissioning ensures that referrals lead somewhere. This interdependence suggests that piecemeal solutions targeting only one level are unlikely to succeed and that a coordinated, whole-system response is required.
These findings carry clear implications for health and social care practice. They support an empowerment-oriented, person-centred approach in which practitioners work alongside patients to set realistic goals and to navigate them towards appropriate support, rather than placing responsibility for weight solely on the individual (Ryan et al., 2023). They also underline the value of multidisciplinary working, because effective obesity care draws on the combined skills of GPs, nurses, dietitians and specialist services. For practitioners, recognising that many of the barriers are systemic can itself be empowering, since it directs effort towards changes in training, time and referral routes that lie within the profession's collective capacity to influence.
This review has strengths and limitations that should be acknowledged. Its strengths include a transparent, reproducible search strategy, the inclusion of diverse study designs that triangulate clinician, patient and system perspectives, and the use of an established thematic analysis framework (Braun and Clarke, 2006). However, as a scoping review it did not formally appraise the quality of the included studies or weight their findings, so the conclusions are interpretive rather than definitive (Arksey and O’Malley, 2005). The reliance on six studies, though consistent with the assessment brief, means the review is illustrative rather than exhaustive, and several included studies are qualitative and context-specific, which limits generalisability. Publication and selection bias cannot be excluded. These limitations should be borne in mind when considering the recommendations below.
6. Conclusion and Recommendations
This scoping review examined the systemic barriers and facilitators to accessing and delivering effective obesity management services in UK primary care. The evidence indicates that barriers are systemic and mutually reinforcing: clinicians face time, training and resource constraints; patients encounter stigma and make judgements about the value of services; and the wider system is characterised by fragmented commissioning and inequitable access, including to newly approved pharmacotherapies. The key facilitator identified is the existence of a simple, funded and clearly-signposted referral pathway, as demonstrated by the BWeL trial. Effective obesity management in the UK therefore depends less on the availability of interventions than on building an equitable, adequately resourced system through which to deliver them.
On the basis of this analysis, the following evidence-informed recommendations are proposed:
1. For practice: provide primary care clinicians with training and protected time to raise weight sensitively and to make effective referrals, reducing the risk of stigmatising encounters.
1. For policy: develop a unified national framework for obesity care to reduce the ‘postcode lottery’ and ensure equitable commissioning of weight-management services and pharmacotherapy across all Integrated Care Boards.
1. For services: embed simple, funded and clearly-signposted referral routes from primary care into higher-tier services, building on models such as the BWeL trial.
1. For future research: conduct UK studies on patient and clinician experiences of the new obesity pharmacotherapies and their equitable implementation, and evaluate interventions designed to reduce weight stigma in primary care.
In conclusion, enabling people living with obesity to access effective care will require coordinated action to remove clinician-, patient- and system-level barriers, underpinned by a national commitment to equitable, respectful and evidence-based obesity management in primary care (Roberts et al., 2025).
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