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ABSTRACT 
One of the biggest public health issues confronting the UK is adult obesity, which raises the risk of chronic illness, lowers quality of life, and puts more strain on the health and social care systems (BMJ, 2026). Disparities in health still have an impact on the prevalence of obesity and the availability of weight management treatments, even in the face of national and local obesity programs. Using Birmingham as a case study, this dissertation critically examines adult obesity interventions in the UK and investigates how well they work to reduce health inequalities.
Using a systematic examination of peer-reviewed journal papers, government publications, and public health reports published mostly between 2016 and 2026, a qualitative secondary research design was chosen. Three major themes were discovered from the analysis of the sources using Braun and Clarke's (2006) thematic analysis framework: the influence of social determinants of health on adult obesity, the efficacy of current obesity interventions in the UK and health inequalities impacting Birmingham's ability to access obesity services.
The findings indicate that rather than being solely influenced by personal lifestyle choices, obesity is a complex condition formed by biological, behavioural, social, an environmental factor. Even though national public health policies, NHS services, and behavioural weight control programs have made obesity support more accessible, their ability to lessen health inequalities is still limited. Participation and long-term engagement are yet still constrained by socioeconomic deprivation, food insecurity, cultural diversity, and unequal access to resources that promote health, especially in underprivileged communities.
The study concludes that a comprehensive systemic strategy that incorporates evidence-based healthcare interventions with measures focusing on the broader social determinants of health is necessary to reduce obesity-related health gaps. To increase accessibility and equity, it recommends strengthening community-driven obesity management programs, enhancing multidisciplinary partnership, and creating culturally inclusive interventions. In addition to highlighting the significance of integrating healthcare with broader public health and social policies to achieve sustained changes in population health, these findings extend knowledge of obesity management within the UK health and social care system.
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CHAPTER 1: Introduction
1.1 Introduction
“In 2024, 30% of adults aged 16 and over were living with obesity, and 66% were either overweight or living with obesity” (NHS Digital,2026). One of the most significant public health problems that we face in the modern times is obesity. It is characterised on the clinical level as excessive or abnormal fat accumulation that poses a health concern (BMJ,2026). Obesity is linked to higher rates of morbidity and mortality, including increased risks of musculoskeletal problems, type 2 diabetes (T2D), several types of cancer and cardiovascular diseases (CVD). According to the data the prevalence rates are still on the rise despite the ongoing public health initiatives (NHS Digital,2026) obesity related illness have a major impact on the National Health Services (NHS) due to increased need for social care, reduced job efficiency and increased healthcare costs. Historically, obesity was linked with people with higher status and wealth. However, evidence shows that the prevalence of obesity is not consistent and is consistently higher in populations with lower socioeconomic status. (Appendix:1) Obesity risk is heavily influenced by structural factors such as poverty, restricted access to cost effective, healthy meals, lack of education, stable housing, fewer chances for physical exercise and environmental inequalities. These patterns show that obesity is not how people act but more to do with how the society and economy works. Birmingham is a very important example in the national context because it is one of the biggest and diverse cities in the UK. It has big differences in health and a lot of people that are living in poverty. In some areas of the city especially those with low income and limited resources to health and wellness services, the rate of obesity is higher than average. “The Index of Multiple Deprivation (IMD) score in Birmingham is 38.1, higher than the England average of 21.7” (Birmingham City Council, 2025). Due to this Birmingham is an ideal city to critically assess whether national and local efforts to reduce obesity are effective to reduce health inequalities or not. 

Aim of the Dissertation: 
This dissertation critically analyses adult obesity interventions in the UK taking the example of Birmingham as a case study to investigate the effective implementation of current initiatives and policies to address fundamental inequalities within the health and social care systems. By doing this, this study will offer evidence-based recommendations that could guide and support future services and policies highlighting on prioritising fundamental changes as well as individual guidance.   

1.2 Definitions and Terminology 
Key Definitions: 
· Obesity refers to someone who has an excess of body fat or is overweight. (NHS,2023).
· BMI is a measure that helps to calculate your weight according to your height, anyone that has a BMI of 30 or over is considered obese. (NHS,2023).
· Health inequalities refer to fundamental, preventative and discriminatory disparities across the diverse populations because these groups are categorised by the SES, ethnicity, gender, age, inclusion health groups and geographic location.  (King’s Fund,2024).
· Social Determinants of Health (SDH) are the circumstances people are born in and are living in. the social determinants include education, employment, earnings and accessibility to other life needs such as food, transport and medical assistance. These factors influence health outcomes. (CDC,2024).
· The Socioeconomic framework is a framework that focuses at how both economic and social factors collaborate in influencing population and individual outcomes, such as wellbeing, health and education (Braveman et al,2010).
· Maslow’s Hierarchy of needs (1943) is a motivational theory which consists of the five main tiers which individuals need to be satisfied, and it focuses on all the social determinants as well as biological requirements. (Cherry, 2025).
· Public Health Interventions are an integrated initiatives, policies or frameworks that come together to promote health and aim for better health outcomes.
This dissertation will analyse existing data, literature, policies and statistics using a qualitative secondary research method. Thematical analysis will be used to understand the variations in the key factors and by clarifying these terms the dissertation will be theoretically clear.

Acronyms and Abbreviations: 
· BMI- Body Mass Index
· BCC- Birmingham City Council
· CVD- Cardiovascular Diseases
· GP- General practitioners
· HSE- Health Survey for England 
· LA -Local Authority
· NHS – National Health Services
· OHID- Office for Health Improvement and Disparities
· PH- Public Health
· SES- Socioeconomic Status
· SDH- Social Determinants of Health
· T2D- Type 2 Diabetes
· UK- United Kingdom
· WHO- World Health Organisation  

1.3 Rationale for Research 

The UK’s obesity policy has consistently placed a significant value on influencing behaviour, including dietary guidance, calorie labelling, advertising restrictions and encouragement of physical exercise. (Balogun, et.al, 2023). Although these methods are important there is an increasing ongoing disagreement about whether they effectively address key structural determinants and is it available for all or are policy frameworks ignoring fundamental challenges which marginalised population must overcome themselves. The rate of being obese raises focus to broader SES issues in places like Birmingham, where cultural variety and economic challenges interact. People that live in underprivileged neighbourhoods may have less access to reasonably priced, nutritious meal, more fast-food chains, lack of resources and funds. Obesity is a challenge which are complicated by these systemic circumstances.  

Identified Problems and Research Gaps: 
This study prioritises inequalities as the main critical focus to close this gap. This dissertation critically examines whether policies carry the risk of benefiting economically privileged communities, instead of evaluating obesity programs just in the context of weight loss data. This study is important and urgent given the ongoing expansion of health disparities in the UK. It adds to the current discussions about social fairness, structural change and achieving a healthy balance in both behavioural and systemic methods to public health.
 





1.4 Aim and Objectives 
The key aim of this research is to critically assess whether adult obesity interventions minimise or increase health disparities within the health and social care systems in the UK whilst using Birmingham as a case study. This dissertation will also assess whether existing methods primarily focus on individual behaviour factors or SES factors as well also, addressing other underlying factors of obesity.

Research Objectives: 
Objective 1:  Define and examine how biological, behavioural, and physical variables interact to influence health outcomes also analysing adult obesity using biomedical and social determinants framework.
Objective 2:  Analyse the link between Birmingham’s obesity rate, socioeconomic status, ethnicity, and environment, highlighting how social inequality affects vulnerability and treatment accessibility.
Objective 3:  Evaluate national and local approaches, such as NHS weight managements programs and local authority plans for efficacy, accessibility, and long-term viability while paying special attention to the equality of service.
Objective 4:  Provide evidence-based recommendations to improve health and social care policies and practices related to obesity by giving structural change and inequality reduction top priority.
 
1.5 Conclusion 
This chapter has presented obesity as a major public health concern in the UK and has emphasised to look at it from the health inequality perspective. It has also described the importance and the key objectives as well as the rationale of this study by placing Birmingham as a case study in wider national context. The research aims have been set to direct the study and the key terms and acronyms have been defined and clarified to ensure clear understanding and accuracy.
The next chapter will provide Background information and analysis which will look at the concepts from the theory of the PH methods, the development of the obesity policy and going into the depths of national and international intervention strategies. The critical analysis that will be covered in further chapters will be supported by this foundation. 
 


CHAPTER 2 – Background Information and Analysis 

2.1 Introduction
 Being one of the biggest global public health issues, obesity is linked to a higher risk of cardiovascular disease, type 2 diabetes, several types of cancer, and a lower quality of life (WHO, 2025). With rising costs of healthcare and growing health disparities among socioeconomically disadvantaged communities, adult obesity in England continues to put significant strain on the NHS (OHID, 2024). Despite the fact that many interventions have been developed to prevent and treat obesity, research indicates that their efficacy differs among various demographic groups, especially those who live in deprived regions (Birch et al., 2022). The literature on adult obesity interventions and health inequalities is critically examined in this chapter. prior to moving into theoretical frameworks that explain obesity and health behaviours, it first looks at how obesity has developed historically as a threat to public health. This chapter first examines global strategies for preventing obesity then finally it focuses on the UK and Birmingham as the case study. In order to identify current data, policy trends, as well as understanding gaps that contribute to the topic of this dissertation, similarities as well as differences within the sources are assessed during the evaluation.
 
2.2 Historical Background  
 In historical times, calorie restriction and increased physical activity were the main therapies for obesity, which was thought to be mostly an outcome of personal lifestyle decisions. As a result, early public health strategies put the pressure on individuals to make changes to their way of life using lifestyle recommendations and educational opportunities (Wadden, Tronieri and Butryn,2020). However, as studies have shown that a complicated combination of biological, psychological, environmental, and socioeconomic factors influences obesity, this viewpoint has changed significantly (WHO, 2025). According to recent statistics, obesity may have become an international epidemic. According to WHO estimations from 2025, over one billion people globally suffer from obesity, underlining its increasing influence on nations and healthcare infrastructures. According to OHID (2024), adults who live in the most deprived neighbourhoods in England continue to have the highest prevalence of obesity, raising concerns that obesity may be more directly associated with disparities in health than with lifestyle choices. Governments are moving away from conventional health awareness initiatives and toward more holistic public health initiatives due to increasing rates of obesity.(Sasse and Metcalfe,2023). 
According to the National Institute for Health and Care Excellence (NICE), 2025, current interventions include community-based prevention programs, fiscal policies like limiting the marketing of foods high in fat, sugar, and salt, and behavioural-based weight management programs. These changes show a change in awareness that an individual's lifestyles, employment, and healthcare surroundings have an impact on their ability to make better choices for their health (Dhuria et al.,2023). Research remain uncertain about the efficacy of existing conventional treatments in spite of these policy innovations. Although participation and long-term success are frequently lower among socioeconomically disadvantaged groups, Birch et al. (2022) argue that behavioural weight management programs can support clinically relevant weight loss. In a comparable manner, Birch et al. (2025) discovered evidence of inequalities in participation and results among behavioural weight management clinics in the UK, indicating that treatments might not be enough to lessen health inequalities on their own. These results suggest that obesity should be seen as a social and public health concern that calls for collaboration across all sectors in addition to being a clinical illness (Local government association, 2025).
  
2.3 Theoretical Background 
 Theories which outline how biological, behavioural, social, and environmental factors interact to influence health must be taken into account in order to fully grasp the underlying causes of adult obesity. It is becoming more widely acknowledged in contemporary research that obesity is a multifaceted condition, meaning that no single theory can fully explain how it develops (Jalilzadeh and Goharinezhad,2025). Instead, the UK's obesity policies and interventions development have been influenced by several kinds of different theoretical frameworks.

The Social Determinants of Health (SDH) framework, created by the World Health Organization, is one of the most important (WHO, 2025). The SDH framework implies that rather than being solely defined by personal choices, health is influenced by the environments in which people are born, grow, work, live, and age. Income, education, employment, housing, and access to healthcare are some of the factors that have a substantial effect on health outcomes and contribute to differences in rates of obesity. Evidence from OHID (2024) demonstrates that adults living in England’s most deprived communities are far more likely to be diagnosed with obesity than those living in not so deprived regions, supporting the argument that wider socioeconomic conditions influence health behaviours. The SDH framework provides an insightful explanation for why lifestyle-only obesity treatments frequently result in uneven outcomes. Adults from poor socioeconomic backgrounds were less likely than those from privileged backgrounds to participate in or conclude behavioural weight management programs, according to Birch et al. (2022). Their arguments claim that possibilities to adopt better lives are limited by financial strains, employment obligations, and restricted access to healthy foods, But some suggest that the SDH framework might ignore the importance of motivation from individuals as well as personal oversight, both of which are still crucial for bringing about long-term behaviour change according to Committee on educating Health Professionals to address the social determinants of health et al., 2016).

By suggesting that health practices are influenced at many levels, involving the individual, social, community, and policy contexts, the Socioecological Model broadens this view even further. This strategy is reflected in NICE (2025), which suggests multicomponent obesity treatment approaches that include nutrition advice, exercise, behavioural support, and environmental improvement. The Socioecological Model acknowledges that healthy eating lifestyles, accessible healthcare facilities, and supportive communities are crucial for long-term weight management, in contrast to methods that primarily concentrate on lifestyle choices. However, putting initiatives into practice at several levels requires substantial funding and cooperation, which could pose real difficulties for regional healthcare systems. Maslow's Hierarchy of Needs is still applicable when thinking about using weight management programs, even though the focus of obesity policy has switched to broader determinants of health. Maslow suggested that if basic physiological and safety requirements are satisfied, people are more inclined to pursue higher-level aims, such as improving their health. Adults who are obese and have unstable finances, poor housing, or food deprivation may put short-term survival demands ahead of long-term lifestyle changes (McLeod,2025). This explains why some people find it difficult to participate in weight-management programs even when they are aware of the health advantages. However, Maslow’s theory has been criticised for assuming that fundamental human needs are met in a certain order and for disregarding cultural and individual differences.

When taken as a whole, these theories indicate that successful obesity interventions should integrate broader action to address social and environmental inequalities with individual behaviour-change support. (Jebb, Aveyard and Hawkes,2013). Current research promotes a whole-system approach in which healthcare providers, local authorities, and regulators collaborate to change the conditions that influence health rather than considering obesity as the primary outcome of personal choice. The critical analysis that follows in this dissertation's chapters is supported by this theoretical framework.
2.4 International Context 
 Obesity is a global public health concern, but due to variations in healthcare systems, laws and regulations from governments, and socioeconomic circumstances, the prevalence of obesity and the efficacy of therapies varied significantly between nations (WHO, 2025). Analysing foreign methods offers insightful information on methods that could guide obesity treatment and prevention in the UK.

Finland's implementation of a whole-system approach to reducing non-communicable diseases has earned its recognition as a model of effective public health policy (Mattila, 2017). Finnish public health strategy integrates promotion of health with environmental and community-based interventions, such as nutritional education, active transport initiatives, and collaborations with schools, businesses, and local authorities, rather than concentrating solely on individual behaviour modification. According to the WHO (2025), population health outcomes have improved as a result of integrated approaches that address broader determinants of health. However, techniques that are effective in Finland might not be directly applicable to larger and more varied places like Birmingham due to differences in population size, healthcare infrastructure, and socioeconomic situations.

In comparison to many high-income nations, Japan also has relatively low rates of adult obesity. According to research, this is caused by a mix of active lifestyles, cultural eating habits, and governmental health promotion initiatives that prioritise prevention over treatment (WHO, 2025). According to, Takeuchi, Shinozaki and Kawakami (2023) Japan prioritises maintaining a healthy body weight through regular health screenings and public education, in contrast to the UK, where obesity therapies frequently concentrate on helping individuals after obesity has developed. Despite the positive outcomes of this preventative strategy, direct comparisons with the UK should be regarded with precaution due to cultural differences.

In contrast, despite major investments in clinical care and behavioural therapy interventions, the United States still has one of the highest rates of adult obesity in the world (WHO, 2025). According to studies, the incidence of obesity is still influenced by socioeconomic gap, a lack of access to reasonably priced healthcare, and the widespread availability of highly processed foods. These results show that when broader systemic problems are not addressed, healthcare treatments alone are insufficient.

Comparing these global strategies reveals an ongoing trend in the studies: obesity interventions work best when they address the broader social, environmental, and economic determinants of health in addition to quality health care. This validates the suggestions made by Birch et al. (2025), who claims that rather than depending just on individual behaviour changes, addressing inequality needs integrated efforts across healthcare, public health, and community services. As a result, global data supports the need of holistic and multifaceted approaches to lower obesity and enhance health equity in the UK.
 
2.5 National/Local UK Context 
 Obesity continues to be one of the biggest public health issues in the UK, putting a strain on health and social care systems as well as increasing morbidity and early mortality. The Office for Health Improvement and Disparities (OHID, 2024) states that obesity is closely linked to a number of chronic illnesses, including as musculoskeletal diseases, type 2 diabetes, cardiovascular disease, and multiple cancers. National initiatives to improve prevention, increase access to medical treatment, and lessen health inequalities have been driven by the rising incidence of obesity.
The current obesity approach in the UK is focused on a mixture of clinical therapy, behavioural support services, and prevention. Adults who are overweight or obese should get person-centred treatment through multidisciplinary approaches that incorporate nutritional guidance, improved physical activity, and behavioural support, according to NICE (2025). In a similar way, NHS England (2023) launched the NHS Digital Weight Management Programme to promote access to evidence-based support, especially for adults who are more likely to have negative outcomes from obesity. These treatments show a shift away from temporary dieting and towards long-term lifestyle changes approved by medical professionals.

Despite the fact that these programs achieved excellent results, research indicates that not everyone experiences access and efficacy in the same way. According to Birch et al. (2022), individuals from socioeconomically disadvantaged backgrounds were more likely to stop treatment before it was finished and were less likely to use behavioural weight management programs. Their study came to the conclusion that unequal involvement is caused by a number of factors, including lack of health education, transportation challenges, work responsibilities, and financial pressures. These results imply that increasing service accessibility on its own won't be enough if structural barriers still keep people from participating.

The Health Foundation (2024) similarly argues that obesity is strongly linked with deprived lifestyles and suggests that obesity approaches should address broader factors that influence health, including poverty, housing and employment. This perspective is supported by The King's Fund (2024), which highlights the need for cooperation between healthcare professionals, local government, educational institutions, and community organisations in order to reduce obesity.  When taken as a whole, these reports demonstrate that healthcare interventions work best when associated with policies that enhance the standard of living for individuals. Birmingham is a suitable example study because it demonstrates many of the discrepancies seen across the country. Being, the second-biggest city in England, has a population that is culturally diverse, yet many of its neighbourhoods also suffer from severe socioeconomic distress. (BBC Bitesize,no date). In its public health policy, Birmingham City Council (2024) prioritises improving healthy lifestyles and lowering obesity. In order to increase access to weight management help, local initiatives include healthy eating campaigns, community-based physical activity programs, and collaborations with the NHS and charities.

However, discrepancies are still visible throughout the city in spite of these efforts. Compared to people who live in more well-off places, residents of more poor neighbourhoods continue to have higher obesity rates and worse health outcomes (Birmingham City Council, 2024). This is consistent with broader research that suggests behavioural interventions are insufficient to remove obstacles brought about by poverty, food insecurity, and unequal access to resources that promote health. Therefore, a whole-system strategy that integrates healthcare services with larger social and economic goals is supported by research. For this reason, Birmingham offers a suitable case study for assessing how well the UK's health and social care system's existing obesity interventions reduce underlying health inequalities.

2.6 Conclusion 
  The existing research on adult obesity interventions and health inequalities was critically examined in this chapter. The data shows that obesity is a complicated public health challenge that is impacted by biological, behavioural, social, and environmental factors in addition to personal choices. The SDH and the Socioecological Model are two theoretical frameworks that emphasise the significance of addressing broader socioeconomic issues in addition to changing individual behaviour. Evidence from around the world indicates that treatments that only emphasise individual accountability are less successful than integrated, whole-system approaches. Although national initiatives in the UK have increased access to obesity services, inequalities in outcomes and access still exist, especially among disadvantaged groups. Birmingham is a suitable case study for this research because it represents many of these national issues. The next chapter explains the methodology used in order to find, choose and critically evaluate the sources incorporated within this dissertation.


CHAPTER 3 – Methods and Search Strategy

3.1 – Introduction 
Using Birmingham as a case study, this chapter describes the approach used to examine how well adult obesity therapies address health inequalities across the UK health and social care system. No primary data was acquired for this dissertation because it is dependent on secondary research. Instead, the data was gathered using official sources, public health sources, and peer-reviewed research studies. This chapter offers a clear and organised framework for the literature examined in Chapter 4 by describing the research methodology, search method, inclusion and exclusion criteria, data analysis, and ethical considerations.
3.2 – Search Strategy 
To critically examine the data that was accessible on adult obesity interventions and health inequality, a qualitative secondary research approach was used. Because secondary research allowed for the combination of findings from various sources, such as peer-reviewed journals, government publications, and policy documents, without the time and ethical constraints associated with primary data collecting, it was deemed sufficient. Given the substantial amount of published research on managing and preventing obesity in the UK, this strategy was especially appropriate. Comparing multiple points of view on obesity interventions, their efficacy, and the factors causing health inequalities also became possible via a literature review process. Instead of producing new data, the study critically assessed the information already in existence to find recurrent trends, inconsistencies, and awareness gaps related to the study's goals.(WHO,2014).
Adult obesity, obesity interventions, health inequalities, weight management, social determinants of health, NHS obesity programmes, and Birmingham were among the search phrases taken from the study's aim and objectives. Searches were refined using the Boolean operators AND, OR, and NOT. Examples included obesity intervention AND Birmingham, adult obesity NOT childhood obesity, and adult obesity AND health inequalities.

3.3– Searching for Information 
To find appropriate and trustworthy evidence, a systematic literature search was conducted. Google Scholar, PubMed, and the University of Wales Trinity Saint David (UWTSD) Library—all of which offer access to peer-reviewed publications and systematic reviews—were used for the searches. The World Health Organization (WHO), NHS England, the Office for Health Improvement and Disparities (OHID), the National Institute for Health and Care Excellence (NICE), the Office for National Statistics (ONS), The King's Fund, The Health Foundation, and Birmingham City Council were among the trustworthy organisations from which additional evidence was gathered. Publications released between 2016 and 2026 were given priority in order to be certain that the evidence presented was consistent with current methods. Previous works, such Maslow (1943), Braun and Clarke (2006), and Marmot (2010), were only included when they provided significant theoretical or policy frameworks. Search results, significant findings, and their suitability to the study's goals were documented in a source tracking table. (See appendix: 3.1) A thorough overview of adult obesity interventions in the UK was made possible using secondary research, which made it possible to access a wide range of current academic publications and national policy documents. However, the study's dependence on published data limited its ability to examine service users and healthcare professionals' real-life experiences. Direct comparison was also limited by variations in research methodology and result variables between studies. The methodical search approach and organised quality evaluation enhanced the findings' credibility regardless of these limitations.(Johnson, Adkins and Chauvin,2020). (See appendix 3: source tracking table)
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3.4– Research Validation 

Before starting a full-text analysis, studies were first filtered by title and abstract. The final analysis only included sources that were specifically associated to adult obesity interventions and health inequalities. The CRAAP Test (Currency, Relevance, Authority, Accuracy, and Purpose) was used to evaluate the reliability of the chosen literature. (EBSCO research starters,2025). Recent peer-reviewed studies and publications from credible organisations, such as WHO, NICE, NHS England, and OHID, were prioritised. When they offered significant foundations for theory, fundamental studies were kept as well.
The six-stage framework created by Braun and Clarke (2006) was used to conduct theme analysis after a quality evaluation. After reading each source multiple times, recurrent patterns were found and coded before being arranged into wider themes. In order to simplify comparisons throughout the sources, a table of contents was used to document study characteristics, important findings, and developing keywords.

	Source
	Currency
	Relevance
	Authority
	Accuracy
	Purpose
	Decision

	WHO (2025)
	Current international guidance
	Directly relevant to obesity
	World Health Organization
	Evidence-based global data
	Inform public health policy
	Included

	NICE (2025)
	Current UK guideline
	Directly relevant to obesity management
	National Institute for Health and Care Excellence (NICE)
	Systematic evidence review
	Clinical guidance
	Included

	NHS England (2023)
	Current NHS programme
	Relevant to UK interventions
	NHS England
	National service evidence
	Improve obesity services
	Included

	Office for Health Improvement and Disparities (OHID) (2024)
	Current national statistics
	Relevant to health inequalities
	UK Government
	Official public health data
	Monitor population health
	Included

	Birch et al. (2022)
	Recent peer-reviewed study
	Relevant to weight management
	Academic researchers
	Systematic review
	Evaluate interventions
	Included

	Birch et al. (2025)
	Recent peer-reviewed study
	Relevant to obesity inequalities
	BMJ Public Health
	Peer-reviewed research evidence
	Examine service inequalities
	Included

	Marmot (2020)
	Seminal review, still current
	Relevant to health inequalities
	Institute of Health Equity
	Comprehensive national evidence
	Inform health policy
	Included


	Birmingham City Council (2024)
	Current local strategy
	Relevant to local case study
	Birmingham City Council
	Local population health data
	Improve health outcomes
	Included

	Personal fitness blog (2023)
	Current
	Limited relevance to public health
	Unqualified individual
	Anecdotal information; no references
	Share personal experiences
	Excluded – lacks authority and accuracy

	Government report on obesity (2010)
	Outdated
	Relevant topic but superseded
	UK Government
	Accurate at publication but no longer reflects current evidence
	Inform previous policy
	Excluded – failed the currency criterion

	Commercial weight-loss company website (2024)
	Current
	Relevant to weight loss
	Commercial organisation
	Selective evidence presented
	Market products and services
	Excluded – potential bias and promotional purpose



3.5- Inclusion and Exclusion Criteria
	Inclusion Criteria
	Exclusion Criteria

	Peer-reviewed journal articles
	Opinion articles and blogs

	Published 2016–2026
	Publications before 2016 (unless seminal)

	English language
	Non-English publications

	Adult obesity
	Childhood obesity studies

	UK-based research
	Studies unrelated to the UK (except international comparisons)

	Government and recognised organisational reports
	Unverified websites



To maintain level of consistency in the selection of sources and to preserve the accuracy and application of the assessed literature, inclusion and exclusion criteria was established. 

3.6– Analysing Research 
There were three main themes found:
· Theme 1: Adult Obesity and Social Determinants of Health
· Theme 2: The UK's Adult Obesity Interventions' Effectiveness
· Theme 3: Health Inequalities and Obesity Intervention Accessibility: A Case Study of Birmingham
	Source
	Initial Codes
	Category
	Final Theme

	WHO (2025)
	Social determinants, obesogenic environment, prevention, public health
	Environmental and social influences
	Theme 1: Social Determinants of Health and Adult Obesity

	Marmot (2010; 2020)
	Deprivation, social gradient, health inequality, socioeconomic status
	Health inequalities
	Theme 1: Social Determinants of Health and Adult Obesity

	OHID (2024)
	Obesity prevalence, deprivation, regional variation
	Population health inequalities
	Theme 1: Social Determinants of Health and Adult Obesity

	NICE (2025)
	Behaviour change, dietary advice, physical activity, clinical management
	Weight management interventions
	Theme 2: Effectiveness of Adult Obesity Interventions

	NHS England (2023)
	Digital services, accessibility, remote support
	NHS intervention delivery
	Theme 2: Effectiveness of Adult Obesity interventions

	Birch et al. (2022)
	Behavioural programmes, long-term support, weight loss
	Intervention effectiveness
	Theme 2: Effectiveness of Adult Obesity Interventions

	Birch et al. (2025)
	Service uptake, deprivation, participation barriers
	Access inequalities
	Theme 2 & Theme 3

	Birmingham City Council (2024)
	Local strategy, partnership working, community programmes
	Local obesity initiatives
	Theme 3: Health Inequalities and Accessibility in Birmingham

	The King’s Fund (2025)
	Whole-system approach, collaboration, prevention
	Integrated public health
	Theme 3: Health Inequalities and Accessibility in Birmingham

	The Health Foundation (2024)
	Poverty, prevention, structural inequalities
	Social determinants and policy
	Theme 3: Health Inequalities and Accessibility in Birmingham




3.7– Ethical Considerations 
This dissertation did not involve any participants and did not require official approval of ethics because it only used secondary data (Wickham,2019). However, by correctly citing all sources using the Harvard referencing style and following by the university's academic integrity policy, ethical principles remained intact throughout the study process. By critically assessing data from a selection of scholarly and professional sources rather than depending solely on a single perspective, bias in the study was reduced. The study's reliability and dependability have been improved by transparency in the selection and analysis of sources.
3.8 – Chapter Conclusion 
The approach used to find, select, and evaluate literature applicable to adult obesity interventions and health inequalities was explained in this chapter. Whilst acknowledging the strengths and limitations that applied during the research as well as maintaining the consistency of the themes. The results of a thematic analysis of the chosen research, with an emphasis on Birmingham and the UK, are presented in the next chapter.






CHAPTER 4 – Findings and Discussion 

4.1 – Introduction 

The results of the thematic analysis of the literature are presented and critically discussed in this chapter. Using Birmingham as a case study, evidence from peer-reviewed articles, official reports, and public health literature was put together in accordance with the methodology described in Chapter 3 to assess the efficacy of adult obesity interventions in lowering health inequalities within the UK health and social care system. Three key themes emerged from the analysis: the influence of the social determinants of health on adult obesity; the effectiveness of adult obesity interventions in the UK; and health inequalities affecting access to obesity interventions in Birmingham. To assess how well existing interventions address obesity and the broader determinants of health, these themes are thoroughly assessed.

4.2 – Thematic Analysis 
The results from the selected sources have been organised and discussed using thematic analysis. Braun and Clarke (2006) describe thematic analysis as a systematic process for identifying recurring patterns across qualitative data. The methodology provides a systematic framework for putting together evidence gathered from different academic and policy-based sources, even though this study relied on secondary literature rather than primary interviews. Each publication was examined and identified based on recurrent views about adult obesity, the efficacy of interventions, and health inequalities after the information search. Prior to being formed into three primary themes, similar codes were divided into general subcategories. (see appendix 4.2). This procedure made it possible to identify similarities and differences between studies while assuring that the results stayed closely in line with the goals and purpose of the study.
The main problems that arise from the study are represented by the three themes. The first investigates the connection between adult obesity and social factors. The second assesses how well the UK's current obesity programs are working. The third looks at Birmingham as a case study to determine whether current treatments can lower health inequalities and are available to underprivileged populations. Together, these themes provide a broad framework for analysing existing obesity regulations and practices.

4.3 – Theme 1 (Social Determinants of Health and Adult Obesity) 
Adult obesity can be caused by a range of biological, behavioural, social, and environmental factors, as the research constantly shows (OHID,2022). Current research acknowledges the major effect of broader social factors such poverty, education, employment, housing, and availability to nutritious foods, rather than merely blaming obesity to specific lifestyle decisions (WHO, 2025). Because obesity impacts more those who live in underprivileged neighbourhoods, this view is especially crucial for examining health inequalities (OHID, 2024). Recognising these broader factors is essential to this research because it allows obesity interventions to be assessed not only for their ability to encourage weight loss but also for their potential to lessen disparities in health outcomes.
The conditions under which people are born, grow, live, work, and age are known as social determinants of health, according to the World Health Organization (2025). These illnesses have an impact on health risks throughout life and lead to disparities in health outcomes between various demographic groups. Adults in the most deprived neighbourhoods in England continue to have a substantially greater prevalence of obesity than those in the least deprived areas (OHID, 2024). This association suggests that understanding obesity requires taking into account its larger social and economic environment in addition to individual behaviour.
According to Marmot (2010), there is a social variation in health, meaning that increases in health happen gradually as socioeconomic position rises. Inequalities influence everyone in society, not just those with the lowest incomes. When it comes to obesity, this implies that those who have lower earnings, unstable jobs, and fewer educational possibilities are more likely to be exposed to risk factors that lead to unhealthy weight (Lee, Cardel and Donahoo,2019).
This view is supported by recent studies. According to Birch et al. (2022), people from more affluent backgrounds were more likely to successfully participate in behavioural weight management programs than those from socioeconomically disadvantaged backgrounds. Program participation and completion rates were lowered by financial strains, transportation issues, and conflicting household responsibilities, indicating that social conditions had a direct impact on intervention outcomes.
The significance of environmental influences is extensively underlined in the available literature. There are often fewer options for physical activity, less access to reasonably priced, healthy food, and more fast-food restaurants in deprived areas. Regardless of an individual's motivation or level of understanding, such surroundings make healthy lifestyle choices more challenging (Popkin, Duffey and Gorden-Larsen,2005).
According to the WHO (2025), these circumstances contribute to a "obesogenic environment," in which daily environments promote sedentary lifestyles and unhealthy eating habits. Even while people are still in charge of their own health-related behaviours, their options are greatly influenced by their surroundings. Therefore, if healthy options continue to be physically or financially impractical, solely educational initiatives may have little effect.
Public health policies will be significantly impacted by this finding. Although behavior-change initiatives promote healthier lifestyles, they could not adequately address systemic obstacles like poverty, the cost of food, or neighbourhood facilities (Odoms-Young et al., 2024).
The findings strongly align with the Social Determinants of Health framework discussed in Chapter 2. According to this concept, enhancing health requires taking steps in the areas of education, employment, housing, and economic policy in addition to healthcare services. In the same way, the Socioecological Model acknowledges that interactions between individuals behaviour, societal influences, communities, and broader public policies lead to the development of obesity.
Another helpful resource is Maslow's Hierarchy of Needs. Before participating in weight control programs, adults who are facing financial difficulties or unstable housing may give priority to their urgent physiological and safety needs. Maslow's theory helps explain why health education alone would not lead to long-lasting behaviour change in underprivileged communities, despite its flaws and criticism for implying a standard hierarchy of needs.
The literature disputes the importance of structural factors in comparison to individual responsibility, despite common belief that social determinants have an impact on obesity. Since individual engagement and behavioural change are ultimately necessary for sustainable weight loss, NICE (2025) continues to promote multicomponent behavioural interventions. However, a number of authors suggest that these approaches run the risk of shifting accountability to individuals without sufficiently addressing the societal factors that limit healthy choices.
Additionally, Birch et al. (2025) claim that discrepancies in program enrolment and completion show that current interventions frequently help those who are already in a better position to use healthcare services. Regardless of the quality of the program, those who live in underprivileged areas may have transportation issues, unstable jobs, or caregiving obligations that lower attendance.
This implies that assessing obesity treatments based only on average weight loss may not give a clear picture of their efficacy. If disadvantaged groups continue to be marginalised, an intervention may produce clinically meaningful results while also failing to lessen inequality (Ross et al.,2025).
As a result, whole-system approaches that combine healthcare with broader social policies are becoming increasingly common and accepted in the literature (Ball, Timperio and Crawford, 2006). Along with behavioural support, investments in reasonably priced, healthy meals, active transportation, education, and community resources are seen to be crucial for lowering the prevalence of obesity. This viewpoint is in line with recent WHO (2025) recommendations that rather than depending exclusively on healthcare measures, obesity prevention should involve a combined effort across many sectors.
Overall, research shows a robust link between obesity and broader environmental and social disparities. Even if behaviour-change treatments are still crucial, they are unlikely to lessen health inequalities unless they are combined with policies that address economic hardship, a lack of nutrition, and unequal access to surroundings that promote health. In the section that follows, these results serve as the basis for assessing the efficacy of the UK's existing obesity initiatives (Bambra et al.,2023).
4.4 – Theme 2 Effectiveness of Adult Obesity Interventions in the UK 
This dissertation focuses on the efficacy of adult obesity interventions because lowering the rate of obesity is a major public health issue in the UK. (Office for National statistics,2026). By promoting long-term weight control and lowering the risk of obesity-related illnesses such type 2 diabetes, heart disease, and some types of cancer, obesity treatments seek to enhance health outcomes (WHO, 2025). But weight loss should not be the only indicator of efficacy. It should also take into account how accessible, long-lasting, and effective interventions are in lowering health inequalities. The evidence supporting the UK's existing obesity programs is critically assessed in this part, which also looks at how well they address the various causes of obesity.
In order to address obesity, the UK has implemented a multi-component strategy that includes clinical treatment, behavioural assistance, and public health policy. Recognising that obesity is a chronic condition requiring long-term care rather than short-term treatment, NICE (2025) advises person-centred approaches that include nutritional advice, physical exercise, and behavioural change approaches.
Depending on their clinical needs, individuals who are overweight or obese can get a variety of services through the NHS. They consist of pharmaceutical treatment, surgical intervention where necessary, community-based weight control programs, and specialised multidisciplinary support services (NICE, 2025). Additionally, NHS England (2023) launched the NHS Digital Weight Management Programme, which offers qualified adults with obesity and related health issues remote behavioural assistance.
National strategy has placed a higher priority on prevention in addition to clinical treatment. Rather than depending just on individual behaviour change, policies like the Soft Drinks Industry Levy, calorie labelling in large food enterprises, and limitations on the promotion of foods rich in fat, sugar, and salt are intended to create better eating settings. These programs demonstrate the increasing awareness that industry, government, and healthcare must all take action to prevent obesity (Department of Health and Social care, 2025).
Research indicates that systematic behavioural therapies can lead to changes in weight control that are clinically significant. According to NICE (2025), programs that combine behavioural support, increased physical activity, and nutritional guidance produce greater long-term results than approaches that concentrate on just one of these elements. Goal-setting, self-monitoring, and motivational interviewing are examples of behavioural strategies that have been linked to increased engagement and gradual yet long-lasting weight loss.
Similarly, Birch et al. (2022) discovered that when participants get continuous professional support, multifaceted weight control programs can enhance health outcomes. The review found improvements in metabolic health, physical activity, dietary practices, and body weight. The NHS's current strategy of combining behavioural therapies with routine clinical monitoring is supported by these findings.
By enabling remote participation, the NHS Digital Weight Management Programme has also expanded access to obesity support. For those who are unable to attend in-person appointments due to professional commitments or caregiving obligations, digital delivery lowers geographic barriers and may increase flexibility (NHS England, 2023). The growth of digital healthcare shows how technology may ease the burden on standard healthcare facilities while increasing service accessibility.
Even if these interventions show promising results, the data also reveals significant limitations. Weight reduction is frequently small, and it can be challenging to sustain gains after formal programs are over. Many people eventually gain weight again, indicating that long-term assistance is more important for managing obesity than short-term treatments (Rotunda et al.,2024). This illustrates the significance of long-term follow-up within healthcare services and underlines the long-term effects of obesity.
The literature consistently finds that the effectiveness of interventions differs depending on socioeconomic conditions. According to Birch et al. (2025), there are disparities in behavioural weight control program participation and completion throughout England. Compared to those who lived in lower-income areas, those who lived in more deprived communities were less likely to successfully finish programs or engage completely.
These variations imply that equitable access is not ensured by service availability alone. Disadvantaged populations' engagement is still limited by financial strains, unstable employment, household responsibilities, and transportation challenges. As a result, interventions might enhance average health outcomes while having less of an effect on the communities where obesity is most prevalent.
According to the Health Foundation (2024), obesity policies that prioritise individual behaviour carry the danger of increasing health inequalities since they frequently favour people with higher incomes, better health literacy, and more secure living conditions. In a similar way, The King's Fund (2024) recommends that to lessen inequality, healthcare initiatives should be combined with broader policies that target poverty, housing, education, and food affordability.
These results support the claim made in Theme One that it is impossible to assess obesity interventions separately from the larger social determinants of health. In situations where people cannot afford nutritious foods or live in places with limited access to supermarkets or convenient outdoor spaces, programs promoting healthy eating may not be as successful.
The literature demonstrates that population-focused regulations have led to mixed outcomes. The Soft Drinks Industry Levy is one of the best examples; prior to the tax's implementation, producers were pushed to modify their goods by lowering their sugar content. This initiative changed the food supply itself, which aided the larger population regardless of personal motivation, in contrast to educational campaigns. (Gov.UK,2016).
Policies like calorie labelling, on the other hand, continue to be controversial. Critics contend that calorie labelling has little impact on those with little resources or limited access to food, while those who support it contend that nutritional information empowers consumers to make sensible choices. Concerns have also been expressed about how it might affect those who suffer from dietary issues.(Ungvarsky,2024).These conflicting results show that no single intervention can effectively manage obesity in all demographic groups. Although behavioural, clinical, and environmental treatments all help prevent obesity, their combined application as a part of an integrated public health approach maximises their efficacy.
A constant struggle between personal accountability and systemic intervention is evident in the literature. Since sustained weight management ultimately depends on individual participation, current NICE (2025) guidance effectively promotes behaviour change. However, the research repeatedly shows that structural barriers associated with economic hardship cannot be removed by behavioural change alone.The method used to evaluate the effectiveness of interventions is another weakness. Changes in body weight, body mass index, or program completion rates are the main focus of many evaluations. Despite their clinical significance, these results only offer a limited evaluation of efficacy. It is also important to take into account broader measures including advances in health equity, quality of life, long-term behaviour change, and accessibility.
Furthermore, despite research that suggests obesity is influenced by various sectors outside of health services, many interventions still take place in healthcare settings. Therefore, addressing obesity demands partnership between local governments, employers, residential agencies, education providers, and the agriculture industry. WHO (2025), OHID (2024), and NICE (2025) are increasingly recommending this whole-system approach, which reflects a trend towards both prevention and treatment.
Overall, the data shows that UK obesity interventions have helped numerous individuals achieve better health outcomes and increased access to evidence-based weight management. However, because structural challenges still affect participation and long-term success, their capacity to lessen health inequalities is still restricted. These results imply that in addition to high-quality clinical interventions, comprehensive action addressing the social and environmental factors that contribute to obesity is necessary for effective obesity management. Birmingham offers a chance to look at these problems locally and is examined in the following theme.
4.5 – Theme 3-Health Inequalities and Accessibility of Obesity Interventions: A Case Study of Birmingham 

Birmingham corresponds to several of the demographic and socioeconomic issues faced throughout the United Kingdom, making it a suitable case study for investigating the relationship between obesity therapies and health inequalities. Despite having a diverse population, Birmingham, the second-largest city in England, has high rates of poverty, unemployment, and chronic illness in the majority of its surrounding areas (Birmingham City Council, 2024). These factors affect how people access and benefit from weight management services and contribute to the elevated prevalence of obesity. This section critically assesses whether Birmingham's existing obesity initiatives successfully address these disparities or if structural obstacles still restrict their effectiveness.

There is strong evidence that the prevalence of obesity in Birmingham is not consistent. The Office for Health Improvement and Disparities (OHID, 2024) reports that adults who live in deprived areas are more likely to be obese than those who live in more privileged areas. Similar trends have been seen across the country, indicating that deprivation is still one of the best indicators of obesity. According to Birmingham City Council's 2024 Health and Wellbeing Strategy, encouraging better lifestyles and lowering obesity are important public health priorities. Local governments are aware that obesity has a major role in chronic illnesses, which increases the demand for high-quality healthcare. However, increasing access to healthcare is not enough to improve health outcomes. It also requires addressing broader issues that affect access to support services, physical activity, and eating habits.

According to research, those who live in underprivileged areas are more likely to face issues including insufficient food supplies, poor housing, a lack of green space, and limited access to reasonably priced, healthy meals. These environmental factors make it harder to participate in weight-management programs while also raising the risk of obesity. As a result, disparities in Birmingham are not unique local issues but rather a reflection of broader national patterns.

Birmingham City Council, NHS Birmingham and Solihull Integrated Care Board, general practitioners, and community organisations collaborate to provide obesity interventions in Birmingham. Services include social prescribing, community physical activity initiatives, healthy lifestyle efforts, behavioural weight management programs, and, when necessary, referrals to specialised NHS services.These initiatives show a dedication to enhancing population health and are in line with NICE's (2025) national recommendations. Because they aid closer to residents and promote collaborations between medical professionals, charitable organisations, and local residents, community-based programs may be especially beneficial.
Accessibility is still a major problem, though. Despite having greater rates of obesity, Birch et al. (2025) discovered that those who lived in poor neighbourhoods were less likely to participate in behavioural weight management programs. According to the survey, obstacles like budgetary limitations, professional responsibilities, transportation challenges, and conflicting family responsibilities led to lower participation rates.
Some people now have greater access to digital healthcare thanks to initiatives like the NHS Digital Weight Management Programme. However, digital solutions can potentially lead to the development of new inequities. People who have inadequate digital literacy, restricted internet connection, or digital exclusion may not be able to fully benefit from online services. Therefore, increasing the availability of digital services should enhance rather than replace in-person assistance.

Birmingham's cultural diversity is another factor to take into account. Because the city has one of the most ethnically varied populations in the UK, obesity interventions must consider the various eating habits, cultural beliefs, and language requirements. Standardised programs may not necessarily be equally beneficial across varied groups, according to the literature. Traditional cultural cuisines may be overlooked in dietary recommendations created for the general public, and language limitations may make it more difficult for people to understand medical knowledge and access services.Person-centred care that takes into account the requirements of local communities is increasingly encouraged by current public health guidelines (NICE, 2025). Participation and long-term results may therefore be enhanced by culturally relevant interventions, community involvement, and collaboration with local organisations. Birmingham's diverse population emphasises how crucial it is to create adaptable services that take into consideration differences in everyday life, knowledge of health, and cultural.

The literature consistently concludes that healthcare services cannot address obesity on their own. Partnership collaboration between the local government, NHS organisations, educational institutions, community organisations, and volunteer organisations has become more common in Birmingham. Since many of the causes of obesity are external to the healthcare system, The King's Fund (2024) contends that cooperative approaches are crucial. Coordinated policy responses are necessary since housing standards, work possibilities, transportation facilities, education, and its agricultural environment all have an impact on health behaviours.

In a comparable manner, the Health Foundation (2024) underlines that long-term investment in prevention is necessary to reduce obesity disparities rather than depending primarily on clinical treatment. While addressing broader determinants of health, community-based programs that support active travel, a healthy diet, and neighbourhood wellbeing can supplement healthcare services.
The WHO's (2025) whole-system approach, which acknowledges that significant obesity reductions require coordinated efforts across several sectors, is supported by this data. Birmingham has instances of this cooperative strategy, but the persistent disparities seen around the city imply that achieving it remains difficult.

Despite Birmingham's implementation of several obesity interventions in accordance with national guidelines, the research suggests that there are still significant disparities in the prevalence of obesity (Toon et al.,2024). This poses significant queries about how the effectiveness of interventions should be assessed. Indicators like weight loss, referral figures, or program completion are commonly used in current studies to assess the efficacy of programs. Although these results offer useful clinical data, they may not always show a decrease in health disparities. The effectiveness of an intervention may be underestimated if people who are most impacted by obesity are also the ones who are least likely to use services. According to the literature, obesity interventions should be assessed using more comprehensive equity measures, such as accessibility, participation among underprivileged groups, cultural suitability, and sustained engagement. These indicators would give a broader view of whether services are getting to the people who need them the most.
Sustainability is another issue. Numerous local programs depend on limited public health resources or short-term funding. Successful community programs may find it difficult to sustain their long-term effects without ongoing funding. This is especially important because obesity is a chronic illness that calls for continuous assistance and prevention rather than one-time treatments.
All things considered, Birmingham illustrates both the strengths and weaknesses of the present obesity program. The city has improved collaboration between health and social care and increased access to evidence-based solutions. However, the prevalence of obesity and service accessibility are still influenced by persistent socioeconomic inequalities. These results support the claim that without continuous action to change the broader social and economic factors influencing health, healthcare measures alone cannot eliminate obesity-related inequalities.

According to the data, Birmingham has developed comprehensive obesity programs that are in line with national public health priorities. However, the adoption and efficacy of interventions are still influenced by deprivation, cultural diversity, and limited access to resources that promote health. Therefore, in addition to broader policies addressing poverty, housing, education, and food environments, reducing obesity-related disparities in health demands constant collaboration between healthcare providers, local government, and community organisations.
4.6 – Chapter Conclusion 
The impact of socioeconomic determinants of health on adult obesity, the efficacy of obesity therapies in the UK, and health inequalities influencing access to obesity interventions in Birmingham were the three interconnected problems through which this chapter critically analysed the research on the subject. The results show that rather than being solely the result of personal lifestyle decisions, obesity is a complex disorder driven by biological, behavioural, social, and environmental factors.
Evidence suggests that existing obesity therapies in the UK, such as clinical services, behavioural weight management programs, and national public health policies, have increased access to assistance and helped many adults achieve better health outcomes. Significant disparities still exist, nevertheless, especially among people that are economically disadvantaged. Participation and long-term success are however still limited by structural obstacles like homelessness, insufficient food supply, poverty, and inadequate access to healthcare.The Birmingham case study highlights the ongoing difficulties in lowering health inequalities while demonstrating how national initiatives are carried out locally. A whole-system strategy that integrates healthcare interventions with more comprehensive action addressing the social determinants of health is generally supported by studies. These findings provide a foundation for the final chapter, which briefly summarises the study and draws conclusions and presents recommendations for policy, practice and future studies. 























CHAPTER 5 – Conclusion and Recommendations 

5.1 – Overall Conclusion
This chapter concludes the dissertation by summarising the primary findings and assessing how they relate to the objectives and aim of the study. Using Birmingham as a case study, the study critically evaluated adult obesity interventions within the UK health and social care system and assessed their efficacy in eliminating health inequalities. This chapter summarises the overall conclusions, provides useful recommendations for standards of practice and policy, acknowledging the limitations of the study, and suggests possible areas for further research based on the findings in Chapter 4. The aim of this dissertation was to critically analyse adult obesity interventions in the UK and investigate their effectiveness in reducing health inequalities within the health and social care system, using Birmingham as a case study. The study met this objective and addressed all of the research aims through a methodical evaluation of the research literature, official reports, and public health guidelines.
The results showed that biological, behavioural, social, and environmental factors all have a role in the multifaceted public health challenge known as obesity. Research has repeatedly demonstrated a significant relationship between obesity and the broader social determinants of health, such as housing, employment, education, income, and access to nutritious and adequate food. Adult obesity rates are much greater in underprivileged neighbourhoods than in privileged ones, demonstrating that personal lifestyle decisions cannot be the sole cause of obesity. The Social Determinants of Health Framework, the Socioecological Model, and Marmot's idea of the socioeconomic gradient were among the theoretical frameworks covered throughout the dissertation that emphasised the significance of tackling structural inequalities in addition to behavioural change. Additionally, the analysis discovered that current obesity interventions in the UK demonstrated positive results. Access to support and understanding of healthy lifestyles have been enhanced by behavioural weight management programmes, specialised NHS services, national policies like the NHS Digital Weight Management Programme, and broader public health initiatives.
Evidence indicates that programs that include behavioural support, physical exercise, and nutritional recommendations are typically more successful than just one of these strategies.
The sources did, however, also point out important restrictions. While many interventions improve weight management in some way, their effect in lowering health inequalities is still less clear. Participation and long-term success remain affected by systemic barriers such poverty, inadequate nutrition, unstable employment, and restricted access to environments that promote health. As a result, interventions that concentrate mostly on individual behaviour may enhance average results without helping the communities suffering from the most substantial burden of obesity (NHS,2026).
These national findings were consistent in the Birmingham case study. Acceptance and efficacy of interventions are still influenced by deprivation, cultural diversity, and unequal access to resources, even if local authorities and NHS agencies have increased access to obesity support services. All things considered, the research suggests that obesity interventions work best when they are implemented as part of a comprehensive, integrated holistic approach that addresses both healthcare requirements and the broader determinants of health.

5.2 – Recommendations 

	Recommendation
	Expected outcome

	Strengthen community-based obesity services
	Improves accessibility, participation and long-term engagement

	Address wider social determinants of health
	Reduces structural inequalities contributing to obesity

	Improve accessibility and inclusivity
	Increases equitable access across diverse communities



5.2.1 – Recommendation 1-strengthen obesity services in the community

Partnerships between NHS organisations, local governments, and nonprofits should be used to expand community-based weight management initiatives. Accessibility can be enhanced by providing services in community centers, leisure and recreation centers, and religious institutions, especially for those with limited access to basic healthcare settings or transportation issues. (NHS England, 2026). Additionally, services provided locally are more likely to develop long-term engagement and establish trust.

5.2.2 – Recommendation 2- Addressing the broader social determinants of health
Reducing underlying factors that contribute to obesity should be a major focus of future obesity initiatives. Healthcare, housing, education, jobs, transportation, and food policy must all work together to achieve this. Long-term advantages from addressing socioeconomic disadvantage, improving access to reasonably priced, nutritious food, and establishing safe spaces for physical exercise are probably going to outweigh those from behaviour-change programs alone (Anekwe et al., 2020). Therefore, the core of any future obesity strategy should continue to be a whole-system approach.

5.2.3 – Recommendation 3-Improve accessibility and inclusivity
Obesity interventions should be designed to reflect the needs of diverse populations. Information should be produced in collaboration with local communities, be accessible in several languages as needed, and be culturally appropriate. To lower barriers related to digital exclusion and diverse circumstances, adaptable methods of service delivery, such as in-person, community-based, and digital options, should be kept. Increasing participation and lowering inequalities in access to obesity support are expected outcomes of improving inclusion (Obesity health alliance,2021).

Together, these recommendations recognise that efficient obesity interventions demand more than effective healthcare. Combining evidence-based care with more holistic initiatives that address the social and economic factors that influence health is necessary for long-term benefits.
There are many limitations in this dissertation. The results of this secondary research study are solely based on published literature; primary data from people who are obese or healthcare professionals was not included. As a result, the study was unable to investigate how individuals in Birmingham accessed obesity interventions.
Additionally, the review was restricted to English-language publications, which might have left out relevant articles from other countries. Additionally, it was difficult to directly compare studies due to differences in research methodology, outcome measures, and study populations. The results may not be entirely applicable to all UK locations due to differences in local population demographics and service delivery, even if Birmingham offered a suitable case study.
Future studies should examine patient experiences of obesity services using primary qualitative methodologies, such as focus groups or interviews. The base of evidence would be further strengthened and future policy making would be supported by ongoing investigations that look at the long-term efficacy of interventions and comparative research across multiple UK cities (Witek et al.,2025).

This dissertation has demonstrated that adult obesity remains a major public health challenge within the UK. The effectiveness of existing obesity interventions in lowering health inequalities is still limited, even though they have increased access to weight management services and improved health outcomes. The research suggests that a multifaceted approach that addresses the broader social determinants of health is necessary to address obesity rather than relying solely on behaviour-change therapies. The Birmingham case study demonstrates both the developments made possible by partnership and the ongoing difficulties brought on by poor and unequal access to services. To address these issues and develop more equitable and successful obesity interventions, multi-agencies must continue to work collaboratively (Hayes et al., 2012).
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6.2 – Appendices 

Appendix 1: “Adult obesity prevalence by deprivation”
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Appendix 2: Search Strategy
	Database
	Example Search Terms

	Google Scholar
	Adult obesity AND health inequalities

	PubMed
	Obesity intervention OR weight management

	UWTSD Library
	Adult obesity AND Birmingham

	Google Scholar
	Adult obesity NOT childhood obesity

	NHS England
	Adult obesity AND NHS weight management






Appendix 3: source tracking table
	
	Author & Year
	Article Title
	Article Summary
	Keywords / Codes

	Article 1
	WHO (2025)
	Obesity and Overweight
	A global overview of Obesity and overweight, covering its underlying causes, health implications and preventative measures. The article highlights how public initiatives can help lower obesity rates.
	Public health, obesity, social determinants


	CRAAP Notes
	· Current: published 2025, international guidance
· Relevant: directly relevant to obesity
· Authority: World Health Organisation
· Accuracy: Evidence based global data
· Purpose: inform public health policy

	CRAAP Score
5/5

	Article 2
	NICE (2025)
	Overweight and Obesity management (NG246)
	This guideline provides evidence-based recommendations which assists in prevention, evaluation and treatment for obesity in adults. Whilst providing advice on healthy eating, exercise as well as behavioural support. 
	Obesity, weight management,overweight


	CRAAP Notes
	· Current: UK guidelines
· Relevant: Directly relevant to Obesity management
· Authority: National Institute for Health and Care Excellence (NICE)
· Accuracy: Systematic evidence review
· Purpose: Clinical guidance

	CRAAP Score
5/5

	Article 3
	NHS England (2023) 
	NHS digital weight management programme
	This article explains the NHS digital weight management programme, explaining how it works, who is eligible and how to access it. This also demonstrates how technology can make services more accessible.
	Obesity, digital services, accesibility


	CRAAP Notes
	· Current: NHS programme
· Relevant: UK interventions
· Authority: NHS England
· Accuracy: National service evidence
· Purpose: Improve Obesity services

	CRAAP Score
5/5

	
Article 4

	Office for Health Improvement and Disparities (OHID) (2024)
	Public health profiles: Obesity and Health inequalities
	This report examines inequalities related to SES while presenting national and local statistics. By identifying vulnerable population, it supports in public health planning
	Obesity, Health inequalities, public health


	CRAAP Notes
	· Current: national statistics
· Relevant: health inequalities
· Authority: UK Government
· Accuracy: Official public health data
· Purpose: Monitor population health

	CRAAP Score
5/5

	
Article 5

	Birch et al. (2022)
	A systematic review of inequalities in the uptake of, adherence to, and effectiveness of behavioural weight management in interventions in adults.
	This systematic review evaluates different weight management strategies including behavioural, lifestyle and clinical approaches. According to findings, multi-disciplinary approach offers long-term positive outcomes.
	Obesity, social determinants of health,


	CRAAP Notes
	· Current: Peer-reviewed study
· Relevant: Weight management
· Authority: Academic researchers
· Accuracy: Systematic review
· Purpose: Evaluate interventions

	CRAAP Score
5/5

	Article 6
	Birch et al. (2025)
	Are there inequalities in the attendance at and effectiveness of behavioural weight management interventions for adults in the UK?
	This study focuses on how access to obesity services varies across England. It highlights significant gaps linked to socioeconomic as well as differences between areas and suggests improving equitable accessibility to weight management support.
	Health inequalities, obesity, weight management


	CRAAP Notes
	· Current: Peer-reviewed study 
· Relevant: Obesity inequalities
· Authority: BMJ Public Health
· Accuracy: Peer-reviewed research evidence
· Purpose: Examine service inequalities

	CRAAP Score
5/5

	Article 7
	Marmot (2020)
	Health equity in England: The Marmot review 10 years on
	This review examines wider social determinants such as income, housing, employment and many more factors that influence health. It suggests a nationwide initiative to promote equity in health.
	Social determinants of health, health inequalities, socioeconomic status


	CRAAP Notes 
	· Current: Seminal review, still current 
· Relevant: Health inequalities
· Authority: Institute of Health Equity
· Accuracy: Comprehensive national evidence
· Purpose: Inform health policy

	CRAAP Score
5/5

	Article 8
	Birmingham city council (2022)
	Birmingham Health and wellbeing strategy (2022-2030)
	Birmingham’s primary goals for enhancing public health including lowering obesity rates, encouraging healthy lifestyles and addressing health inequalities are clearly outlined in this strategy. It highlights the importance of collaboration and prevention.
	Obesity, health and wellbeing, health inequalities

	CRAAP Notes 
	· Current: local strategy
· Relevant: local case study
· Authority: Birmingham city Council
· Accuracy: local population health data
· Purpose: improve health outcomes

	CRAAP Score
5/5

	Article 9 
	The kings Fund (2025)
	What is prevention in health?
	This focuses on the three levels of prevention along with how prevention can reduce the impact of diseases. Also, by improving population health, how it can reduce burden on the NHS services. It emphasises on preventing obesity as a public health priority.
	
Prevention, public health,obesity

	CRAAP Notes
	· Current: NHS prevention policies
· Relevant: obesity prevention and public health approaches
· Authority: The King’s Fund
· Accuracy:  Evidence-based NHS policy analysis 
· Purpose: Promote evidence-based policies, provide guidelines on prevention in healthcare 

	CRAAP Score
5/5

	Article 10 
	The health foundation (2024)
	Health inequalities
	The causes and impacts of health inequalities are examined in this article in detail on how biological and social factors influence health outcomes. It also highlights evidence-based intervention to lower the inequalities.
	Health inequalities, socioeconomic status, health


	CRAAP Notes 
	· Current: up to date UK evidence
· Relevant: directly relevant to understand the inequalities associated with obesity
· Authority: The health foundation
· Accuracy: Evidence-based research and national data
· Purpose: to inform professionals about health inequalities

	CRAAP Score
5/5



Appendix 4.1: sub-category codes
	Initial Codes
	Sub-category
	Final Theme

	Poverty, deprivation, education, employment, housing
	Social determinants
	Theme 1: Social Determinants of Health and Adult Obesity

	Healthy food access, physical activity, obesogenic environment
	Environmental influences
	Theme 1

	Behaviour change, dietary advice, exercise, digital support
	Weight management interventions
	Theme 2: Effectiveness of Adult Obesity Interventions

	NHS programmes, NICE guidance, public health policy
	National obesity strategies
	Theme 2

	Accessibility, transport, digital exclusion, cultural barriers
	Service accessibility
	Theme 3: Health Inequalities and Accessibility in Birmingham

	Community engagement, partnership working, local authority services
	Whole-system approach
	Theme 3










Appendix 5
	Stage of Literature Review
	Number of Records (n)

	Records identified through database searching (Google Scholar, PubMed and UWTSD library)
	20

	Additional records identified through organisational websites (WHO, NICE, NHS England, OHID, Birmingham City Council, The King’s Fund and The Health Foundation)
	5

	Total records identified
	25

	Duplicate records removed
	2

	Records screened by title and abstract
	23

	Records excluded after title and abstract screening
	8

	Full-text articles assessed for eligibility
	15

	Full-text articles excluded (did not meet inclusion criteria)
	5

	Studies included in the final review
	10


Appendix 5 shows the article selection process undertaken for this systematic literature review. Following database searches and screening against the inclusion and exclusion criteria, 10 high-quality sources met the eligibility requirements and were included in the thematic analysis.
Appendix 6: result summary table
	Theme
	Key Findings
	Main Sources
	Conclusion

	Theme 1: Social Determinants of Health and Adult Obesity
	Obesity is strongly associated with deprivation, food insecurity, poor housing, unemployment and limited access to healthy environments. Behavioural interventions alone do not address these underlying causes.
	WHO (2025); OHID (2024); Marmot (2010; 2020); Birch et al. (2022)
	Social and environmental factors significantly influence obesity and contribute to health inequalities. Whole-system approaches are required.

	Theme 2: Effectiveness of Adult Obesity Interventions in the UK
	Multicomponent interventions combining diet, physical activity and behavioural support improve weight management. However, long-term success and engagement remain lower among disadvantaged populations.
	NICE (2025); NHS England (2023); Birch et al. (2022; 2025); Health Foundation (2024)
	Current interventions improve health outcomes but have limited impact on reducing inequalities without addressing structural barriers.

	Theme 3: Health Inequalities and Accessibility – Birmingham Case Study
	Birmingham provides a range of obesity services, but deprivation, cultural diversity, transport, digital exclusion and food insecurity continue to affect access and participation.
	Birmingham City Council (2024); OHID (2024); NICE (2025); King’s Fund (2024); Birch et al. (2025)
	Local interventions reflect national policy but require stronger cross-sector collaboration to improve equity and accessibility.
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