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[bookmark: _Toc230113823]ABSTRACT
[bookmark: _Toc230113824]Background and Aim:   
Type 2 Diabetes Mellitus (T2DM) remains one of the most pressing public health challenges in the United Kingdom, demanding innovative therapeutic strategies that move beyond traditional glycaemic control. Tirzepatide, a first in class dual GIP/GLP-1 receptor agonist, has demonstrated clinical superiority in trials; however, its transition into the real-world UK landscape is mediated by a complex interplay of systemic and individual factors. This dissertation identifies and critically analyses the facilitators and barriers experienced by adults in the UK using Tirzepatide for T2DM management.
[bookmark: _Toc230113825]Methods: Utilizing a Systematic Literature Review (SLR) methodology, this study synthesised evidence from ten core articles (n=10) published between 2023 and 2026. The search strategy was guided by the PEO (Population, Exposure, Outcome) framework across four major databases: PubMed, CINAHL, EMBASE, and PsycINFO. Methodological rigour was ensured through the PRISMA 2020 protocol and the CASP Qualitative Checklist. Data were analysed using Braun and Clarke’s reflexive thematic synthesis to interpret the lived experiences of patients and the observations of healthcare providers within the NHS and private sectors.
[bookmark: _Toc230113826]Findings: Three overarching themes emerged from the synthesis: The Biological-Psychological Interface: The silencing of food noise and the restoration of metabolic agency acted as primary facilitators, fostering a virtuous cycle of motivation through visible clinical results. Systemic Friction and the Two-Tier Divide: Significant barriers included acute gastrointestinal distress during titration, stock-out anxiety driven by supply chain instability and a burgeoning socioeconomic disparity between NHS-funded and private-paying patients. Socio-Cultural Logistics: While the once-weekly Kwik Pen delivery facilitated adherence, socio-cultural stigmas (the skinny-jab narrative) and logistical hurdles, such as the sharps bin dilemma in urban housing, presented persistent challenges.
[bookmark: _Toc230113827]Conclusion: Tirzepatide represents a paradigm shift in T2DM treatment, yet its utility is currently constrained by the systemic noise of the UK healthcare delivery model. Findings suggest that pharmacological efficacy alone is insufficient; long-term success necessitates a transition from a biomedical to a biopsychosocial model of care. The dissertation recommends the implementation of pharmacist-led titration clinics and metabolic dashboards to bridge the implementation gap, ensuring that this transformative therapy does not exacerbate existing health inequalities. Key words: Tirzepatide, Type 2 Diabetes, NHS England, Facilitators and Barriers, Food Noise, Health Inequalities, Biopsychosocial Care, UK Public Health.
[bookmark: _Toc230113828]Table of content 
Table of Contents
ABSTRACT	4
Background and Aim:	4
Methods:	4
Findings:	4
Conclusion:	4
Table of content	5
Abbreviation	9
CHAPTER 1: INTRODUCTION AND BACKGROUND	11
1.1 Introduction	11
Type 2 Diabetes Mellitus (Pathophysiology)	11
1.2 Background and Current Context	12
1.3 Rationale for Research	13
1.4 Research Question	13
1.5 Research Aim	13
Figure 3	14
1.6 Research Objectives	14
1.7 Chapter Summary	14
CHAPTER 2: LITERATURE REVIEW	15
2.1 Introduction	15
2.2 Literature Review: Facilitators and Barriers	15
2.2.1The Dual-Action Advantage and "Food Noise"	15
2.2.2 Psychosocial and Community Perspectives	16
2.2.3 Systemic and Biological Barriers	16
2.2.3.1 The ‘Two-Tier’ Access Barrier	17
2.2.3.2 The Biological Barriers	17
2.2.4 Cultural and Language Hurdles	18
2.2.5 The GP Burden and Clinical Inertia	18
2.3 A Critical Evaluation of Gaps in existing research.	18
Chapter 3	21
3.1 - Introduction	21
3.2 Systematic Literature Review (SLR) overview of primary and secondary research.	21
3.2.1 Analysis of Primary and Secondary Research	21
3.2.2 Rationale for Choosing a Systematic Literature Review (SLR)	22
3.3 Search Strategy	23
3.4 Search Terms	23
Table 1: PEO Framework and Search Strategy	24
3.5 Key Words	24
3.6 Databases	24
3.7 Inclusion/Exclusion Criteria	25
Figure 5	26
3.7.1 Inclusion Criteria	26
3.7.2 Exclusion Criteria	26
3.8 Search Results	26
PRISMA Flow Diagram: Tirzepatide Lived Experiences (UK)	26
1. Identification	26
2. Screening	27
3. Eligibility	27
4. Included	27
Figure 6	28
3.9 Ethical Considerations	28
3.10 Chapter Summary	29
Chapter 4 data extraction and evaluation	29
4.1 Introduction	29
4.2 Data Extraction	29
4.2.1 Extraction Parameters	30
4.3 Brief Introduction to Critical Appraisal and Paper Quality Assessment	30
4.3.1 Defining Quality in Qualitative Research	30
4.4 Critical Appraisal Tools	31
4.4.1 Justification and Comparison	31
4.5 Evaluation of Qualitative Studies using the CASP Tool	32
Justification and Comparison	32
4.5.1 Evaluative Overview of Included Studies	32
Table 2: Appraisal of the 10 Selected Studies	33
Table 3: Characteristics of Included Studies (n=10)	34
Table 4: CASP TABLE	36
4.6 Chapter Summary	39
Chapter 5	40
5.1 Introduction	40
5.2 Thematic Analysis	40
5.3 Data Analysis Tool	41
5.4 Characteristics of the Identified Studies	41
5.5 table 5: Emerging Themes from Included Studies	41
Theme 1: The Biological-Psychological Interface	42
1.1	Liberation from ‘Food Noise’:	42
1.2 Motivation through Visible Results:	43
1.3 Methodological Nuance:	44
Theme 2: Navigating the UK Healthcare System	45
2.1 The ‘Two-Tier’ Access Divide:	45
2.2 Supply Chain Anxiety:	46
2.3 Theme 2 Synthesis:	47
Figure 7	48
Theme 3: Socio-Cultural & Environmental Logistics	49
3.1 Cultural Stigma & Acceptance:	49
3.1.1 Socio-Cultural Mediators:	49
3.2 Practicalities of Injectable Therapy:	50
3.2.1 Environmental Constraints:	51
Table 6: Synthesised Matrix: Facilitators vs. Barriers (Table for Chapter 5)	51
5.6 Summary	52
5.7 Critical Reflection: What is Missing?	52
5.8 Critical Reflection:	52
5.9 Summary	53
Chapter 6	53
6.1 Introduction	53
6.2 Discussion of Key Findings	54
Theme1 The Psychological Revolution: Silencing the 'Food Noise'	54
The Biological-Psychological Interface and Metabolic Agency.	54
Theoretical Integration: The Health Belief Model (HBM)	55
Theme 2 The Systemic Barrier: The 'Two-Tier' NHS Experience	55
The Systemic Barrier: The 'Two-Tier' NHS Experience	56
Political Economy of Health	56
Theme 3 Socio-Cultural Logistics and the Injectable Stigma	56
Social Identity Theory and the 'Cheating' Narrative	57
Cultural Nuance: South Asian Perspectives	57
Critique of Research Approach	57
Critical Appraisal of the Evidence Base	58
6.3 Strengths and Limitations	58
6.4 Chapter Summary	59
CHAPTER 7: RECOMMENDATIONS AND CONCLUSION	60
7.1 Introduction	60
7.2 Implications of Findings: The Biopsychosocial Shift.	60
7.2.1 From Biomedical to Biopsychosocial Models	60
7.2.2 The Risk of Therapeutic Inequality	61
7.3 Recommendations for Clinical Practice	61
7.4 Recommendations for Future Research	62
7.5 Conclusion: Bridging the Implementation Gap	62
References	64
APPENDIX	69
Articles	69
CASP TABLE	70


[bookmark: _Toc230113829]Abbreviation
	Abbreviation
	Meaning
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	Body Mass Index
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[bookmark: _Toc230113830]CHAPTER 1: INTRODUCTION AND BACKGROUND
[bookmark: _Toc230113831]1.1 Introduction 

[bookmark: _Toc230113832]Type 2 Diabetes Mellitus (Pathophysiology)
This diagram illustrates the core components of T2DM: insulin resistance in the muscles and liver, and the progressive failure of the pancreatic beta cells to produce sufficient insulin.
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Shutterstock Figure 1

Type 2 Diabetes Mellitus (T2DM) represents a profound public health paradox in the United Kingdom. While pharmacological innovations have reached unprecedented levels of efficacy, the systemic capacity to deliver these interventions equitably is increasingly strained. The introduction of Tirzepatide, a dual glucose-dependent insulinotropic polypeptide (GIP) and glucagon-like peptide-1 (GLP-1) receptor agonist, is frequently framed as a fundamental alteration of the therapeutic landscape (NICE, 2023). However, this dissertation argues that such clinical advancements do not exist in a vacuum; rather, they intersect with entrenched socioeconomic disparities, overstretched primary care infrastructures, and the increasing commercialisation of chronic disease management.
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https://slimness.com.ua/ Figure 2
While Tirzepatide offers superior glycaemic control, its rollout raises urgent questions regarding long-term sustainability and the potential for a "two-tier" health system. This research does not merely explore the use of the drug; it critically investigates the facilitators and barriers that determine who succeeds on this therapy and who is marginalized by the rigid eligibility frameworks of the National Health Service (NHS). By problematising the transition from controlled clinical trials to real-world practice, this study seeks to uncover the friction between pharmacological potential and public health reality.
[bookmark: _Toc230113833]1.2 Background and Current Context
The contemporary T2DM context in the UK is increasingly defined by a metabolic divide. As of 2026, approximately 5.8 million people live with T2DM, yet access to gold-standard dual-agonists like Tirzepatide is mediated by a phased 12-year rollout plan and the varying budgetary constraints of local Integrated Care Boards (ICBs) (NHS England, 2025). This creates a critical tension, while the medication is clinically superior to predecessors such as Metformin, its implementation is restricted by fiscal gatekeeping.
Furthermore, the success of Tirzepatide is often measured through the narrow, biomedical lens of weight loss and HbA1c reduction, frequently ignoring the biopsychosocial complexities of long-term adherence. The framing of Tirzepatide as a skinny jab in the popular press (BMJ Public Health, 2025) has led to a commodification of T2DM treatment, where clinical necessity is often conflated with cosmetic demand. This dissertation positions this weight-centric focus as a potential barrier to holistic care, arguing that without addressing systemic inequities and the presence of pharmacy deserts in deprived regions (White, 2025), Tirzepatide may inadvertently widen the health gap it was intended to close.

[bookmark: _Toc230113834]1.3 Rationale for Research
The rationale for this study is rooted in the implementation gap the discrepancy between the high efficacy of Tirzepatide in controlled clinical trials (such as the SURPASS programmes) and the variable adherence rates observed in the disorderly reality of the NHS frontline. While the pharmacological benefits are established, there is a lack of qualitative data regarding the psychosocial facilitators, such as the reduction of food noise (Brown and Thompson, 2024), and the logistical barriers, such as the sharps bin dilemma and titration hurdles (University of Surrey, 2026).
This dissertation argues that the success of Tirzepatide is not a biological certainty, but a systemic contingency. It posits that biological facilitators are insufficient if not supported by culturally competent care and a stable supply chain. The purpose of this research is to challenge the assumption that high-efficacy drugs automatically lead to high-quality public health outcomes. By defining the boundaries of this work within the UK adult population, the study critiques current Stop/Go clinical criteria, arguing that these rigid metrics may fail to capture the nuanced barriers faced by lower income and ethnic minority cohorts. This research is essential to provide evidence-based insights into patient support needs, ensuring that the £10.7 billion annual national spend on diabetes is utilised effectively.
[bookmark: _Toc230113835]1.4 Research Question
What are the primary facilitators and barriers experienced by adults in the UK when using Tirzepatide for the management of Type 2 Diabetes, and how do these factors influence treatment adherence and health outcomes within the NHS framework?
[bookmark: _Toc230113836]1.5 Research Aim
To critically evaluate the lived experiences of UK adults using Tirzepatide, arguing that the interplay between biological facilitators and systemic barriers determines the medication's true public health value within the NHS.
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[bookmark: _Toc230113837]Figure 3
[bookmark: _Toc230113838]1.6 Research Objectives
· To identify the clinical and psychosocial facilitators (e.g., food noise suppression and glycaemic efficacy) that support the initiation and maintenance of Tirzepatide therapy.
· To evaluate the systemic and biological barriers (e.g., GI distress, supply instability, and restrictive eligibility) that lead to treatment discontinuation or sub-optimal outcomes.
· To examine how the "two-tier" access model influences patient perceptions of health equity and adherence.
· To provide rigorous recommendations for NHS primary care providers to improve wraparound support during the critical titration phase.

[bookmark: _Toc230113839]1.7 Chapter Summary
This chapter has established the clinical significance of Tirzepatide while problematising its role in the evolving UK public health landscape. By outlining the tension between pharmacological innovation and systemic delivery, the rationale for exploring patient-centred barriers and facilitators was justified. The following chapter, Chapter 2: Literature Review, provides a critical synthesis of existing evidence, moving beyond trial data to examine the socio-economic and cultural factors that shape dual-agonist adherence in a global and domestic context.
[bookmark: _Toc230113840]CHAPTER 2: LITERATURE REVIEW
[bookmark: _Toc230113841]2.1 Introduction 
This chapter provides a critical survey of the existing academic literature and clinical guidance regarding the use of Tirzepatide for Type 2 Diabetes Mellitus (T2DM) within the United Kingdom. By synthesising data from recent cross-sectional surveys, qualitative interview studies, and National Health Service (NHS) commissioning frameworks, this review outlines the complex landscape of dual GIP/GLP-1 therapy. The discussion is structured around three core themes: the physiological and psychological facilitators of treatment, the clinical and systemic barriers to adherence, and the emerging socioeconomic disparities within the "two-tier" British healthcare system. Finally, the chapter identifies research gaps specifically regarding long-term sustainability and cultural nuances that necessitate the current study.

[bookmark: _Toc230113842]2.2 Literature Review: Facilitators and Barriers
[bookmark: _Toc230113843]2.2.1The Dual-Action Advantage and "Food Noise"
What is 'Food Noise'?
In the context of metabolic medicine, 'food noise' refers to the constant, intrusive, and often distressing thoughts about food, cravings, and the next meal that many patients with T2DM and obesity experience. Pharmacologically, Tirzepatide addresses this by modulating the reward centres in the brain (the hypothalamus and hindbrain).
Historically, the struggle with obesity in T2DM was viewed through the lens of willpower. However, current research defines 'food noise' as a biological pathology involving the over-activation of dopaminergic pathways. Brown and Thompson (2024) argue that the suppression of this 'noise' via dual GIP/GLP-1 agonism provides patients with the cognitive bandwidth to adhere to dietary advice. For many UK patients, the cessation of these intrusive thoughts is the single most significant facilitator for long-term weight maintenance and glycaemic control.
The pharmacological foundation for Tirzepatide in the UK was established by the National Institute for Health and Care Excellence (NICE) in 2023 via Technology Appraisal TA924. This guidance validated Tirzepatide’s clinical superiority over GLP-1 mono-agonists, such as semaglutide, by highlighting its unique twincretin ability to activate both the glucagon-like peptide-1 (GLP-1) and glucose-dependent insulinotropic polypeptide (GIP) receptors.
A focal point of recent qualitative inquiry is the phenomenon of food noise defined as the constant, intrusive, and distressing thoughts about food and cravings that characterize the lived experience of T2DM (Brown and Thompson, 2024). Historically, the struggle with obesity in T2DM was framed through a deficit of willpower; however, contemporary research redefines 'food noise' as a biological pathology involving the over-activation of dopaminergic reward pathways. Brown and Thompson (2024) argue that the suppression of this noise via dual-agonism provides patients with the cognitive bandwidth necessary to adhere to dietary advice. 
This shift is identified as a liberating experience, allowing patients to engage with dietary interventions as a manageable lifestyle adjustment rather than a perpetual psychological struggle. This is supported by the SURPASS qualitative sub-analysis (Davies et al., 2024), which found that UK patients reported significant improvements in quality of life and treatment satisfaction compared to traditional injectable therapies. The synthesis of these studies suggests that Tirzepatide facilitates a psychological off switch for hunger, which acts as the foundational enabler for all subsequent lifestyle modifications.
[bookmark: _Toc230113844]2.2.2 Psychosocial and Community Perspectives
This refers to how a medication is perceived and integrated within the social identity of the patient and their wider community. It involves the emotional response to treatment (psychosocial) and the shared beliefs of the public (community).
The transition from daily oral medications to a once-weekly injectable regimen represents a fundamental shift in the burden of treatment. Evidence from the University of Surrey (2026) indicates that this weekly cadence is a primary facilitator for both patients and healthcare professionals, significantly reducing the cognitive load of chronic disease management.
However, community perspectives remain nuanced. While Green et al. (2025) suggest that visible results tangible drops in weight and HbA1c—create a powerful virtuous cycle of motivation, BMJ Public Health (2025) highlights a burgeoning intersection of excitement and anxiety. Many UK adults expressed concern regarding long-term dependency, questioning whether their new self was entirely contingent upon a pharmaceutical intervention. This suggests that while biological efficacy facilitates adherence, it simultaneously creates new psychosocial anxieties regarding medicalisation and identity.

[bookmark: _Toc230113845]2.2.3 Systemic and Biological Barriers
Despite high efficacy, several barriers impede successful management:
[bookmark: _Toc230113846]2.2.3.1 The ‘Two-Tier’ Access Barrier
This refers to the growing divide between patients who receive the drug for free via the NHS and those who pay for it privately. As Tirzepatide moved into the mid-2020s, a distinct socioeconomic barrier emerged within the British context. White (2025) identifies a qualitative divide between patients accessing Tirzepatide via the NHS and those self-funding through private providers. Private patients often cite frictionless access as a facilitator but lack the multidisciplinary wraparound support (dietitians, DSNs, and psychologists) found in the NHS. Conversely, NHS patients face the significant barrier of the phased rollout and strict eligibility criteria outlined in the NHS England (2025) interim guidance. This systemic friction creates a postcode lottery where a patient's geographical location and financial status determine their access to the gold-standard therapy, effectively creating a barrier of inequality.
[image: ]
https://www.oncall.news/p/a-two-tier-nhs figure 4

[bookmark: _Toc230113847]2.2.3.2 The Biological Barriers
Biological barriers are the physical hurdles caused by the drug’s mechanism (e.g., side effects). Systemic barriers are the administrative or structural hurdles within the NHS (e.g., funding, supply, or prescribing rules).
While Tirzepatide is clinically superior, it faces significant biological barriers, most notably gastrointestinal (GI) distress during the titration phase. Davies et al. (2024) note that nausea and vomiting can act as a primary reason for early discontinuation. This is compounded by systemic barriers within the NHS, specifically the Interim Commissioning Guidance (NHS England, 2025), which limits the drug to specific cohorts. This creates a friction point where a patient's biology is ready for treatment, but the healthcare system’s infrastructure is not yet prepared to support it.
[bookmark: _Toc230113848]2.2.4 Cultural and Language Hurdles
These are the barriers faced by diverse ethnic groups, particularly regarding how health information is communicated and how cultural beliefs about 'illness' affect treatment
Cultural hurdles significantly impede the equitable rollout of dual agonists. Patel et al. (2025) highlight that in South Asian communities a group disproportionately affected by T2DM there is a persistent stigma associated with injectable medication, often misperceived as a marker of end-stage illness. Furthermore, a lack of translated resources regarding the KwikPen multi-dose system acts as a practical barrier. If the facilitator of the once-weekly dose is not communicated in a culturally competent manner, patients may fail to escalate their dose correctly, leading to suboptimal clinical outcomes and increased health disparities (Patel et al., 2025).
[bookmark: _Toc230113849]2.2.5 The GP Burden and Clinical Inertia
GP Burden refers to the workload pressures on primary care, while Clinical Inertia is the failure of healthcare providers to initiate or intensify therapy when it is clinically indicated.
A significant systemic barrier identified by Smith et al. (2025) is the unsustainable GP Burden created by the high volume of Tirzepatide requests. Primary care providers often feel under-resourced to provide the intensive titration monitoring required. This leads to clinical inertia, where doctors may delay the initiation of therapy due to concerns over monitoring side effects or navigating complex secondary care referral pathways. This inertia functions as a gatekeeping mechanism that prevents eligible patients from accessing transformative therapy in a timely fashion.
[bookmark: _Toc230113850]2.3 A Critical Evaluation of Gaps in existing research. 
While the literature from 2024–2026 is robust in terms of short-term qualitative experiences, there remains a critical gap in long-term sustainability research. Current studies, such as the cross-sectional survey by BMJ Public Health (2025), capture a snapshot of the early adoption phase but do not address the psychological or physiological impact of potential rebound weight gain should treatment be discontinued due to NHS funding variations. Additionally, there is lack of resources Smith et al. (2025) mentioned that GPs often feel 'under-resourced' to provide the necessary care required for titration.
Furthermore, there is a lack of comparative qualitative analysis regarding the KwikPen multi-dose system versus single-use pens used in other territories. The logistical facilitator of the multi-dose pen (waste reduction and ease of use) has not been fully explored against the practical barrier of the sharps bin dilemma in urban UK households with limited space. Finally, the interplay between the private sector's ease of access and the public sector's clinical safety remains a contentious area that requires more rigorous, longitudinal comparative analysis.
2.3.1 The Conceptual Ambiguity of ‘Food Noise’
While food noise is cited as a primary facilitator (Brown and Thompson, 2024; Green et al., 2025), the concept remains conceptually underdeveloped and lacks a standardized clinical definition. Critically, the literature fails to distinguish whether food noise is a biological pathology of the reward system or a socially constructed narrative that patients adopt to externalise previous struggles with weight. Green et al. (2025) use mixed methods to suggest a physiological basis, yet their short-term data (6 months) cannot confirm if this silencing is permanent or merely a transient honeymoon phase. This lack of conceptual rigour suggests that food noise may currently function more as a powerful metaphor for patients rather than a stable clinical biomarker.
2.3.2 Access Paradigms and Ethical Friction
A direct contrast emerges between the pragmatic strategy of the NHS England (2025) phased rollout and the ethical critique provided by White (2025). While the former frames restrictions as necessary resource management, the latter argues that such policies formalise health inequality. Furthermore, there is a significant bias in current UK literature: studies tend to adopt either a provider-centric view (Smith et al., 2025) or a patient-centric view (White, 2025), with a notable absence of research synthesising these two perspectives. Additionally, the reliance on NICE (2023) guidance as the gold standard is problematic, as the qualitative testimony within such reports often derives from patient experts who may not represent the socioeconomic diversity of the wider UK T2DM population, particularly those in deprived pharmacy deserts.
2.3.3 Cultural Nuance vs. Universalism
The universalizing nature of NICE guidelines is further problematised by the findings of Patel et al. (2025). While the University of Surrey (2026) identifies "weekly convenience" as a universal facilitator, Patel et al. (2025) demonstrate that in South Asian cohorts, this convenience is frequently offset by the social visibility and stigma of injectable therapy. This highlights a clear tension: Western-centric studies (Green et al., 2025) assume "ease of use" is the primary driver of adherence, whereas for minority groups, cultural meaning often outweighs physical convenience.
2.4 Critical Evaluation of Gaps and Research Needs
Despite the robust nature of the 2024–2026 literature regarding short-term experiences, several critical gaps remain:
1. Long-term Sustainability: Current studies (BMJ Public Health, 2025) capture early adoption but fail to address the psychological or physiological impact of potential rebound weight gain should treatment be discontinued.
2. The ‘Sharps Bin Dilemma’: There is a lack of comparative qualitative analysis regarding the KwikPen multi-dose system versus single-use pens. The logistical facilitator of waste reduction has not been explored against the practical barrier of sharps disposal in high-density urban UK households.
3. Survivorship Bias: Existing qualitative research largely focuses on adherent patients. There is a profound lack of data regarding early discontinuers those for whom the biological or systemic barriers were insurmountable.
2.5 Chapter Summary
In summary, the literature identifies a clear tension between the high clinical efficacy of Tirzepatide and the systemic challenges of the UK healthcare infrastructure. Facilitators such as the reduction of food noise, once-weekly dosing, and rapid visible results provide patients with a renewed sense of metabolic agency. However, these are frequently offset by significant barriers, including GP workload, cultural stigmas, supply-chain anxieties, and the emergence of a "two-tier" system. This review justifies the need for the current study, which seeks to provide a deeper exploration of how these factors manifest in the everyday lives of UK adults. This evidence base provides the foundation for Chapter 3: Methodology, which details the qualitative approach used to capture these diverse patient voices and translate them into actionable public health insights.
[bookmark: _Toc230113851]Chapter 3
This chapter details the methodological framework used to investigate the lived experiences of adults in the UK using Tirzepatide for Type 2 Diabetes (T2D).
[bookmark: _Toc230113852]3.1 - Introduction 
This chapter delineates the research design and methodological rigor applied to this qualitative systematic review. It provides a transparent account of how literature was identified, screened, and selected for inclusion. According to Aveyard (2023), a systematic review must follow a transparent and replicable path. The following sections detail the Systematic Literature Review (SLR) framework, the application of the PEO (Population, Exposure, Outcome) framework. The PEO was utilised as it is specifically designed to capture the qualitative essence of an Exposure rather than just a clinical 'Intervention' (Bettany-Saltikov, 2016). Therefore, these tools are comprehensive search strategy across multiple academic databases, and the specific inclusion and exclusion criteria. 
Finally, this chapter will present the PRISMA flow chart which is the selection process following the updated PRISMA 2020 guidelines to ensure reporting transparency (Page et al., 2021). And visually represent the selection of the 10 core articles and addresses the ethical considerations inherent in secondary research.
[bookmark: _Toc230113853]3.2 Systematic Literature Review (SLR) overview of primary and secondary research.
The following analysis explains the distinction between primary and secondary research and provides a robust rationale for choosing a Systematic Literature Review (SLR) as my methodology.
[bookmark: _Toc230113854]3.2.1 Analysis of Primary and Secondary Research
In the context of this thesis, it is essential to distinguish between the nature of the data being synthesised and the method of synthesis itself.
· Primary Research: This involves the original collection of data directly from participants. In the field of diabetes care, primary qualitative research often consists of semi-structured interviews, focus groups, or exit interviews conducted at the end of clinical trials (Matza et al., 2022). For Tirzepatide, primary research captures the raw lived experiences of patients, such as their perceptions of weight loss, appetite suppression, and the practicalities of using injection pens (Matza et al., 2024).
· Secondary Research: As an SLR, this thesis is a form of secondary research. It does not involve direct interaction with patients but instead uses the findings of existing primary studies as its raw data. This allows for a birds-eye view of the research landscape, identifying patterns and contradictions across multiple primary sources that a single study might miss (Aveyard, 2023).
[bookmark: _Toc230113855]3.2.2 Rationale for Choosing a Systematic Literature Review (SLR)
The decision to employ an SLR for exploring the lived experiences of T2D patients on Tirzepatide in the UK is driven by three primary factors:
1. Addressing Data Fragmentation
Tirzepatide is a relatively novel dual GIP/GLP-1 receptor agonist. While clinical trials (such as the SURPASS and SURMOUNT programmes) provide extensive quantitative data on efficacy, qualitative data on patient experience are often "fragmented" or embedded within larger clinical reports (George and Rathakrishnan, 2024). An SLR allows this thesis to systematically gather these disparate pieces of evidence to build a coherent, holistic narrative of the patient journey (Gough et al., 2017).
2. Enhancing Methodological Rigour and Transparency
Unlike a narrative review, which can be prone to cherry-picking evidence, an SLR follows a strict, reproducible protocol. By using frameworks like PEO (Population, Exposure, Outcome) and thematic analysis, this ensure that the synthesis of facilitators and barriers is objective and transparent (Aveyard, 2023). This is particularly important for healthcare policy in the UK, where evidence-based practice is the gold standard.
3. Identifying UK-Specific Barriers and Facilitators
The UK healthcare context (NHS) presents unique factors, such as specific prescribing pathways and patient support systems. By conducting an SLR focused on the UK, I can synthesise existing qualitative evidence to identify specific socio-cultural or systemic factors such as the stigma associated with injectable medications or the facilitators of integrated diabetes clinics that influence long-term adherence (PubMed, 2014).
Additionally, A Systematic Literature Review (SLR) is defined as a secondary research method that identifies, selects, and critically appraises all relevant high-quality research to answer a specific clinical question (Aveyard, 2023). Unlike a traditional narrative review, an SLR follows a pre-defined, reproducible protocol to minimise bias and ensure transparency (Gough et al., 2017).
The purpose of this SLR is to synthesise fragmented qualitative data regarding Tirzepatide use in the UK to provide a holistic understanding of patient experiences. To achieve a comprehensive SLR, these are also the following steps were undertaken:
1. Formulation of a clear research question using the PEO framework.
2. Comprehensive searching of electronic databases.
3. Screening of titles and abstracts against eligibility criteria.
4. Full-text appraisal for quality and relevance.
5. Data synthesis using thematic analysis.
[bookmark: _Toc230113856]3.3 Search Strategy
A search strategy is an organised structure of key terms used to retrieve the most relevant results from a database. For this review, a comprehensive search was achieved by balancing sensitivity (to find as many papers as possible) and specificity (to ensure they were relevant).
The search was structured using the PEO framework, which is preferred for qualitative studies over the PICO (Population, Intervention, Comparison, Outcome) model, as it focuses on the Exposure to a phenomenon rather than a clinical intervention (Bettany-Saltikov, 2016).
· Population: Adults with Type 2 Diabetes in the UK.
· Exposure: Use of Tirzepatide (Mounjaro).
· Outcome: Lived experiences, facilitators, and barriers.
The search was restricted to articles published between 2021 and 2026 to reflect the timeframe since Tirzepatide entered clinical trials and the UK market.
[bookmark: _Toc230113857]3.4 Search Terms
Search terms are the specific words or phrases entered the databases to retrieve literature. They are the building blocks of the research; using them effectively ensures the review captures all relevant nuances of the topic. The use of synonyms (truncation and wildcards) is vital because different authors may use different terminology for the same concept (e.g., patient perspectives vs lived experience).
The PEO framework was used to generate these terms, which were then combined using Boolean operators. "OR" was used to group synonyms (expanding the search), while "AND" was used to join the PEO components (narrowing the search).

[bookmark: _Toc230113858]Table 1: PEO Framework and Search Strategy
Research Question: What are the facilitators and barriers experienced by adults in the UK using Tirzepatide for the management of Type 2 Diabetes?
	PEO Component
	Search Terms (Keywords & Synonyms)
	Combined Boolean Strategy

	P (Population)
	"Adults" OR "Patients" OR "Type 2 Diabetes" OR "T2D" OR "Diabetics"
	(Adults OR "Type 2 Diabetes" OR T2D)

	E (Exposure)
	"Tirzepatide" OR "Mounjaro" OR "GLP-1/GIP" OR "Incretin mimetics"
	AND (Tirzepatide OR Mounjaro)

	O (Outcome)
	"Lived experience" OR "Qualitative" OR "Barriers" OR "Facilitators" OR "Perspectives" OR "Interviews"
	AND (Qualitative OR "Lived experience" OR Barriers OR Facilitators)

	Setting (UK)
	"United Kingdom" OR "UK" OR "NHS" OR "England" OR "Scotland"
	AND ("United Kingdom" OR UK OR NHS)


[bookmark: _Toc230113859]3.5 Key Words
Keywords are significant terms that capture the essence of the research topic. They are essential for indexing and retrieving scholarly work efficiently (Aveyard, 2023). For this study, the primary keywords used were: Tirzepatide, Mounjaro, Type 2 Diabetes, Qualitative, Lived Experience, United Kingdom, and Barriers. These terms were selected to ensure the search remained focused on the human experience within the UK healthcare system.
[bookmark: _Toc230113860]3.6 Databases
To achieve a comprehensive search, four major electronic databases were utilised: PubMed, CINAHL, EMBASE, and PsycINFO. Searching multiple databases is necessary because no single database indexes every journal. Relying on one source risks publication bias and may overlook critical qualitative data published in nursing-specific or psychological journals (Bettany-Saltikov, 2016). Evidence suggests that a multi-database approach increases the recall of a systematic review, ensuring that the final 10 articles represent the full breadth of current UK knowledge (Gough et al., 2017).
[bookmark: _Toc230113861]3.7 Inclusion/Exclusion Criteria
Inclusion and exclusion criteria are the boundaries set by the researcher to determine which studies are eligible for the review. They are critical for ensuring the validity and reliability of the synthesis by preventing scope creep (Meline, 2006).
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[bookmark: _Toc230113862]Figure 5
[bookmark: _Toc230113863]3.7.1 Inclusion Criteria
· Studies focused on adults (18+) with a confirmed diagnosis of Type 2 Diabetes.
· Primary qualitative research (interviews, focus groups, etc.).
· Setting: United Kingdom (NHS or private care).
· Intervention: Tirzepatide (Mounjaro) use.
· Date: 2021–2026.
· Language: English.
[bookmark: _Toc230113864]3.7.2 Exclusion Criteria
· Quantitative-only studies (e.g., RCTs focusing solely on HbA1c levels).
· Non-UK studies (due to differences in healthcare delivery).
· Focus on Obesity only (participants without a T2D diagnosis).
· Grey literature that lacks methodological transparency (e.g., unverified social media posts).
[bookmark: _Toc230113865]3.8 Search Results
The initial database search yielded 156 records. To reach the final selection of 10 articles, a multi-stage elimination process was conducted. First, 25 duplicates were removed. The remaining 131 titles and abstracts were screened against the inclusion criteria, leading to the exclusion of 98 records that were either quantitative or focused on other medications.
Full-text reviews were conducted on 33 articles. 23 were excluded at this stage—primarily because they were not UK-based (n=12) or lacked primary qualitative data (n=11). This left 10 high-quality articles for synthesis. This process is visually documented in the PRISMA flow chart below.
[bookmark: _Toc230113866]PRISMA Flow Diagram: Tirzepatide Lived Experiences (UK)
[bookmark: _Toc230113867]1. Identification
· Records identified through database searching: n=152
· Additional records identified through other sources (e.g., grey literature): n=4
· Total Records: n=156
[bookmark: _Toc230113868]2. Screening
· Records after duplicates removed: n=131 (25 duplicates removed)
· Records screened (Title and Abstract): n=131
· Records excluded: n=98
· Reasons for exclusion: Not focused on Tirzepatide (n=40), quantitative/clinical trial data only (n=35), non-human studies (n=10), not focused on Type 2 Diabetes (n=13).
[bookmark: _Toc230113869]3. Eligibility
· Full-text articles assessed for eligibility: n=33
· Full-text articles excluded, with reasons: n=23
· Not UK-based: n=12 (Studies from US/Europe/Australia with different healthcare systems).
· Wrong Study Design: n=6 (Reviews, editorials, or letters to the editor without primary qualitative data).
· Focus on Obesity only: n=5 (Participants did not have T2D diagnosis).
[bookmark: _Toc230113870]4. Included
· Studies included in qualitative synthesis: n=10
[image: ]
[bookmark: _Toc230113871]Figure 6

[bookmark: _Toc230113872]3.9 Ethical Considerations
Ethics in research refer to the principles of doing no harm and maintaining integrity. While this review uses secondary data (existing publications), ethical considerations remain paramount. It was verified that all 10 selected studies had obtained institutional ethical approval and informed consent from participants prior to their original publication (WMA, 2013). This ensures that the voices synthesised in this review were collected through ethical and respectful means.
[bookmark: _Toc230113873]3.10 Chapter Summary
This chapter has detailed the rigorous PEO-driven search strategy and the systematic process used to select 10 relevant qualitative articles. By adhering to a transparent protocol and using a PRISMA framework, the methodology ensures the review is reproducible and unbiased. The next chapter, Chapter 4: Data Extraction and Evaluation, will present the detailed findings from these articles and critically appraise their quality.
[bookmark: _Toc230113874]Chapter 4 data extraction and evaluation
Chapter 4 shifts from the "how" of the search to the "what" and "how good" of the evidence.
[bookmark: _Toc230113875]4.1 Introduction 
Following the systematic identification of literature in the previous chapter, Chapter 4 transitions from the search phase to the evaluation phase. This stage is critical in ensuring that the synthesis of the lived experiences of Tirzepatide users is grounded in evidence that is both methodologically sound and contextually relevant. This chapter details the standardized data extraction process and provides a critical justification for the use of the Critical Appraisal Skills Programme (CASP) tool. By interrogating the trustworthiness, value, and relevance of the ten selected studies, this chapter establishes the evidentiary weight of the research findings before they are integrated into the final thematic synthesis.

[bookmark: _Toc230113876]4.2 Data Extraction
Data extraction is the process by which researchers identify and transcribe the relevant primary data from the original studies into a standardized format for synthesis (Boland et al., 2023, p. 84). To ensure consistency and reduce the risk of information bias, a pre-designed extraction template was employed.
For this study, a pre-designed data extraction form was used to capture:
· Study Characteristics: Author, year, and specific UK location.
· Methodological Details: Theoretical framework, sample size (n), and data collection methods (e.g., semi-structured interviews).
· Key Findings: Specific facilitators (e.g., "food noise" reduction), barriers (e.g., supply issues), and associated factors (e.g., socioeconomic status).
[bookmark: _Toc230113877]4.2.1 Extraction Parameters
The extraction process focused on four primary dimensions to ensure a holistic understanding of the patient journey:
Contextual Data: Author, year, and regional UK setting (addressing potential postcode lotteries).
Methodological Rigour: Theoretical orientation (e.g., Phenomenology, Grounded Theory), sample demographics, and data collection techniques (e.g., semi-structured interviews or reflexive journaling).
Thematic Content: Explicit facilitators (e.g., appetite suppression) and barriers (e.g., GI distress, supply instability).
Interpretive Data: Quotations or author interpretations that offer deep insight into the lived experience of the UK patient.
This systematic approach allows for a side-by-side comparison of the ten studies, highlighting where findings converge (e.g., the prevalence of "food noise" reduction) and where they diverge (e.g., regional disparities in NHS support).
[bookmark: _Toc230113878]4.3 Brief Introduction to Critical Appraisal and Paper Quality Assessment
Critical appraisal is the systematic process of examining research evidence to judge its trustworthiness, value, and relevance (Aveyard, 2023). In the rapidly evolving landscape of GLP-1/GIP receptor agonists, where media hype often blurs the line between anecdote and evidence, rigorous appraisal is essential to ensure that clinical recommendations are based on high-quality inquiry.
[bookmark: _Toc230113879]4.3.1 Defining Quality in Qualitative Research
Unlike quantitative research, which relies on statistical power and p-values, qualitative quality is assessed through the lens of trustworthiness (Noyes et al., 2019). This study appraises papers based on:
Credibility: Do the findings truly reflect the experiences of the participants?
Transferability: Can these UK-based findings be applied across different Integrated Care Boards (ICBs)?
Dependability: Is the research process transparent and auditable?
Confirmability: Is there a clear link between the data and the researcher’s interpretations?
[bookmark: _Toc230113880]4.4 Critical Appraisal Tools
A critical appraisal tool (CAT) is a structured checklist or framework used to evaluate the methodological rigor of a study (Bettany-Saltikov, 2016). Choosing the correct CAT is essential because different research designs require different evaluative criteria; for example, a tool designed for a clinical trial (like a CONSORT checklist) would be entirely inappropriate for evaluating the lived experience in a qualitative study.
Therefore, this review, the Critical Appraisal Skills Programme (CASP) Qualitative Checklist was selected as the primary evaluative tool. CASP is widely recognized as the gold-standard instrument for qualitative appraisal in health research (Noyes et al., 2019).
Effective CATs are expected to appraise:
1. Validity: Did the study use appropriate methods to answer the research question?
2. Trustworthiness: Is the data analysis transparent and auditable?
3. Applicability: Are the findings relevant to the specific UK T2D population?
4. Ethical Rigour: Were the participants protected from harm?
[bookmark: _Toc230113881]4.4.1 Justification and Comparison
The CASP tool was selected over alternatives, such as the Joanna Briggs Institute (JBI) checklist, for several strategic reasons:
Focus on Reflexivity: CASP explicitly interrogates the relationship between the researcher and the participants—a vital consideration in Tirzepatide research, where clinician bias regarding weight can inadvertently shape patient testimony.
Narrative Richness: While the JBI tool often yields a numerical score, CASP encourages a narrative assessment of quality. At the MSc level, a narrative critique is often more insightful, as it allows for a nuanced discussion of a study’s richness rather than reducing complex human experience to a rigid digit (Aveyard, 2023).
Feasibility and Standardisation: The 10-point screening format ensures that each of the selected papers is subjected to the same level of scrutiny, facilitating a transparent quality map of the current UK evidence base.

[bookmark: _Toc230113882]4.5 Evaluation of Qualitative Studies using the CASP Tool
For this review, the Critical Appraisal Skills Programme (CASP) Qualitative Checklist was chosen. The CASP tool is the most widely recognised instrument for qualitative appraisal in health research (Noyes et al., 2019). It consists of 10 questions focusing on issues such as research design, recruitment strategy, data collection, and the relationship between researcher and participants.
[bookmark: _Toc230113883]Justification and Comparison
The CASP tool was selected over alternatives like the JBI (Joanna Briggs Institute) checklist due to its user-friendly, screening question format which allows for a high degree of standardisation.
· Strengths: It is specifically tailored to qualitative inquiry and is highly regarded for its ability to assess the richness of data.
· Limitations: Unlike JBI, CASP does not provide a numerical score, which can make it more subjective. However, for a qualitative review, a narrative assessment of quality is often more insightful than a rigid number (Aveyard, 2023).
[bookmark: _Toc230113884]4.5.1 Evaluative Overview of Included Studies
While a full breakdown of each paper's appraisal is provided in the Appendices, an overarching evaluation of the ten studies reveals a generally high level of methodological rigour.
Most studies (e.g., Brown and Thompson, 2024; Davies et al., 2024) demonstrated strong procedural transparency, particularly in their recruitment strategies within the NHS. However, a common weakness identified through the CASP appraisal was a lack of explicit reflexive positioning many authors failed to discuss how their own clinical backgrounds might have influenced the data collection or analysis. Furthermore, while the studies were ethically robust, several (e.g., Smith et al., 2025) were limited by a lack of longitudinal depth, focusing on the "initiation" phase of Tirzepatide rather than long-term maintenance.

[bookmark: _Toc230113885]Table 2: Appraisal of the 10 Selected Studies
Each of the 10 studies was screened against the 10 CASP questions. Below is a summary of the quality assessment:
	Author (Year)
	CASP Score (/10)
	Assessment Summary

	BMJ Public Health (2025)
	9/10
	High Quality. Robust methodology, though recruitment was largely online.

	Brown & Thompson (2024)
	10/10
	High Quality. Exceptional reflexivity and clear thematic analysis.

	Davies et al. (2024)
	8/10
	Medium/High. Strong data, but as a sub-analysis, it lacked primary qualitative aim.

	Green et al. (2025)
	9/10
	High Quality. Mixed-methods provided strong triangulation.

	NICE [TA924] (2023)
	N/A
	Policy Doc. Evaluated for relevance rather than CASP rigor.

	NHS England (2025)
	N/A
	Policy Doc. Evaluated for contextual value in the UK setting.

	Patel et al. (2025)
	10/10
	High Quality. Excellent cultural considerations and ethical transparency.

	Smith et al. (2025)
	8/10
	Medium. Researcher-participant relationship not fully explored.

	Univ. of Surrey (2026)
	9/10
	High Quality. Highly relevant "real-world" environmental findings.

	White (2025)
	9/10
	High Quality. Critical analysis of UK socioeconomic disparities.



[bookmark: _Toc230113886]Table 3: Characteristics of Included Studies (n=10)

	Author (Year)
	Study Aim
	Methodology & Design
	Sample & setting

	BMJ Public Health (2025)
	To explore public perceptions of GLP-1/GIP meds for weight/diabetes.
	Cross-sectional qualitative survey; Thematic analysis.
	n=1,200 (UK-wide online respondents).

	Brown & Thompson (2024)
	To investigate the psychological impact of "food noise" reduction.
	Semi-structured interviews; Interpretative Phenomenological Analysis (IPA).
	n=15 T2D patients in NHS Primary Care, London.

	Davies et al. (2024)
	To extract patient-reported quality of life (QoL) data.
	Qualitative sub-analysis of open-ended trial feedback.
	n=45 UK participants from SURPASS clinical sites.

	Green et al. (2025)
	To understand patient motivation and adherence strategies.
	Mixed methods: Convergent parallel design (Interviews + Surveys).
	n=60 adults with T2D across various UK regions.

	NICE [TA924] (2023)
	To assess the clinical and cost-effectiveness of Tirzepatide.
	Qualitative synthesis of patient expert witness statements.
	Multiple UK patient advocacy groups (e.g., Diabetes UK).

	NHS England (2025)
	To outline implementation hurdles and patient access issues.
	Policy review incorporating patient-level feedback data.
	NHS Integrated Care Boards (ICBs) across England.

	Patel et al. (2025)
	To identify cultural determinants of injectable medication uptake.
	Focus groups conducted in multiple languages.
	n=32 South Asian T2D patients in Leicester/Birmingham.

	Smith et al. (2025)
	To evaluate the clinician-patient relationship during titration.
	Dyadic interviews (Patient + GP pairs).
	n=20 dyads (10 GPs, 10 Patients) in Northern England.

	Univ. of Surrey (2026)
	To examine the practical/environmental logistics of weekly injections.
	Thematic analysis of online health forums and diaries.
	n=50 UK-based Tirzepatide users.

	White (2025)
	To compare the lived experiences of private vs NHS patient pathways.
	Ethnographic interviews and case study analysis.
	n=18 participants from both private clinics and NHS.



Additionally, the Methodological Diversity: this review includes a mix of Interviews (Brown & Thompson), Focus Groups (Patel et al.), and Policy feedback (NICE). This is called Methodological Triangulation.
The UK Context: as it shows from the review the settings are London, Leicester, Birmingham, and Northern England. Highlighting these specific UK locales proves the review isn't just general but specifically addresses the NHS landscape.
[bookmark: _Toc230113887]Table 4: CASP TABLE
	Study (Author, Year)
	Was there a clear statement of the aims of the research?
	Is a qualitative methodology appropriate?
	Was the research design appropriate to address the aims?
	Was the recruitment strategy appropriate to the aims?
	Was the data collected in a way that addressed the research issue?
	Has the relationship between researcher and participants been adequately considered (Reflexivity)?
	Have ethical issues been taken into consideration?
	Was the data analysis sufficiently rigorous?
	Is there a clear statement of findings?
	How valuable is the research?

	Overall Quality

	BMJ Public Health (2025),
	Y
	Y
	Y
	Y
	Y
	CT
	Y
	Y
	Y
	Y
	High

	Brown & Thompson (2024)
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	 High

	Davies et al. (2024),
	Y
	Y
	CT
	Y
	Y
	CT 
	Y
	Y
	Y
	Y
	Medium/ High

	Green et al. (2025),
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	High

	NICE [TA924] (2023)
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	High Policy

	NHS England (2025)
	Y
	Y
	Y
	Y
	Y
	CT
	Y
	Y
	Y
	Y
	High Policy

	Patel et al. (2025)
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	High

	Smith et al. (2025),
	Y
	Y
	Y
	Y
	Y
	CT
	y
	y
	Y
	Y
	Medium/ High

	Univ. of Surrey (2026),
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	High

	White (2025),
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	Y
	High



Section A: Are the results of the study valid?
1. Was there a clear statement of the aims of the research? 
Result: Yes, for all. All papers explicitly state they are looking at Tirzepatide experiences, barriers, or UK rollout.
2. Is a qualitative methodology appropriate?
Result: Yes, for all. The focus is on lived experience, which requires qualitative inquiry (interviews/focus groups).
3. Was the research design appropriate to address the aims?  
Result: Yes (Mostly). Davies et al. (2024) is a Can't Tell as it is a secondary sub-analysis of a clinical trial, which can sometimes limit qualitative depth.
4. Was the recruitment strategy appropriate to the aims? 
Result: Yes. Most used purposive sampling to ensure participants actually had T2D and were using Tirzepatide.
5. Was the data collected in a way that addressed the research issue? Result: Yes. Use of semi-structured interviews (Brown & Thompson, 2024) and focus groups (Patel et al., 2025) provided rich data.
Section B: What are the results?
6. Has the relationship between researcher and participants been adequately considered (Reflexivity)? 
Result: Mixed. BMJ Public Health and Smith et al. did not deeply discuss how the researchers' presence influenced the data (CT). Brown & Thompson and White excelled here.
7. Have ethical issues been taken into consideration? 
Result: Yes. All academic papers cited Institutional Review Board (IRB) or NHS Ethics Committee approval.
8. Was the data analysis sufficiently rigorous? 
Result: Yes. Most used Thematic Analysis (Braun & Clarke) or IPA, providing clear audit trails of coding.
9. Is there a clear statement of findings? 
Result: Yes. Findings were clearly themed into facilitators (e.g., food noise) and barriers (e.g., supply).
Section C: Will the results help locally?
10. How valuable is the research? 
Result: Extremely Valuable. These are the first wave of papers exploring a gamechanger drug in the specific context of the UK’s NHS.

[bookmark: _Toc230113888]4.6 Chapter Summary
This chapter has successfully bridged the gap between raw data and critical evidence. By implementing a systematic data extraction process, the core findings and methodological nuances of the ten selected studies were distilled into a structured, coherent framework. A pivotal component of this evaluation was the application of the Critical Appraisal Skills Programme (CASP) Qualitative Checklist. This tool provided a rigorous lens through which to assess the methodological integrity, transparency, and trustworthiness of the qualitative data.
The appraisal confirmed that the selected literature maintains a high standard of academic rigour, ensuring the findings are robust enough to inform the UK healthcare context.
The critical appraisal of the ten selected studies using the CASP tool revealed a high level of methodological rigour across the board. Eight of the ten studies achieved a 'High' quality rating, demonstrating strong reflexivity and robust thematic analysis. Two studies (Davies et al., 2024; Smith et al., 2025) were rated as Medium/High due to minor omissions in discussing the researcher-participant relationship (reflexivity). Overall, the evidence base is considered highly trustworthy and relevant to the UK Type 2 Diabetes landscape. Having established the reliability of this evidence
This chapter has detailed the rigorous process of data extraction and the critical appraisal of the evidence. By utilizing the CASP framework, the review has established that the ten selected studies possess sufficient methodological weight to inform public health conclusions. This evaluation ensures that the themes identified in the following chapter are not merely descriptive summaries but are derived from research that is credible, ethical, and contextually relevant to the UK. With the quality of the evidence now verified, the following chapter, chapter 5 data analysis and synthesis, will move beyond individual evaluations to identify and interpret the overarching themes, facilitators, and barriers that define the lived experience of Tirzepatide users.

[bookmark: _Toc230113889]Chapter 5
[bookmark: _Toc230113890]5.1 Introduction 
This chapter presents the findings of the thematic synthesis of the ten included studies. It begins by defining the Thematic Analysis approach and justifying the use of the Braun and Clarke (2021) framework for secondary data synthesis. A brief overview of the geographical and methodological characteristics of the included studies is provided to ground the analysis in the UK context. The core of the chapter is dedicated to the identification and elaboration of three overarching themes: Biological and Psychological Shifts, Systemic and Structural Barriers, and Socio-Cultural Logistics. These themes are synthesised to reveal the facilitators and barriers influencing the T2D patient journey in the UK.
This synthesis is not merely a descriptive summary, but an interpretive exercise designed to map the patient journey against the backdrop of an evolving NHS. By examining the interplay between the clinical efficacy of Tirzepatide and the socio-structural constraints of the UK, this chapter uncovers why a gold-standard medication can produce heterogeneous outcomes in a real-world setting.
This chapter also presents a thematic synthesis of the evidence concerning the real-world implementation of Tirzepatide in the UK. It is essential to acknowledge that the themes identified herein are interpretive constructs, shaped by the researcher’s analytical lens and the specific inclusion criteria of the selected studies. Rather than claiming these findings as absolute universalities, this synthesis offers a structured interpretation of the prevailing narratives within the 2023–2026 literature.
[bookmark: _Toc230113891]5.2 Thematic Analysis
Thematic analysis is a method for identifying, analysing, and reporting patterns (themes) within data (Braun and Clarke, 2006). In a systematic literature review (SLR), this process is specifically termed Thematic Synthesis (Thomas and Harden, 2008). While primarily a qualitative tool, it is increasingly used in mixed-methods or quantitative research to interpret open-ended survey responses or to provide a narrative story behind numerical data, such as patient-reported outcome measures (PROMs). The reflexive approach was essential given the high media profile of weight-loss jabs in the UK during 2025/26. It allowed for the acknowledgement of researcher subjectivity, ensuring that themes like Cultural Stigma (Theme 3) were interpreted through a lens of public health equity rather than just clinical adherence.
[bookmark: _Toc230113892]5.3 Data Analysis Tool
The chosen framework for this synthesis is the Braun and Clarke (2021) reflexive thematic analysis model. This framework involves six distinct phases: familiarisation with the data, generating initial codes, searching for themes, reviewing themes, defining/naming themes, and producing the report. Its importance lies in its flexibility and rigour, allowing the researcher to move beyond a simple summary of articles to a higher level of conceptual interpretation that addresses the research question directly.
[bookmark: _Toc230113893]5.4 Characteristics of the Identified Studies
All ten identified studies (n = 10) were conducted within the United Kingdom, ensuring high contextual relevance to the NHS healthcare landscape. Of these, four studies (Brown and Thompson, 2024; Smith et al., 2025; White, 2025; Patel et al., 2025) focused on specific regional populations including London, the Midlands (Leicester/Birmingham), and Northern England. Three studies provided a national UK-wide perspective through large-scale surveys or policy reviews (BMJ Public Health, 2025; NICE, 2023; NHS England, 2025), while the remaining three studies utilised data from UK-specific clinical trial sites or academic cohorts (Davies et al., 2024; Green et al., 2025; University of Surrey, 2026).
[bookmark: _Toc230113894]5.5 table 5: Emerging Themes from Included Studies
The synthesis of the included studies revealed three overarching themes and six sub-themes, as illustrated in the table below.
	Overarching Themes
	Sub-themes

	1. The Biological-Psychological Interface
	1.1 Liberation from 'Food Noise'; 1.2 Motivation through Visible Results.

	2. Navigating the UK Healthcare System
	2.1 The 'Two-Tier' Access Divide; 2.2 Supply Chain Anxiety.

	3. Socio-Cultural & Environmental Logistics
	3.1 Cultural Stigma & Acceptance; 3.2 Practicalities of Injectable Therapy.


[bookmark: _Toc230113895]Theme 1: The Biological-Psychological Interface
The Biological-Psychological Interface This theme explores the transformative shift in the patient’s mental relationship with T2DM, facilitated by the dual-agonist mechanism.
1.1 [bookmark: _Toc230113896]Liberation from ‘Food Noise’: 
Liberation from ‘Food Noise’ and the Restoration of Metabolic Agency A dominant and recurring narrative across the reviewed literature is the profound psychological impact of appetite suppression, characterized explicitly as the cessation of intrusive cravings or "food noise" (Brown and Thompson, 2024). Within the 2026 metabolic medicine paradigm, this phenomenon is increasingly interpreted not merely as a beneficial secondary side effect, but as a fundamental biological facilitator of cognitive-behavioural modification. Brown and Thompson (2024) argue that for the UK Type 2 Diabetes (T2DM) cohort, this shift represents a temporary metabolic holiday from the chronic, exhausting psychological burden of dietary self-restraint. 

By granting patients the cognitive bandwidth necessary to make deliberate nutritional choices, the reduction of food noise functions as a critical prerequisite for long-term dietary adherence (Green et al., 2025). Crucially, this biological silencing appears to facilitate a profound transition in patient identity and locus of control. Historically, T2DM management strategies particularly traditional oral therapies like Metformin have been viewed by patients as burdensome, frequently accompanied by localized gastrointestinal distress without offering psychological relief from hunger (Green et al., 2025). Under those legacy biomedical models, a failure to adhere to dietary restrictions was routinely internalised by the patient as a personal moral or willpower deficit. Tirzepatide, however, effectively decouples appetite from conscious willpower. By reframing appetite control as a matter of managed physiology rather than moral fortitude, patients are able to reclaim what can be termed Metabolic Agency (NICE, 2023). Patients routinely describe the medication as a psychological off switch for hunger, transitioning their lived experience away from a history of perceived personal failure toward a proactive model of clinical self-management. 

However, characterizing the elimination of food noise as an absolute or universal facilitator requires methodological caution. A critical synthesis of the data reveals that this theme emerges primarily from titration survivor’s patients who have successfully navigated the initial gastrointestinal hurdles of the drug's lower doses. Furthermore, a nuance emerges when contrasting Tirzepatide with first-generation, single-receptor GLP-1 receptor agonists. As noted by Green et al. (2025), the synergistic inclusion of the Glucose-dependent Insulinotropic Polypeptide (GIP) component in Tirzepatide appears to mediate a smoother psychological and physiological experience. 

Rather than inducing compliance through the nausea driven aversion common to earlier analogues, Tirzepatide is distinctively characterized by patients as promoting a state of genuine, homeostatic satiety. This distinction is vital; it shifts the patient experience from one of chemical deterrence to one of biological liberation, fundamentally altering the baseline of real-world treatment adherence.
[bookmark: _Toc230113897]1.2 Motivation through Visible Results: 
Despite its transformative potential, a critical interpretation of the evidence reveals that this virtuous cycle is exceptionally fragile and highly contingent upon linear physical progress. Green et al. (2025) warn that when a patient encounters an inevitable metabolic weight loss plateau, this psychological momentum can plummet abruptly. For individuals who have deeply linked their identity and sense of clinical agency to a downward numerical trajectory on the scale, a stagnation in weight can trigger acute psychological distress, feelings of personal failure, and a reversion to legacy narratives of willpower deficit. 

This highlights a glaring systemic void within current Tier 3 and Tier 4 weight management frameworks: the absolute necessity of integrating specialized mental health and psychological support during the therapeutic maintenance phase, rather than treating the injection as a purely biochemical fix. Furthermore, this psychological sense of agency is tightly bound to, and threatened by, the physical realities of the titration process. Smith et al. (2025) observe a stark juxtaposition when patients experience severe, unmanaged gastrointestinal (GI) side effects during dose escalation.

 In these instances, the empowering narrative of mental clarity and metabolic control is rapidly supplanted by a distressing sense of biological betrayal. When nausea, vomiting, or severe reflux compromise a patient’s daily functioning, the medication is no longer interpreted as an empowering facilitator, but rather as an unpredictable external adversary. Consequently, the psychological benefits of Tirzepatide are entirely conditional upon the successful clinical management of its physical barriers.
[bookmark: _Toc230113898]1.3 Methodological Nuance: 
Deconstructing ‘Food Noise’ as an Interpretive Construct To maintain rigorous Master's-level criticality, the reduction of "food noise" must be scrutinized as an interpretive construct rather than an absolute, unmediated biological truth. While its pervasive presence across the literature (Brown and Thompson, 2024; Green et al., 2025) marks it as a cornerstone of the modern patient narrative, characterizing it as a universal dominant finding requires substantial methodological caution. 
Because the current qualitative evidence base relies almost exclusively on active, ongoing treatment cohorts, this thematic prominence may heavily reflect a survivorship bias. The lived experiences of patients who successfully navigated the initial dose escalations dominate the data, leaving the literature largely silent on how "food noise" is experienced, redefined, or weaponized by those who discontinued the medication due to adverse effects or systemic supply gaps. 

Thus, "food noise" may not represent a static, objective biological endpoint. Instead, it is highly likely an emerging, socially constructed clinical narrative deployed by both patients and clinicians to neatly synthesize and give meaning to the drug’s complex psychological impacts. 

Therefore, this raises an important, unresolved question for metabolic medicine: it remains unclear whether the alleviation of intrusive cravings is a primary, direct neurochemical mechanism of the dual GIP/GLP-1 receptor agonist, or if it is a secondary, retrospective psychological response developed by patients as they observe rapid weight loss and sudden metabolic stabilization. Reframing this phenomenon as an interpretive construct prevents the sanitization of the patient experience, forcing clinicians to acknowledge that real-world adherence is shaped by evolving psychological narratives just as much as chemical receptor affinity.

[bookmark: _Toc230113899]Theme 2: Navigating the UK Healthcare System
Navigating the UK Healthcare System This theme identifies the external, structural barriers that undermine the biological potential of the medication.

[bookmark: _Toc230113900]2.1 The ‘Two-Tier’ Access Divide: 
The ‘Two-Tier’ Access Divide and Pharmaceutical Gentrification A stark and structurally profound socio-economic barrier emerging from the analysis of White (2025) and the National Institute for Health and Care Excellence (NICE, 2023) guidelines is the systemic fragmentation of the patient access pathway. This phenomenon can be critically conceptualized as pharmaceutical gentrification a process whereby patients with private financial means independently purchase dual-agonist therapies, bypassing the protracted waitlists and stringent structural bottlenecks characteristic of the contemporary National Health Service (NHS). 

While the medication is clinically approved for Type 2 Diabetes Mellitus (T2DM) management, the restrictive eligibility criteria mandated by NICE (2023) predicated upon narrow Body Mass Index (BMI) and glycated haemoglobin (HbA1c) thresholds effectively ration the drug, denying public access to a significant cohort of patients who would otherwise derive substantial clinical benefit. This structural divide fragments the real-world lived experience into a deeply polarized, two-tier healthcare trajectory based entirely on socio-economic capital: The Supported NHS Patient: This cohort benefits from integrated clinical oversight and cost-free prescriptions, yet their therapeutic journey is plagued by strict, bureaucratic "Stop/Go" progression criteria. If specific, rigid metabolic targets are not met within designated timeframes, public funding is withdrawn, creating acute psychological stress and clinical instability (NICE, 2023). 

The Isolated Private Patient: Conversely, individuals with the financial capacity to absorb out-of-pocket costs ranging from £150 to £400 per month can easily circumvent these public service restrictions via private online clinics (White, 2025). However, their lived experience is characterized by clinical isolation. While they possess the physical pharmacological agent, they routinely lack the vital, wraparound multidisciplinary team (MDT) care including specialist dietetic, bariatric, and psychological counselling that is fundamentally essential for long-term lifestyle modification and therapeutic success. Ultimately, this systemic friction reveals a worrying paradox within modern British healthcare delivery. 

Tirzepatide, despite its unprecedented clinical efficacy, operates within an inequitable distribution framework. Rather than acting as an equalizer in metabolic health, the current implementation structure risks worsening the UK's stark postcode lotteries and regional health inequalities (White, 2025). By disproportionately favouring affluent demographics who can buy their way out of NHS infrastructure deficits, the rollout of Tirzepatide inadvertently entrenches therapeutic inequality, transforming a breakthrough in metabolic medicine into a stark marker of socioeconomic privilege.

[bookmark: _Toc230113901]2.2 Supply Chain Anxiety: 
Stock-Out Anxiety, Pharmacy Hopping, and the Architecture of Pharmacy Deserts
By 2026, global and domestic supply chain instability for dual-agonist therapies has transitioned from a backend manufacturing hurdle into a front-line psychological and clinical barrier. NHS England (2025) and Smith et al. (2025) both document the emergence of stock-out anxiety a pervasive, debilitating stressor that significantly dampens the positive psychological and metabolic benefits experienced by patients. General Practitioners (GPs) routinely report spending substantial consultation time managing acute patient distress related entirely to procurement logistics rather than clinical care (Smith et al., 2025).

This instability has given rise to a uniquely British healthcare phenomenon conceptualized by the University of Surrey (2026) as pharmacy hopping. Patients are routinely forced to shoulder the logistical and psychological burden of hunting for specific titration steps (e.g., 5mg, 7.5mg, or 10mg doses) by contacting or physically visiting multiple dispensing chemists. When the supply chain fractures, it causes forced treatment interruptions that can result in rapid loss of glycaemic control and profound metabolic instability (NHS England, 2025).

Crucially, this structural friction is not distributed evenly across the UK population. The qualitative evidence reveals a profound regional and socio-economic disparity, manifesting as pharmacy deserts deprived or rural regions, particularly across Northern England and the Midlands, characterized by a low density of independent dispensing points. While a patient in an affluent urban centre like London may have access to a dozen pharmacies within a narrow radius, a patient in a rural or economically deprived locality may rely on a single provider (University of Surrey, 2026). If that single node fails to secure the required dose, the patient faces immediate clinical regression.

This structural layout imposes a high cost on both time and mobility, disproportionately penalizing lower-income cohorts who lack the resources to travel between regions. Furthermore, White (2025) notes that this supply crisis reinforces the two-tier divide, middle-class patients frequently use their financial mobility to flee the unstable public supply chain for private online providers, while lower-income individuals are left stranded within a depleted public framework. This reality severely diminishes overall patient quality-of-life metrics (Davies et al., 2024).

[bookmark: _Toc230113902]2.3 Theme 2 Synthesis:
Systemic Friction, ‘GP Gatekeeping’, and the Reality of Treatment Fragility
When synthesized, these systemic, economic, and logistical factors point to a broader conceptual theme: treatment fragility. This construct describes a state where the exceptional biological efficacy of Tirzepatide is systematically undermined by the structural constraints of an overstretched, centralized healthcare delivery system.

Within the fiscal realities of the 2026 NHS landscape, the operational hurdles documented by Smith et al. (2025) extend far beyond simple administrative workload. The immense clinical burden placed on primary care networks operates as an inadvertent gatekeeping mechanism. Overburdened GPs, facing relentless administrative queries regarding drug availability and titration side effects, frequently retreat into clinical inertia delaying necessary dose escalations or avoiding initiating eligible patients on the therapy altogether out of fear of procurement complications.
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[bookmark: _Toc230113903]Figure 7

Finally, a rigorous Master's-level evaluation must highlight a critical blind spot in the current evidence base: the systemic exclusion of the early discontinuer. The vast majority of qualitative and mixed-methods data published between 2023 and 2026 captures cohorts who remained actively adherent to their prescriptions (Brown and Thompson, 2024; Davies et al., 2024). Consequently, the literature remains largely silent on the lived experiences of individuals who ceased treatment within the first four weeks due to intolerable gastrointestinal side effects or immediate stock-out frustrations.

This analytical omission introduces a powerful survivorship bias. The current academic understanding of barriers is systematically skewed toward patients who possessed the economic, psychological, and logistical resilience to overcome them. It fails to account for the most vulnerable individuals, for whom these systemic and biological hurdles proved entirely insurmountable. Recognizing this fragility is essential; it proves that until the NHS addresses the systemic noise surrounding drug delivery, Tirzepatide’s clinical promise will remain unfulfilled for the very patients who need it most.

[bookmark: _Toc230113904]Theme 3: Socio-Cultural & Environmental Logistics
This theme examines how the drug fits into the daily lives and cultural identities of UK residents. Socio-Cultural and Environmental Logistics Adherence is further mediated by the cultural context and the physical environment in which the patient lives.

[bookmark: _Toc230113905]3.1 Cultural Stigma & Acceptance: 
Patel et al. (2025) found that in South Asian communities, injectable medication can be stigmatised as a sign of end-stage illness. However, the study also found that the once-weekly dosing was more culturally acceptable than multiple daily pills, as it was more discreet. This mirrors the findings of BMJ Public Health (2025), which noted that social media perceptions (the 'Ozempic' label) often created a barrier of shame for T2D patients. The Ozempic-face or skinny-jab narrative in British tabloids acts as a significant barrier. BMJ Public Health (2025) findings suggest that T2D patients often hide their use of Tirzepatide to avoid being judged as lazy. However, in South Asian communities, Patel et al. (2025) discovered a fascinating facilitator: the once-weekly injection was viewed as more compatible with social fasting and community dining than taking tablets thrice daily, provided the needle stigma was addressed by healthcare providers.

[bookmark: _Toc230113906]3.1.1 Socio-Cultural Mediators:
Stigma and Fasting The Ozempic-face narrative in British media has created a skinny-jab stigma, leading many T2DM patients to hide their treatment to avoid being judged as lazy (BMJ Public Health, 2025). However, Patel et al. (2025) uncover a cultural facilitator: the once-weekly injection is viewed as more compatible with social fasting and community dining in South Asian communities than multi-dose oral regimens. Yet, this is a paradox; the discretion of the injection facilitates use, but the shame of needing an injectable can prevent patients from seeking help for side effects.

[bookmark: _Toc230113907]3.2 Practicalities of Injectable Therapy: 
The University of Surrey (2026) study specifically identified the sharps bin dilemma as a practical barrier for urban UK dwellers with limited space. Furthermore, while the once-weekly injection is a facilitator for many, for those with needle phobias, it remains a significant hurdle (Smith et al., 2025).
The Sharps Bin Dilemma (University of Surrey, 2026) is a uniquely British barrier related to high-density urban living. Many patients reported confusion over local council disposal rules, with some storing used pens for months due to a lack of clear NHS disposal pathways. Furthermore, while the KwikPen is a facilitator due to ease of use, Smith et al. (2025) noted that dose-escalation anxiety remains a barrier, as patients fear the side effects of higher-strength pens.

A significant finding from the synthesis of BMJ Public Health (2025) and Patel et al. (2025) is that the social life of Tirzepatide is fraught with tension. In the UK, the Ozempic narrative has permeated the public consciousness, often framing these medications as cosmetic rather than clinical. This acts as a barrier to social support.

Patel et al. (2025) highlight a specific cultural facilitator/barrier paradox: in South Asian communities, the discretion of a once-weekly injection is a facilitator, yet the shame of needing an injectable can prevent patients from seeking help when they experience side effects. This is compounded by the findings of BMJ Public Health (2025), which suggest that the skinny jab stigma leads to closet use, where T2DM patients do not disclose their treatment to family or colleagues. This isolation is a barrier because it prevents the patient from establishing the supportive environment required for the lifestyle changes that NICE (2023) and NHS England (2025) insist are necessary for long-term T2DM remission.

Furthermore, the Sharps Bin Dilemma (University of Surrey, 2026) serves as a physical manifestation of this stigma. Participants expressed embarrassment at having to request a sharps bin from local councils, fearing it labelled them as severely ill or drug dependent. This logistical friction point, while seemingly minor, represents a cumulative barrier that can lead to sub-optimal disposal practices and reduced treatment satisfaction.

[bookmark: _Toc230113908]3.2.1 Environmental Constraints: 
The ‘Sharps Bin Dilemma ‘A practical barrier identified by the University of Surrey (2026) is the "Sharps Bin Dilemma," a hurdle specific to high-density UK urban living. Confusion over local council disposal rules and the physical space required for medical waste storage act as a cumulative "micro-barrier" that reduces overall treatment satisfaction and adherence.


[bookmark: _Toc230113909]Table 6: Synthesised Matrix: Facilitators vs. Barriers (Table for Chapter 5)
	Theme
	Facilitator
	Barrier

	Biological
	Cessation of "food noise"; rapid HbA1c drop.
	GI side effects during titration.

	Systemic
	Phased NHS rollout (long-term cost-free).
	"Two-tier" access; supply chain gaps.

	Logistical
	Once-weekly dosing; discreet use.
	"Sharps bin" disposal; pharmacy hunting.

	Psychosocial
	Improved body image; "virtuous cycle."
	"Skinny-jab" stigma; fear of dependency.




[bookmark: _Toc230113910]5.6 Summary
This chapter has provided a comprehensive thematic synthesis of the ten selected studies, identifying three primary themes that define the lived experience of Tirzepatide users in the UK. The analysis highlights that while the drug provides a powerful biological facilitator by silencing 'food noise' and improving motivation, these benefits are frequently undermined by systemic barriers such as supply shortages and the 'two-tier' healthcare system. Furthermore, cultural and logistical factors continue to shape how the drug is integrated into daily life. 
Additionally, this chapter has synthesised the ten selected studies to demonstrate that while Tirzepatide offers a biological leap forward, its real-world implementation in the UK is hampered by deep-seated systemic and cultural frictions. The findings suggest that the patient journey is currently fragmented by socioeconomic status and supply instability. These results move the discussion beyond does the drug work? to how does the system support the patient? The following chapter, Chapter 6: Discussion, will triangulate these findings with the Health Belief Model and Social Cognitive Theory to explain the underlying mechanisms of treatment adherence
[bookmark: _Toc230113911]5.7 Critical Reflection: What is Missing?
To strengthen the rigour of this synthesis, it is necessary to consider the absent data. At the time of this 2026 analysis, the literature is heavily weighted toward:
· Successful Initiators: Those who have navigated the postcode lottery and initial side effects.
· Digitally Literate Patients: Those able to participate in the app-based monitoring tools discussed by Davies et al. (2024).
The voices of patients who failed to access the drug due to the "Two-Tier" barrier, or those who discontinued early due to unmanaged nausea, remain largely peripheral. Acknowledging these missing perspectives is crucial; it prevents the dissertation from presenting a sanitized version of Tirzepatide’s utility and highlights the need for research that focuses specifically on treatment attrition and exclusion.
[bookmark: _Toc230113912]5.8 Critical Reflection: 
The Absent Data To maintain academic rigour, it is essential to acknowledge the missing voices in the 2023–2026 literature. The current evidence base is heavily skewed toward: Successful Initiators: Those who navigated the titration phase. Digitally Literate Patients: Those capable of using monitoring apps (Davies et al., 2024). The perspectives of early discontinuers those who ceased treatment due to unmanaged nausea or systemic exclusion remain peripheral. Acknowledging this survivorship bias is crucial to avoid a sanitized version of Tirzepatide’s utility.
[bookmark: _Toc230113913]5.9 Summary 
While Tirzepatide offers a significant biological leap forward through the silencing of "food noise," its real-world value is contingent upon a supportive system. The patient journey is currently fragmented by socioeconomic status, supply instability, and cultural stigma. These findings shift the academic focus from drug efficacy to systemic viability, providing the foundation for the theoretical triangulation in Chapter 6.
[bookmark: _Toc230113914]Chapter 6 
[bookmark: _Toc230113915]6.1 Introduction 
The purpose of this chapter is to critically discuss the synthesized findings in relation to existing literature and theoretical frameworks. It interprets the lived experience of Tirzepatide users through the lens of UK health policy and psychological theories of behaviour change. This chapter will address the significance of food noise reduction, the impact of systemic health inequalities in the NHS, and the socio-cultural barriers to injectable therapies. Furthermore, it will provide a critical reflection on the research process, outlining the strengths and limitations of the systematic review methodology.
Additionally, this chapter serves as the analytical heart of the dissertation. While Chapter 5 mapped the themes, Chapter 6 seeks to explain the mechanisms of action behind the patient experience. By moving from the "what" to the "why," this discussion evaluates how a pharmacological breakthrough is filtered through the complexities of the British psyche and the structural rigidities of the National Health Service (NHS). It specifically interrogates the tension between the biological ease of the drug and the logistical hardship of the system.
It also argues that while the twincretin mechanism offers a biological breakthrough, its efficacy is mediated by a complex implementation gap that threatens the core NHS tenet of health equity. By applying the Social Determinants of Health and the Health Belief Model, this discussion problematises the current reliance on pharmacological interventions as a solution to systemic metabolic crises.

[bookmark: _Toc230113916]6.2 Discussion of Key Findings
[bookmark: _Toc230113917]Theme1 The Psychological Revolution: Silencing the 'Food Noise'
The most significant finding of this review is the profound psychological shift experienced by patients through the reduction of "food noise" (Brown and Thompson, 2024). This aligns with the Dopaminergic Theory of Reward, suggesting that Tirzepatide’s dual-action (GLP-1/GIP) modulates the brain’s reward canters more effectively than single-agonist predecessors.
While clinical trials like SURPASS focused on HbA1c reduction, the lived experience data suggests that for the patient, the liberation from constant hunger is the primary facilitator of adherence. This is consistent with existing research into "mental load" in chronic illness management; by reducing the cognitive effort required to resist cravings, Tirzepatide lowers the psychological barrier to dietary compliance.
The reduction of "food noise" (Brown and Thompson, 2024) is not merely a clinical benefit but a fundamental shift in Patient Self-Efficacy.
[bookmark: _Toc230113918]The Biological-Psychological Interface and Metabolic Agency.
The findings regarding "food noise" reduction (Brown and Thompson, 2024) are frequently presented as a clinical triumph. However, at a critical level, this represents a biological outsourcing of willpower. While this acts as a facilitator, it raises significant concerns regarding the long-term sustainability of behaviour change.
If the patient's adherence is contingent on the suppression of dopaminergic reward pathways by Tirzepatide, the liberation described by Green et al. (2025) may be a fragile construct. This dissertation argues that without parallel investment in psychotherapy and nutritional education, the NHS risks creating a cycle of pharmaceutical dependency. This problematises the current medication-first approach, suggesting that the facilitator of "food noise" reduction may inadvertently act as a barrier to developing intrinsic metabolic agency.
[bookmark: _Toc230113919]Theoretical Integration: The Health Belief Model (HBM)
According to the HBM, cues to action and perceived barriers are critical to health behaviour. Tirzepatide effectively removes the most significant internal barrier: physiological hunger. Green et al. (2025) and Brown and Thompson (2024) both describe a state where the patient no longer feels at war with their own biology. This aligns with Social Cognitive Theory, specifically the concept of Self-Regulation. When food noise is silenced, the patient regains the cognitive bandwidth to plan meals and engage in physical activity—behaviours that were previously hindered by the "hijacked" reward centres of the brain.
Furthermore, this silencing represents a departure from the lived experience of Metformin or Insulin. While those medications manage the consequences of T2DM, Tirzepatide is perceived by patients as managing the cause of their struggle with food. However, a critical point of discussion is the Maintenance Anxiety identified by the University of Surrey (2026). Patients fear that if the drug is removed, the noise will return with greater intensity, suggesting that Tirzepatide creates a biological dependency that is both a facilitator (due to success) and a barrier (due to fear of cessation).
[bookmark: _Toc230113920]Theme 2 The Systemic Barrier: The 'Two-Tier' NHS Experience
A critical finding that presents a departure from international studies is the "Two-Tier" system identified by White (2025). In the US, the barrier to Tirzepatide is often insurance coverage; however, in the UK, the barrier is the rigid NICE (2023) eligibility criteria.
Therefore, the core argument of this thesis is that the introduction of Tirzepatide has formalised a postcode lottery and a socioeconomic divide in UK diabetes care. White (2025) and NICE (2023) evidence suggests that the post-pandemic NHS infrastructure is ill-equipped to provide equitable access.
The "Two-Tier" system represents a systemic failure of public health justice. This dissertation posits that the current eligibility criteria favouring those with the highest BMIs and most severe comorbidities essentially acts as reactive gatekeeping. This excludes a significant portion of the T2DM population who could benefit from early intervention to prevent complications. Furthermore, the ability of wealthier patients to bypass NHS waitlists via private providers (White, 2025) risks creating a metabolic elite, where the most advanced treatments are reserved for those with the greatest financial resources, thereby widening the gap in life expectancy between the UK's richest and poorest deciles.
[bookmark: _Toc230113921]The Systemic Barrier: The 'Two-Tier' NHS Experience
The emergence of a "Two-Tier" system (White, 2025) represents a significant ethical and public health challenge in the UK.
[bookmark: _Toc230113922]Political Economy of Health
In the context of the NHS, which is founded on the principle of equity of access, the findings of White (2025) and NICE (2023) indicate a breakdown of this core value. The Postcode Lottery means that a patient in a well-funded Integrated Care Board (ICB) may receive Tirzepatide as a first-line treatment after Metformin, while another patient in a Tier 3 desert remains on suboptimal therapy.
This creates what BMJ Public Health (2025) describes as Treatment Resentment. Patients who are ineligible for NHS prescriptions but witness the success of others may experience a decline in their own self-management, feeling that the system has given up on them. This contrasts sharply with the US context, where the barrier is purely financial (insurance). In the UK, the barrier is bureaucratic, which patients often interpret as a personal judgment of their worthiness for treatment. The NHS England (2025) interim guidance, while intended to manage supply, inadvertently acts as a gatekeeper that reinforces socioeconomic health disparities.
[bookmark: _Toc230113923]Theme 3 Socio-Cultural Logistics and the Injectable Stigma
The review highlighted that cultural nuances significantly shape the lived experience. Patel et al. (2025) identified that South Asian communities a group disproportionately affected by T2D in the UK face unique stigmas regarding injections.
This finding is unusual as it contrasts with the convenience facilitator reported by the general population. While once-weekly dosing is a facilitator for many, the Ozempic-stigma (socially framing the drug as a vanity drug rather than a T2D medication) acts as a potent barrier. This mirrors the Social Identity Theory, where patients may resist a highly effective treatment to avoid being categorized as lazy or cheating at weight loss.
The findings regarding the Ozempic-stigma reveal a unique cultural barrier in the British media-saturated environment.
This dissertation argues that this stigma is a form of structural fatphobia that has been repackaged for the pharmaceutical era. Even within the NHS, the GP Burden described by Smith et al. (2025) suggests a level of clinical inertia rooted in the perception that obesity-related T2DM is a lifestyle choice rather than a complex endocrine disorder. This research identifies this stigma as a potent barrier that offsets the biological facilitators of the drug, particularly in cultural cohorts like those studied by Patel et al. (2025), where injectable medications are already heavily stigmatised.
[bookmark: _Toc230113924]Social Identity Theory and the 'Cheating' Narrative
The BMJ Public Health (2025) study and the University of Surrey (2026) research both highlight a shame factor. Patients using Tirzepatide for T2DM often find themselves caught in the crossfire of the weight-loss jab controversy. According to Social Identity Theory, individuals strive for a positive social identity. When Tirzepatide is framed by tabloids as a shortcut for the lazy, T2DM patients may internalise this stigma, leading to hidden use.
[bookmark: _Toc230113925]Cultural Nuance: South Asian Perspectives
The research by Patel et al. (2025) is pivotal here. In many South Asian cultures, the discreetness of a weekly injection is a facilitator, yet the injection itself carries a heavy symbolic weight of illness severity. This discussion suggests that NHS clinicians must move beyond one-size-fits-all prescribing. For a South Asian patient, the barrier might not be the needle itself, but what the needle represents to their extended family. This requires Culturally Competent Prescribing, where the facilitator of weekly convenience is balanced against the barrier of familial stigma.
[bookmark: _Toc230113926]Critique of Research Approach
In line with Cottrell (2014), it is necessary to critique the approach of this review. Research into Tirzepatide is still in its infancy; consequently, much of the qualitative data is emerging rather than established. The reliance on very recent studies means that long-term lived experience (over 2-3 years) is not yet available. Furthermore, the exclusion of non-English studies may have missed cultural insights from the UK’s diverse diaspora populations whose primary language is not English.
[bookmark: _Toc230113927]Critical Appraisal of the Evidence Base
A significant limitation discussed in this review is the Recency Bias. Because Tirzepatide is a breakthrough medication, the included studies (e.g., Green et al., 2025; Smith et al., 2025) are predominantly positive. There is a honeymoon phase in current qualitative literature where the rapid weight loss overshadows the long-term logistical and psychological burdens. As a researcher, I must remain sceptical: Am I  seeing the true lived experience, or merely the initial success experience?
Furthermore, Applying Cottrell’s (2014) framework for critical thinking, it is necessary to acknowledge that the current evidence base for Tirzepatide in the UK is heavily skewed by innovation bias. As the drug is in its early rollout phase, published literature (such as the SURPASS trials and early qualitative cohorts) tends to highlight rapid successes.
This dissertation critiques the lack of long-term attrition data. It is argued that current studies fail to capture the failed patient journey those who discontinue due to severe GI distress or who regain weight despite the drug. By strictly focusing on UK-based studies, this review sought to maintain contextual fidelity, yet it acknowledges that the reliance on recent publications may have resulted in an under-representation of the long-term metabolic rebound that often follows the cessation of GLP-1/GIP therapies.

[bookmark: _Toc230113928]6.3 Strengths and Limitations
Strengths:
· UK-Specific Focus: By strictly excluding international data, this review provides a highly relevant analysis of the NHS context, which is often missing in broader reviews.
· Methodological Rigour: The use of the CASP tool and PEO framework ensured that only high-quality, relevant qualitative evidence was synthesized.
· Contextual Fidelity: By focusing purely on the UK (NICE, NHSE, UK-based cohorts), this review avoids the generalisability trap where US-based insurance issues are conflated with UK-based access issues.
· Timeliness: Using 2024-2026 data ensures that the discussion reflects the current supply chain crisis and the actual KwikPen delivery system used in the UK.
Limitations:
· Publication Bias: As Tirzepatide is a breakthrough drug, there is a risk that journals primarily publish positive patient experiences, potentially under-reporting the lived reality of severe side effects or treatment failure.
· Sample Size: The total number of participants across the 10 studies is relatively small (n < 1,500), limiting the generalisability of the findings to the entire UK T2D population.
· The Digital Divide: Many of the studies (e.g., University of Surrey, 2026) recruited via online portals. This may have excluded older T2DM patients or those with lower digital literacy, who likely face the greatest barriers to navigating pharmacy-hopping and titration.
· Lack of Comparative Qualitative Data: There is a lack of research comparing the lived experience of Tirzepatide directly against the new oral GLP-1s, which might soon remove the injection barrier altogether.
[bookmark: _Toc230113929]6.4 Chapter Summary 
This discussion has challenged the notion of Tirzepatide as a magic bullet, arguing instead that its success is a systemic contingency. Therefore, it has moved from observing facilitators like food noise reduction to questioning the long-term psychological implications of such biological interventions. Additionally, it has identified that the primary barriers are not just biological side effects, but structural inequities and socio-cultural stigmas that the current NHS framework is not yet equipped to handle. Ultimately, this chapter argues that for Tirzepatide to achieve its public health potential, the UK must shift from a prescription-centric model to a system-centric model of metabolic support.
In conclusion, this chapter has demonstrated that the facilitators and barriers of Tirzepatide are not merely biological but are deeply embedded in the UK's social and systemic fabric. A Triple-A framework has been identified of barriers: Access (the two-tier system), Anxiety (supply chain), and Aversion (cultural stigma). While the medication provides the biological silence needed for health, the system provides the noise that threatens adherence. This discussion serves as a call to action for the NHS to integrate psychological and cultural support into the metabolic pathway. The next chapter will conclude the review and offer recommendations for future practice and research.

[bookmark: _Toc230113930]CHAPTER 7: RECOMMENDATIONS AND CONCLUSION
[bookmark: _Toc230113931]7.1 Introduction 
This chapter synthesises the findings discussed throughout this thesis to provide a strategic roadmap for the future of T2DM management in the United Kingdom. At the Master’s level of inquiry, it is insufficient to merely restate results; therefore, this section evaluates the implications of these findings through a critical lens, addressing how identified barriers and facilitators necessitate a paradigm shift in clinical delivery.
The chapter outlines rigorous recommendations for NHS practice, proposes longitudinal avenues for research to address the gaps identified in the 2026 landscape, and offers a critical reflection on the methodological limitations inherent in studying a rapidly evolving pharmacological field. It concludes by answering the central research question, arguing that the real-world utility of Tirzepatide is determined not by its molecular structure alone, but by the systemic ecosystem in which it is deployed.
[bookmark: _Toc230113932]7.2 Implications of Findings: The Biopsychosocial Shift.
The overarching implication of this research is that the clinical gold standard status of Tirzepatide (NICE, 2023) is not an inherent guarantee of individual success. Instead, success is contingent upon structured, multi-disciplinary intervention.
[bookmark: _Toc230113933]7.2.1 From Biomedical to Biopsychosocial Models
Historically, diabetes management has operated under a narrow biomedical lens—prioritising pharmacological adherence to suppress HbA1c levels. However, this study demonstrates that Tirzepatide acts upon the patient’s psychological reality as much as their endocrine system. The reduction of food noise represents a fundamental change in the patient’s internal locus of control (Brown and Thompson, 2024). The implication for the NHS is significant: prescribing Tirzepatide without accompanying psychological support fails to capitalise on the drug’s primary psychological facilitator, potentially leading to distress in non-responders who may perceive a lack of appetite suppression as a personal failure.
[bookmark: _Toc230113934]7.2.2 The Risk of Therapeutic Inequality
The identification of a "Two-Tier" system (White, 2025) implies that the NHS faces a crisis of therapeutic inequality. If access to dual-agonist therapy and its requisite "wraparound" support remains a postcode lottery determined by local Integrated Care Board (ICB) budgets, the UK risks widening the health gap between affluent and deprived populations. This suggests that the immediate implementation gap—characterised by supply volatility and titration hurdles—threatens to undermine the long-term public health gains of reduced diabetic complications.
[bookmark: _Toc230113935]7.3 Recommendations for Clinical Practice
To operationalise these findings within the 2026 NHS framework, the following evidence-based recommendations are proposed:
· Implementation of Pharmacist-Led Titration Clinics: Primary Care Networks (PCNs) should move toward a national standard where the transition between doses (e.g., 2.5mg to 5mg) involves a mandatory clinical check-in. By proactively managing GI intolerance through early anti-emetic intervention or flexible titration timelines, PCNs can mitigate the biological barriers that drive early treatment attrition (Smith et al., 2025).
· Digital Health Wraparounds and the ‘Metabolic Dashboard’: The NHS should formalise the use of app-based tools to track dosing, side effects, and nutritional intake. Integrating a "Metabolic Dashboard" into the NHS App would allow for data-driven remote monitoring, fostering a sense of shared responsibility and reducing the consultation burden on overstretched GPs.
· Refinement of ‘Stop/Go’ Eligibility Criteria: NICE and NHS England (2025) should transition toward a Responsiveness-Based Eligibility model. Rigid weight-loss thresholds (e.g., 3% at six months) may be clinically punitive. Recommendations include a qualitative assessment component: if a patient demonstrates HbA1c stabilisation, improved blood pressure, or significant quality-of-life gains despite missing weight targets, they should remain eligible for treatment.

[bookmark: _Toc230113936]7.4 Recommendations for Future Research
The 2026 research landscape reveals critical voids that future longitudinal studies must address:
· The ‘Off-Ramp’ and Metabolic Rebound: There is an urgent need for longitudinal studies (5+ years) investigating the effects of deprescribing. Research must determine the rate of weight regain and the recurrence of "food noise" upon cessation to establish whether Tirzepatide is a lifelong necessity or a transient intervention.
· Cultural Intersectionality: Future research must employ an intersectional lens to evaluate how barriers identified in South Asian and Black British communities (Patel et al., 2025) overlap with economic deprivation. This includes investigating the efficacy of current BMI-adjustment protocols for diverse ethnicities.
· Economic Evaluation of Multidisciplinary Care: A health-economic analysis comparing "medication-only" models versus "medication-plus-behavioural-support" is required. Reframing the high cost of Tirzepatide as an investigative investment in preventing renal and cardiovascular failure rather than a maintenance cost will be vital for future funding justifications.

[bookmark: _Toc230113937]7.5 Conclusion: Bridging the Implementation Gap

This thesis has investigated the facilitators and barriers experienced by UK adults using Tirzepatide within a transformative era of metabolic medicine. The central research question what determines the real-world success of Tirzepatide in the UK? has been answered through a synthesis of clinical data and lived experience.
The research concludes that while the Biological Silencing of disease drivers (facilitator) is unprecedented, it is frequently negated by the Systemic Noise of the healthcare delivery system (barrier). Tirzepatide is not a magic bullet but a sophisticated clinical tool that requires a stable, supportive, and culturally competent ecosystem to function.
The Magic Bullet Fallacy represents the greatest threat to this medication’s success. If the NHS treats Tirzepatide as a fit and forget injection, it will likely encounter high rates of discontinuation and wasted resource. However, if utilised as an anchor for a broader biopsychosocial programme, the potential for widespread T2DM remission is unparalleled in the history of the health service. The challenge for the next decade lies in ensuring that this pharmacological breakthrough does not become a marker of privilege, but a standard of care shared equally regardless of postcode, ethnicity, or socioeconomic background. By shifting the focus from how to prescribe to how to support, the NHS can finally turn the promise of dual-agonist therapy into a sustainable public health reality. 
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