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Abstract
Background  Thirty-eight specialist weight management services for children and young people (CYP) living with 
severe obesity are being piloted across England. These ‘Complications of Excess Weight’ (CEW) services aim to provide 
holistic, person-centred care to CYP, delivered by a multi-disciplinary team (MDT). The ENHANCE study (NIHR, 158453), 
a national evaluation of the CEW programme, sought to develop the evidence base and understanding of optimal 
models of care. This qualitative study aimed to explore the realities of delivering a CEW service from the perspective of 
MDT members.

Methods  Online semi-structured one-to-one interviews (N = 28 MDT members) were conducted across seven 
purposefully sampled CEW services between April-June 2025. Interviews explored barriers and facilitators to delivery, 
perceptions of patient cohort, service demand, and how CEW fits within wider weight management systems. Data 
were transcribed and analysed using Framework Analysis.

Results  Three overarching themes were identified: (1) Achieving person-centred care in CEW services; (2) Navigating 
complexity in the CEW patient journey; and (3) The challenges of designing and delivering a pilot. Participants described 
a complex patient group who required holistic, innovative approaches to care. Challenges included high service 
demand, a lack of appropriate step-down from CEW services, a lack of transitional care pathways into adult weight 
management for 16-18-year-olds, and uncertainty about sustainable long-term funding and staffing in the context of 
a pilot programme.
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​​Background
An estimated 8% of children and adolescents aged 5–19 
years were living with obesity globally in 2022 (i.e., a 
body mass index (BMI) > 2 standard deviations above the 
median for their age/years and gender), compared with 
only 2% in 1990 [1]. In the UK, data from the National 
Child Measurement Programme of the 2024/25 academic 
year, showed 10.5% of children aged 4–5 years and 22.2% 
aged 10–11 years were living with obesity, including 2.9% 
and 5.6%, respectively, with severe obesity (BMI > 99.6th 
centile) [2]. However, this statistic may be an underes-
timate as children at this body weight are less likely to 
attend school [3]. In high-income countries, obesity is 
socially patterned, where in areas of deprivation obesity 
prevalence increases with deprivation quintile [4]. For 
example, in areas of higher deprivation in the UK, 30% 
of children aged 10–11 years are living with obesity, com-
pared to 13% of children of the same age-group in the 
least deprived areas [5]. This highlights the growing prev-
alence in, and widening of inequalities regarding, obesity 
in CYP.

Severe obesity in childhood is widely recognised as 
a persistent health issue that tracks into adulthood [6, 
7]. It is a key risk factor for developing many long term 
non-communicable diseases, such as cancer, Type 2 dia-
betes, and cardiovascular disease, all of which contribute 
to decreased life expectancy and elevated early mortality 
rates [8–10]. Indeed, recent modelling indicates that if 
a patient has a BMI z-score of 4 (i.e., severe obesity) by 
the age of 4-years and does not lose weight, they have a 
life expectancy of 39 years [11]. Childhood obesity is also 
linked to psychosocial consequences, such as lower self-
esteem, lower academic attainment, and higher social 
exclusion [12]. Despite these significant impacts, weight 
management to support children and young people 
(CYP) living with severe obesity is limited [13, 14].

The NHS Long Term Plan committed to supporting 
1,000 children per year, regarding complications related 
to severe obesity [15]. Subsequently, in 2021, NHS 
England commissioned the “Complications of Excess 
Weight” (CEW) pilot across England. This pilot initially 
funded 21 CEW services, increasing to 38 services by 
2024. The primary aim of the programme was to provide 

Conclusions  A long-term commissioning plan would be needed to ensure stability and appropriate care for CEW 
services and the families they support. MDTs must be equipped with the skills to respond effectively to high levels of 
patient complexity, and gaps in the availability of less intensive services (step-down) and transitional care into adult 
weight management require urgent attention to ensure any positive medical and psychosocial improvements yielded 
from CEW are not lost.

Keywords  Childhood, Children and young people, Obesity, Severe obesity, Weight management, Complications of 
excess weight, Healthcare, Patient centred care, Multidisciplinary teams, Qualitative
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person-centred, holistic treatment for CYP aged 2–17 
years who were living with severe obesity and co-morbid-
ities, with the goal of reducing the need for more invasive 
treatments later [16]. Each CEW service was given some 
autonomy to design and deliver their service tailored 
to the specific needs of their local population, which 
resulted in variability across different localities. Conse-
quently, the ENHANCE study [17] was funded to provide 
a comprehensive understanding as to the make-up, effec-
tiveness, and cost-effectiveness of the CEW programme 
nationally. In this paper, as part of the ENHANCE study, 
we aimed to explore the realities of delivering a CEW 
service from the perspective of multidisciplinary team 
(MDT) members from within CEW services.

Materials and methods
This paper is reported according to COREQ guide-
lines for reporting qualitative research [18]. This study 
employed a qualitative design using semi-structured 
online interviews. Ethical approval was granted from 
Leeds Beckett University Ethics Committee (Ref: 128404) 
and Sheffield Hallam University Ethics Committee (Ref: 
79269135) and is in accordance with the Declaration of 
Helsinki.

Recruitment and sampling
Seven CEW services from across the UK were purpo-
sively sampled. Sampling was informed by geographical 
representation and responses to an adapted Standardised 
Reporting of Lifestyle Weight Management InTERven-
tions (STAR-LITE) template [19] - findings presented 
elsewhere (Marwood et al., in prep; ENHANCE, [17] ). 
In short, the adapted STAR-LITE template systemati-
cally examined: a) the process of designing the CEW ser-
vices; b) referral routes, capacity and waiting lists; c) the 
MDT composition, service delivery, pharmacotherapy, 
and complication management; d) discharge criteria and 
onward referral processes; and e) data management sys-
tems. Services were shortlisted for inclusion in the cur-
rent study if they had detailed ‘innovative’ approaches to 
service delivery, including novel compositions of their 
MDT (i.e., not routinely seen across services, such as a 
family support worker) in their STAR-LITE response. 
Innovative approaches were determined using a system-
atic ranking criterion that was developed by the research-
ers. This consisted of eight criteria: composition of MDT; 
waiting list/ commissioned capacity; inclusion age; length 
of appointments; treatment interventions; Glucagon-like 
peptide-1 (GLP-1) use; discharge criteria; and transition 
services. Ten services were shortlisted and then prag-
matically reduced to seven services in collaboration with 
NHS England (who have interests in service design/MDT 
availability) and the wider ENHANCE team. Addition-
ally, within each selected CEW service, key staff were also 

purposefully sampled to ensure a range of MDT roles 
were represented. The lead clinicians of all seven services 
granted permission to recruit and conduct the interviews 
with the selected MDT members.

Development of topic guide
The interview topic guide (Supplementary File 1) was 
co-produced with the wider ENHANCE team, which 
included academics, healthcare professionals and patient 
and public involvement. It explored each participant’s 
involvement in the CEW service and their experiences of 
the delivery of CEW, including perceptions of demand, 
descriptions of the patient cohort, and any adaptations 
made to the service. Experiences of working within an 
MDT and the innovative approach for why each service 
was selected to participate were also discussed. In addi-
tion, the topic guide explored barriers and facilitators to 
delivering the CEW services, and staff members’ perspec-
tives on how the CEW service fits within wider weight 
management systems locally. Where relevant, topics such 
as safeguarding and onward or transition referrals were 
explored. The topic guide was piloted with staff based in 
a children’s specialist community weight management 
service to assess its utility and to gauge timings.

Data collection
Individual interviews were conducted and recorded 
online using Microsoft Teams (April-June 2025). Written 
informed consent was obtained in advance of the inter-
view and reconfirmed verbally during interview. Inter-
views were transcribed verbatim using Microsoft Team’s 
auto transcription feature into Microsoft Word and ano-
nymised by a university approved provider, with final 
transcripts checked against the recordings for accuracy 
by RAS.

The research team involved in the interviewing and 
analysis process (RAS, JM, PD, JN) consisted of academ-
ics from varying career stages, with expertise in nutrition, 
public health, and behavioural science. They are skilled 
in conducting public health evaluations and informing 
evidence-based policy. This knowledge provides useful 
context for the conduct and interpretation of interviews, 
but we acknowledge the potential for bias in both the 
interpretation and representation of the data. Therefore, 
we include positionality statements to make explicit our 
roles and perspectives in relation to the research, which 
aligns with the principle of reflexivity [20] (Supplemen-
tary File 2).

Data analysis
Transcripts were thematically analysed using inductive 
Framework Analysis (RAS and JM) following steps out-
lined in Gale et al. (2013) [21]. RAS and JM indepen-
dently coded three transcripts and used these codes to 
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patient journey; and (3) The challenges of designing and 
delivering a pilot (Fig. 2).

The following section presents these themes, along 
with short example quotes. Further supporting quota-
tions, over 4 lines long, can be found in Supplementary 
File 3.

Theme 1: Achieving person-centered care in CEW services
When exploring how CEW services were delivered, par-
ticipants universally described how their service deliv-
ered flexible person-centered care. Participants reflected 
on how that care was delivered and suggested the com-
position and function of the MDT in CEW was central 
to this, as well as the importance of creating relation-
ships external to CEW services, including through the 
wider CEW network and with other services (e.g., other 
hospital departments (e.g., Child and Adolescent Mental 
Health Services (CAMHS)), social services, and schools).

Subtheme 1.1: The composition and function of the 
MDT  Across the interviews, the composition of roles 
within the MDT varied. Participants referred to specific 
professions that were considered integral to delivering 
person-centred care in CEW, outside of core clinical roles 
(e.g., medical consultant, nurse, dietician). Given the level 
of complexity in the patient group (see Theme 2) and 
based on observations of efficiency in other services with 
a CEW social worker, many participants emphasised the 
need for a dedicated, “embedded” social worker within 

jointly develop a working analytical framework, which 
was subsequently refined via application to three more 
transcripts. The final framework was used to analyse the 
remaining transcripts using NVivo, before generating a 
framework matrix using Microsoft Excel. Overall themes 
were generated from the framework matrix by examin-
ing connections between and within participants and 
codes. This analytical approach is often used for multidis-
ciplinary healthcare research [21, 22] and is ideal for the 
analysis of semi-structured interview transcripts.

Results
Participants
In two services, the lead clinician requested that addi-
tional MDT members were invited to be interviewed 1:1 
(SL9, n = 2; SL18, n = 1), and in three services, the lead 
clinician indicated that selected MDT members were 
no longer in post and were without replacements (SL6, 
n = 1; SL13, n = 1; SL15, n = 1). Therefore, in total, 28 staff 
members were invited to interview and all participated 
(see Fig. 1 for MDT role by service). Interviews were con-
ducted by RAS (n = 18, 64%), PD (n = 8, 29%), or JN (n = 2, 
7%), and lasted approximately 45 min (range: 29–67 min).

Thematic findings
Three major themes and eight sub-themes were gener-
ated in the analysis: (1) Achieving person-centred care 
in CEW services; (2) Navigating complexity in the CEW 

Fig. 1  Dot matrix plot of the roles of MDT members (Y axis) interviewed from the seven CEW services (X axis). Note. Participant codes (e.g., ‘_2’) do not 
correspond to Fig. 1 and are not consistent across services to maintain anonymity. For example, SL4_2 and SL9_2 do not reflect the same MDT role. Roles 
listed on the Y axis do not exist in all seven services
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CEW, or a professional in the CEW MDT with a relevant 
skillset to support safeguarding. This was conceived to 
enable more effective and efficient safeguarding support, 
addressing perceived shortcomings in social services, and 
to reduce burden on other MDT members:

The universal barrier to effective safeguarding is 
related to social services and their completely incon-
sistent approach to obesity as a risk factor. So, we 
[medics] spend a huge amount of time trying to 
explain to social services what the risks are (SL15_1)

Family support workers were also seen as important to 
delivering person-centred care in CEW services due to 
their ability to holistically address family-based chal-
lenges experienced by CYP and their families. This was 
considered particularly important for younger children 
where autonomy is lower and family-level factors play an 
even stronger role in engagement with CEW services. In 
contrast to family support roles, some participants also 
highlighted the importance of including youth workers 
within the MDT to support adolescents who had greater 
agency. Youth workers were described as less authorita-
tive and were felt to help de-medicalise CEW services for 
young people, which facilitated engagement:

The youth worker is just cool; she’s brilliant at engag-
ing CYP. They don’t see her as authority. She takes 
them out of the medical system very quickly and into 
community and other engagement projects (SL15_1)

Notably, it appeared that services differed in the role 
title used for the youth worker role, with some adopting 
“health and wellbeing practitioner” instead. Nevertheless, 

the skill set required appeared to remain similar between 
roles:

So, my role is called a health and well-being practi-
tioner. Other services are called other things. Some-
times they’re youth workers, sometimes they’re psy-
chological whatever. There’s lots of different titles for 
similar roles (SL18_3)

Beyond professional expertise, participants emphasised 
that personal qualities and social capital were critical 
to the delivery of effective person-centred care in CEW 
services, particularly to “open doors” (SL18_4). In addi-
tion, the ability to build strong relationships with CYP 
was described as central to engagement, as well as having 
“passion” and “genuine care” given the “ups and downs” 
(SL15_3) of CEW services:

It is that relationship building as well that’s been a 
really big thing that we have to, you have to be a cer-
tain kind of person to be able to kind of build those 
relationships with our young people and I think 
that’s a really big part of getting them to keep coming 
back if they feel like they’ve got a good relationship 
with (SL9_5)

In addition, participants indicated that having previ-
ous experience of working with children with severe and 
complex obesity was crucial to anticipate and compre-
hend the level of patient complexity, and to provide care 
that is effective:

I think I knew that, after years of working with this 
particular group, they’re very vulnerable and you 

Fig. 2  Thematic map of three major themes (ovals), eight sub-themes (rectangles), and relationships between sub-themes
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need to think outside the box to be able to help them 
(SL15_1)

Regarding the function of the MDT, participants high-
lighted the perceived benefits of having a dedicated office 
space, which facilitated team cohesion and improved 
morale:

P: We’ve been lucky enough to have an actual office 
rather than people sitting in hot desking or anything 
like that. It used to be a cupboard, but now it’s at the 
office.
I: Has that made an impact?
P: Definitely, to have that space for the support of 
the team to be able to support each other and have a 
place, you know, that is theirs (SL6_1)

Maintaining clear operational processes was also seen as 
key. Participants emphasised the importance of tracking 
actions discussed in MDT meetings to ensure efficiency 
and follow-through. One service used an online cloud 
spreadsheet to enable this:

We use an online cloud spreadsheet so everyone can 
access at the same time, and it gets saved automati-
cally, so no data is lost. So, once we’ve discussed it in 
MDT, we mark it so that doesn’t get transferred for 
the next week’s meeting (SL9_1)

Importantly however, administrative support was seen 
as essential for enabling person-centred care in CEW 
services, and for supporting the level of data recording 
and reporting required by NHS England as part of the 
national evaluation (see Subtheme 1.2):

But with that [person-centred care] comes the need 
to expand the admin that’s dedicated to make that 
run more smoothly essentially (SL13_1)

Subtheme 1.2: Relationships beyond the walls of the 
CEW service  Participants often reflected on how their 
CEW service operated within the wider hospital system. 
They indicated that when other departments were in close 
proximity, the economies of scope, and spatial connected-
ness facilitated more efficient delivery of care:

Most importantly, the other specialties would be 
able to address complications of obesity, they’re all 
here. So, I think for that point of view, it’s a really 
good environment because it’s one of the biggest 
Children’s Hospital in the country. You’ve got a lot of 
specialists here. It’s a huge hospital. They’ve got sup-
port, it’s very well connected (SL20_1)

Participants’ perception of the utility of the national and 
regional CEW networks was largely positive. Almost all 
participants valued having a platform to share learning 
and exchange knowledge with their counterparts (see 
below), whereas for nurses, the network was report-
edly not utilised as often due to difficulties in scheduling 
meetings.

I’ve found the CEW network really helpful. I meet 
with other dietitians, because we’re often working in 
isolation, so that’s been handy to hear what they’re 
doing. We share information so we don’t have to 
reinvent the wheel if someone’s doing something else 
and they’re happy to share resources, so that’s been 
brilliant (SL15_3)

Participants also acknowledged that CEW services can 
“only do so much” (SL15_2), and therefore engaging sup-
port from outside of CEW services (and the hospital) is 
important. Participants highlighted the value of build-
ing strong relationships with schools. In this illustrative 
quote, a relationship between a CEW service and school 
has enabled the CYP’s timetable to be adapted to better 
suit their needs, thereby increasing school attendance:

So, we all link in with the schools as much as we can 
and get the timetables changed so that a young per-
son that’s going in 20% of the week can actually go 
in 70% of the week and come out with their GCSEs 
[higher education qualifications in UK] (SL13_3)

Similarly, participants noted the importance of build-
ing strong partnerships with local community services, 
explaining that these relationships helped CYP and their 
families access activities beyond CEW services, while 
also enabling CEW staff to understand “what is out 
there” (SL15_2) and signpost effectively according to CYP 
needs.

Subtheme 1.3: Flexibility in CEW service deliv-
ery  When thinking about how person-centred care is 
delivered in CEW services, participants often cited how 
they used non-traditional approaches to obesity (i.e., 
innovative in comparison to standard obesity care), which 
promoted a non-stigmatising/non-judgemental service. 
Participants indicated that these approaches encour-
aged CYP to be “open and honest” (SL6_2) about their 
food consumption, thereby facilitating holistic weight 
management support. Similarly, participants reflected 
on feedback received from CEW patients that celebrated 
CEW services’ ability to make the CYP feel heard, which 
was believed to contrast with previous experiences with 
healthcare:
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And I think some of the feedback we’ve had is that 
our team actually listen to what they’re saying. We 
understand where they’re coming from, we help 
them in a holistic way… (SL6_2)

Participants emphasised the importance of flexibility in 
service delivery, describing CEW services as “the biggest 
not one-size-fits-all service” where “you couldn’t follow a 
flow chart” (SL6_2) to care. This flexibility was framed as 
a core component of the person-centred care delivered 
in CEW, enabling CYP to exercise autonomy in guiding 
their care. This approach was contrasted with other hos-
pital services, such as diabetes or endocrinology, which 
were perceived as more prescriptive:

The team have a flexible mindset more than any-
thing else. We don’t have an agenda of what the CYP 
needs, they bring that to us, which is different to dia-
betes or endocrinology where you’re prescribing a set 
thing. But that doesn’t work for this group; you have 
to engage them by putting them at the forefront of 
every decision (SL15_1)

In addition to flexibility in the type of support offered in 
response to CYP needs, participants also described flex-
ibility in how support was delivered, including the mode 
of delivery (e.g., online, face to face, or group-based) and 
the scheduling of appointments. In the following illus-
trative quote, one respondent explained how expanding 
modes of delivery and opening hours of work helped 
accommodate CYP whose appointments would other-
wise be during school hours:

And the feedback that we got was flexibility was very 
key to getting them through the door. So, very quickly 
I realised we needed to get on all platforms and for-
mats, so face to face, online, telephone, sometimes in 
groups, depending on the need. And also, to open up 
our hours of work as well (SL18_4)

Similarly, this flexibility enabled CEW services to adapt 
their delivery in response to the presenting complexity of 
CYP. For example, participants often described making 
environmental adjustments to better meet the needs of 
neurodivergent CYP:

We’ve got some children with more complex dis-
abilities and needs, specifically around autism 
and ADHD. I contact parents, like, do you need to 
use our sensory room rather than one of our clinic 
rooms? Would you like me to meet you around the 
back of the hospital, and we can come in that way? 
(SL9_3)

Theme 2: Navigating complexity in the CEW patient journey
This theme explores the complexity of the CEW patient 
group and how this influences patient engagement and 
their journey through the service, including preparation 
for CEW and transitions between step-down services and 
adult weight management services. It also captures the 
emotional impact on MDT staff working with this patient 
group.

Subtheme 2.1: Describing and responding to complex-
ity  While the CEW programme targeted medical and 
psychosocial complications related to excess weight, par-
ticipants observed additional, often unexpected and mul-
tifaceted complexities among attending patients:

Never in my wildest dreams did I imagine some of 
these families. There is never a week where we don’t 
pick up on a new complexity, a new psychosocial risk 
factor (SL6_2)

The range of complexities described included: neuro-
diversity and/or intellectual disabilities in children and/
or caregivers, high levels of poverty and deprivation, low 
levels of literacy, mental health difficulties, geographical 
barriers, adverse childhood experiences in children and/
or caregivers, housing issues, and language barriers. The 
impact of these complexities differed. For neurodiversity, 
participants highlighted how this could result in selective 
eating, rigidity around food choices, and the use of food 
as a behaviour management tool.

I suppose with the children with Autism Spectrum 
Disorder (ASD) and attention deficit hyperactivity 
disorder (ADHD), more ASD, the using of food as a 
behaviour management tool is, that’s one of our big-
gest areas we work with (SL13_3)

For those from a lower socioeconomic group, partici-
pants highlighted how this impact included difficulties 
in attending meetings due to a lack of transport options, 
an inability to afford leisure activities and healthier food 
options, and a lack of access to cooking facilities for those 
families living in temporary accommodation:

Well, I suppose because [county] has got some of the 
most deprived communities and the transport links 
aren’t great. So, getting to a big supermarket, often 
they’re reliant on little supermarkets, little sort of 
local shops, which are obviously going to be more 
expensive (SL13_3)

Participants cited that there were high levels of safe-
guarding concerns observed in the CYP and families 
seen in CEW with social services involvement for many 
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families. However, participants noted that there was 
often tension between social service teams and CEW due 
to lack of agreement on whether obesity is considered a 
safeguarding concern.

The complexity of the patient group necessitated adap-
tations in delivering and tailoring care. Participants dis-
cussed the need to upskill in their role using training and 
development opportunities to enable them to better care 
for patients, particularly those with neurodiversity. Oth-
ers noted that it was difficult to adapt and deliver group 
materials due to different levels of comprehension within 
the patient group:

Definitely we see a lot of our young people are autis-
tic and have ADHD as well. And that comes with its 
own challenges and the need for us as professionals 
to be educated on ways to support them (SL15_2)

Complexity in the patient group sometimes meant that 
families were unable to engage with CEW services due to 
high demands in other areas of their lives (e.g., housing 
issues). However, all services included within this sam-
ple noted that they accepted re-referrals so that families 
could access support when it was more suitable for them:

Sometimes it’s probably too intense for them or 
they’ve got other things going on. I think some exam-
ples we’ve had are there’s been housing issues, school 
issues, there’s been maybe violence in the home, these 
sorts of things have happened, and it has just been 
we [the family] cannot give it the time that CEW 
needs now (SL18_4)

Subtheme 2.2: The CEW patient journey  The patient 
journey begins with how CYP and families are pre-
pared for entering the CEW service. Across the sample, 
approaches differed, with some services providing, or 
planning to provide, waitlist support, such as low-level 
healthy diet education, while other services did not. Par-
ticipants noted that referrer communication quality was 
sometimes poor, where families were not made aware 
that they had been referred to CEW services or what the 
service entailed, and the subsequent perceived negative 
impacts this had on engagement with services:

Referrers will say “I want you [CYP] to go to weight 
management [CEW]”, but don’t explain what 
weight management clinics [CEW] entail, and don’t 
explain properly why they’re [referrer] worried about 
the patient’s weight and the health impacts. So, the 
patient doesn’t have any buy-in (SL13_1)

Participants often cited a general lack of ‘step-down’ ser-
vices (i.e., less intensive than CEW, non-hospital support) 

to discharge CYP to. While some localities had paediat-
ric Tier 2/behavioural weight management programmes, 
participants questioned their utility for CYP who had 
already received intensive support provided by CEW 
services. This was particularly evident in the following 
illustrative quote where a participant described a pau-
city of step-down services to support CYP’s discharge 
post-CEW:

I often think we [CEW] represent this pyramid of 
what services should look like, and we are really set-
ting ourselves up and crystallising what we need to 
do at the top, yet there’s absolutely nothing below us 
(SL13_1)

Participants also noted that they found it difficult to “keep 
on top of ” (SL9_2) the constantly changing weight man-
agement landscape (due to changes in commissioning 
and de-commissioning of Tier 2 services by local authori-
ties), which was thought to hinder building connections 
with the right post-CEW services.

Staff also often cited a lack of transitional adult weight 
management services, which impacted CEW’s ability 
to discharge. This included an absence of, or oversub-
scribed, adult weight management services. Where these 
services did exist, participants noted that transitional 
care was not always optimal and amounted to “transac-
tion rather than transition” (SL18_4). In some localities, 
there was a “no man’s land” (SL20_3) between paediatric 
and adult weight management services where CYP age 
out of CEW but are not yet old enough to attend adult 
weight management services. This was considered partic-
ularly problematic for the continuation of pharmacologi-
cal weight management:

They might come to us at 16 and then you’re con-
sidering do you start GLP-1s or not because you 
know there isn’t an adult service to transition into. 
You can’t keep them in paediatric care forever, so, 
does that mean they’re not getting the treatment 
they need, or they would have eligibility for, because 
there’s nowhere for them to go? (SL9_5)

An associated issue was the length of intervention deliv-
ery. MDT members cited that their service operated flex-
ibly, with a maximum intervention delivery length of two 
years. However, there was a consensus across interviews 
that it often takes significant time to engage families, gain 
trust, and establish rapport, as well as to address some 
of the complexities identified within the family before 
working on weight-loss and its associated complica-
tions. This issue, along with there being a lack of appro-
priate post-CEW services, was cited as the main reason 
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for CYP remaining in services beyond the commissioned 
duration.

Finally, this subtheme captures the impact of complex-
ity on how CYP engage with CEW services, and the emo-
tional toll this can have on staff when supporting families 
in complex and challenging circumstances. This was par-
ticularly evident in discussions with participants around 
discharge and the difficulty of discharging CYP knowing 
that there will be little infrastructure to support them 
moving forward:

… This job is relentless at times, and it can feel very 
much like you are drowning and not making any 
difference…You pour your heart and soul into these 
families, and you work with them for so long, and 
not being able to know that they’ve got a little bit of a 
safety net after us is hard (SL6_2)

Theme 3: The challenges of designing and delivering a pilot 
service
Participants frequently referred to challenges experi-
enced by CEW services, some of which were perceived 
to be due to the programme being at pilot stage. These 
included difficulties with recruitment and retention of 
staff, organisational challenges, and the resulting impact 
on MDT staff capacity to manage high demand for CEW 
services.

Subtheme 3.1: Recruiting and retaining staff  Several 
participants noted that they did not have a fully staffed 
MDT, often due to fixed-term, part-time and split-post 
contracts being “not appealing” (SL13_1), and the uncer-
tainty associated with the future, longer-term funding of 
the CEW programme. Some participants described this 
as their “biggest challenge” (SL4_1) or as a “total night-
mare” (SL15_1).

There were also difficulties in recruiting certain profes-
sionals to the MDT, such as psychologists, due to national 
shortages. Consequently, participants highlighted how 
some services had amended the role advertised to reflect 
that it fulfilled the requirement for psychological support 
without being a qualified psychologist, such as the use of 
a family therapist:

When we were unsuccessful in getting a second psy-
chologist, someone gave us the, the advice to look 
for a family therapist, so the next advert had psy-
chologist or family therapist, and that has been tre-
mendous. Although we weren’t looking for one, we 
thought the family therapist could ‘play the part’ of 
a psychologist (SL4_1)

Participants highlighted how service delivery in CEW 
services were directly impacted by staffing issues. For 

example, one service had experienced difficulties in 
administering GLP-1s because of a lack of appropriate 
staff to run the necessary medication clinics, and the sub-
sequent burden this placed on other MDT members to 
plug these gaps in care.

Subtheme 3.2: Organisational challenges  This sub-
theme encompasses organisational challenges at both 
the Trust (i.e., a Trust is an organisational unit within the 
NHS serving a geographical area) and commissioning lev-
els. At a Trust level, MDT members described logistical 
and administrative challenges that hindered effective ser-
vice delivery. Administrative challenges included not hav-
ing the correct access to IT systems, and/or incompatible 
IT systems between services, and difficulties identifying 
relevant Human Resources processes. Some participants 
perceived these difficulties to be due to the use of dual 
contracts and/or different Trusts/organisations (e.g., con-
tracted youth services) working together to deliver CEW 
services.

One of the main logistical issues cited by participants 
was the difficulty in accessing appropriate clinic space to 
meet patients. Participants believed that this impacted 
their ability to deliver personalised care, be that through 
limiting opportunities for 1:1s with patients, or to host a 
full in-person MDT “for eight people in a room that only 
fits three” (SL18_4):

[Trust name] is terrible for getting clinic time and 
rooms, we really battle with that. And sometimes 
we don’t even get offered a second room for our clin-
ics at [Trust name] so it’s very difficult to have that 
space to have kind of one to ones with the patients 
(SL18_2)

At a commissioning level, while most services appeared 
to appreciate the flexibility given to them when setting up 
the service, some noted that they would have preferred 
more time and guidance before launch. Additionally, the 
level of data recording and reporting required by NHS 
England was often underestimated, as mentioned by this 
service:

Originally, I don’t think there was a good under-
standing of how much data would be required or 
the consistency of data, so the dashboard took two 
or three years to develop. So, a lot of us had used 
money on clinical staff rather than admin or data 
staff (SL15_1)

Subtheme 3.3: High demand, low capacity  This sub-
theme is linked to the aforementioned recruitment and 
organisational challenges, given that many services were 
not fully staffed and therefore perceived to not be working 
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optimally. Almost all participants noted that their service 
had high demand that could not be met with the current 
capacity of the service:

I didn’t realise that the demand was so high that we 
can’t physically or possibly do this in a timely man-
ner with the current resources that we’ve got. We 
cannot see as many patients as we would wish to see. 
And then we have more referrals coming in (SL20_3)

Participants also cited long waiting lists for specialist psy-
chological support, such as CAMHS and eating disorder 
services, perceiving this may be a result of “eating disor-
der services favouring underweight rather than overweight 
[patients]” (SL15_3). Others reflected on instances where 
the complexities of CYP had deteriorated while being on 
waiting lists, and those who were not initially eligible for 
the service becoming eligible as complications worsened 
due to a lack of intervention:

However, due to capacity, some of our patients have 
sat on a waiting list for a couple of years and in that 
time their complications have worsened (SL6_2)

Participants reflected on how the lack of capacity to 
meet the high demand for services resulted in unplanned 
adaptations to the service, such as the introduction of 
more stringent eligibility criteria to manage demand (e.g., 
higher BMI SDS). Some participants also spoke about a 
drive to be time efficient that resulted in areas of the ser-
vice being under-developed or less attended to.

[…] something has to lose out, doesn’t it? So, if I’m 
doing this, spending this much time doing data, then 
the wait list for them to start GLP-1s has to go longer 
or I don’t go to a clinic on a Monday or…actual clini-
cal work is what loses out … (SL9_6)

Discussion
This paper provides insights into the realities of deliver-
ing a CEW service, including the perceived challenges, 
and facilitators of success. The main themes revealed (1) 
how person-centred care was achieved in CEW services 
(2) how the complexity of the patient cohort impacted 
the CYP’s journey moving through CEW services, and (3) 
the challenges of designing and delivering a pilot, includ-
ing recruitment challenges.

Central to the CEW programme is the use of person-
centred care [23, 24]. Our findings demonstrate mul-
tiple approaches used to achieve this, and how these 
approaches have enabled effective care delivery. The 
interviews highlighted that CEW services had to build 
relationships with the wider hospital, community ser-
vices, and schools to facilitate inter-organisational 

communication and support the delivery of person-cen-
tred care, which is a known facilitator of inter-organisa-
tional collaboration [25]. This approach aligns with the 
NHS 10 Year Health Plan ambition to shift care out of 
hospitals and into community-based settings through a 
Neighbourhood Health model [26] and reflects calls for 
integrated community-embedded solutions for people 
living with complex, chronic symptoms [27]. However, 
we found that the ability to forge these relationships was 
dependent on hospitals’ existing partnerships, personal 
characteristics of MDT members, and existing social 
capital of MDT members to spearhead this joined-up 
approach, which has been reported elsewhere [28]. Simi-
larly, the interviews highlighted the importance of knowl-
edge exchange between services to share evidence of 
best practice, particularly given the complexity of needs 
reported within the patient cohort. This reflects wider 
evidence on the value of inter-organisational learning 
within healthcare [29], underscoring the need for greater 
collaboration across services, particularly with leadership 
from more established services, to support the delivery of 
effective specialist weight management services for CYP.

Multidisciplinary teams represent another component 
of CEW services that enable person-centred care. MDTs 
are well established in the management of other complex 
paediatric conditions such as diabetes [30], cystic fibro-
sis [31], and kidney disease [32, 33] and more recently 
in the management of childhood obesity [34, 35]. Our 
interviews revealed that the composition of professionals 
in the MDT was not homogenous across CEW services 
(aside from core clinical roles, i.e., medical consultant and 
nurse), but certain competencies were considered essen-
tial to the delivery, particularly in relation to safeguard-
ing expertise, psychological support, and family support. 
This finding supports a shift towards competency-based 
MDTs, similar to those adopted in mental health services 
[36], to better support the complex patient group, whilst 
also addressing role-specific recruitment challenges [36, 
37]. Importantly, our findings reiterate that effective 
MDT functioning depends on appropriate IT infrastruc-
ture, adequate workspace, and sufficient administrative 
support [38].

While pilot programmes provide opportunities to 
develop innovative working practices [39], our interviews 
highlighted perceived job insecurity and its impact on 
staff recruitment and retention. This was compounded 
by a national shortage of mental health professionals [40], 
limiting some CEW services’ ability to deliver the bio-
psychosocial model of care that underpins the CEW pro-
gramme. Nevertheless, these challenges are not unique 
to CEW [41], and broader efforts to improve staff reten-
tion in the NHS are ongoing [42]. Although the NHS 
Long Term Plan committed to treating 1,000 children 
per year living with severe obesity [15], CEW services 
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are experiencing a higher demand than commissioned 
capacity can support (Marwood et al., [43]). Our find-
ings suggest that these demand and capacity constraints 
are further exacerbated by recruitment challenges, partly 
linked to the short-term nature of the CEW pilot pro-
gramme. Adequate long-term funding and commission-
ing are therefore essential to establish a permanent and 
fully fledged MDT to ensure service sustainability and 
high standards of care.

The CEW programme treats a cohort with high levels 
of complexity, including high levels of deprivation, neu-
rodiversity [43], and safeguarding issues. Indeed, our data 
builds on this to suggest that CYP who use CEW services 
need long-term, flexible, holistic, person-centred support 
to address multiple clinical and social barriers to weight 
management, consistent with previous findings [24]. This 
flexibility includes the mode of delivery used, with both 
online and face-to-face remaining important components 
of care. As such, the NHS Long-Term Plan to reduce 
face-to-face outpatient appointments by a third [15] may 
be misaligned with the needs of the CEW patient cohort.

Furthermore, our data suggest that MDT workplans 
should include increased protected time dedicated to 
continuing professional development, to enable the con-
tinued development of skills needed to respond effec-
tively to the complex patient needs in CEW, beyond what 
is offered currently. In addition, given the high emo-
tional toll of working with clinically and socially complex 
groups evidenced within our data and other samples [44], 
it is important that MDT members continue to receive 
appropriate supervision and wellbeing support. Over-
all, long-term commissioning of the CEW programme 
should account for the complexity of the patient cohort, 
as well as the time and workforce development required 
to equip MDT members to deliver appropriate and effi-
cient care.

Another key finding of this study related to the lack of 
appropriate long-term care for CYP accessing CEW ser-
vices, including a dearth of services for CYP to transition 
to. This reflects both a national shortage of paediatric 
weight management services [45] and services to support 
transition into adult care. Those who are 16–18-year-old 
are therefore often left devoid of weight management 
support, which mirrors the views of the ENHANCE 
Patient and Public Involvement group, the ARROWs [46]. 
Given the evidence showing significant weight regain 
after paediatric weight management interventions [47] 
and after the cessation of weight loss medications [48], 
there is a need for long-term support for CYP and their 
families post-CEW, including appropriate wraparound 
and transitional services.

Recommendations
This study has several recommendations. Firstly, there 
should be greater consideration for wraparound step-
down and appropriate transitional adult services post-
CEW. Secondly, the level of patient complexity in CYP 
with severe obesity needs to be anticipated to ensure 
appropriate and efficient care, specifically through a dedi-
cated specialised weight management service for this 
population group, as Tier 2 services are unlikely to be able 
to provide this level of support. Thirdly, a long-term, ade-
quately funded commissioning plan to enable the recruit-
ment of a permanent and ‘fully-fledged’ MDT would be 
needed to ensure service sustainability. Fourthly, greater 
collaborative working between CEW services, led by 
those more established, would be necessary to support 
newer services during the design and implementation 
phase. This could include sharing best practice regarding 
logistics, workforce recruitment, and delivery models. 
In addition, stronger neighbourhood-based approaches 
to care are needed, with closer collaboration between 
CEW services, schools, and community organisations, 
recognising the social and ‘family’ nature of the condi-
tion and the limits of specialist services alone. Fifthly, to 
more effectively respond to the levels of patient complex-
ity, services would need to prioritise the upskilling of the 
MDT in these areas, beyond what is currently provided, 
supported by adequate funding to do so. Finally, in paral-
lel and recognising the demands of working with a com-
plex and vulnerable patient group, staff wellbeing support 
should be strengthened and more clearly signposted.

Strengths and limitations
The current study was co-produced with policy partners 
at NHSE, clinical co-investigators, and with the wider 
ENHANCE team, integrating expertise from policy, 
economics, and health, strengthening its methodologi-
cal and contextual rigour. In addition, data were col-
lected from a diverse range of professional roles within 
the CEW services MDT, ensuring multiple perspectives 
from a geographically diverse sample within England. 
That said, not all MDT roles were interviewed, poten-
tially restricting the diversity of professional perspectives. 
In a similar vein, only MDT staff from the CEW service 
were interviewed, reflecting the pragmatic focus of the 
study on the service in which care was delivered, rather 
than a broader range of stakeholders involved in CYP’s 
care (e.g., GPs, schools). Consequently, interactions 
between the CEW service and the broader ‘team around 
the child’ are not captured. Similarly, derived themes 
were drawn from seven of 38 CEW services and so may 
not fully reflect the practices or perspectives of the whole 
CEW programme. It should also be noted that services 
included in this study were purposively selected for their 
innovative approaches to delivering their CEW service. 
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This potentially may have introduced sampling bias and 
thus limit the generalisability of findings to less-devel-
oped services. Therefore, it is important that future com-
missioning decisions be taken within the context of the 
broader findings of the ENHANCE evaluation. Notably, 
patients’ lived experiences of CEW services were not cap-
tured within the current study as other research from the 
ENHANCE evaluation will explore this (NIHR, 158453).

Conclusion
This study presents novel insights from MDT members 
on the delivery of the first NHS commissioned special-
ist weight management pilot for CYP in England. It high-
lights the distinct challenges and facilitators associated 
with designing and implementing a pilot programme, 
as well as the impact on service delivery. The findings 
also underscore the complexity within the CEW patient 
cohort, and the corresponding need for person-centred, 
holistic, and flexible models of care. Collectively, these 
findings suggest that the CEW programme represents a 
distinctive and innovative approach to specialist paediat-
ric obesity service delivery, and that any future roll out 
could incorporate the ENHANCE evaluation recommen-
dations to optimise models of care.
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