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ABSTRACT
Objective: To explore general practitioners’ (GPs) and
primary care nurses’ perceived barriers to raising the
topic of weight in general practice.
Design: A qualitative study using the Theoretical
Domains Framework (TDF). 34 semistructured
interviews were conducted to explore views, opinions
and experiences of initiating a discussion about weight.
Content and thematic analyses were used to analyse
the interview transcripts.
Setting: General practices located in one primary care
trust in the South West of England.
Participants: 17 GPs and 17 nurses aged between
32 and 66 years. The modal age range for GPs was
30–39 years and for nurses, 40–49 years.
Results: Barriers were synthesised into three main
themes: (1) limited understanding about obesity care, (2)
concern about negative consequences, and (3) having
time and resources to raise a sensitive topic. Most
barriers were related to raising the topic in more routine
settings, rather than when dealing with an associated
medical condition. GPs were particularly worried about
damaging their relationship with patients and
emphasised the need to follow their patient’s agenda.
Conclusions: Uncertainty about obesity, concerns
about alienating patients and feeling unable to raise
the topic within the constraints of a 10 min
consultation, is adding to the reluctance of GPs and
nurses to broach the topic of weight. Addressing
these concerns through training or by providing
evidence of effective interventions that are feasible to
deliver within consultations may lead to greater
practitioner engagement and willingness to raise the
topic.

INTRODUCTION
Primary care clinicians including general
practitioners (GPs) and primary care nurses
have been assigned a key role in the preven-
tion and treatment of excess weight and
obesity. Recent reports produced by the
Academy of Medical Royal Colleges1 and the
Royal College of Physicians2 emphasise the
influence that clinicians can have on their
patients’ health behaviours.1 2 Evidence-
based guidelines recommend that

practitioners identify and classify overweight
and obesity by using ‘clinical judgement to
decide when to measure a person’s height
and weight’,3 and offer clinical manage-
ment.3 4 Despite these strong calls to action,
evidence from patient surveys suggest that
less than half of obese patients are advised by
their physician to lose weight.5 6 Recently, in
Great Britain, a cross-sectional survey of 810
overweight or obese adults found that only
17% of overweight and 42% of obese respon-
dents recalled ever receiving health profes-
sional advice to lose weight.7

Strengths and limitations of this study

▪ This article explores general practitioner (GP)
and nurse barriers to raising the topic of weight
in general practice, and finds that some clini-
cians encounter significant barriers. The identifi-
cation of barriers was facilitated by drawing on a
validated theoretical framework based on behav-
iour change theory.

▪ The inclusion of both GP and nurse barriers
provides novel insight into the research problem.

▪ A strength of the study is the underpinning the-
oretical framework, which facilitated a broad and
comprehensive approach to the identification of
barriers to raising the issue. However, this could
also be considered a limitation, since it pre-
cluded in-depth analysis into the nature of indi-
vidual barriers and may have prevented the
identification of barriers that deviated from the
framework.

▪ A limitation of the study design is the focus on
clinician beliefs and attitudes, rather than the
social and moral context of the consultation, or
the ways in which clinical encounters are
mediated by broader social and cultural dis-
courses surrounding obesity.

▪ A further limitation of the study design is the
absence of theoretical concepts such as stigma
and power in the analysis of our findings. While
we consider these important and relevant con-
cepts to include in research concerning obesity,
it was beyond the scope of this study to include
this level of analysis.
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In order to engage GPs and nurses in supporting
patients to lose weight, it is important to explore why dis-
cussions about weight loss in primary care are infre-
quent. Evidence to date suggests that GPs and nurses
find obesity difficult to discuss and are concerned about
raising the subject within the consultation.8 This
research has largely focused on barriers to obesity man-
agement, particularly the provision of advice for obesity.
Studies, mainly using survey and interview methods,
indicate that lack of time, limited training, low expecta-
tions of success and worry of being offensive to patients
prevent health professionals from playing an active role
in treating obesity.8–10

It is also useful to review the barriers that health pro-
fessionals experience when addressing other public
health problems, such as smoking and alcohol use. Like
obesity, smoking and alcohol consumption have been
framed as ‘lifestyle risk factors’, and have been identified
as sensitive matters to address in the consultation.11–13

While studies have reported some similarities in the bar-
riers to raising these issues, for example, all relate to
individual lifestyle habits and are thus potentially ‘face
threatening’,11–14 there are also differences in the chal-
lenges of addressing such topics. Smoking is an area of
public health that has received support at both a
primary care and national level, resulting in increased
provision of services in general practice and greater
acceptance of smoking as a health threat.15 16 In add-
ition, beneficial effects from clinician-delivered brief
interventions and referral to specialist services have been
established for smoking, and harmful and hazardous
alcohol consumption,17–20 yet there remains a lack of evi-
dence for effective weight loss interventions that can be
delivered at a population level in primary care.21 22 It is
therefore important to recognise that obesity presents
unique challenges to the primary care team.
In summary of the literature to date, there has been

little exploration of the full range of barriers that may
hinder clinicians from raising the topic of weight for the
first time with a patient. In addition, few studies have
sought the views of GPs and nurses, who both have a
shared responsibility to promote weight loss and facili-
tate access to weight management support.2 In light of
this gap, the study sought to systematically identify and
describe GPs’ and primary care nurses’ beliefs and atti-
tudes regarding barriers to raising the topic of weight
with overweight and obese patients presenting in
general practice. Raising the topic was defined as initiat-
ing a discussion about weight loss.

METHOD
Design
This was a qualitative study using semistructured inter-
views drawing on constructs and definitions from the
Theoretical Domains Framework (TDF).23 24 The frame-
work was judged to be a suitable conceptual tool to
guide the design and analysis of the study since it

enables an exploration of the full range of potential
influences on behaviour and has been validated to facili-
tate research into implementation problems.24

The TDF is a framework based on theories of human
behaviour and behaviour change, and is in line with
calls for complex interventions to improve health to be
informed by theory.25 26 The TDF was developed to
identify the causes of implementation difficulties and
promote understanding about how to change health
professional behaviour. The framework derived from the
integration of 33 theories and 128 constructs from
behavioural theory, resulting in 12 theoretical domains
useful for categorising barriers and enablers to specific
behaviours. The TDF has been used in a number of
empirical studies with healthcare professionals to
explore implementation problems in clinical areas, such
as low back pain,27 mental health,28 smoking cessation29

and dementia,30 supporting its validity as a theoretical
framework.24 Recently, a coding manual has been devel-
oped by Heslehurst et al,31 adapted from Michie et al23

and Cane et al,24 which lays out 12 theoretical domains
used to inform the topic guide of qualitative studies and
the analysis of interview transcripts (see online supple-
mentary additional file 1).

Participant selection and recruitment
All participants gave informed consent before taking
part in the interviews.
Purposive sampling was used to recruit a heteroge-

neous sample of GPs and nurses working within one
primary care trust in the South West of England. Study
information was provided at a practice manager
meeting, and emails outlining the study were sent to 58
GP surgeries and to a network of sessional GPs in the
local authority. This resulted in 13 GPs and 14 nurses
agreeing to be interviewed after receiving further details
about the study. Snowball sampling was also used to
recruit participants; four GPs and three nurses were
approached, either in person or via email, and all
agreed to be interviewed. Prior to taking part in the
study, participants were informed that interviews would
involve discussion about views of obesity, role and effi-
cacy beliefs, and the challenges involved in raising the
topic of weight in general practice. Participants were
recruited until no new information and understanding
from the interviews occurred.32 33 As a token of appreci-
ation, participants were offered the opportunity to claim
practice level reimbursement for their time.

Data collection
A flexible interview schedule was developed based on
the TDF domains and a review of empirical research
literature concerning barriers to health professional pre-
vention and management of obesity in primary care
(see online supplementary additional file 2). The topic
guide for the interviews began by asking participants
about the factors that triggered them to broach discus-
sions about weight loss. The remainder of the questions
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focused on the theoretical domains, to gain insight into
factors hindering discussion about weight loss. Prior to
interviews, the questions were piloted with three GPs
and two primary care nurses, to assess clarity and focus
of the interview schedule, and refined as appropriate.
Face-to-face individual interviews were conducted by

the lead researcher (MB), at a time and place to suit the
participant. Interview locations included general practice
offices, the University of Bath and participants’ homes.
Interviews lasted between 30 and 90 min. Participants

were encouraged to express the barriers most salient to
them and prompted to expand on views when deemed
appropriate by the researcher. Interviews were digitally
audiorecorded, and then transcribed verbatim by the
lead researcher and an external agency with transcrip-
tion expertise.
All data collection took place over January and

February 2013.

Data management and analysis
Audio recordings were transcribed verbatim in Microsoft
Word and then uploaded to NVivo (V.10) for coding
and data organisation. A period of familiarisation with
the data set by the lead researcher was followed by a
process of coding whereby a priori themes directed by
the interview topic guide, unexpected emergent themes
and recurring viewpoints were identified. A deductive
approach to content analysis34 was used to code the data
to the TDF framework, whereby data were reviewed for
content and correspondence to identified categories of
the TDF.31 The manifest and latent content were both
examined.35 36 The TDF coding framework developed
by Heslehurst et al31 was used to ensure code names
were matched to the appropriate domains. The accuracy
of this initial coding, derived from a subset of the data,
was checked by other members of the research team,
and then used to guide the indexing of the remaining
transcripts. Following the mapping of codes to the
domains of the TDF, the lower order themes were
charted and organised into three salient higher order
themes that manifest within the whole data set. This
process was facilitated by drawing on principles of the-
matic analysis37 and additional behaviour change theory
designed to guide the grouping of domains in the TDF
into broader components.38 At the final stage of data
analysis, the derived themes for GPs and nurses were
compared, and similarities and differences were identi-
fied. Analysis was a recursive process that developed over
time, with the lead researcher continually revisiting the
data set and theoretical literature before arriving at the
final themes.

RESULTS
Characteristics of GPs and nurses
Of the 17 GPs interviewed, 5 were partners, 6 were salar-
ied (1 of whom was a GP assistant) and 6 were locums.
Of the 17 nurses interviewed, 3 were nurse practitioners.

Nursing roles varied widely: six nurses specialised in dia-
betes care (3 of whom also carried out general practice
nurse duties), three nurses specialised in chronic
obstructive pulmonary disease and asthma (2 of whom
also carried out general practice nurse duties), four
nurses worked in emergency and minor illness roles
(1 of whom also carried out general practice nurse
duties), and four nurses were identified as having a gen-
eralist practice nurse role. Respondents came from
rural, semirural and urban practices. Additional demo-
graphic data are presented in table 1.
Content analysis34 resulted in 25 individual barriers to

raising the issue, which were then mapped to 10 behav-
ioural domains of the TDF (table 2). Barriers identified
do not apply to all clinicians but were identified as bar-
riers for at least two clinicians. Barriers were synthesised
into three higher order themes (figure 1) that manifest
within the entire data set. Each theme is described and
illustrated by selective quotations from respondents to
aid understanding.

Main themes
Barriers were synthesised into three overriding themes
during the second stage of the analysis: limited under-
standing about obesity care, concern about negative con-
sequences, and lacking time and resources to deal with a
sensitive issue. Each theme is described and quotations
from interviewees provided to illustrate the barriers
within the themes. If applicable, differences between GP
and nurse barriers are highlighted in the description of
each theme.

Limited understanding about obesity care
The first theme relates to two domains of the TDF:
knowledge and skills. Within this theme, there was low

Table 1 Demographic details reported by participants

GPs Nurses

Sex

Male 6

Female 11 17

Age (in years)

30–39 7 1

40–49 3 7

50–59 6 5

60–69 1 4

Experience as GP/nurse in general practice (in years)

0–9 7 7

10–19 3 6

20–29 7 4

Weight status

Normal (BMI 18.5–24.9 kg/m²) 9 9

Overweight (BMI 25–29.9 kg/m²) 7 4

Obese (BMI 30 kg/m² and above) 4

Not specified 1

BMI, body mass index; GP, general practitioner.
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awareness of the contents of any guidelines around
raising the topic. Clinicians expressed beliefs that there
is no standardised approach to raising the issue, and
acknowledged that they relied on a range of sources to
provide weight loss advice, including personal experi-
ence and media sources. Divergent opinions around
when to raise the topic were apparent with some clini-
cians believing it inappropriate to raise the topic in
routine consultations. While some practitioners
described obesity as a complex medical condition requir-
ing medical support, a minority of interviewees explicitly
questioned whether obesity was a medical problem.
These clinicians expressed the opinion that although
obesity had medical implications, it was largely a social
problem that may be better tackled outside primary
care. Other clinicians described concern about creating
obesity into a medical problem.

“Is obesity a medical problem? It has medical implica-
tions, I don’t think necessarily it’s a medical problem,
and I think sometimes it’s better being dealt with outside
the NHS, you know, because it has a lot of, there are a
lot of other factors that cause people to be heavier than
perhaps they need to come to a medical practice for.”
(Participant 25, Nurse)

Uncertainty about how to initiate weight loss discus-
sions when patients were presenting with problems

unrelated to excess weight were discussed. In these con-
sultations, the identification of excess weight was consid-
ered to be particularly problematic, and there was
uncertainty about the appropriate language and termin-
ology to use. Negative societal views about obesity con-
tributed to the difficulty of framing a discussion about
weight loss in a positive and constructive light.

“Just bringing it up….how do you bring it up, when
they’ve come in about a cold? It’s really difficult isn’t it
because you know we’ve all got to be very PC [politically
correct] and people get very hurt even with medical
terms like obesity or overweight, it can be really challen-
ging.” (Participant 13, GP)

Feeling unable to help patients with weight loss was
identified as a barrier for a proportion of clinicians. In
contrast, other respondents emphasised the value of
being able to offer advice and support. Nurses who had
been involved in training and research studies discussed
their increased confidence and perceived effectiveness
of supporting patients with weight loss, suggesting a lack
of knowledge and skills around obesity management
may have acted as a barrier to raising the topic
previously.

“I don’t find it that difficult any more. I think I may be
used to but I think again because we took part in the
research study and things, I think I find it a bit easier. I

Table 2 Barriers coded to the TDF framework

Behavioural domain Barrier GP Nurse

Knowledge Lacking content knowledge of guidelines

Not recognising obesity as a complex medical problem

Uncertainty about raising the topic routinely

√
√
√

√
√
√

Skills Uncertainty about how to raise the topic sensitively

Uncertainty about how to raise the topic when patient is not consulting with

related problem

√
√

√
√

Beliefs about consequences Potential to damage the doctor–patient relationship

Concern that patient will feel alienated and disengage from healthcare

Beliefs about negative responses

Potential to ‘open a can of worms’

√
√
√
√

√
√
√

Beliefs about capabilities Feeling ineffective at helping patients with weight loss √ √
Motivation Desire to maintain a positive, non-judgemental relationship with patient √
Competing goals Prioritising other areas of patient care

Prioritising other public health concerns

√ √
√

Emotion Fear of upsetting patients

Feeling awkward/uncomfortable raising the issue

Hopelessness

Frustration

√
√
√
√

√
√
√
√

Professional role and

identification

Threat to professional reputation

Impact of own weight status

Personal feelings about advocating weight loss

√
√
√

√
√

GP practice and available

resources

Having time to open up a sensitive issue

Feeling as if there’s nothing to offer patients

No continuity of care with patients

√
√
√

√
√
√

Social influences Adhering to the patient’s agenda

Perceptions about patient receptiveness to advice

√
√ √

GP, general practitioner; TDF, Theoretical Domains Framework.
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think I find it easier in the fact that before—it’s okay to
raise a patient’s issue of weight, but if you’ve not got any
advice to give them then what’s the point? So yeah, so I
don’t mind so much now because at least I can sort of
steer them, give them a bit of advice.” (Participant 28,
Nurse)

Concern about negative consequences
Negative consequences of raising the topic of weight
relate to six domains of the TDF: beliefs about conse-
quences; beliefs about capabilities; emotion; social influ-
ences; professional role and identification; and
motivation. The potential for patients to feel blamed,
persecuted and further stigmatised about their weight

was widely discussed. Concerns were expressed that a
narrow focus on weight at the expense of other health
problems could be counterproductive and alienate
patients from consulting in the future.

“The last thing you want to do is completely disenfran-
chise a patient such that they’re very reluctant to see
anybody, that’d be counterproductive. We are very time
limited but I don’t think it takes long to raise the issue of
weight so I think the main thing would be losing the
patient trust and the patient’s engagement.” (Participant
1, GP)

Several of the barriers within this theme were unique
to GPs, who expressed concern that raising the topic of

Figure 1 Barriers to raising the topic synthesised into three analytic themes (GP, general practitioner).
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weight conflicted with their desire to maintain a non-
judgemental relationship with patients. Raising the topic
of weight was viewed as a threat to professional reputa-
tion, with acknowledgement by some GPs that they did
not want to become known as the ‘nagging doctor’. GPs
also expressed concern about deviating from the
patients’ agenda, stressing the importance of treating a
patients’ presenting problem and meeting expectations.

“I think patients having confidence that they can come
and talk to their GP about anything and they won’t be
judged … if I have to not talk about something or talk
about something very sort of gently in order to preserve
my reputation as being non-judgmental then I will do
that.” (Participant 15, GP)

In regard to a health professional’s own weight status
and personal health beliefs, no clear pattern emerged in
relation to whether these factors acted as barriers to
raising the topic. Having a body mass index (BMI) in
the normal weight range was viewed as a barrier by some
clinicians due to beliefs that patients would perceive
them to lack empathy. Having a BMI in the obese range
was viewed as a barrier by several nurses who acknowl-
edged feeling uncomfortable raising the issue due to
the personal nature of such discussions, the difficulties
of weight loss and uncertainty about the credibility of
their message.

“Being a rather larger person myself, I find it sometimes
a little bit sensitive to say, ‘You really ought to lose some
weight’, when, actually, the same person could be saying
it back to me.” (Participant 23, Nurse).

Lacking time and resources to deal with a sensitive issue
The lack of time available in a consultation was judged
to hinder the opportunity for clinicians to engage in
sensitive discussion about weight loss. This theme con-
sisted of two domains of the TDF: GP practice and avail-
able resources, and competing goals within the
consultation. Owing to the limited time and the need to
run to schedule for other patients waiting in the surgery,
clinicians perceived they lacked time to initiate a discus-
sion about weight loss. This barrier was particularly
salient for clinicians working within 10 min consultations
and when patients were attending for medical problems
unrelated to excess weight. Nurses with longer appoint-
ment times, and clinicians working in practices and/or
roles that facilitated continuity of care with patients,
emphasised their confidence in having adequate time to
begin a dialogue about weight loss and emphasised that
discussions could continue over a series of visits.

“I think often it is time because you have a patient that
comes, you have ten minute appointments, there is not
really much scope, patients are not happy to wait gener-
ally in general practice so even if you think you should
really mention this, you know it’s going to be time con-
suming, it’s not a quick consultation about weight.”
(Participant 14, GP)

Views about services to offer overweight patients dif-
fered between clinicians. Some clinicians expressed opti-
mism about signposting to groups such as Slimming
World or Exercise on Referral, comparing this with
being able to offer a prescription. Others felt these
schemes lacked evidence of long-term success and
expressed ambivalence. Clinicians perceiving themselves
unable to offer any assistance or constructive support to
patients expressed hopelessness and frustration.

“It’s just not something I enjoy doing because people do
get very offended and feel very judged and also I feel I
haven’t got, having brought it up, I haven’t got huge
amounts of resources then to offer people to help them
with it.” (Participant 12, GP)

Competing goals within the consultation were per-
ceived to hinder the opportunity to raise the issue.
Clinicians asserted that their main concern was to deal
with the patients presenting problem, which often
restricted the opportunity to raise weight as an add-
itional issue. Factors relating to individual patient needs
and preferences, such as the patient’s presenting illness
and the broader social context of a patient’s life, were
also judged to inhibit the opportunity for clinicians to
initiate a discussion about weight loss. Raising other
public health issues, such as smoking, was identified as a
barrier mainly discussed by nurses.

“That’s the trouble isn’t it, it’s the conflict of time for all
the other things that we’re supposed to do in a ten
minute consultation, of which probably smoking cessa-
tion comes quite high on the sort of health promotion
thing…and alcohol, of course, that’s another.”
(Participant 34, Nurse).

DISCUSSION
The purpose of this study was to systematically map the
barriers to raising the topic of weight in general practice
by capturing the perspectives of GPs and primary care
nurses. Using behaviour change theory, barriers were
mapped into 10 domains on the TDF and synthesised
into three higher order analytic themes. Future interven-
tions wishing to change the behaviour of GPs and
nurses may wish to target the identified domains of the
TDF that are proposed to be mediators of behaviour
change.23 24

This study confirms that the majority of barriers relate
to raising the topic of weight when patients are consult-
ing with a medical problem that is not considered to be
linked to obesity.8 39 The majority of clinicians working
in generalist roles do not discuss weight with patients as
a routine part of clinical practice due to beliefs that it is
inappropriate, unfeasible or unacceptable to patients.
While clinicians said they were more likely to discuss
weight with patients in the context of a weight-related
health problem, the multitude of barriers in any single
consultation, including factors that appear to be
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distinctive to obesity, such as stigma, may prevent clini-
cians from discussing weight despite recognising the
need to. An important finding is the uncertain knowl-
edge demonstrated by GPs and nurses about obesity as a
medical condition that should be prevented and treated
in primary care. This suggests that, despite increased
attention towards the role of primary care in treating
obesity, there are still gaps in the implementation of this
knowledge. A proportion of clinicians remain ambiva-
lent about their role in helping patients with weight loss.
It has been reported elsewhere that medical profes-
sionals view lifestyle change as a personal choice,40 and
believe obesity may be better addressed by politicians at
a societal level.9 41 42 Although the findings of the
current study suggest that the health and economic con-
sequences of obesity are recognised, knowledge sur-
rounding how obesity should be treated remains
disputed and inconsistent among practitioners. These
views may also reflect the limited evidence-base for
effective primary care-led weight loss interventions,43 as
well as the controversy and uncertainty surrounding
obesity on a national level.44 45

A novel insight to emerge is the personal dimension
of discussing weight loss, which appears to influence
clinician views. The majority of GPs and nurses
expressed the view that their own body weight and per-
sonal beliefs about weight loss could act as barriers to
raising the issue. Research has highlighted that clinicians
with a BMI classified in the overweight or obese weight
range experience more barriers to offering weight loss
advice than clinicians with a BMI categorised in the
normal weight range.46 47 However, this study suggested
a more complex and nuanced picture between clinician
weight status and attitudes, with normal weight and over-
weight clinicians expressing the view that their own
weight status was a potential barrier to raising the issue.
At a time when negative views and attitudes towards
people with excess weight are evident in society,48 49 it is
important to explore how clinicians perceive the
increased pressure to deliver weight loss advice, and
understand the influence their personal values and
experiences of weight loss have on this task.

Key differences between GPs and nurses
In comparison with nurses, GPs expressed greater
concern about the potential to damage their relation-
ship with a patient and divert the consultation away
from the patient’s agenda. GPs were particularly cau-
tious about raising the topic in routine consultations
due to the risk of losing patient trust and damaging
their own professional reputation. Other research has
emphasised the centrality GPs place on abiding by their
patient’s agenda40 50 as well as highlighting that doctors
may fail to take account of unvoiced agendas51 or recog-
nise elements of the patient’s agenda, particularly those
of a social and emotional nature.52 53

Strengths and limitations of the study
A key strength of the research is the underpinning the-
oretical framework guiding the design and analysis of
the study. Using constructs drawn from theories of
behaviour change facilitated the identification of the
factors influencing health professional behaviour. The
qualitative design of the study revealed the nuances and
tensions inherent in managing obesity in primary care.
The recruitment of a diverse sample of GPs and
primary care nurses with a wide range of experience
and specialities is a further strength of this study. The
inclusion of locum GPs and the diversity of nursing
roles ensured the identification of a wide variety of
barriers.
Limitations include the nature of recruitment, with

the majority of GPs and nurses actively volunteering to
this study. This may have resulted in recruiting clini-
cians with more interest in identifying and discussing
the issue of raising the topic of weight and obesity than
is typical. The sample of health professionals is also
drawn from one location. Although we ensured that the
interviewees operate in diverse socioeconomic environ-
ments, recruitment from other sites might have
revealed new dimensions. In this study, we explored bar-
riers to raising the topic of weight in consultations
focusing on related as well as unrelated problems.
Since findings of our study highlight the particular dif-
ficulties of broaching the topic in consultations about
unrelated problems, future research could focus mainly
on exploring this in more detail. The study did not
recruit any GPs who self-reported a BMI in the obese
range, which may have excluded gaining more insight
into barriers related to a GPs own weight status. For
this reason, the study does not claim that having a BMI
in the obese range is a barrier for nurses only, as it is
possible that it is also a barrier for GPs. Since GPs and
nurses with a BMI in the normal range both considered
their weight status a potential barrier to raising the
topic, the study identified ‘impact of own weight status’
as a barrier on a broader level. Finally, variation in
interview length occurred due to constraints and
demands on clinician time.

Strengths and limitations of this study in relation to other
studies
While a strength of this study is the comprehensive
coverage it has given to a multitude of barriers, it pre-
cluded the in-depth investigation into each barrier or
behavioural domain. Other studies investigating interac-
tions concerning obesity have incorporated theoretical
concepts such as stigma54 55 and shame,14 while taking a
critical stance to the use of language. These methods
give rich and contextualised findings, provide insight
into meanings and power dynamics, and go beyond
the individual clinician to incorporate broader socio-
political influences.56 57 Since the purpose of the TDF is
to identify behavioural domains that warrant further
investigation,24 findings of this study can facilitate

Blackburn M, et al. BMJ Open 2015;5:e008546. doi:10.1136/bmjopen-2015-008546 7

Open Access

 on M
ay 19, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2015-008546 on 7 A

ugust 2015. D
ow

nloaded from
 

http://bmjopen.bmj.com/


future research as they can be used to indicate the selec-
tion of relevant theory to generate more detailed
understanding.
A further limitation of this study in comparison to

other qualitative research conducted in general practice,
is the deductive nature of enquiry taken and the implica-
tions this has for how the research was conducted, and
the resultant findings. The TDF is based on behaviour
change theories that carry assumptions about the rela-
tionship between cognitions and behaviour, and that
focus on individual-level beliefs and attitudes in relation
to a discrete behaviour. It can be argued that this
method is inadequate to capture the dynamic and inter-
actional aspects of practice.58 59 Other research explor-
ing how topics such as smoking and alcohol are
introduced into the consultation have emphasised the
process of negotiation inherent in these consultations,
and highlighted the importance of the context in which
advice is given, including the interactional and practical
constraints on practice.60 61 Although the targeting of
specific barriers by eliciting clinician beliefs can be con-
sidered a strength of the current study, a method better
able to incorporate the socially situated and interactive
nature of barriers in the context of general practice is
needed in future enquiry.
Future research may wish to explore insights from the

study that the framework failed to adequately capture.
For example, it was noted that clinicians held conflicting
views, particularly regarding the framing of obesity as a
medical condition, suggesting ambivalence and discom-
fort around this area of care. Furthermore, it was pos-
sible to detect implicit frustration regarding the
perceived lack of responsibility and denial/defensiveness
demonstrated by patients. Another interesting insight
was the uncertainty around initiating discussions about
weight with patients presenting with emotional and/or
mental health problems, including low self-esteem,
depression and body image concerns, with many clini-
cians expressing reluctance to discuss weight in such
situations. Given that obesity is associated with an
increased risk of depression and reduced psychological
well-being,62 a potential mechanism of this association
being weight stigma,63 64 there may be a significant
number of patients who are not offered support to lose
weight, or with whom weight-related concerns are not
discussed, suggesting compromised care for these
patients.

Implications
The findings of this study provide a detailed insight into
how practitioners can be supported to discuss weight
loss with patients. Most apparent is the need to address
the uncertain knowledge about obesity as a complex
medical condition and to clarify the role of primary care
professionals in the management, and potentially pre-
vention, of obesity. Concern about negative conse-
quences of raising the topic suggests that clinicians need
support to engage with patients about weight in a non-

stigmatising and non-harmful way. Offering training and
education that includes the views of individuals with
obesity and provides health professionals with a compre-
hensive understanding of the stigma and psychological
impacts of obesity, is just one way that health profes-
sionals could be empowered in this area of practice. In
addition, evidence of brief interventions that are feasible
to be implemented in primary care settings and that
target multilevel barriers is required. Finally, lessons
from other areas of public health could be drawn on,
particularly smoking, where clinicians are equipped with
smoking cessation services and pharmacological treat-
ment, and are incentivised by the Quality and Outcomes
Framework as part of a comprehensive strategy to lower
rates of smoking in the population.65 66 Although such
changes may encourage practitioners to raise the topic rou-
tinely, this study confirms that there are challenges unique
to discussing obesity, particularly weight stigma, that need
to be further explored and targeted in future research.

CONCLUSION
Raising the topic of weight within a general practice con-
sultation is a complex endeavour for GPs and practice
nurses to negotiate with their patients. Uncertainty
about how and when to raise the topic of weight, and
the threat of alienating and/or upsetting patients, are
contributing to an unease and a lack of motivation by
healthcare professionals to identify weight as an issue.
Furthermore, competing demands and limited time
available in brief consultations limit the opportunity for
intervention.
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S1: Theoretical Domains Framework, Domains and Constructs Coing manual (Adapted from Michie et al 2005 and Cane et al 2012) 

Domains and Constructs Examples of relevant data 

1: Knowledge (An awareness of the existence of something) 

 Knowledge (including knowledge of condition /scientific rationale) 

 Procedural knowledge (Knowing how to do something) 

 Schemas + mindsets + illness representations 
 

 Statements about having/not having/wanting factual or procedural knowledge of when and 
how to do the behaviour 

 Statements about having/not having/wanting an understanding of the rationale behind 
performing the behaviour  
o I know/do not know/want to know how/when to do the behaviour 
o I know/do not know/want to know why I should do the behaviour 

In the context of this study, knowledge of the condition/scientific rationale could relate to 
knowledge of obesity determinants, risks in pregnancy, weight management theory etc. 
Knowledge of these factors may be both correct and incorrect knowledge. 

2: Skills (An ability or proficiency acquired through practice)  

 Skills development (The gradual acquisition or advancement through progressive stages of an ability or proficiency acquired through 
training and practice)  

 Competence (One's repertoire of skills, and ability especially as it is applied to a task or set of tasks) 

 Ability (Competence or capacity to perform a physical or mental act.Ability may be either unlearned or acquired by education and practice 

 Interpersonal skills (An aptitude enabling a person to carry on effective relationships with others, such as an ability to cooperate, to assume 
appropriate social responsibilities or to exhibit adequate flexibility) 

 Practice (Repetition of an act, behaviour, or series of activities, often to improve performance or acquire a skill) 

 Skill assessment (A judgment of the quality, worth, importance, level, or value of an ability or proficiency acquired through training and 
practice) 

 Coping strategies 

 Statements describing techniques/capability/skills used/how they do the behaviour in 
practice 

 Statements about wanting to develop/improve skills in doing the behaviour 
o In practice, I do x,y,z  to help me perform the behaviour 
o I would like training in how best to do the behaviour/we haven’t had any training in how 

to do the behaviour 
In the context of this study, skills may be interpersonal skills (e.g. using empathy, practice, 
encouragement, sensitivity, practical advice, promote benefits, non-judgemental approach, 
terminology, normalisation, communication skills etc). May also involve skills adopted to cope 
in the absence of specific skills training related to behaviours (e.g. ‘We’ve never been told how 
to broach categorising women as obese so I try to normalise it by x, y and z’) 

3: Social or Professional Role and Identity (Self-standards) (A coherent set of behaviours and displayed personal qualities of an individual in a 
social  or work setting) 

 Professional identity (The characteristics by which an individual is recognised relating to, connected with or befitting a particular profession) 

 Professional role (The behaviour considered appropriate for a particular kind of work or social position) 

 Social identity (The set of behavioural or personal characteristics by which an individual is recognizable [and portrays] as a member of a 
social group) 

 Identity (An individual's sense of self defined by a) a set of physical and psychological characteristics that is not wholly shared with any other 
person and b) a range of social and interpersonal affiliations (e.g., ethnicity) and social roles) 

 Professional boundaries (The bounds or limits relating to, or connected with a particular profession or calling) 

 Group identity (The set of behavioural or personal characteristics by which an individual is recognizable [and portrays] as a member of a 
group) 

 Organisational commitment (An employee's dedication to an organisation and wish to remain part of it. Organisational commitment is often 
described as having both an emotional or moral element and a more prudent element) 

 Social and group norms 

 Alienation (Estrangement from one’s social group; a deep seated sense of dissatisfaction with one’s personal experiences that can be a 
source of lack of trust in one’s social or physical environment or in oneself; the experience of separation between thoughts and feelings) 

 Statements relating to how healthcare profesionals see themselves 

 Statements relating to the extent they view the behaviour as a characteristic/ feature/ 
meaningful aspect/ representative of their professional role 

 Statements relating to the extent their personal identity influences doing the behaviour 
o It is/isn’t part of our role/job/profession/responsibility to do the behaviour 
o My [personal identity] impacts on how/whether I perform the behaviour 

In the context of this study, professional role may relate to the extent that healthcare 
professionals feel that providing obesity and weight management support is part of their 
professional role, and the roles of other healthcare professional groups. Personal identity may 
relate to healthcare professionals gender or own weight status and the impact this has on 
providing obesity and weight management support. 

4: Beliefs about Capabilities (Self-efficacy) (Acceptance of the truth, reality, or validity about an ability, talent, or facility that a person can put 
to constructive use) 

 Self-confidence (Self-assurance or trust in one's own abilities, capabilities and judgment) 

 Perceived competence (An individual's belief in his or her ability to learn and execute skills) 

 Self-efficacy (An individual's capacity to act effectively to bring about desired results, as perceived by the individual) 

 Perceived behavioural control (An individual's perception of the ease or difficulty of performing the behaviour of interest) 

 Self-esteem (The degree to which the qualities and characteristics contained in one's self- concept are perceived to be positive) 

 Empowerment (The promotion of the skills, knowledge and confidence necessary to take great control of one's life as in certain educational 
or social schemes; the delegation of increased decision-making powers to individuals or groups in a society or organisation) 

 Professional confidence (An individual's belief in his or her repertoire of skills, and ability especially as it is applied to a task or set of tasks) 

 Control of behaviour and material and social environment 

 Optimism (The confidence that things will happen for the best or that desired goals will be attained) 

 Pessimism (The attitude that things will go wrong and that people's wishes or aims are unlikely to be fulfilled) 

 Evaluative statements of healthcare professionals confidence, judgements about their 
competence and control in their ability (or inability) to perform the behaviour 
o I do/don’t feel confident/able/capable/competent to do the behaviour 
o I find it difficult/easy etc to do the behaviour 
o I feel that I have/don’t have control in doing the behaviour 

 Statements relating to expectations of carrying out a behaviour due to beliefs of competency 
in performing the behaviour 
o I know *behaviour+ will be/won’t be successful because I am/am not very efficient at 

that task 
In the context of this study, beliefs about capabilities relates to healthcare professionals making 
evaluative judgments on their ability to do the behaviour, for example their confidence in being 
able to sensitively discuss women’s weight and subsequent risks in pregnancy etc. This would 
also include expressing optimism/pessimism of effectively discussing obesity, weight 
management, nutrition etc. based directly upon their believed competence in these behaviours. 



5: Beliefs about Consequences (Anticipated outcomes/attitude) (Acceptance of the truth, reality, or validity about outcomes of a behaviour 
in a given situation) 

 Beliefs (The thing believed; the proposition or set of propositions held true) 

 Outcome expectancies (Cognitive, emotional, behavioural, and affective outcomes that are assumed to be associated with future or 
intended behaviours. These assumed outcomes can either promote or inhibit future behaviours) 

 Characteristics of outcome expectancies (Characteristics of the cognitive, emotional and behavioural outcomes that individuals believe are 
associated with future or intended behaviours and that are believed to either promote or inhibit these behaviours. These include whether 
they are sanctions/rewards, proximal/distal, valued/not valued, probable/improbable, salient/not salient, perceived risks or threats) 

 Anticipated regret (A sense of the potential negative consequences of a decision that influences the choice made: for example an individual 
may decide not to make an investment because of the feelings associated with an imagined loss) 

 Consequents (An outcome of behaviour in a given situation) 

 Unrealistic optimism (The inert tendency for humans to over-rate their own abilities and chances of positive outcomes compared to those of 
other people) 

 Salient events / sensitisation / critical Incidents (Occurrences that one judges to be distinctive, prominent or otherwise significant) 

 Attitudes 

 Contingencies (A conditional probabilistic relation between two events. Contingencies may be arranged via dependencies or they may 
emerge by accident) 

 Reinforcement (Increasing the probability of a response by arranging a dependent relationship, or contingency, between the response and a 
given stimulus. A process in which the frequency of a response is increased by a dependent relationship or contingency with a stimulus) 

 Punishment (The process in which the relationship between a response and some stimulus or circumstance results in the response becoming 
less probable; a painful, unwanted or undesired event or circumstance imposed as a penalty on a wrongdoer) 

 Consequents (An outcome of behaviour in a given situation) 

 Rewards (proximal / distal, valued / not valued, probable /improbable) (Return or recompense made to, or received by a person contingent 
on some performance) 

 Incentives (An external stimulus, such as condition or object, that enhances or serves as a motive for behaviour) 

 Sanctions (A punishment or other coercive measure, usually administered by a recognised authority, that is used to penalise and deter 
inappropriate or unauthorised actions) 

 Statements relating to healthcare professionals beliefs/views etc on the 
outcome/consequences of doing/not doing the behaviour 

 Statements can include positive or negative consequences of doing/not doing the behaviour 

 Statements can include consequences of doing/not doing the behaviour on themselves or 
their patients 

 If I do/don’t do the behaviour, x,y,z will happen 

 Doing the behaviour will have a beneficial/adverse impact on me/my patient 

 Statements relating to doing the behaviour being directly contingent on receiving rewards or 
punishments 

 I do/don’t do x, y, z because otherwise x, y, z will/will not happen 

 Getting praise/thanked etc for doing the behaviour encourages me to do it 

 I do the behaviour because I will be in trouble/get told off/be reported/get reprimanded 
etc if I don’t 

In the context of this study, beliefs about consequences could relate to healthcare professionals 
beliefs that doing the behaviour will result in negative reactions from women being categorised 
as obese/damage the midwife-woman relationship etc. Also willingness to perform the 
behaviour based on expectations of outcomes (e.g. weight management in pregnancy is 
pointless/too late to reduce risks etc). Reinforcement could relate to doing behaviours such as 
categorising a woman as obese because she needs to have a risk assessment by another 
department, or if the behaviour is linked with punishments such as litigation/ complaints, or 
rewards such as continued professional development/personal satisfaction/patient satisfaction 
rewards etc  
 

6: Motivation and Goals (Intention) (Mental representations of outcomes or end states that an individual wants to achieve) 

 Goals: distal / proximal (Desired state of affairs of a person or system, these may be closer (proximal) or further away (distal)) 

 Goal priority (Order of importance or urgency of end states toward which one is striving) 

 Goal / target setting (A process that establishes specific time based behaviour targets that are measurable, achievable and realistic) 

 Goals: autonomous /controlled (The end state toward which one is striving: the purpose of an activity or endeavour. It can be identified by 
observing that a person ceases or changes its behaviour upon attaining this state; proficiency in a task to be achieved within a set period of 
time) 

 Intention (A conscious decision to perform a behaviour or a resolve to act in a certain way) 

 Stability of intention/certainty of intention (Ability of one’s resolve to remain in spite of disturbing influences) 

 Transtheoretical model and stages of change (A five-stage theory to explain changes in people’s health behaviour. It suggests that change 
takes time, that different interventions are effective at different stages, and that there are multiple outcomes occurring across the stages) 

 Intrinsic motivation 

 Committment 

 Statements relating to the healthcare professionals goals/aims/desired end result of doing 
the behaviour 

 Statements relating to other goals which may interfere with doing the behaviour 

 Statements relating to how prioritising goals influences whether or not to do the behaviour 
o Competing priorities mean I do/don’t do the behaviour  
o I do/don’t do the behaviour as it will/won’t meet my main goals 
o I prioritise other behaviours which are more important 

 Statements relating to healthcare professionals resolve to/the extent they plan to perform 
the behaviour 
o I plan to/set out to/aim to /am determined to/want to/don’t want to do the behaviour 

In the context of this study, intentions may be a midwife stating how she aims to always discuss 
diet and nutrition when she sees a pregnant woman or conversely weak intentions may be a 
lack of intention to discuss diet and nutrition (e.g. I don’t always make a point to discuss it) In 
the context of this study, healthcare professional’s goals may relate to wanting to support 
obese pregnant women with their weight-related behaviours to improve their health, their 
family’s health, pregnancy outcomes, to reduce risks, to make their job easier etc. Goal 
priorities may relate to the competing topics to cover during antenatal appointments, and how 
important obesity and weight management is perceived in comparison with other priorities 
such as smoking cessation etc. 
(Intentions – things I want to do; Goals – things I want to achieve) 

7: Memory Attention and Decision Processes (The ability to retain information, focus selectively on aspects of the environment and choose 
between two or more alternatives) 

 Memory (The ability to retain information or a representation of a past experience, based on the mental processes of learning or encoding 
retention across some interval of time, and retrieval or reactivation of the memory; specific information of a specific past) 

 Attention (A state of awareness in which the senses are focussed selectively on aspects of the environment and the central nervous system is 
in a state of readiness to respond to stimuli) 

 Attention control (The extent to which a person can concentrate on relevant cues and ignore all irrelevant cues in a given situation) 

 Statements relating to time/situations etc when the healthcare professionals would 
remember or forget to do the behaviour 

 Statements relating to relying on cognitive approaches to perform the behaviour/make a 
quick decision 

 Statements relating to cognitive limitations such as forgetting/overseeing/not being able to 
make the decision 

 We have to discuss so many issues that I forget to do the behaviour 



 Decision making (The cognitive process of choosing between two or more alternatives, ranging from the relatively clear cut to the complex) 
 

 There are so many problems with doing the behaviour that I can’t decide/feel 
overwhelmed/don’t know where to start 

 I don’t do the behaviour because I  can’t make the decision in the pressure of the 
situation and competing demands/feel too tired at the end of the day to concentrate to 
make the right decision 

In the context of this study memory, attention and decision processes may relate to the 
healthcare profesionals ability to remember to discuss weight/weight management at specific 
appointments, or due to the complexity of obesity not knowing where to start, or due to having 
to discuss too many different public health issues they feel overwhelmed and find it difficult to 
make the decision on how much information or the priority of information to give. 

8: Environmental Context and Resources (Any circumstance of a person’s situation or environment that discourages or encourages the 
development of skills and abilities, independence, social competence, and adaptive behaviour) 

 Environmental stressors (External factors in the environment that cause stress) 

 Resources / material resources (availability and management) (Commodities and human resources used in enacting a behaviour) 

 Organisational culture/climate (A distinctive pattern of thought and behaviour shared by members of the same organisation and reflected in 
their language, values, attitudes, beliefs and customs) 

 Salient events / critical Incidents (Occurrences that one judges to be distinctive, prominent or otherwise significant) 

 Person x environment interaction (Interplay between the individual and their surroundings) 

 Knowledge of task environment (Knowledge of the social and material context in which a task is undertaken) 

 Describing the presence or absence of  tools/resources/ equipment/ services/ organisational 
structures which facilitate/impede performing the behaviour 

 Describing how the organisational practice/culture/maternity population facilitates/impedes 
performing the behaviour  

 Wanting tools/resources/equipment/services/changes in the organisational structure to 
facilitate performing the behaviour 

 We have/don’t have/need services/resources etc to do the behaviour 

 The services/resources etc that we have to do the behaviour are 
good/sufficient/poor/insufficient etc  

 The environment/organisational culture etc has an impact on  doing the behaviour 
Examples of the environmental context and resources in this study could be the availability of 
support services, patient or healthcare professional information, equipment, service-level 
pathways of care for obesity, time, staffing levels, whether organisation culture 
prioritises/provides resource for obesity or not etc (note: in relation to having to prioritise 
behaviours due to time restrictions then time would be coded as goals) 

9: Social Influences (Those interpersonal processes that can cause individuals to change their thoughts, feelings, or behaviours) 

 Social pressure (The exertion of influence on a person or group by another person or group) 

 Social norms (Socially determined consensual standards that indicate a) what behaviours are considered typical in a given context and b) 
what behaviours are considered proper in the context) 

 Group conformity (The act of consciously maintaining a certain degree of similarity to those in your general social circles) 

 Social comparisons (The process by which people evaluate their attitudes, abilities, or performance relative to others) 

 Group norms (Any behaviour, belief, attitude or emotional reaction held to be correct or acceptable by a given group in society) 

 Social support (The apperception or provision of assistance or comfort to others, typically in order to help them cope with a variety of 
biological, psychological and social stressors. Support may arise from any interpersonal relationship in an individual’s social network, 
involving friends, neighbours, religious institutions, colleagues, caregivers or support groups) 

 Power/hierarchy (The capacity to influence others, even when they try to resist this influence) 

 Intergroup conflict (Disagreement or confrontation between two or more groups and their members. This may involve physical violence, 
interpersonal discord, or psychological tension) 

 Group identity (The set of behavioural or personal characteristics by which an individual is recognizable [and portrays] as a member of a 
group) 

 Learning and modelling (In developmental psychology the process in which one or more individuals or other entities serve as examples 
(models) that a child will copy) 

 Organisational culture/climate (A distinctive pattern of thought and behaviour shared by members of the same organisation and reflected in 
their language, values, attitudes, beliefs and customs) 

 Organisational development  

 Leadership (The processes involved in leading others, including organising, directing, coordinating and motivating their efforts toward 
achievement of certain group or organisation goals) 

 Team working 

 Professional boundaries/roles 

 Management commitment 

 Supervision 

 Champions 

 Social comparisons 

 Identity (An individual's sense of self defined by a) a set of physical and psychological characteristics that is not wholly shared with any other 

 Statements expressing the influence of others on doing the behaviour (social support, group 
norms etc) 
o I do/don’t do the behaviour this because ‘others’ condone/ support/ advocate/ 

disapprove/ dictate/ demand it 
In the context of this study, others may include individuals or groups of peers, other healthcare 
professional groups, colleagues, management/authoritative organisations etc.  
Additionally, when healthcare professionals want patient perspectives, feedback, and 
experiences to influence their behaviour this would be a social influence (e.g. healthcare 
professionals want feedback on patient experiences of obesity communication to help develop 
their communications skills etc). However when referring to the interpersonal nature of 
conducting the behaviour with the patient (e.g. discussing weight management strategies, 
informing of obesity status) this would be classed as Skills.  



person and b) a range of social and interpersonal affiliations (e.g., ethnicity) and social roles) 

 Group identity (The set of behavioural or personal characteristics by which an individual is recognizable [and portrays] as a member of a 
group) 

 Social identity (The set of behavioural or personal characteristics by which an individual is recognizable [and portrays] as a member of a 
social group) 

 Organisational commitment/alienation 

 Feedback 

 Conflict—competing demands, conflicting roles 

 Change management 

 Crew resource management 

 Negotiation 

10: Emotion (A complex reaction pattern, involving experiential, behavioural, and physiological elements, by which the individual attempts to 
deal with a personally significant matter or event) 

 Fear (An intense emotion aroused by the detection of imminent threat, involving an immediate alarm reaction that mobilises the organism 
by triggering a set of physiological changes) 

 Anxiety (A mood state characterised by apprehension and somatic symptoms of tension in which an individual anticipates impending 
danger, catastrophe or misfortune) 

 Affect (An experience or feeling of emotion, ranging from suffering to elation, from the simplest to the most complex sensations of feelings, 
and from the most normal to the most pathological emotional reactions) 

 Stress (A state of physiological or psychological response to internal or external stressors) 

 Depression (A mental state that presents with depressed mood, loss of interest or pleasure, feelings of guilt or low self-worth, disturbed 
sleep or appetite, low energy, and poor concentration) 

 Positive / negative affect (The internal feeling/state that occurs when a goal has/has not been attained, a source of threat has/has not been 
avoided, or the individual is/is not satisfied with the present state of affairs) 

 Burn-out (Physical, emotional or mental exhaustion, especially in one's job or career, accompanied by decreased motivation, lowered 
performance and negative attitudes towards oneself and others) 

 Cognitive overload / tiredness (The situation in which the demands placed on a person by mental work are greater than a person’s mental 
abilities) 

 Anticipated regret 

 Threat 

 An expression of their own personal emotional reaction/state to performing the behaviour 

 Expressing how their emotional reaction/state positively or negatively impacts on them 
doing the behaviour 

 I get embarrassed/ upset/ scared/ anxious/ stressed/ depressed/ uncomfortable/ 
happy/ elated/ relaxed/ pleased etc when doing the behaviour 

 I do/don’t want to do the behaviour because it is embarrassing/ upsetting/ elating etc 

 I feel sympathy / empathy / sorry for the patient which makes me want to do the 
beahviour 

In the context of this study, emotion relates to the emotional response of the healthcare 
professional in relation to performing the behaviour, and not the emotional response of the 
patients to the behaviour (e.g. healthcare professionals being anxious about telling women 
obesity-related risks rather than women getting upset by risks etc). Would include emotive 
response to performing a behaviour irrespective of competence of competence in performing 
behaviour (e.g. apprehensive of informing a woman she is obese regardless of whether good or 
bad at broaching the subject) 

11: Behavioural Regulation (Anything aimed at managing or changing objectively observed or measured actions) 

 Self-monitoring (A method used in behavioural management in which individuals keep a record of their behaviour, especially in connection 
with efforts to change or regulate the self; a personality trait reflecting an ability to modify one's behaviour in response to situation) 

 Action planning (The action or process of forming a plan regarding a thing to be done or a deed) 

 Barriers and facilitators (In psychological contexts barriers/facilitators are mental, emotional or behavioural limitations/strengths in 
individuals or groups) 

 Goal / target setting (A process that establishes specific time based behaviour targets that are measurable, achievable and realistic) 

 Implementation intention (The plan that one creates in advance of when, where and how one will enact a behaviour) 

 Goal priority (Order of importance or urgency of end states toward which one is striving) 

 Generating alternatives 

 Feedback 

 Moderators of intention-behaviour gap 

 Project management 

 Statements where healthcare professionals want audit/evaluation/feedback on their 
behaviour 

 Statements about processes in place/needed to monitor doing the behaviour 

 Statements about prompts/processes etc used or required to make the behaviour 
sustainable/routine/habit 

 Statements about using conscious effort to ensure the behaviour is carried out 

 I plan in advance/make notes/use prompts so I don’t forget to do the behaviour 
In the context of the this study behavioural regulation may relate primarily to the need for/use 
of prompts relating to the behaviour such as having specific sections of womens notes that 
relate to the behaviours, pathways of care etc.  
 

12: Nature of the Behaviours 

 Routine/automatic/habit 

 Breaking habit (To discontinue a behaviour or sequence of behaviours that is automatically activated by relevant situational cues) 

 Direct experience/past behaviour 

 Representation of tasks 

 Stages of change model (A model that proposes that behaviour change is accomplished through five specific stages: Pre-contemplation, 
Contemplation, Preparation, Action, and Maintenance) 

Statements referring to – 

 The nature of the behaviour including type, frequency, (including routines/habits), 
duration and intensity of past or current behaviour (statements about the future type, 
frequency, duration and intensity of a behaviour coded in motivation & goals).  

In In the context of this study, this may include the time spent discussing weight management 
strategies, nutrition, physical activity recommendations in an appointment, reporting the 
procedure of conducting the behaviour (e.g. we calculate BMI by measuring their weight and 
height and then use a chart for their BMI status) 

 



Additional file 2: Interview schedule  

 

How important do you think it is to raise the topic of weight in a general practice 

consultation? (Please expand) 

How easy or difficult do you find raising the topic of weight in a general practice 

consultation? (Please expand) 

How confident do you feel about raising the topic of weight in a general practice 

consultation? (Please expand) 

How comfortable do you feel raising the topic of weight in a general practice consultation? 

(Please expand) 

What do you consider to be the benefits or advantages of raising the topic of weight in a 

general practice consultation? (Please expand) 

What do you consider to be the costs or disadvantages of raising the topic of weight in a 

general practice consultation? (Please expand) 

How much impact do you think you can have then when you raise the issue of weight in a 

general practice consultation? (Please expand) 

Whose role in general practice do you think it should be to raise the issue of weight in a 

general practice consultation? (Please expand) 

How, if at all, does raising the issue of weight conflict with your other goals as a GP/nurse in 

a general practice consultation? (Please expand) 

How well equipped do you feel to raise the issue of weight in a general practice consultation? 

Do you require any further support? 

To what extent do patient emotions influence your decision to raise the topic of weight in a 

general practice consultation? 

Are there any emotional reactions that you feel concerned about evoking by raising the topic 

of weight in a general practice consultation? 

What kind of emotions have you yourself felt in relation to raising the topic of weight in a 

general practice consultation? 

Do you feel your own weight status or health habits have made it easier or more difficult to 

raise the topic of weight in a general practice consultation? 

Are you aware of any pathways or protocols or guidelines on raising the topic of weight in 

general practice consultation? 

Is there anything else you want to add about your views on raising the topic of weight in a 

general practice consultation? 
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