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Is the tiered model for delineating children’s healthy weight services 

within a care pathway helpful?  

Children’s healthy weight services are now the responsibility of local 

government authorities (public health teams) and so the time is right to 

move away from reliance on the tiered, medicalised model of obesity 

prevention and treatment in order to promote healthy lifestyle activities to 

children and families in a range of community settings. 

  

Children’s healthy weight services are commonly illustrated with a pathway and tiered 

model, but delineating interventions may preclude stakeholders from fully participating in an 

holistic approach to health promotion (obesity prevention). Sharing responsibility for various 

aspects of weight management across the tiers with other service providers does not appear 

to have contributed to an overall reduction in the prevalence of child obesity in recent years 

(1). In addition, classifying a child’s weight status to allow access to interventions may be 

contributing to the stigmatisation of obese individuals as they are passed through the tiers.  

Public health teams across the UK may be able to reduce reliance on the tiered model by 

encouraging age-appropriate health promotion interventions in various settings (educational, 

community and primary care) in order to reach a far greater number of children and families 

than has been achieved in recent years. This paper aims to illustrate the weaknesses of the 

tiered model, determine whether the structure could disengage crucial stakeholders and 

outline an alternative structure that could have a greater influence on the health and well-

being of children and families.    

 

The triple-tier model for weight management was developed for use in primary care to 

manage obesity in high risk adults by illustrating a way to navigate through weight 

management services. It was hoped that the model would also contribute to the 

development and organisation of primary care services (including workforce development 

and training) and improve integration with other stakeholders, the Quality and Outcomes 

Framework (QOF), and chronic disease management programmes (2). Tiered pathways 

delineate universal, targeted and specialist interventions that provide individuals with 

increasing levels of advice, support or medical care (if and when it is required). The 

Department of Health endorsed a modified version of the tiered approach for weight 

management services for children and young people (3) and many public health 

departments across the UK have adopted or adapted this model.  

 

Tiered models may not be suitable for transfer to children’s healthy weight services for 

various reasons. The requirement to deliver age-specific interventions can complicate and 
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overpopulate a schematic view rendering it difficult to understand and hard to adopt, with a 

resulting inertia if practitioners do not know what services are available, who to refer or how 

to refer. Limited adoption ensures the pathway remains ineffectual in reducing childhood 

obesity and cannot contribute to improved organisation of services, encourage 

communication between stakeholders or facilitate training of the workforce. Primary care 

professionals are not incentivised to discuss healthy weight with families, because children’s 

services are not tied to a framework that mandates action (such as QOF), and setting targets 

for children’s services is difficult because research has been unable to conclusively identify 

effective weight management interventions. Primary care staff receive little data about the 

weight status of children creating a barrier to engagement with healthy weight services (4). 

Practitioners report limited contact with children and parents, insufficient training or capacity 

to identify and manage childhood obesity or engage in a meaningful way with families (5).  

 

In general there is limited evidence of the effectiveness of pathways (6) or their effect on 

patients. There is little evidence of the impact of pathways on inter-professional 

collaboration, though there are some reported benefits to staff, such as improvements to 

staff knowledge and teamwork. Determining the effect of a pathway may be difficult because 

poor reporting often prevents the identification of characteristics common to successful 

pathways and methodologically poor study designs compromise the quality of the existing 

evidence base (7, 8). 

 

Until recently healthy weight services were commissioned by Primary Care Trusts (NHS) 

and identification and treatment of obesity was largely considered to be a function of primary 

care professionals. In April 2013 responsibility for public health (including obesity prevention) 

transferred to local government authorities. Public health teams now have an opportunity to 

move away from obesity interventions centred on health professionals and remove the 

tendency to ‘medicalise’ obesity in children. If all frontline staff are trained to engage with the 

healthy weight agenda the responsibility for the health optimisation of the community can be 

shared between health, education, community and voluntary services. All children and their 

families could be encouraged to partake in a range of complementary activities that 

encourage healthy choices and provide knowledge and skills that enable them to maintain a 

healthy weight.   

 

Negative attitudes towards obese people continue to pervade society. Harmful weight-based 

stereotypes associate overweight and obese individuals with laziness, a lack of intelligence, 

and poor willpower and these stereotypes give way to stigma, prejudice and discrimination. 

Current evidence suggests that stigmatisation of obese individuals poses serious risks to 



3 
 

their psychological and physical health, generates health disparities and interferes with 

implementation efforts. Public health departments are responsible for counteracting stigma 

to protect the communal health and obesity should be addressed in the same way (9). The 

“one-size-fits-all” approach may make it difficult to situate weight management programmes 

in the community and could alienate their target audience, who may feel stigmatised by their 

association with the programme.  

 

Since obesity treatment programmes have limited capacity, meeting less than 1% of the 

needs of the population, and may stigmatise participants, it is time to consider alternatives to 

the tiered model. Recent calls for obesity prevention interventions across the life course are 

an acknowledgement that obesity treatment is not the answer to the obesity crisis amongst 

children. Anti-obesity campaigns should focus on health as the desired outcome, with 

everyone, regardless of bodysize, discouraged from unhealthy eating behaviours, such as 

fast food and soft drink consumption. While there is little evidence to suggest that such 

interventions have a long-term effect on the health of the population, local governments are 

likely to continue to advocate these interventions because they are politically popular and it 

is hoped that repeated application may have some effect. Health promotion messages, 

including 5-a-day fruit and vegetable consumption, healthy snack choices, age appropriate 

portion sizes and activity recommendations, can be used to provide the community with the 

advice they need to achieve a healthier lifestyle, if not necessarily a healthier weight.  

Obesity prevention efforts must also include larger-scale, co-ordinated policies that require 

the support of governement and society to be effective. Projects such as redesigning a 

community to encourage cycling or making healthy and affordable food readily available may 

contribute to a reversal of the societal and environmental conditions that create obesity in 

the first place (9, 10). 

 

In general, the goal of public health programmes should be to promote health, improve 

community involvement in healthy lifestyle initiatives, and encourage diverse organisations 

to be more co-operative and transparent. Development of a children’s healthy weight care 

pathway may engender conflicting opinions regarding the structure and design that 

advocates best practice and achieves these goals. Ideally a pathway will provide coherent 

signposting to interventions that are effective, cost-effective, transparent and sustainable. 

Engagement between stakeholders may be facilitated if they know that all of the 

interventions on the pathway have been quality assured, are monitored and evaluated, and 

results are published. Community, education and health services could sit within a healthy 

weight care pathway if entry to the pathway was linked to a quality assurance framework. 
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Universally applied criteria would reassure all stakeholders about the quality of the 

messages being provided to the participants accessing the interventions. 

Obesity prevention research is now moving towards identifying effective intervention 

components that can be embedded within the health, education and care systems in order to 

achieve long-term sustainable impacts (11) and there has been a call for research into the 

opportunities that childcare facilities may provide to reduce childhood obesity (12). In the UK 

health promotion interventions that bridge the universal and targeted tiers have been trialled. 

NHS Berkshire developed an after-school programme that dovetails prevention and 

treatment, effectively combining universal and targeted interventions. “Let’s Get Going!” has 

an open-access, inclusive style, focusing on engagement in healthy activities to promote 

habitual behaviour change. As a rolling programme with no target population, participants do 

not feel stigmatised and there are multiple opportunities for teachers to try to engage the 

interest of children who may be at risk of developing health problems as they grow older. 

Similarly, NHS Portsmouth commissioned “Minimorph”. This after-school club provides 

cooking, craft and activity lessons for children. The programme also bridges the universal 

and targeted tiers on the pathway with no target population defined although school nurses 

try to engage the interest of families who might benefit most from the programme.  

 

Despite the lack of supporting evidence it is likely that children’s healthy weight services will 

continue to be offered within a tiered model. Most children and families will be encouraged to 

access advice and take action within their communities and by accessing universal services. 

Combining community and universal services with targeted and specialist services may 

enable the development and delivery of interventions that provide a consistent and credible 

health promotion messages to a greater number of children and families and inject some 

flexibility into the traditional tiered model. Public health teams, local stakeholders (such as 

schools) and clinical commissioning groups may have to pool resources, including staff, 

facilities and financing to develop such interventions. The addition of quality assurance 

criteria could engender confidence in stakeholders, commissioners and service users who 

would know that they were referring to or accessing an intervention that was adhering to a 

regulated standard.  

 

To do this it is suggested that:  

 KPIs allow comparative evaluation 

 the new model includes quality criteria that programmes can include in the 

development process, enabling them to be easily positioned on the pathway 

 there is no pre-planned route determined 
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 a flexible model is used – sensitive to local demographic which can offer intervention 

access to greater number of ‘at risk’ children 

 an open access criteria is adopted at the lower level and clear referral criteria are 

established for entry into the highest risk levels 

 standard evaluation methods, quality assurance models and equal access methods 

are used 

 

A recent assessment of chronic care models for obesity management, such as the triple-tier 

model, concluded that the development of clinical pathways for obesity must be developed 

within an appropriate organisational, structural and educational setting (13). With budgets 

now managed locally, health promotion interventions are likely to receive a lower priority 

rating, and such a plan would require adoption at a higher level to ensure buy in and 

commitment to the obesity problem. 
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