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BACKGROUND:When deciding a treatment option for the disease of obesity, knowing what the patient’s preferences are and what
factors have influenced them can support healthcare professionals (HCPs) in tailoring their management plan. Little is known about
patient preferences for obesity treatment. The present study was designed to identify factors that may influence these preferences.
OBJECTIVE: We aimed to identify factors affecting patient preferences and subsequent obesity treatment preferences among
those seeking treatment for obesity-related disorders.
METHODS: Using a participatory action research design, we conducted World Café focus groups as part of a triangulation process
with previously collected individual interviews and photovoice. Using purposive sampling, 12 patients with obesity complications of
chronic kidney disease, type 2 diabetes, and metabolic dysfunction-associated steatotic liver disease took part. Thematic analysis
was conducted to review themes, determine their significance, and report the findings.
RESULTS: Five themes emerged from the World Café on what influences patient treatment choice, which were 1) lack of resources,
2) healthcare professionals’ knowledge gaps, 3) lack of understanding, 4) emotional impact, and 5) support from family, friends, and
HCPs. This data was then reviewed with the findings from the previous methodologies of one-to-one interviews and photovoice.
Overall, four main themes were identified, which were 1) structural factors, 2) physical and emotional impact, 3) knowledge (of
healthcare professionals and patients), and 4) support.
CONCLUSION: This study demonstrates the importance of ensuring access to all treatment options by developing effective
treatment plans with clear information for patients.

International Journal of Obesity; https://doi.org/10.1038/s41366-025-01789-3

INTRODUCTION
Obesity is a global epidemic with a significant global impact on
people and a substantial impact on health costs [1, 2]. The WHO
found that 1 in 8 people worldwide will be living with obesity, and
2.5 billion adults (18 years and older) will be overweight [1]. Obesity
is a gateway disease and increases a person’s chance of developing
a non-communicable disease such as diabetes, chronic kidney
disease, hypertension, and metabolic dysfunction-associated stea-
totic liver disease (MASLD) [3, 4]. Treatment options such as
nutritional therapies, pharmacotherapies, and surgical therapies
that produce >15% weight loss can make a significant health
improvement for those with obesity complications [3]. As obesity is
a complex, multifactorial disease, treatments should consider the
patient’s health risk and metabolic profile [5]. To individualize
treatment, both knowledge of the patient’s preferences and
information about the specific physiology of a person is required.

Given that at present we cannot predict an individual’s response to
obesity treatments before starting the treatment, we think more
focus should be on providing detailed information regarding the
interventions to enable the patient to express a preference. The only
way to find out what a patient wants is to ask them as part of the
initial discussion. This helps patients to understand the risks and
benefits of each option as well as manage their expectations [6].
Listening and responding to patient preferences regarding the
choice of treatment in healthcare decision-making is necessary to
incorporate shared decision-making into the practice of evidence-
based medicine [7]. Thus, optimal treatment decisions in healthcare
are informed not only by science but also by clinical expertise,
taking into consideration patient preferences [6]. Shared decision-
making in healthcare encourages collaboration between patients
and clinicians, considering factors beyond clinical value, such as
quality of life, to choose the most suitable treatment. However,

Received: 21 August 2024 Revised: 5 March 2025 Accepted: 9 April 2025

1Diabetes Complications Research Centre, UCD Conway Institute of Biomedical and Biomolecular Research, School of Medicine, University College Dublin, Belfield Dublin 4,
Ireland. 2Dasman Diabetes Institute, PO Box 1180 Dasman, Kuwait. 3Hepatology Department, St James’s Hospital, James’s Street, Dublin 8 Dublin, Ireland. 4Nephrology
Department, St Vincent’s University Hospital, Elm Park, Dublin 4 Dublin, Ireland. 5Department of Pharmacology, St James’s Hospital and Clinical Research Facility, School of
Medicine, Trinity College Dublin, Dublin, Ireland. 6Surgery, School of Medicine, University College Dublin, Belfield Dublin 4, Ireland. 7School of Education, University College
Dublin, Dublin, Ireland. 8Department of Psychology, Maynooth University, Maynooth, Co, Kildare, Maynooth, Ireland. ✉email: Hilary.Craig1@ucdconnect.ie

www.nature.com/ijoInternational Journal of Obesity

1
2
3
4
5
6
7
8
9
0
()
;,:

http://crossmark.crossref.org/dialog/?doi=10.1038/s41366-025-01789-3&domain=pdf
http://crossmark.crossref.org/dialog/?doi=10.1038/s41366-025-01789-3&domain=pdf
http://crossmark.crossref.org/dialog/?doi=10.1038/s41366-025-01789-3&domain=pdf
http://crossmark.crossref.org/dialog/?doi=10.1038/s41366-025-01789-3&domain=pdf
http://orcid.org/0000-0002-7288-5245
http://orcid.org/0000-0002-7288-5245
http://orcid.org/0000-0002-7288-5245
http://orcid.org/0000-0002-7288-5245
http://orcid.org/0000-0002-7288-5245
http://orcid.org/0000-0001-5006-4369
http://orcid.org/0000-0001-5006-4369
http://orcid.org/0000-0001-5006-4369
http://orcid.org/0000-0001-5006-4369
http://orcid.org/0000-0001-5006-4369
http://orcid.org/0000-0002-2577-0242
http://orcid.org/0000-0002-2577-0242
http://orcid.org/0000-0002-2577-0242
http://orcid.org/0000-0002-2577-0242
http://orcid.org/0000-0002-2577-0242
http://orcid.org/0000-0001-5521-5445
http://orcid.org/0000-0001-5521-5445
http://orcid.org/0000-0001-5521-5445
http://orcid.org/0000-0001-5521-5445
http://orcid.org/0000-0001-5521-5445
https://doi.org/10.1038/s41366-025-01789-3
mailto:Hilary.Craig1@ucdconnect.ie
www.nature.com/ijo


patient preferences are not always definitive, and biases can affect
both patients’ and clinicians’ decisions. A structured approach that
integrates both parties’ values could lead to better outcomes by
helping patients choose treatments aligned with their healthcare
goals [8, 9]. This partnership has been shown to improve healthcare
quality and outcomes, as it allows clinicians to understand patients’
concerns better. However, there is limited research on incorporating
patient preferences, especially in complex cases like obesity
complications. The lack of research in this area can lead to poor
patient satisfaction, decreased adherence, and increased cognitive
load on patients. The National Clinical Programme for Obesity’s
adoption of clinical practice guidelines is a mechanism to change
the focus of obesity to patient-centred care [10]. Patient-centred
care means focusing on a patient’s particular healthcare needs [11].
The patient’s voice adds another perspective, and if the patient is
not part of the process, it means that it is not patient-centred care
[12]. This study represents the voice of patients with obesity-related
complications. We aimed to triangulate data already collected using
interviews and photovoice methodologies with new data using the
World Café methodology to identify why patients select one obesity
treatment over another. Figure 1 displays the different themes from
each methodology.

METHODS
Using a participatory action research design, we conducted World Café
focus groups as part of a triangulation process with previously collected
individual interviews and photovoice. Using purposive sampling, 12

patients with obesity complications of chronic kidney disease, type 2
diabetes, and metabolic dysfunction-associated steatotic liver disease took
part. Thematic analysis was conducted to review themes, determine the
significance of themes, and report the findings. Ethical approval was
obtained from the Human Research Ethics Committee- Sciences (HREC),
University College Dublin, Ireland August 6th, 2021. There was no monetary
incentive to participate in this study.

Inclusion and exclusion criteria
Inclusion criteria included patients with obesity and complications of diabetes,
liver disease, or kidney disease with a high BMI with BMI of 35 kg/m2. Inclusion
criteria were males and females, 18–70 years old with obesity and
complications such as diabetes, liver disease or kidney disease, and with
informed consent. The exclusion criteria included people with severe dementia
or Alzheimer’s disease and people who have no verbal communication.

World cafe recruitment. We contacted 50 patients attending clinics for
obesity complications, including liver disease, chronic kidney disease, and
hypertension, of whom 16 agreed to participate and 12 attended on the
day. While the numbers were small, sufficient saturation of themes
occurred to justify the number of participants as sufficient for this
methodology. The 12 people who agreed to participate in World Café were
recruited from the same clinics with diabetes or metabolic dysfunction-
associated steatotic liver disease (MASLD) so they were representative of
the 50 people contacted. Culturally, the majority of participants were Irish
and white, however, many participants were of European descent and are
now living in Ireland. Table 1 displays the characteristics of participants.

World Café study design and analysis. On the day of the World Café,
participants joined a table of four to five other people living with obesity

Fig. 1 Emotional and Physical Complications that are challenging. Overview of themes.

Table 1. Characteristics of participants.

Methodologies Individual interviews Photovoice World Café

Number of participants 33 10 12

Sex Female: 16 Male: 17 Female: 8 Male: 2 Female: 5 Male: 7

Media age 56 years 54 years 65 years

Age range 18-75 18-75 18-73

Average BMI 38 kg/m2 42 kg/m2 39 kg/m2

Average BMI 37 kg/m2
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complications. There were three separate tables with one facilitator at each
table. The facilitators were provided with a brief on their facilitation role
and offered a notebook. A fourth facilitator also moved from group to
group to listen and add additional comments.
Before the table discussion began, the study, goals for each session, and

ground rules of the World Café process were explained. Each table selected
a note taker to place feedback on the specifically designed World Café
table mats. A member of the table took notes on the discussion and placed
them on the table mat, and another member of the group reported back
on the discussion held after 20min. One main question with three
additional questions was placed on each table mat before each discussion.
After each discussion, the table mats were removed and replaced with the
next table mat, with the next question. After all the discussions, the table
mats were photographed, and the findings were transcribed [see Fig. 2,
Sample of Table mats]. Following the table mat discussions, one of the
researchers introduced the Post-it note section, where participants were
asked to identify one word to describe the challenges and successes of the
physical and emotional impact of obesity. The facilitators assisted by
collecting the notes and posting them on the wall. All participants then
reflected on the notes presented and included additional comments [see
Fig. 3, Sample of Post-it notes]. All participants contributed actively to the
discussion and thus the ideas may have been initially generated by person
A, but all the other then contributed meaningfully to deepen insight on
these themes.
The researchers then photographed the paper sheets and Post-it notes.

An iterative approach was used by the researchers to identify the themes,
reviewing the codes to identify commonalities. Thematic analysis was
conducted utilising Clarke and Braun’s (2013) six-step data analysis
process, which is the familiarization of data, generation of codes,
combining codes into themes, reviewing themes, determining the
significance of themes, and reporting the findings. Two researchers
developed a coding frame, which was uploaded to the data management
software MAXQDA. Two researchers were involved in coding the
transcripts; after the first coder completed coding, the second coder
reviewed the transcript for validation. If there was any discrepancy in the
coding of the transcripts, the two researchers with the PI discussed it to
reach a consensus. The themes were thus developed by consensus and
approved by the research team and the data were reviewed by the
research team to ensure that multiple perspectives were considered [13].
Three reviewers determined data saturation; saturation was deemed to
have occurred when the same themes and ideas were repeatedly
emerging from the discussion as participants across the groups identified
the same items (Table 2).
For this study, we used the qualitative results of previously collected

individual interviews [14] and photovoice [15] While combining it with
newly collected data from World Café, we used triangulation to explore
what influences patients to prefer one obesity treatment over another. The
methods and results of the one-to-one individual interviews and
Photovoice can be found in our previously published work [14, 15]. World

Café was the third methodology, enabling the researchers to learn the
patients’ views, assess the saturation of themes, and represent the patients’
voices through participatory research. We chose the World Café method as
it enabled people to share knowledge and perspectives about the
treatment options for obesity complications. It is a useful method for
exploring complex phenomena and engaging hard-to-reach participants. It
helps participants gain multiple perspectives simultaneously and generate
ideas as participants share knowledge and explore actions based on real-
life experiences. The groups rotate on different discussion topics, giving
everyone a chance to share their opinions and knowledge [16]. It is also a
useful methodology to facilitate data triangulation using the data from
other methods. In addition, this method assists in collecting rich qualitative
data from multiple perspectives, encourages conversation and interaction
among participants who may not interact otherwise, enhances trust and
rapport creates a positive experience, and helps participants to work
collaboratively in groups, learn from each other, and analyse and
synthesize as a group to reach a consensus, and supports participatory
evaluation and understanding in evaluation activities [16].

Triangulation methodology
Triangulation in qualitative research is a technique used to enhance the
credibility and validity of research findings. It involves the use of multiple
methods, data sources, researchers, or theories to cross-check and confirm
results. By examining a phenomenon from different angles, triangulation
helps reduce bias, increase reliability, and provide a more comprehensive
understanding of the research topic. The purpose of using more than one
qualitative method before triangulation was to ensure that the research
findings were not the result of the limitations or biases of any single
method. For example, we previously completed interviews and photovoice
to capture a broader perspective [14, 15]. Each method has its strengths
and weaknesses, and by using multiple approaches, we can compensate
for the weaknesses of any one method, leading to more robust and well-
rounded conclusions. Thus, triangulation helps to strengthen the overall
quality of the research and ensures that the findings are well-supported by
diverse sources of data or perspectives. World Café was utilised as the third
methodology to verify the data, and by using triangulation to gain a better
understanding of the research problem. This enables data integration,
maximizing each technique’s strengths and validating the research results
[17]. Table 3 displays the triangulation of data results.

RESULTS
World Café
World Café identified five main themes that affected patients’
choice for obesity treatments; these were limited access due to
lack of resources, HCPs’ knowledge gaps, lack of understanding of
the patients, the emotional impact of obesity, and support needs.

Interactions between you and healthcare professionals

Respect for you as a person.

Structure of obesity care

Fig. 2 Emotional and Physical Complications that are manageable. Sample of World Café table mats.
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[See Table 4: Patient perspectives of preferred treatment options
for obesity complications]. These themes were similar to the other
two methods of one-to-one interviews [14] and photovoice [15].
After triangulating the data for the three methodologies
(individual interviews, Photovoice, and World Café), four main
themes emerged around what impacts treatment decision-
making. The themes were: structural factors (accessibility), the
impact on the patient both physical and emotional, the depth of
knowledge of their HCP and patients, and support. These themes
identified factors that influenced patient’s decision-making to
select one treatment above another. The work also identified the
cost of obesity treatments, inaccessibility to community care, and
lack of support as challenges for patients, which impact the
management of their disease.

Limited access. The first theme related to a lack of resources
manifests as a lack of access to treatment options. Long public
hospital waiting lists before accessing care were used as an
example to describe experiences of being stigmatised and a lack
of understanding of obesity as a disease. Participants considered
the lack of public services for patients with obesity as an example
of the government prioritising monetary cost above social
responsibility.

‘Lack of actual services and lack of GP awareness of under-
standing of obesity’, Patient 1, Group 2

Study participants described how they were self-conscious
about seeking treatment, and that the long waiting lists did not
help them choose treatments because once they decided to
proceed with an option, the challenge was to try to access it.
Moreover, long waits can lead to further weight gain and
deteriorating mental health, which also affects their treatment
choice as they are seeking more immediate ways to manage their
health.

‘Difficulty in getting access is frustrating and disheartening for
people living with obesity.’Patient 2, Group 1

The participants in World Café reported that the diagnosis of
obesity by a general practitioner (GP) was very rare. Their
experience was that GPs focused on obesity complications and

not the disease of obesity itself. Participants in World Café stated
they were stigmatised as there was still a belief that all patients
have to do is eat less and move more. They also identified that the
patients themselves have little awareness of obesity as a disease,
and hence, this impacts the choice of treatment. It was reported
that few services were available in the public system, forcing many
patients to seek expensive private care, which impacts the choice
of treatments. Participants expressed the view that the lack of
public services for patients was about cost rather than care, even
when treatments were shown to meet health economic thresh-
olds for funding.
GPs were also perceived not to have the time or knowledge to

treat obesity as a disease, which impacts treatment choice. They
identified that there needs to be more awareness about obesity
and research. Participants explained, from their perspective, that
there was confusion around treatments available while the cost of
treatments in the private sector was prohibitive, thus curtailing
choices that may have been preferred.

Lack of understanding. Participants described there was limited
advice from HCPs, and they had to ask other patients for
information, which may impact their choice of treatment.
Participants also described how they have to find information
from social media influencers which can pose challenges with
misinformation regarding the choice of medications. They felt
that there was a need for more information campaigns, so the
general public knows what is available. Stories of bariatric
surgery tourism were highly publicised, but again, not having
the full or correct information remains problematic when a
choice of treatment needs to be made. Participants with
obesity complications also described that they were afraid to
speak and ask for information on treatments in case they were
dismissed. Participants described how they needed to find out
information about treatments themselves as they felt that
HCPs could not recommend what they did not know. From
patients’ perspectives, there needs to be more awareness
about obesity, that it is a disease that can be treated, and it has
to start in school.

‘Lack of understanding of obesity and what factors lead to
obesity i.e. PCOS, environmental, doctors thinking it’s your fault.’
Patient 3, Group 1

Post-it Wall 1:

What emotional and physical complications of 

obesity do you find challenging

Post-it Wall 2:

What emotional and physical complications 

of obesity do you find manageable?

Post-it Wall 3:

What would a positive conversation with your 

healthcare professionals around obesity complications 

look like?

Fig. 3 Conversation with Healthcare Professionals. Sample of post-it notes.
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Lack of knowledge of HCPs. Participants explained that they did
try to speak to their HCPs about their preferences for treatments
of obesity and to explore what interventions are possible. From
their perspective, there were several barriers to obtaining
treatment which included not being heard by the HCP, and no
information or help being offered. The waiting lists for bariatric
surgery in the public sector were very long and pharmacotherapy
was only available privately. Often access to different treatments
had to be requested it wasn’t offered, and patients had to do their
research on treatment options. Participants felt that the age of the
HCP had an effect, and that younger HCPs had more knowledge
about treatment options. The participants in the study described
that their HCP gave the view it was not their problem, and they
only focused on advising on obesity complications such as the
need to get their blood pressure or diabetes under control. It is
important to note that a potential key contributory factor here
was the lack of access HCPs had to treatments for their patients,
therefore, they might have lacked the required experience to
prescribe these treatments.

“Information/knowledge – doctors can’t recommend what they
don’t know’ Patient 4, Group 3

‘Health care professionals need more education and training to
facilitate access to obesity treatment for the patient.’ Patient 5,
Group 1

Emotional impact of obesity. Participants in the study stated they
would like to see a reduction of stigma in interactions they have
with HCPs. Patients should be allowed to talk and discuss their
disease and their treatment choices for obesity and its complica-
tions without being made to believe that it is all their fault.
Participants described being stigmatised, citing that a lot of
people do not think of medical or surgical treatments for obesity
as options. They also expressed that they felt judged by HCPs
when attempting to discuss their obesity and its complications,
generating feelings of low self-worth and being self-conscious;
this can lead to deterioration in mental health and avoidance of
discussions regarding treatment options. The groups also

described how they experienced stigmatising comments from
their HCP; this was demonstrated by the HCP not taking
responsibility for offering treatment for the disease of obesity
and sometimes simply stating the patient needed to try harder.
Participants experienced not being heard, fear of speaking up,
being passively dismissed by HCPs, or being overly stigmatised,
which all impacted treatment choice. Dismissal by their HCPs and
lack of empathy made them feel like they were wasting the HCP’s
time and stopped them from asking about treatment choices.
The Post-it wall was a method used to highlight the challenges

around patients’ deciding and participating in obesity treatments,
which included low self-esteem, loneliness, lack of fitness, and lack
of confidence. The activities and emotional processes the patients
in the study found manageable included focus, exercise, walking,
and acceptance. When asked what a positive conversation with
your HCP around obesity treatments would look like, they stated
support, respect, compassion, hope, and empathy.

Support. Although community and family support were empha-
sised as important, participants described how support from HCPs
around obesity treatments felt robotic and not personalised. They
expressed that their HCP should present all available options and
support to help them manage their chronic disease of obesity and
its complications. Participants described that support for chronic
treatment varies from HCP to HCP, however, all their experiences
were the same in that support for obesity was never at the start of
the process. They explained there was good support for the
complications of obesity, but not obesity itself. Those who
received good support managed their disease better. Participants
explained that cooperation and collaboration between health
areas would be helpful to supply support and thus enable them to
make choices between obesity treatments. Their perspective was
that empathy would provide much-needed support in the
management of their disease.

Experience of support from their HCP

‘Negative, resentful to go back, delivery brutal, looked down
upon, no compassion. Don’t care to help – sort it out yourself.’
Patient 6, Group 1

Table 2. Format, questions, and session prompts.

Questions and prompts

Theme 1: The Structure of Obesity Care had three questions for participants to discuss:

Do you think it is easy to access treatment for weight loss?

What makes accessing treatment for weight loss easier? Why?

What makes accessing treatment for weight loss more difficult? Why?

Theme 2: Respect for you as a person

Have you ever asked healthcare professionals for help to lose weight?

If not, why not?

What would/does limit your ability to exercise your right to choose your preferred treatment preference?

What would/does support you to exercise your right to choose your preferred treatment?

Theme 3: Interactions between you and the health care professionals

What support would you like to see if you were to seek treatment for weight loss?

Did your health care professional discuss management and or support options to help you lose weight? If not, why not?

What have been the experiences you have had with support from your HCP to date?

Post-it section: emotional and physical consequences of obesity

What emotional and physical complications of obesity do you find challenging?

What emotional and physical complications of obesity do you find manageable?

What would a positive conversation with your healthcare professional around obesity complications look like?

H.C. Craig et al.

5

International Journal of Obesity



DISCUSSION
Five themes emerged on factors that influence patients’ choice for
specific treatments for obesity from the World Café which were 1)
lack of resources, 2) lack of knowledge from HCPs, 3) lack of
understanding, 4) emotional impact, and 5) support needs. The
World Café results were consistent with the existing themes that
emerged from the previous two study components of one-to-one
interviews [14] and Photovoice [15]. The process of triangulation
resulted in four main themes being identified which were
structural factors, physical and emotional impact, knowledge (of
HCPs and patients), and support needs.
Two significant sub-themes highlighted by participants in the

World Café study were access to treatment options for obesity and
the cost associated with treatment options. A major barrier was a
lack of access to treatments for obesity such as nutritional therapy,
pharmacotherapy, or surgical therapy. The lack of resources would
often manifest as a sporadic referral to a dietitian. Participants
who were considering bariatric surgery reported that HCPs would
usually respond by suggesting they try harder or that they could
try to have surgery abroad because the waiting time for surgery in
the public system was exceptionally long. Having surgery privately
was an option but the cost was often prohibitive. Pharmacother-
apy was even more challenging to access. Patients without
diabetes had to pay privately even if they had other complications
from obesity. This prevented many participants from benefiting
from this treatment. All the above are barriers experienced by
patients trying to seek treatment.
In addition, the lack of consistency in care was not helpful,

especially because by the time patients were asking their HCP for
help, they had already tried many other options, often including
commercial weight loss programmes. This resonates with recent
research by Kim et al. who outlined barriers to obesity care
including misinformation, insufficient training in obesity, and a
lack of recognition of obesity as a disease and cost [18]. Cost was a
major influencing factor. Rutstein et al. outlined that while cost-
effective analysis is a useful tool for evaluating health-related
interventions in resources-limited settings may violate the ethical
principles of equity and distributive justice conflicting with
societal values [17].
Patients may have different perspectives on what they want for

their healthcare and their quality of life, and this can be influenced
by their knowledge and the impact of their disease [19]. A lack of
mobility, and deterioration in different complications such as
diabetes, were key motivators to consider pharmacotherapy or
surgery. Mobility particularly affected participants when attempt-
ing to go shopping, work, or do activities with their children.
Obesity is a disease associated with a higher risk of anxiety and
depression. Anxiety was repeatedly highlighted as impacting their
quality of life, which motivated them to gain advice from their
HCPs regarding treatment options to improve their health [20].
Furthermore, the constant medical appointments reminded
patients that their lives were limited because of their obesity
and its complications. From a patient’s perspective, it appeared
that many HCPs had limited knowledge about obesity treatment
options. This meant patients did not receive appropriate help to
decide on treatment options [21, 22]. In addition, some
participants experienced obesity stigma from the HCP which
affected their engagement in seeking care. A lack of knowledge
about treatment options as well as experiencing a lack of
knowledge on the part of their HCPs was a barrier to the
participants attempting to choose treatments.
Participants had difficulty accessing appropriate, curated

information about the disease of obesity. This raised concerns
about health literacy. Benjamin R et al. (2010) outlined that limited
health literacy can affect the patient in several ways including
challenges in explaining symptoms or to follow self-care instruc-
tions [23]. The European Health Literacy Survey (HLS-EU)
conducted in eight countries: Austria, Bulgaria, Germany, Greece,Ta
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Table 4. Patient perspectives of preferred treatment options for obesity complications.

Structure of obesity care

Do you think it is easy to access treatment for weight loss?

Difficulty in accessing the correct treatment, money, and environment. Access to the right treatment – support feels robotic, not personalised.

Lack of resources – number of diabetics, long waiting list.

Stigmatised treatment

Lack of understanding of obesity and what factors lead to obesity, i.e. PCOS, environmental, doctors thinking it’s your fault.

Diagnosis of obesity by a GP never happens.

What makes accessing treatment for weight loss easier? Why?

Health care professionals need more education and training to facilitate access to obesity treatment for patients.

Reduction of stigma: allow people to talk and discuss that it’s not your fault.

Cost of treatment: private specialist consultant, weight loss in private clinics.

Better education of GPs – gently at school

Almost no services are available to the public unless you can afford private.

Medical research – volunteers get access that others should. /Online social media

More awareness – processed food

What makes accessing treatment for weight loss more difficult? Why?

Stigma

Lack of GP awareness of understanding of obesity.

Denial and delayed knowledge of the situation.

Focus on other conditions.

Lack of actual services

Cost–profit vs social responsibility.

GP not the answer – under pressure, lack of information

Confusion over+/− of treatments

Shame/Embarrassment

Lack of knowledge of the types of treatment

Solutions tend to be short-term.

Where to go to get treatment.

Cost of treatment

Respect for you as a person

Have you ever asked healthcare professionals for help to lose weight? If not, why not?

Yes – why – to improve health – intervention, address worry.

Waiting lists 8 years

Not heard – go lose weight.

Not initially, but yes, when health was impacted. Poor quality of life by then.

Public awareness of treatment is not through GP awareness.

Yes, for weight loss, not for obesity.

What would/does limit your ability to exercise your right to choose your preferred treatment?

Cost+ knowledge

Supports and limits.

Aftercare – follow-up.

Availability – access to dietitian, psychological factors, stigma, embarrassment

Waiting times – accessibility. Access to care limits choice.

Social media influencers pose issues with misinformation.

Surgery tourism

Voice – afraid to speak, not heard, passive dismissal, stigma.

What would/does support you to exercise your right to choose your preferred treatment?

More availability

My choice – give a sense of control – safer – less scary.

Societal influence

Access to different treatments has to be requested rather than offered.

Knowledge of options from both the health care professional and the PWD.
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Table 4. continued

Information/knowledge – doctors can’t recommend what they don’t know.

Access – cost/geographical

Campaigns – the mass public don’t know.

Education – knowing the susceptibility of other complications (stigma)

Group counselling treatment.

Public/Private sponsored

Designated – weight loss treatment centre/clinic.

Interactions between you and healthcare professionals

What support would you like to see if you were to seek treatment for weight loss?

Therapist

Dietician

GP/Consultant and physical aspect (physio/PT/Exercise/knowledge)

View all options available.

The doctor should present all the supports/options.

Continued support.

Better diagnosis

Clear picture of diagnosis and treatment

More compassion and education in the medical field (sensitive topic)

Motivational support

Obesity is understood, and adequate knowledge and recognition as a standalone disease.

Long-term care, follow-up, and continuity.

Holistic approach, not one treatment suits all.

Lack of finance forces decisions – no judgements!

Understand a person’s history – not the first attempt. Patient is heard, not pigeonhole.

Long-term treatment plan covering:

Nutrition

Exercise

Medical intervention

Motivation

Regular visits

Co-operation, collaboration between health areas

Empathy

Did your health care professional discuss management and or support options to help you lose weight? If not, why not?

Do it yourself? Limited advice

Doctors believe in limited options, no knowledge.

Others to help, referred to someone else.

Getting marginally better, GP dependent

No proper management was delegated to others.

Once the access system was progression

Overall disconnect between the health conditions discussed through others, not diagnosed with obesity.

Psychology is vital overall.

What have been the experiences you have had with support from your HCP to date?

Negative, resentful to go back, delivery brutal, looked down upon, no compassion.

Don’t care to help – sort it out yourself. GP overall good support, not for obesity at the start, no understanding.

GP stigmatising comments on not taking responsibility for obesity, but support for anything else. Not fantastic.

Good support for other conditions – only for obesity on the need for further investigations.

More support for other conditions rather than obesity.

What have been the experiences you have had with support from your HCP to date?

Hospital care – minimal basic information on the food pyramid

GP – no information
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Ireland, the Netherlands, Poland, and Spain found that 47% (1 in 2)
of Europeans have limited levels of health literacy [24, 25]. They
found that this has significant implications for patient health
outcomes, health behaviours, equity of access to health services,
health service utilisation, and public health expenditure [24, 25].
Bridging the gap between information received, understanding it,
and how to implement it is essential for patients and requires
HCPs to communicate and support better knowledge exchange
[23]. There is a need for a strategy to address the knowledge gaps
of HCPs at every level regarding treatments for their chronic
diseases.
Another key influencing factor for participants was the vital

need for support. Support from family, friends, community, and
their HCPs enables better decision-making regarding treatment
options. Patients discussed the challenges they had managing
their disease and complications not just from a physical aspect,
but an emotional one as well. Patients expressed the need for
tangible psychosocial support and HCP support as two key areas
that would facilitate decision-making regarding treatments [26].
Support works best when it is done collaboratively with the HCP
and the patient [26]. Including a framework that allows the patient
and HCPs to incorporate their values and beliefs can help establish
the best course of action for each patient [8]. This involves
partnerships between HCPs and patients with obesity and
improves healthcare quality and outcomes [27]. The advantage
is that the medical teams will know the wants and needs of the
patients, thus helping them to understand the concerns of each
patient [28]. This increases patients’ autonomy so that they can
make treatment decisions best suited to them based on their
values and needs [2]. While the concept of integrating patients’
wishes is just gaining momentum, there is currently limited
research on how to best involve patients with obesity in evidence-
based decision-making, particularly in terms of engaging patients
in decision-making about treatment and interpretation of their
health [28].
Taking patient preferences for treatment options into con-

sideration when identifying their treatment plan might play an
important role in the successful management of chronic disease in
patients with obesity complications, as patients become more
informed and have a sense of control over their health. Quality in
healthcare involves reviewing patient experiences, satisfaction,

and outcomes [29]. Integrating patients’ wishes into decision-
making facilitates a patient-centred approach that can improve
the effectiveness of interventions. This could be valuable for
patients because this collaborative decision-making process might
help all parties consider the factors that will enhance the quality of
life for each patient as obesity affects a patient’s mental and
physical well-being [29]. Patients with chronic diseases driven by
obesity are almost a hidden group, as they attend multiple clinics
managing multiple diseases driven by obesity. There is a deficit of
information on patient’s preferences. This study looked at their
treatment preference to represent their voice in what their
experiences, satisfaction, and hopeful outcomes maybe if they had
input in the treatment pathway discussion.
In our review of the literature, the themes identified such as

knowledge, support, cost, and physical and emotional impacts all
resonate with the views and experiences the patients expressed in
our study. Patients with obesity complications are put into the
chronic disease category and attend multiple clinics for these
conditions but expressed there was no cohesion in their care
especially if their conditions were driven by obesity. For example,
cost was a recurring theme in the literature. In Kyle et al. cost was
seen as a barrier, particularly with a younger age group of 44.7%
compared with 20.7% of older adults [30] citing it as a main issue.
Craig et al. found that cost was an important factor in influencing
decision-making for treatments for intentional weight loss,
especially considering choosing medication as this would be a
lifelong treatment [31]. Some participants who were prescribed
anti-obesity medications did not adhere to them as the
participants couldn’t afford it [14]. Tang et al. (2018) reviewed
the factors affecting the choice of bariatric surgery and found that
those whose health insurance covered the cost had a higher rate
of acceptance of bariatric surgery than those who had to pay out-
of-pocket [32]. In addition, the cost was seen as a factor in healthy
eating as Manning et al. found that the cost of more nutritious
foods was also a barrier to participating in lifestyle interventions
for treating obesity [33]. Discussing the practical side from
monetary costs to care coordination might assist in establishing
how to support patients’ preferences in treatment options [34].
This study indicates the importance of developing effective

treatment plans with clear information and access to obesity
treatments and support for chronic disease management to help

Table 4. continued

Emotional and physical consequences of obesity complications

Post-it wall 1:

What emotional and physical complications of obesity do you find challenging?

Perception Shame Low Self-esteem Lonely

Support Time Attitude Clothes/Clothing

Physical
Discomfort

To listen to other
people

Exercising Physical Activity/lack of
fitness

Confidence

Post-it wall 2:

What emotional and physical complications of obesity do you find manageable?

Focus Acceptance Appearance Going Out

Exercise Respectful Size Shame

Walking Clothes Emotional (has developed a hard shell to ignore adverse
comments)

Post-it wall 3:

What would a positive conversation with your healthcare professional around obesity complications look like?

Support Respect Compassion Hope

Improvement Roadmap Practical Mind

Relief Positive empathy
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patients better manage their disease. This has implications for
health policy for ensuring more equitable care and patient
engagement and the value of shared decision-making. Shared
decision-making helps the patient and HCP decide the best course
of action for the patient to improve their quality of life, and this
may include several factors [6, 8]. The only way to identify what a
patient want is to actively involve them in the initial discussions.
Patients with obesity complications attend a variety of clinics but
are often not attending an obesity clinic. The challenge for them,
as they expressed it, was the lack of integration between each
discipline. From their perspective, there was no coordination of
services for patients with obesity complications. Good care was
received from the designated clinics for an obesity-related
complication, whereas obesity care was lacking.
When health policymakers decide on a policy, they engage with

several stakeholders including the HCPs, patient groups, and other
interested parties. In the case of obesity, they must direct the
response to the epidemic to provide strategies for obesity control
through community, health, workplace, and school interventions
[35]. Obesity contributes to and, in some cases, causes other
diseases such as diabetes, cancer, metabolic dysfunction-
associated steatotic liver disease (MASLD), and kidney disease,
which then involve a lot of health resources to manage them.
Patients can become overwhelmed when dealing with multiple
obesity-related complications such as diabetes. The challenge
then becomes how health policymakers ‘empower’ the individuals
and families if they do not know what the patient’s preferences
would be, and how can policymakers identify preferences to allow
empowerment in terms of interventions and treatment options.
Gaining the perspectives of patients with obesity complications on
treatment options enables us to represent their voices, enhancing
patient-centred care. The concept of patient-centred care is a goal
for most healthcare organisations. The development of public
patient involvement (PPI) programmes and participatory action
research has become an essential component to the development
of quality health services. PPI is seen to inform health policy and
ensure the system is patient-focused [36]. In addition, participa-
tory action research (PAR) has several benefits from clinical,
patient, and health policy perspectives as it can enable the
development of new ideas and solutions. It can help inform
changes in health management by optimising services for the
benefit of patients and can provide equity by giving marginalised
groups a voice and creating a greater level of access to policy
development [36, 37].
Taking a rights-based approach to health policy advocates for

more equity and more participation. True participation requires
that all stakeholders, including non-state participants, are included
in all areas of healthcare provision [38, 39]. As they are directly
affected, patients with obesity complications are one of the key
stakeholders to be considered in any health policy development.
A rights-based approach is a framework that puts human rights at
the forefront of any policy or process [40]. It is a mechanism
designed to empower people to participate in decision-making. A
rights-based approach to health policy advocates for more equity
and more participation [38, 39]. The absence of knowing what
choices for treatment options patients would prefer for obesity
treatment can impede the development of effective treatment
plans or indeed obesity health policy.

Key recommendations
The European Commission has formally classified obesity as a
chronic disease, consequently, it should now be viewed and
treated like all other chronic diseases. Taking patient preferences
into consideration when identifying their management plan
facilitates patient engagement, plays an essential role in their
adherence to treatment, and should result in improved treatment
outcomes. Providing a structure that allows informed decision-
making between the patient and the healthcare professional may

help establish the optimal approach for patients. This can be done
through 1) Education of health professionals to increase knowl-
edge and improve support of health professionals on obesity and
treatment planning strategies. 2) Improve patients’ health literacy
by developing programs and information systems for patients to
improve their knowledge of obesity and its complications. 3)
Expand access to affordable obesity treatment to ensure equity
and access to disease services and support for all citizens. 4)
Create the legal framework and guidance to expand research on
health care and promote opportunities to promote fairness,
independence, dignity, respect, and equity through developing
and enhancing patient-centred care systems in shared decision-
making for patients with obesity. Future research on patient
preferences on a larger scale from the state bodies would be
important to gain further information that could benefit future
care and provide key information for those trying to provide care
for patients with obesity. Important to note that clinicians working
in specialists’ obesity services often have an acquisition bias for
example if they predominantly provide pharmacotherapy as part
of their care they think all patients want pharmacotherapy, the
same applies to specialist dieticians who provide high-quality
nutritional therapies because often patients have already decided
whether they will attend a specific service based on what is
provided.

Strengths and limitations
One key strength is that the findings are based on the lived
experiences of the participants. In addition, building a rapport
with the study participants allowed them to talk and have their
opinions considered, small groups led to a relaxed environment
that encouraged participation, as demonstrated by their quotes
which contributed to the depth of the data. Several participants
mentioned that partaking in the study has made them think about
what they can do or change to make things better for themselves,
which is consistent in other studies [41]. The participatory action
research approach enabled participants to work in a group setting
in a collaborative way to portray their voices. Developing the
coding scheme and having two coders code the transcripts was a
great strength especially because the second coder was a highly
experienced qualitative researcher. Notwithstanding this, there
were limitations including the small recruitment was particularly
the case for the World Café method, because people must give a
certain amount of time to participate, and some participants do
not feel comfortable speaking in a group. While 50 participants
were contacted, only 12 participants participated in the World
Café; nevertheless, saturation was achieved which was determined
as no new concepts or ideas emerged following the last
discussion. Saturation was agreed upon with multiple researchers
present at World Café.
An inherent limitation of all qualitative research is that the

findings only pertain to those studied, albeit the emerging themes
can be used in subsequent qualitative and quantitative research
to better understand the research question. Another limitation is
the views of HCPs are not known as these findings are the
perspectives and views of the participants.

CONCLUSION
Taking patient preferences for treatment options into consideration
when identifying their treatment plan plays an important role in the
successful management of chronic disease in patients with obesity
complications. Integrating patients’ wishes into decision-making
includes a patient-centred approach that can improve the effective-
ness of interventions. This is valuable for patients with obesity
challenges because this collaborative decision-making process helps
all parties consider factors that improve each patient’s quality of life.
After triangulating the data for all participants in each of the three
methodologies of individual interviews, Photovoice, and World Café,
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four main themes emerged around what impacts decision-making
for treatments. They were structural factors, physical and emotional
impact, knowledge of HCP and patients, and support. Inaccessibility
to care and lack of support are challenges for patients in managing
their disease. This study demonstrates the importance of developing
effective treatment plans with clear information, ensuring access to all
options for obesity treatment options, and providing support to help
people manage their disease.
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REFERENCES
1. Koliaki C, Dalamaga M, Liatis S. Update on the Obesity Epidemic: After the

Sudden Rise, Is the Upward Trajectory Beginning to Flatten? Curr Obes Rep.
2023;12:514–27.

2. World Obesity Federation, World Obesity Atlas 2023. UK: WOF; 2023. Available
from: https://www.worldobesity.org/news/economic-impact-of-overweight-and-
obesity-to-surpass-4-trillion-by-2035#:~:text=The%20World%20Obesity%20Atlas
%202023,of%20COVID%2D19%20in%202020.

3. Martin WP. lRC. Bariatric Surgery in Clinical Practice. Switzerland: CHAM (CH)
Springer; 2022.

4. Frühbeck G, Yumuk V. Obesity: A Gateway Disease with a Rising Prevalence. Obes
Facts. 2014;7:33–6.

5. Hainer VC, Toplak H, Mitrakou A. Treatment Modalities of Obesity: What fits
whom? Diabetes Care. 2008;31:S269–S77.

6. Dinwoodie M. Consent and Shared Decision Making New Zealand. 2014. Avail-
able from: https://www.medicalprotection.org/newzealand/casebook/casebook-
january-2014/consent-and-shared-decision-making.

7. Swift JK, Mullins RH, Penix EA, Roth KL, Trusty WT. The importance of listening to
patient preferences when making mental health care decisions. World Psychiatry.
2021;20:316–7.

8. Bailo L, Vergani L, Pravettoni G. Patient Preferences as Guidance for Information
Framing in a Medical Shared Decision-Making Approach: The Bridge Between
Nudging and Patient Preferences. Patient Prefer Adherence. 2019;13:2225–31.

9. Hughes TM, Merath K, Chen Q, Sun S, Palmer E, Idrees JJ, et al. Association of
shared decision-making on patient-reported health outcomes and healthcare
utilization. Am J Surg. 2018;216:7–12.

10. Breen C, O’Connell J, Geoghegan J, O’Shea D, Birney S, Tully L, et al. Obesity in Adults:
A 2022 Adapted Clinical Practice Guideline for Ireland. Obes Facts. 2022;15:736–52.

11. Reynolds A. Patient-centered Care. Radio Technol. 2009;81:133–47.
12. Catalyst N. The Power of the Patient Voice - How Health Care Organisations

Empower Patients - Improve Care Delivery USA: NEJM; 2021. Available from:
https://cssjs.nejm.org/landing-page/cj-ebook-2021/The-Power-of-the-Patient-
Voice.pdf.

13. Cassarino M, Quinn R, Boland F, Ward ME, McNamara R, O’Connor M, et al. Sta-
keholders’ perspectives on models of care in the emergency department and the
introduction of health and social care professional teams: A qualitative analysis
using World Cafés and interviews. Health Expect. 2020;23:1065–73.

14. Craig HC, Alsaeed D, Norris S, Holian J, Kennedy C, Feldman A, et al. Patient
perspectives about treatment preferences for obesity with complications. Obes
Sci Pract. 2023;10:e720.

15. Craig HC, Walley D, le Roux CW. What influences patient decisions when selecting
an obesity treatment? Obesity Pillars. 2024;12:100123.

16. Lakasta B. How to Use World Cafés as an Evaluation Data Collection Method.
2024. Available from: https://www.evalacademy.com/articles/how-to-use-world-
cafs-as-an-evaluation-data-collection-method.

17. Rutstein SE, Price JT, Rosenberg NE, Rennie SM, Biddle AK, Miller WC. Hidden
costs: The ethics of cost-effectiveness analyses for health interventions in
resource-limited settings. Glob Public Health. 2017;12:1269–81.

18. Kim TN. Barriers to Obesity Management: Patient and Physician Factors. JOMES.
2020;29:244–7.

19. Brennan PF, Strombom I. Improving health care by understanding patient pre-
ferences: the role of computer technology. J Am Med Inf Assoc. 1998;5:257–62.

20. Hachuła M, Kosowski M, Zielańska K, Basiak M, Okopień B. The Impact of Various
Methods of Obesity Treatment on the Quality of Life and Mental Health—A
Narrative Review. Int J Environ Res Public Health. 2023;20:2122.

21. Osmundsen TC, Dahl U, Kulseng B. Enhancing knowledge and coordination in
obesity treatment: a case study of an innovative educational program. BMC
Health Serv Res. 2019;19:278.

22. Craig H, le Roux C, Keogh F, Finucane FM. How Ethical Is Our Current Delivery of Care
to Patients with Severe and Complicated Obesity? Obes Surg. 2018;28:2078–82.

23. Benjamin RM. Improving Health by Improving Health Literacy. Public Health Rep.
2010;125:784–5.

24. Sørensen K, Pelikan JM, Röthlin F, Ganahl K, Slonska Z, Doyle G, et al. Health
literacy in Europe: comparative results of the European health literacy survey
(HLS-EU). Eur J Public Health Eur J Public Health 2015;25:1053–8.

25. Doyle DG. Health Literacy: What does it mean? Why is it important? Dublin. 2015
Available from: https://www.ucd.ie/t4cms/CASE_STUDY9_Gerardine%20Doyle.pdf.

26. Dwarswaard J, Bakker EJM, van Staa A, Boeije HR. Self-management support from
the perspective of patients with a chronic condition: a thematic synthesis of
qualitative studies. Health Expect. 2016;19:194–208.

27. Hughes S, Lewis S, Willis K, Rogers A, Wyke S, Smith L. Participants’ experiences of
and perceived value regarding different support types for long-term condition
self-management programmes. Chronic Illn. 2021;17:242–56.

28. Hopp Lisa. Evidence, patient preferences and patient-centred care. Int J Evid
Based Healthc. 2011;9:335–6.

29. Mainz J, Kristensen S, Roe D. The power of the patient’s voice in the modern
health care system. Int J Qual Health Care. 2022;34:ii1–ii2.

30. Kyle E, Kelly A, McGowan L. Personal Experiences and Preferences for Weight-
Management Services from Adults Living with Overweight and Obesity in the
United Kingdom. Nutrients. 2024;16:2016.

31. Craig HC, Alsaeed D, Heneghan H, Al-Najim W, Al Ozairi E, le Roux CW. Factors
that determine patients considering medication for the disease of obesity: an
IMI2 SOPHIA study. Int J Obes. 2025;49:397–401.

32. Tang S, Yu S, Wang C, Yang J, Gao L, Chen X, et al. Factors Influence the
Acceptance of Surgical Treatment in Chinese Bariatric Surgery Candidates. Obes
Surg. 2018;28:2767–73.

33. Manning K, Senekal M, Harbron J. Non-communicable disease risk factors and
treatment preference of obese patients in Cape Town. Afr J Prim Health Care Fam
Med. 2016;8:e1–e12.

34. Politi MC, Housten AJ, Forcino RC, Jansen J, Elwyn G. Discussing Cost and Value in
Patient Decision Aids and Shared Decision Making: A Call to Action. MDM Policy
Pract. 2023;8:23814683221148651.

35. Wiley L. Shame, Blame, and the Emerging Law of Obesity Control. UC Davis Law
Review. 2013;121.

36. Pizzo E, Doyle C, Matthews R, Barlow J. Patient and public involvement: how
much do we spend and what are the benefits? Health Expect. 2015;18:1918–26.

37. Creswell JW. Educational Research: Planning Conducting and Evaluating Quan-
tiative and Qualitative Research. USA: Pearson Education Inc; 2012.

38. World Health Organisation. Human Rights and Health Europe: WHO; 2017. Available
from: https://www.who.int/news-room/fact-sheets/detail/human-rights-and-health.

39. Staniszewska S. Patient and public involvement in health services and health research:
A brief overview of evidence, policy and activity. J Res Nurs. 2009;14:295–8.

40. ENNHRI. Human Rights Based Approach Beligium: ENNHRI Secretariat; 2021.
Available from: http://ennhri.org/about-nhris/human-rights-based-approach/.

41. TörnbomK, Lundälv J, PalstamA, Sunnerhagen KS. My life after stroke through a camera
lens”- A photovoice study on participation in Sweden. PloS One. 2019;14:e0222099.

ACKNOWLEDGEMENTS
This manuscript is part of the Stratification of Obesity Phenotypes to Optimize Future
Obesity Therapy (SOPHIA) project. SOPHIA has received funding from the Innovative
Medicines Initiative 2 Joint Undertaking under grant agreement No. 875534. This
Joint Undertaking receives support from the European Union’s Horizon 2020 research
and innovation program and EFPIA and T1D Exchange, JDRF, and the Obesity Action
Coalition. The communication reflects the authors’ view, and neither the IMI nor the
European Union, EFPIA, or any Associated Partners are responsible for any use that
may be made of the information contained therein.

AUTHOR CONTRIBUTIONS
Hilary Craig: Conceptualisation, formal analysis, funding acquisition, methodology,
Literature search, figures, study design, data collection, data analysis, data interpretation,
writing, review, and editing. Prof Carel le Roux: Conceptualisation, formal analysis, funding
acquisition, methodology, supervision, validation, writing review, and editing. Dr Dalal
Alsaeed: Conceptualisation, formal analysis, funding acquisition, methodology, super-
vision, validation, writing review, and editing. Dr Ebaa Alozairi: Formal analysis and review.
Prof Suzanne Norris: Formal analysis, review, and editing. Prof JohnHolian: Formal analysis,
review, and editing. Dr Cormac Kennedy: Formal analysis, review, and editing. Prof Helen
Heneghan: Formal analysis, review, and editing. Prof Deirdre McGillicuddy: formal analysis,
review, editing. Dr Werd Al-Najim: formal analysis, review, and editing. Dr Emma Farrell:
review and editing, Ms Eva Hollmann: review and editing SOPHIA (the Stratification of

H.C. Craig et al.

11

International Journal of Obesity

https://www.worldobesity.org/news/economic-impact-of-overweight-and-obesity-to-surpass-4-trillion-by-2035#:~:text=The%20World%20Obesity%20Atlas%202023,of%20COVID%2D19%20in%202020
https://www.worldobesity.org/news/economic-impact-of-overweight-and-obesity-to-surpass-4-trillion-by-2035#:~:text=The%20World%20Obesity%20Atlas%202023,of%20COVID%2D19%20in%202020
https://www.worldobesity.org/news/economic-impact-of-overweight-and-obesity-to-surpass-4-trillion-by-2035#:~:text=The%20World%20Obesity%20Atlas%202023,of%20COVID%2D19%20in%202020
https://www.medicalprotection.org/newzealand/casebook/casebook-january-2014/consent-and-shared-decision-making
https://www.medicalprotection.org/newzealand/casebook/casebook-january-2014/consent-and-shared-decision-making
https://cssjs.nejm.org/landing-page/cj-ebook-2021/The-Power-of-the-Patient-Voice.pdf
https://cssjs.nejm.org/landing-page/cj-ebook-2021/The-Power-of-the-Patient-Voice.pdf
https://www.evalacademy.com/articles/how-to-use-world-cafs-as-an-evaluation-data-collection-method
https://www.evalacademy.com/articles/how-to-use-world-cafs-as-an-evaluation-data-collection-method
https://www.ucd.ie/t4cms/CASE_STUDY9_Gerardine%20Doyle.pdf
https://www.who.int/news-room/fact-sheets/detail/human-rights-and-health
http://ennhri.org/about-nhris/human-rights-based-approach/


Obesity Phenotypes to Optimize Future Obesity Therapy (SOPHIA) project
(www.imisophia.eu)) Review Committee: Formal analysis, review, and editing.

FUNDING
This research was funded by the Stratification of Obesity Phenotypes to Optimize
Future Obesity Therapy (SOPHIA) project. Open Access funding provided by the IReL
Consortium.

COMPETING INTERESTS
HCC, Funding of PhD tuition fees from the Stratification of Obesity Phenotypes to
Optimize Future Obesity Therapy (SOPHIA) project (www.imisophia.eu). DA—no
conflict of interest. EA – no conflict of interest. SN – no conflict of interest, JH – no
conflict of interest. CK – no conflict of interest. HH – no conflict of interest. WA-N –
no conflict of interest. DM – no conflict of interest, EF – no conflict of interest, EH –
no conflict of interest. CWlR: Consulting fees/Honoraria/Support for meetings:
Novo Nordisk, Eli Lilly, Johnson & Johnson, Boehringer Ingelheim, GI Dynamics,
Herbalife. Leadership/fiduciary role in Board: Irish Society for Nutrition and
Metabolism (unpaid).

ETHICS APPROVAL AND CONSENT TO PARTICIPATE
Ethical approval was obtained from the Human Research Ethics Committee (LS-21-
58-LeRoux) (HREC), University College Dublin, Ireland, August 6th, 2021, and
conducted according to the Declaration of Helsinki. Informed consent was obtained
from all individual participants included in the study.

INFORMED CONSENT
Patients signed informed consent regarding publishing their data and photographs.

ADDITIONAL INFORMATION
Correspondence and requests for materials should be addressed to H. C. Craig.

Reprints and permission information is available at http://www.nature.com/
reprints

Publisher’s note Springer Nature remains neutral with regard to jurisdictional claims
in published maps and institutional affiliations.

Open Access This article is licensed under a Creative Commons
Attribution 4.0 International License, which permits use, sharing,

adaptation, distribution and reproduction in anymedium or format, as long as you give
appropriate credit to the original author(s) and the source, provide a link to the Creative
Commons licence, and indicate if changes were made. The images or other third party
material in this article are included in the article’s Creative Commons licence, unless
indicated otherwise in a credit line to the material. If material is not included in the
article’s Creative Commons licence and your intended use is not permitted by statutory
regulation or exceeds the permitted use, you will need to obtain permission directly
from the copyright holder. To view a copy of this licence, visit http://
creativecommons.org/licenses/by/4.0/.

© The Author(s) 2025

H.C. Craig et al.

12

International Journal of Obesity

http://www.imisophia.eu
http://www.imisophia.eu
http://www.nature.com/reprints
http://www.nature.com/reprints
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/

	Factors influencing patients to choose one obesity treatment over another: a qualitative study
	Introduction
	Methods
	Inclusion and exclusion criteria
	World cafe recruitment
	World Caf&#x000E9; study design and analysis

	Triangulation methodology

	Results
	World Caf&#x000E9;
	Limited access
	Lack of understanding
	Lack of knowledge of HCPs
	Emotional impact of obesity
	Support

	Experience of support from their HCP

	Discussion
	Key recommendations
	Strengths and limitations

	Conclusion
	References
	Acknowledgements
	ACKNOWLEDGMENTS
	Author contributions
	Funding
	Competing interests
	Ethics approval and consent to participate
	Informed consent
	ADDITIONAL INFORMATION




