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Abstract

Objective: The objective of this study was to explore the acceptability to the public

of receiving weight screening and the offer of support to lose weight from dental

teams.

Methods: A cross-sectional survey was conducted with recruitment of adults from

dental practices and community and hospital settings in England and the National

Institute for Health and Care Research (NIHR) Be Part of Research initiative.

Results: A total of 3580 participants were recruited across 22 dental sites and the

NIHR Be Part of Research initiative. Sixty percent (n = 2055/3430) of participants

reported that they would be comfortable with their height and weight being mea-

sured at a dental appointment. Male participants and those of non-White race and

ethnicity had significantly increased odds of accepting weight screening (odds ratio

[OR]: 1.98, 95% CI: 1.66–2.36; OR: 2.07, 95% CI: 1.42–3.03). Fifty-seven percent

(n = 1915/3375) of participants reported that it would be acceptable for their dental

team to offer support to help with weight management. Male participants and those

of non-White race and ethnicity had significantly increased odds of accepting sup-

port (OR: 1.79, 95% CI: 1.49–2.13; OR: 1.62, 95% CI: 1.11–2.37). The most accepted

form of support was provision of information on local weight-management programs

(n = 1989/2379, 83.6%).

Conclusions: The public is largely receptive to receiving weight screening and the

offer of weight interventions from dental teams. Feasibility studies to test the imple-

mentation of lifestyle weight interventions in dental settings are required.

INTRODUCTION

Associations between poor dental health and noncommunicable

chronic diseases, including cardiovascular disease, type 2 diabetes,

and sleep apnea, have been well evidenced [1, 2]. Obesity is a com-

mon risk factor for these conditions, and there is an increasing

prevalence of children and adults living with overweight or obesity

worldwide [3–5]. Children living with overweight or obesity are more

likely to experience dental caries [6]. The Making Every Contact

Count (MECC) initiative in the UK requires all health care profes-

sionals, including dental teams, to work collaboratively in supporting

the public in using opportunistic interactions to support healthy life-

style changes [2, 7]. Dental teams are suggested to be well placed to

provide brief, tailored lifestyle interventions to the public, with 18.1See Commentary, pg. 2223.
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million adults and 6.4 million children attending a UK National Health

Service (NHS) dentist between 2022 and 2023 [8].

The British Society of Pediatric Dentistry supports close liaison

with weight-management services, and the European Federation of

Periodontology recommends collaboration between oral health care

professionals and doctors, with pathways developed for early detec-

tion of noncommunicable diseases in dental practices [2, 9]. Some

dental practices (primary dental care) and hospital/community teams

(secondary dental care) already engage in weight screening and offer

support to patients [1, 10–15], but this is not routinely offered. Addi-

tionally, research has identified that there are several barriers to den-

tal teams offering this type of support [1, 11, 16–19]. One common

barrier is fear of offending patients owing to the sensitive nature of

discussions about weight [14, 17–19]. However, research also

suggests that this barrier may be more theoretical, with patient

acceptance of discussion of weight and health reported to be favor-

able [10, 12, 13, 20–23].

Although promising, research is limited on the public’s acceptance

of dental teams’ delivering of weight interventions. Most studies

reporting on public acceptance of weight screening, discussion, or inter-

vention have had small sample sizes [10, 12, 13, 17, 20, 21, 24]. Other

studies have been based on data from participants seeking treatment in

specialized secondary care settings such as dental hospitals [10, 13,

21]. As most of the public receives dental care from primary dental care

services in local communities, it is important to understand support for

weight screening and interventions in this context. Therefore, the aims

of this observational study were as follows: 1) to investigate whether

the public would consider delivery of weight and height screening by

dental teams in primary care acceptable; 2) to examine whether the

public would find the offer of support for weight loss from dental teams

in primary care acceptable; and 3) to determine which forms of support

or interventions for weight management the public would find most

acceptable. This information will inform future intervention planning

and dental health policy.

METHODS

Study design and recruitment

This observational study was advertised via Clinical Research Networks

in England to dental sites that included dental practices and community

and hospital dental services. A total of 22 sites in England were

recruited, consisting of 9 NHS or mixed NHS and private dental prac-

tices, 2 private dental practices, 5 community dental services, 5 dental

hospitals, and 1 dental academy providing primary dental care. Dental

sites were responsible for eligibility checks and recruitment. The survey

and participant information sheet were available in a digital format

using Qualtrics software and on paper when requested by dental prac-

tices. The survey was also circulated (by email) via the National Institute

for Health and Care Research (NIHR) Be Part of Research (BPoR) initia-

tive, a UK-wide registry, to adults residing in England, Northern Ireland,

and Scotland who volunteer to engage in health care research.

Recruitment took place between October 2022 and March 2023. Sur-

veys were completed anonymously. Favorable ethical approval was

granted by London, Camden & Kings Cross Research Ethics Committee

(reference: 22/PR/0832).

Eligibility

Sites using online distribution of the survey performed an eligibility

search of their patient database. Eligible participants were those aged

≥18 years residing in the UK and able to consent to participate.

Eligible participants were then sent a link to the online survey and par-

ticipant information sheet via email and/or text message to invite

Study Importance

What is already known?

• Weight screening and the offer of support for weight loss

are not routinely practiced in dentistry despite dental

teams being well placed to deliver brief lifestyle

interventions.

• The majority of the public accesses primary dental ser-

vices (i.e., family dentist) for dental treatment each year;

of the limited research to date, most studies have

explored the acceptability of weight interventions in sec-

ondary care dental settings (i.e., dental hospital).

What does this study add?

• Findings suggest that adults are largely supportive of

weight screening at a dental consultation and of being

offered weight-management interventions by their den-

tal team.

• Findings suggest that integrating support for weight

screening and management at dental consultations could

encourage groups, including male individuals and those

identifying as non-White race and ethnicity, to seek sup-

port for weight management when they have previously

been less likely to do so.

How might these results change the direction of

research or the focus of clinical practice?

• Findings suggest that it is now important for research to

explore how dental teams can integrate screening and

support for weight loss within routine care for dental

patients.

• Provision of information on local weight-management

programs was the most acceptable form of support and,

as such, should be incorporated into future intervention

studies.
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them to participate. Reception staff and/or research teams at sites pre-

ferring paper distribution of the survey opportunistically invited patients to

participate when they attended an appointment. All participating sites had

the option to display a standardized study poster in their waiting rooms

that contained the online link. Individual online survey links and paper sur-

veys labeled with site codes were used to track responses from sites.

Input from the public and policy makers

Policy makers and members of the public, including government

employees involved in commissioning weight-management services in

England and three dental practices, were consulted during question-

naire design. Feedback was obtained on coherency of structure and

adherence to people-first language to help avoid weight stigma. The

survey was piloted within the Centre for Lifestyle Medicine and

Behavior (CLiMB) at Loughborough University, Loughborough, UK.

Study survey

The survey contained seven sections with filtering where relevant,

mostly comprising Likert scale questions with some free text questions

to explore participant views in more detail. Sociodemographic data were

collected, including age range, sex, race and ethnicity, and number of chil-

dren aged <18 years, as well as dental practice details, last attendance at

a dental practice, whether participants considered that they were living

with overweight or obesity, and desire to lose weight. Questions

explored participants’ views on the acceptability of weight screening,

weight discussion, and offer of support in dental settings. Views were

also sought on how important participants believed dental team involve-

ment in discussing weight and offering support is and whether interven-

tion is a good idea. Caregivers were able to provide demographic

information on their child(ren), offer an opinion on the acceptability of

weight screening and support for weight management for children, and

share any past experiences of weight intervention in dental health

settings. See Figure S1 for the study questionnaire.

Sample size

The sample size was based on the assumption that 50% of partici-

pants would find receiving support from their dental team with man-

aging their weight acceptable (yes, definitely agree; yes, probably; and

maybe). A minimum of 2400 participants was required to estimate

50% acceptability, with 2% precision at the 95% confidence level.

Data analyses

Data were analyzed using IBM SPSS Statistics (version 29.0.1.0). Demo-

graphic characteristics were summarized using frequencies and percent-

ages. Acceptance of weight screening and acceptance of intervention

were analyzed descriptively and summarized using frequencies and per-

centages. Pearson χ2 tests explored the univariable relationships between

acceptance of weight screening and support and demographic variables

(age, sex, race and ethnicity, dental patient status [NHS vs. private], living

with overweight or obesity, and desire to lose weight) presented as per-

centages and p values. Multivariable logistic regression models were used

to identify independent demographic variables (as aforementioned) associ-

ated with acceptance of weight screening and support with odds ratios

(OR), 95% confidence intervals (CI), and p values presented. McNemar

tests explored whether participants were significantly more likely to

accept weight screening over diabetes or cholesterol screening with

p values presented. Significance was set at p < 0.05.

Qualitative data from free text questions were thematically

coded. One investigator (Jessica F. Large) performed line-by-line cod-

ing of participants’ perspectives on weight intervention, and views

across questionnaires were grouped into similar themes. Two investi-

gators (Jessica F. Large and Amanda J. Daley) reviewed the themes

and subthemes using a peer-debriefing approach to create a frame-

work of analysis.

RESULTS

Participants

In total, 3580 questionnaires were completed, with 3463 suitable for

analysis; 996 were completed on paper, and 2467 were completed

online. Questionnaires returned blank or only containing demographic

data (n = 17) were excluded. There was no accurate way to identify how

many paper questionnaires were distributed, but the overall response

rate for the online questionnaire was 13.4% (n = 2571). A higher propor-

tion of participants were female (n = 2090, 61%), and most respondents

identified as White race and ethnicity (n = 3177, 92.1%). A total of

294 (8.6%) were aged 18 to 30 years, 408 (11.9%) were aged 31 to

40 years, 510 (14.9%) were aged 41 to 50 years, 810 (23.6%) were aged

51 to 60 years, 919 (26.8%) were aged 61 to 70 years, and 493 (14.4%)

were aged ≥71 years. Most participants (n = 2925, 85%) reported

attending a dental checkup in the past 12 months and seeing an NHS

dental provider (n = 2328, 67.7%). Nearly one-third (n = 1081, 31.3%)

were concerned that they may be living with overweight or obesity, and

most participants reported that they would like to lose weight

(n = 2449, 71.2%). See Table 1 for participant characteristics.

Weight screening

Sixty percent (n = 2055) of participants said that they would “yes,
definitely/probably” be comfortable with their height and weight

being measured to calculate their body mass index (BMI) at a dental

appointment. A further 10.3% (n = 354) responded “maybe,” and

28.6% (n = 981) were not in favor. From the responses, the three

most common reasons given for feeling unsure or not wanting weight

and height taken were as follows: “my weight should be discussed by
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other health care professionals such as my GP [general practitioner]”
(n = 610), “there are more important dental/health issues to discuss”
(n = 376), and “I am in good health and do not have weight-related

health problems” (n = 257; Table 2).

In the univariable analysis, variables significantly associated with

acceptance of weight screening were age (18–30 years, 74.4% vs.

31–40 years, 69.1% vs. 41–50 years, 67.2% vs. 51–60 years, 67.3%

vs. 61–70 years, 73.0% vs. 71+ years, 76.4%; p = 0.001), sex

(female, 65.3% vs. male, 80.1%; p = <0.001), race and ethnicity (White,

70.1% vs. non-White, 82.9%; p = <0.001), living with overweight or

obesity (no, 72.7% vs. yes, 68.3% vs. unsure, 81.0%; p = 0.001), and a

desire to lose weight (no, 74.4% vs. yes, 69.7% vs. unsure, 79.5%;

p = 0.011). Dental patient status (NHS or private) was not significantly

associated (NHS, 70.7% vs. private, 69.9%; p = 0.675; Table 3). From

the multivariable regression analysis (Table 3), adjusting for other vari-

ables, age, sex, and race and ethnicity were independently significantly

associated with acceptance of weight screening. The odds of accep-

tance of weight screening increased with age (p = 0.004). Male individ-

uals had higher odds of accepting weight screening than female

individuals (OR: 1.98, 95% CI: 1.66–2.36). Participants of non-White

race and ethnicity had increased odds of accepting weight screening

than participants identifying as White (OR: 2.07, 95% CI: 1.42–3.03).

Discussion and support

Participants expressed a greater preference to discuss weight with a

dentist (n = 2099, 64.3%) or dental nurse (n = 2029, 62.5%) than

other dental team members. About half of participants (n = 1765,

55.7%) were willing to discuss weight with a non-dental professional

such as a lifestyle coach or nurse (Table 2).

About half of participants (n = 1915, 56.7%) would “yes, defi-
nitely/probably” find it acceptable for their dental team to offer sup-

port to help with managing their weight. A further 493 participants

(14.6%) responded “maybe,” and 918 participants (27.2%) would “def-
initely/probably not” find it acceptable. Characteristics significantly

associated with acceptance of support were age (18–30 years, 81.3%

vs. 31–40 years, 77.3% vs. 41–50 years, 70.0% vs. 51–60 years,

67.3% vs. 61–70 years, 73.2% vs. 71+ years, 72.3%; p = <0.001), sex

(female individuals, 68.3% vs. male individuals, 78.8%; p = <0.001),

race and ethnicity (White, 71.7% vs. non-White, 81.8%; p = 0.001),

and living with overweight or obesity (no, 72.9% vs. yes, 72.2%

vs. unsure, 82%; p = 0.031; Table 3). In the multivariable regression ana-

lyses, age remained a significant variable (p = <0.001), with participants

aged 41 to 50, 51 to 60, and 71+ years having significantly reduced odds

of accepting support compared with those aged 18 to 30 years (OR:

0.54, 95% CI: 0.36–0.81; OR: 0.50, 95% CI: 0.34–0.72; OR: 0.64, 95%

CI: 0.43–0.97). Male individuals had significantly increased odds of

accepting support than female individuals (OR: 1.79, 95% CI: 1.49–2.13).

Non-White participants had significantly increased odds of accepting

support than those of White race and ethnicity (OR: 1.62, 95% CI:

1.11–2.37).

T AB L E 1 Participant characteristics.

n (%)

Sex (n = 3427)

Male 1322 (38.6)

Female 2090 (61.0)

Intersex 1 (<0.1)

Prefer not to say 14 (0.4)

Age (y; n = 3434)

18–30 294 (8.6)

31–40 408 (11.9)

41–50 510 (14.9)

51–60 810 (23.6)

61–70 919 (26.8)

71+ 493 (14.4)

Race and ethnicity (n = 3450)

Whitea 3177 (92.1)

Non-Whiteb 273 (7.9)

Number of children under age 18 y (n = 3423)

0 2608 (76.2)

1 339 (9.9)

≥2 476 (13.9)

Primary dental care service (n = 3438)

NHS 2328 (67.7)

Private 799 (23.2)

Hospital/community service only 39 (1.1)

No dentist 213 (6.2)

Unsure 59 (1.7)

Last dental checkup in primary dental care (n = 3441)

In the past 12 mo 2925 (85.0)

In the past 1–2 y 197 (5.7)

Over 2 y ago 301 (8.7)

Never 18 (0.5)

Living with overweight or obesity (n = 3452)

Yes 1081 (31.3)

No 2156 (62.5)

Unsure 170 (4.9)

Prefer not to say 45 (1.3)

Weight loss wanted (n = 3441)

Yesc 2449 (71.2)

No 946 (27.5)

Unsure 46 (1.3)

Note: Percentages may not add up to 100% due to rounding. Totals will

vary among groups due to difference in response rates among questions.

Abbreviation: NHS, National Health Service.
aWhite refers to White English/Welsh/Northern Irish/Scottish/British,

Irish, and any other White race and ethnicity background.
bNon-White refers to mixed or multiple race and ethnicity, Asian or Asian

British, Black/Black British/Caribbean/African, and other race and

ethnicity groups.
cYes combines “Yes, a lot,” “Yes, a moderate amount,” and “Yes, a little.”
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T AB L E 2 Participant views on weight screening, weight discussion, and offer of support to lose weight or stop gaining weight provided
within a dental setting.

Question n (%)

Comfortable with weight and height measured to calculate BMI at a dental appointment (n = 3430)

Yesa 2055 (60.0)

Maybe 354 (10.3)

Nob 981 (28.6)

Don’t know 40 (1.2)

Member of dental team willing to discuss weight with

Dentist (n = 3264) Yes No Unsure

2099 (64.3) 935 (28.6) 230 (7.0)

Dental nurse (n = 3245) Yes No Unsure

2029 (62.5) 995 (30.7) 221 (6.8)

Dental therapist (n = 3186) Yes No Unsure

1773 (55.6) 1101 (34.6) 312 (9.8)

Dental hygienist (n = 3186) Yes No Unsure

1795 (56.3) 1125 (35.3) 266 (8.3)

Receptionist (n = 3130) Yes No Unsure

720 (23.0) 2146 (68.6) 264 (8.4)

Student dentist (n = 3180) Yes No Unsure

1304 (41.0) 1506 (47.4) 370 (11.6)

Non-dental professional visiting dental practice, i.e., lifestyle coach or nurse (n = 3171) Yes No Unsure

1765 (55.7) 995 (31.4) 411 (13.0)

Acceptable for dental team to offer support to help manage weight (n = 3375)

Yesa 1915 (56.7)

Maybe 493 (14.6)

Nob 918 (27.2)

Don’t know 49 (1.5)

Acceptable forms of support from dental team

Information about local weight-management programs (n = 2379) Yes No Unsure

1989 (83.6) 189 (7.9) 201 (8.4)

Referral to local weight-management programs (n = 2343) Yes No Unsure

1816 (77.5) 262 (11.2) 265 (11.3)

Dental team to ask GP/practice nurse to discuss and support (n = 2358) Yes No Unsure

1918 (81.3) 219 (9.3) 221 (9.4)

Separate appointment at dental practice (n = 2322) Yes No Unsure

1332 (57.4) 553 (23.8) 437 (18.8)

Information about supportive online resources or mobile applications (n = 2331) Yes No Yes

1887 (81.0) 241 (10.3) 203 (8.7)

Acceptable for new weight measurements at future dental appointments (n = 3330)

Yesa 2020 (60.7)

Maybe 306 (9.2)

Nob 970 (29.1)

Don’t know 34 (1.0)

Acceptable for cholesterol check in dental practice (n = 3298)

Yes 2405 (72.9)

No 685 (20.8)

Unsure 208 (6.3)
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The most popular form of support found to be acceptable was for

the dental team to provide information on local weight-management

programs (n = 1989, 83.6%). Acceptance of the dental team referring

to GP offices/practice nurses (n = 1918, 81.3%) or to local weight-

management programs (n = 1816, 77.5%), as well as information about

online resources or mobile applications (n = 1887, 81%), was also

largely favorable. The least acceptable option was a separate appoint-

ment with the dental team to discuss supportive options (n = 1332,

57.4%). Free text suggestions from participants included dental teams

to collaborate with local gyms; refer to nutritionists, dietetics, and phar-

macists; offer telephone or video consultations; and encourage active

travel to dental appointments such as with secure bicycle storage and

promotion of active lifestyles such as through local park runs.

Caregiver views

A total of 399/694 (57.5%) caregivers responded “yes, definitely/proba-
bly” to being comfortable with their child(ren)’s weight and height being

measured at a dental appointment (Table 4). Preferred methods of support

to receive from the dental team to help their child(ren) grow into a healthy

weight were for the dentist to refer to the child’s GP/practice nurse to dis-

cuss and offer support (n = 448/672, 66.7%), information about online

resources or mobile applications (n = 413/648, 63.7%), and information

about local weight-management programs (n = 417/671, 62.1%). Over

half of caregivers would find referral to local weight-management pro-

grams by the dental team acceptable (n = 379/662, 57.3%; Table 4).

The most common reasons (up to three allowed) provided by care-

givers for feeling unsure or not wanting their child(ren)’s weight and

height taken at a dental appointment included their child being in good

health with no weight-related health problems (n = 123), risk of a nega-

tive impact on body image and self-esteem (n = 78), and the belief that

there were more important dental/health issues to discuss (n = 68).

Cholesterol and diabetes screening

More participants were accepting of diabetes and cholesterol screen-

ing than weight screening (paired comparisons diabetes vs. weight:

2385/3053, 78.2% vs. 2211/3053, 72.4%, McNemar test, p < 0.001;

cholesterol vs. weight: 2376/3050, 77.9% vs. 2211/3050, 72.5%,

McNemar test, p < 0.001).

Qualitative data

On review of qualitative data, the three most common themes raised

by participants in response to how important dental team involvement

in weight intervention is were as follows: 1) scope of practice

(n = 625, 27.9%); 2) holistic health care (n = 264, 11.8%); and 3)

duplication of efforts (n = 181, 8.1%; Figure S2).

Scope of practice

Mixed opinions were shared by participants on whether the dental team

should have a role in weight screening and support. Reasons for dental

team involvement included a greater opportunity to provide weight

interventions and offer longer-term monitoring and support given the

greater frequency of dental checkup appointments in comparison with

doctor’s appointments. Others proposed that the dental teams’ knowl-

edge of diet reinforced the appropriateness of screening and support:

“I believe someone should do it and who better than

someone who knows about diet” (participant).

Other participants did not feel it was within the remit of the

dental team, but some who shared this view expressed that they

would be open to weight screening/support if relevant training had

taken place:

“I think it’s not really the dentists’ place & would prefer

to see someone on that field who is experienced”
(participant).

“I wouldn’t really consider it part of their role but open

to it if supported correctly and didn’t impact on waiting

times, etc.” (participant).

Holistic health care

Participants shared views that dental team involvement in weight

screening and support would be important from a holistic health

care perspective. Collaboration across health care in view of the

“huge obesity epidemic” and to “make every contact count” was

T AB L E 2 (Continued)

Question n (%)

Acceptable for diabetes check in dental practice (n = 3289)

Yes 2414 (73.4)

No 680 (20.7)

Unsure 195 (5.9)

Note: Percentages may not add up to 100% due to rounding. Totals will vary among groups due to difference in response rates among questions.

Abbreviation: GP, general practitioner.
aYes comprises “yes, definitely” and “yes, probably.”
bNo comprises “probably not” and “definitely not.”
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referred to as grounds for dental involvement. However, some

participants did highlight obstacles to the dental team being part of

this collaboration.

“I think given the problems with getting a dentist and

issues in this country with basic dental health they

should really focus on that. However I can see links

T AB L E 3 Univariable and multivariable analysis of participant acceptance of BMI screening and offer of support regarding weight loss/
preventing weight gain at dental appointments.

Univariable analysis χ2testsa Multivariable analysis logistic regression models

Characteristicsb
Accepting BMI
screening,c n (%) p value

Accepting
support,c

n (%) p value

Accepting BMI
screening, OR
(95% CI), p valued

Accepting support, OR
(95% CI), p valued

Sex Female 1339 (65.3) <0.001 1379 (68.3) <0.001 REF REF

Male 1035 (80.1) 993 (78.8) 1.98 (1.66–2.36),
<0.001

1.79 (1.49–2.13),
<0.001

Age (y) 18–30 212 (74.4) 0.001 230 (81.3) <0.001 REF REF

31–40 273 (69.1) 297 (77.3) 0.81 (0.55–1.19),
0.27

0.89 (0.58–1.37), 0.60

41–50 334 (67.2) 343 (70.0) 0.70 (0.49–1.02),
0.06

0.54 (0.36–0.81), 0.03

51–60 535 (67.3) 526 (67.3) 0.74 (0.52–1.05),
0.09

0.50 (0.34–0.72),
<0.001

61–70 664 (73.0) 654 (73.2) 1.03 (0.73–1.46),
0.87

0.71 (0.49–1.04), 0.08

71+ 370 (76.4) 340 (72.3) 1.09 (0.74–1.60),
0.68

0.64 (0.43–0.97), 0.03

Overall 2388 (71.0) 2390 (72.4) p = 0.004 p = <0.001

Race and

ethnicity

White 2188 (70.1) <0.001 2194 (71.7) 0.001 REF REF

Non-White 214 (82.9) 207 (81.8) 2.07 (1.42–3.03),
<0.001

1.62 (1.11–2.37), 0.01

Primary dental

care service

attending

NHS 1608 (70.7) 0.675 1614 (72.3) 0.331 REF REF

Private 554 (69.9) 551 (70.5) 0.91 (0.75–1.09),
0.31

0.92 (0.76–1.11), 0.36

Living with

overweight or

obesity

No 1531 (72.7) 0.001 1499 (72.9) 0.031 REF REF

Yes 731 (68.3) 764 (72.2) 0.86 (0.71–1.05),
0.13

1.00 (0.82–1.21), 0.97

Unsure 132 (81.0) 132 (82.0) 1.34 (0.88–2.06),
0.17

1.48 (0.95–2.30), 0.08

Weight loss

wanted

No 690 (74.4) 0.011 654 (73.2) 0.486 REF REF

Yes 1679 (69.7) 1720 (72.2) 0.95 (0.77–1.18),
0.65

0.98 (0.79–1.21), 0.84

Unsure 35 (79.5) 32 (80.0) 1.09 (0.48–2.48),
0.84

1.14 (0.48–2.71), 0.77

Abbreviation: OR, odds ratio.
aPearson χ2 test, significance set at p < 0.05.
bCharacteristics: Sex: “intersex” and “prefer not to say” were excluded from analysis. Race and ethnicity: White refers to White English/Welsh/Northern

Irish/Scottish/British, Irish, and any other White race and ethnicity group. Non-White refers to mixed or multiple race and ethnicity, Asian or Asian British,

Black/Black British/Caribbean/African, and other race and ethnicity groups. Primary dental care service attending: “unsure,” “I do not currently have a

dentist,” and “I only visit a hospital or community dental service” were excluded from analysis. Living with overweight or obesity: “prefer not to say” was

excluded from analysis. Weight loss wanted: “yes” comprises “yes, a lot,” “yes, a moderate amount,” and “yes, a little.”
c“Accepting BMI screening/support” comprises participants answering “yes, definitely,” “yes, probably,” and “maybe.” No differences in outcomes of

significance were found when “maybe” was combined with “no” vs. “yes” answers. Totals will vary among groups due to difference in response rates

among questions. Estimates obtained from multivariable regression models.
dOR values > 1 indicate higher odds for acceptance among participants for height and weight screening to calculate BMI than the reference group or

higher odds for acceptance among participants for support offered by the dental team than the reference group. REF = reference group with OR = 1.00.
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between dental health and diet, weight, cholesterol,

etc., so in an ideal world a holistic approach would be

good practice” (participant).

“All medical professionals should be looking at ways

that people can prevent future illness-sometimes it’s

better not coming from your GP” (participant).

Duplication of efforts

Some participants did not perceive support from dental teams to be

important in view of weight interventions already being offered by

other services, including GP offices, weight-loss groups, and online

resources. However, others proposed that more support may be

needed for children. Others expressed the view that weight manage-

ment is the individual’s responsibility and therefore they did not per-

ceive dental input to be important.

“It is an important discussion as part of a healthy life-

style/better dental health. However, it also duplicates

services which should identify concerns and be offered

by GP surgeries” (participant).

“Checkups and testing would be great. Not sure how

much I personally would use then coming up with a

plan vs. managing myself” (participant).

T AB L E 4 Participant views on weight screening, discussion, and support offered for their children in a dental setting.

Question n (%)

Comfortable with child’s weight and height measured (n = 694)

Yesa 399 (57.5)

Maybe 85 (12.2)

Nob 192 (27.7)

Don’t know 18 (2.6)

Acceptable forms of support to help children grow into healthy weight

Information about local weight-management programs (n = 671) Yes No Unsure

417 (62.1) 178 (26.5) 76 (11.3)

Referral to local weight-management programs (n = 662) Yes No Unsure

379 (57.3) 198 (29.9) 85 (12.8)

Dental team to ask GP/practice nurse to discuss and support (n = 672) Yes No Unsure

448 (66.7) 158 (23.5) 66 (9.8)

Dental team to ask health visitor/school nurse to discuss and support (n = 657) Yes No Unsure

407 (61.9) 184 (28.0) 66 (10.0)

Separate appointment at dental practice (n = 649) Yes No Unsure

308 (47.5) 254 (39.1) 87 (13.4)

Information about supportive online resources or mobile applications (n = 648) Yes No Unsure

413 (63.7) 171 (26.4) 64 (9.9)

Child’s height and weight ever recorded by a dental team (n = 698)

Yes 20 (2.9)

No 656 (94.0)

Unsure 22 (3.2)

Informed by dental team child is living with overweight or obesity (n = 697)

Yes 3 (0.4)

No 689 (98.9)

Unsure 5 (0.7)

Advice or support offered (n = 194)

Yes 3 (1.5)

No 177 (91.2)

Unsure 14 (7.2)

Note: Percentages may not add up to 100% due to rounding. Totals will vary among groups due to difference in response rates among questions. Not all

participants with parental responsibility for children age <18 years (n = 815) responded to the questions.

Abbreviation: GP, general practitioner.
aYes comprises “yes, definitely” and “yes, probably.”
bNo comprises “probably not” and “definitely not.”
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DISCUSSION

This study explored the acceptability of dental teams offering weight

screening and weight-management interventions to patients. Overall,

the concept of these brief interventions taking place in dental settings

was viewed positively, suggesting that the public is open to more

novel and opportunistic approaches to promote healthier lifestyles

as advocated by the NHS, dental stakeholders [2, 7, 9], and the

MECC initiative [7]. Male participants and participants identifying as

non-White race and ethnicity were significantly more likely to find

weight screening and offer of support acceptable. Participants would

prefer to discuss weight with a dentist or dental nurse and would find

information on local weight-management programs the most accept-

able intervention. Parents/carers preferred their child(ren) to be

referred to their GP/practice nurse to discuss their child’s weight and

access support.

Interpretation of findings

Most participants would feel comfortable having their height and

weight measured (to calculate BMI) at a dental appointment. Similar

levels of support for BMI screening among the public (57.5%–74.2%)

were reported in a UK study involving private dental practices [20].

Male sex and increasing age were identified as variables that signifi-

cantly increased the likelihood of feeling comfortable with weight

screening. Male participants were also significantly more likely to

accept support. It is possible that these groups may be less self-

conscious of having body measurements taken and thereby more

willing to engage in weight screening or feel indifferent to it. Previous

research has proposed that male individuals are less likely to see

their weight as a problem and experience a reduced frequency of

weight stigma, which may explain the greater acceptance to weight

screening [25, 26].

In this study, no association was found between those living with

overweight or obesity and acceptance of weight screening. However,

a multicenter study offering BMI screening across four UK-based pri-

vate dental practices reported that participants living with overweight

or obesity, although receptive, were significantly more sensitive to

BMI screening and receiving healthy weight information in a dental

setting or from other health care professionals [20].

Research has shown that weight-related prejudices are held

among some individuals in the dental profession, with lived experi-

ence of weight stigma shared by patients, which can be a barrier to

weight conversations [16, 17, 27–32]. In this study, participants

expressed a preference for weight discussions to be held with their

dentist or dental nurse. This preference may be precipitated by

greater familiarity among the public with these team members

owing to more frequent interaction with them and/or understand-

ing of their scope of practice. Additionally, more frequent interac-

tion has the potential to foster rapport, which has been proposed

as an enabler to successful conversations around weight [13, 31].

However, of note, weight interventions led by dental hygienists

and therapists have been reported to be well received by the pub-

lic, suggesting that use of different members of the team could be

acceptable in practice [12].

Most participants agreed that they would find it acceptable or

maybe acceptable to be offered weight interventions by their dental

team should they wish to lose or stop gaining weight. Male

participants and participants of non-White race and ethnicity

were significantly more likely to accept support; however, they make

up a much smaller proportion of referrals to weight-management ser-

vices [3, 26, 33]. Some of the reasons for possible increased

acceptance among male individuals were discussed earlier. Regarding

race and ethnicity, research has shown that levels of obesity are

higher among some race and ethnicity minority groups, but evidence

surrounding referral, engagement, and effectiveness of weight-

management services for race and ethnicity minority groups has been

limited [3, 33]. Reasons proposed for reduced access or uptake

include: racism; traditional beliefs about food, health, and body

image conflicting with mainstream health advice; and lack of

culturally appropriate weight-management services [34, 35]. The

increased acceptance of participants identifying as non-White race

and ethnicity to receiving dental-led weight support highlighted in

this study may indicate a more agreeable route to access support

for these populations and a way to help reduce inequalities within

the population.

Across dentistry, a variety of interventions to support people

with their weight have been reported in the literature, including

GP referral, goal setting, and signposting/referral to local weight-

management services [10–12, 15, 19]. In this study, the majority

of participants were accepting of referral to local weight-manage-

ment programs or GP offices, which is encouraging given that

greater weight-loss outcomes are reported for adults when

enrolled in a weight-management program [36, 37]. The most

acceptable intervention was for dental teams to provide informa-

tion on local weight-management programs to their patients.

Strengths and limitations

To our knowledge, this is the first study to assess how acceptable

routine weight screening and offer of support from dental teams

would be among the public, with recruitment across different regions

of the UK and across primary and secondary dental care settings to

increase generalizability of findings. The study presents novel insight

into preferences for weight discussion and interventions in a dental

setting for both adults and children to help guide intervention studies

and policy. We have reported quantitative and qualitative research

findings to provide wider perspectives on the questions posed.

This study has some limitations, including that participants self-

reported their weight, which is often underreported owing to lack of

knowledge about current height and weight or misreporting of

information that is accurately known [38, 39]. Moreover, the required

sample size for analysis was achieved, but there was a low response

rate to the online survey, and study findings may be biased toward
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members of the public who are more interested in engaging in

research or who are more willing to share stronger views. This study

focused on reporting the views of the public to hypothetical scenar-

ios, which may be more favorable and supportive than might be the

case if participants were directly approached to have their BMI mea-

sured when attending a dental appointment. Furthermore, although

questionnaire design involved commissioners of weight-management

services, and participants felt able to express their experiences of

weight stigma (Figure S2), study design did not involve lived

experience.

Policy recommendations

Dental teams have public support for weight screening and brief inter-

ventions but must be supported by their indemnity providers and pro-

fessional regulators for this to become part of routine practice [1].

Contractual changes must reflect the need to prioritize and provide

remuneration for prevention both for oral and general health. These

changes would help provide assurances to dental teams that they

were working within their scope of practice.

Equally important in supporting dental teams to have discussions

around weight is to empower the profession through training and

establish clear protocols linking with other health care and weight-

management services. Increasing awareness of weight stigma and

increasing clinician confidence could support constructive and sensi-

tive weight discussions and help maintain a healthy clinician-patient

relationship. Incorporating teaching on weight stigma, as well as the

links between oral and systemic conditions, into dental undergraduate

teaching would be worthwhile. Raising awareness of the interplay

between oral and general health among the public may reduce uncer-

tainties over the relevance of dental teams discussing weight and

health. Meanwhile, signposting to local weight-management services

such as through posters/flyers within dental practices could be a

starting point in response to participants preference for supportive

information provision.

CONCLUSION

Participants were largely supportive of weight screening at a dental

appointment and of being offered weight-management interventions

by their dental team. Findings suggest that this more novel approach

could encourage groups, including male individuals and people identi-

fying as non-White race and ethnicity, to seek support for weight

management when they have previously been less likely to do

so. Conversations with a dentist or dental nurse were preferred. The

most popular supportive intervention among adults was to be pro-

vided with information on local weight-management programs,

whereas caregivers expressed a stronger preference for their

child(ren) to be referred to their GP. These findings highlight impor-

tant considerations in the design and implementation of future weight

interventions in dental settings to assess the feasibility of the wider

dental team supporting the public in this collaborative approach to

improving health.O

AUTHOR CONTRIBUTIONS

Jessica F. Large was responsible for obtaining ethics approval for the

study with input from Amanda J. Daley and Claire Madigan. Jessica

F. Large designed the survey, with input from Amanda J. Daley and

Claire Madigan, and was responsible for site recruitment and dissemi-

nation of the survey. Jessica F. Large collated data and conducted

analysis with statistician support (Andrea Roalfe) and support from

Amanda J. Daley. Write-up was completed by Jessica F. Large with

review by Amanda J. Daley, Andrea Roalfe, and Claire Madigan.

ACKNOWLEDGMENTS

The authors would like to acknowledge Ms. Julie Isherwood for assis-

tance with data collation and would like to thank all dental teams and

participants for their contribution to the study.

FUNDING INFORMATION

Amanda J. Daley is supported by a National Institute for Health

Research (NIHR) Research Professorship award (NIHR300026). This

research was supported by the NIHR Leicester Biomedical Research

Centre. The views expressed are those of the authors and not neces-

sarily those of the National Health Service (NHS), the NIHR, or the

Department of Health and Social Care.

CONFLICT OF INTEREST STATEMENT

The authors declared no conflict of interest.

DATA AVAILABILITY STATEMENT

All data generated or analyzed during this study are included in this

published article (and its online Supporting Information files).

ORCID

Jessica F. Large https://orcid.org/0000-0002-5092-7088

Amanda J. Daley https://orcid.org/0000-0002-4866-8726

REFERENCES

1. Doughty J, Gallier SM, Paisi M, Witton R, Daley AJ. Opportunistic

health screening for cardiovascular and diabetes risk factors in pri-

mary care dental practices: experiences from a service evaluation

and a call to action. Br Dent J. 2023;235(9):727-733. doi:10.1038/

s41415-023-6449-6

2. Herrera D, Sanz M, Shapira L, et al. Association between periodontal

diseases and cardiovascular diseases, diabetes and respiratory

diseases: consensus report of the Joint Workshop by the European

Federation of Periodontology (EFP) and the European arm of the

World Organization of Family Doctors (WONCA Europe). J Clin

Periodontol. 2023;50(6):819-841. doi:10.1111/JCPE.13807

3. Baker C. Obesity statistics. Research Briefing. House of Commons

Library. Published January 12, 2023. Accessed February 19, 2023.

https://researchbriefings.files.parliament.uk/documents/SN03336/SN0

3336.pdf

4. World Obesity Federation. Childhood obesity. Accessed January 29,

2023. https://www.worldobesity.org/what-we-do/our-policy-prioriti

es/childhood-obesity

PUBLIC ACCEPTANCE OF WEIGHT INTERVENTIONS 2373

https://orcid.org/0000-0002-5092-7088
https://orcid.org/0000-0002-5092-7088
https://orcid.org/0000-0002-4866-8726
https://orcid.org/0000-0002-4866-8726
info:doi/10.1038/s41415-023-6449-6
info:doi/10.1038/s41415-023-6449-6
info:doi/10.1111/JCPE.13807
https://researchbriefings.files.parliament.uk/documents/SN03336/SN03336.pdf
https://researchbriefings.files.parliament.uk/documents/SN03336/SN03336.pdf
https://www.worldobesity.org/what-we-do/our-policy-priorities/childhood-obesity
https://www.worldobesity.org/what-we-do/our-policy-priorities/childhood-obesity


5. World Health Organization. Obesity and overweight. Updated March 1,

2024, Accessed January 29, 2023. https://www.who.int/news-room/

fact-sheets/detail/obesity-and-overweight

6. Public Health England. The relationship between dental caries and

body mass index. Published November 2019. Accessed January 9,

2023. https://assets.publishing.service.gov.uk/media/5dbc6b15ed91

5d1d0dbf3b8c/BMI_dental_caries.pdf

7. Public Health England. NHS England, Health Education England.

Making Every Contact Count (MECC): Consensus statement. Pub-

lished April 2016. Accessed January 9, 2023. https://assets.

publishing.service.gov.uk/media/5c338360e5274a65a5da03d5/Maki

ng_Every_Contact_Count_Consensus_Statement.pdf

8. NHS Digital. NHS dental statistics for England, 2022–23, annual

report. Published August 24, 2023. Accessed March 14, 2024.

https://digital.nhs.uk/data-and-information/publications/statistical/

nhs-dental-statistics/2022-23-annual-report

9. Large JF, Rogers HJ, Stevens C. Obesity and dental decay in

children-a position statement. British Society of Paediatric Dentistry.

Published December 2020. Accessed March 14, 2024. https://www.

bspd.co.uk/Professionals/Resources/Position-Statements

10. Large JF, O’Keefe E, Valentine C, Roebuck EM. Weight screening in

paediatric dentistry: what do families and staff think? Int J Paediatr

Dent. 2022;32(suppl 1):64-66. doi:10.1111/IPD.12909

11. Clark E, Tuthill D, Hingston EJ. Paediatric dentists’ identification and

management of underweight and overweight children. Br Dent J.

2018;225:657-661. doi:10.1038/sj.bdj.2018.810

12. Taveras EM, Marshall R, Kleinman KP, et al. Comparative effective-

ness of childhood obesity interventions in pediatric primary care: a

cluster-randomized clinical trial. JAMA Pediatr. 2015;169(6):535-542.

doi:10.1001/JAMAPEDIATRICS.2015.0182

13. Guo JD, Vann WF, Lee JY, Roberts MW. Identification of preferred

healthy weight counseling approaches for children in the dental set-

ting. J Clin Pediatr Dent. 2018;42(6):414-421. doi:10.17796/1053-

4625-42.6.2

14. Gibson Miller J, Loescher A, Marshman Z. The role of dentists in the

prevention and treatment of obesity: a UK survey. Obesity Rev.

2020;21(S1):e13118. European and International Congress on Obe-

sity abstract EP-526. doi:10.1111/OBR.13118

15. Dixon C, Clarke L, Wade N, Stevens C. Body mass index audit: are

we assessing the whole patient? Int J Paediatr Dent. 2019;29(S2):67-

69. doi:10.1111/IPD.4_12555

16. Kading CL, Wilder RS, Vann WFJ, Curran AE. Factors affecting North

Carolina dental hygienists’ confidence in providing obesity education

and counseling. J Dent Hyg. 2010;84(2):94-102.

17. Henderson EJ. Acceptability of delivery of dietary advice in the den-

tistry setting to address obesity in pre-school children: a case study

of the common risk factor approach. Public Health Nutr. 2015;18(10):

1801-1806. doi:10.1017/S1368980014002249

18. Geddis-Regan A, Asuni A, Walton G, Wassall R. Care pathways and

provision in bariatric dental care: an exploration of patients’ and den-

tists’ experiences in the north east of England. Br Dent J. 2019;227(1):

38-42. doi:10.1038/s41415-019-0459-4

19. Wright R, Casamassimo PS. Assessing attitudes and actions of pedi-

atric dentists toward childhood obesity and sugar-sweetened bever-

ages. J Public Health Dent. 2017;77(suppl 1):S79-S87. doi:10.1111/

JPHD.12240

20. Wijey T, Blizard B, Louca C, Leung A, Suvan J. Patient perceptions of

healthy weight promotion in dental settings. J Dent. 2019;91(suppl):

100002.

21. Wyne AH, Al-Neaim BAR, Al-Aloula FM. Parental attitude towards

healthy weight screening/counselling for their children by dentists. J

Pak Med Assoc. 2016;66(8):943-946.

22. Greenberg BL, Kantor ML, Jiang SS, Glick M. Patients’ attitudes toward

screening for medical conditions in a dental setting. J Public Health Dent.

2012;72(1):28-35. doi:10.1111/J.1752-7325.2011.00280.X

23. Sansare K, Raghav M, Kasbe A, et al. Indian patients’ attitudes

towards chairside screening in a dental setting for medical condi-

tions. Int Dent J. 2015;65(5):269-276.

24. Bovenkamp M, O’Sullivan TA, Averill M, et al. A qualitative pilot

study to investigate caregiver attitudes on healthy lifestyle discus-

sions during dental visits for children younger than six years. Pediatr

Dent. 2021;43(4):301-306.

25. Sattler KM, Deane FP, Tapsell L, Kelly PJ. Gender differences in the

relationship of weight-based stigmatisation with motivation to exer-

cise and physical activity in overweight individuals. Heal Psychol Open.

2018;5(1):205510291875969. doi:10.1177/2055102918759691

26. Tudor K, Tearne S, Jebb SA, et al. Gender differences in response to an

opportunistic brief intervention for obesity in primary care: data from the

BWeL trial.Clin Obes. 2021;11(1):e12418. doi:10.1111/COB.12418

27. Magliocca DD, Jabero M, Alto DL, Magliocca JF. Knowledge, beliefs,

and attitudes of dental and dental hygiene students toward obesity.

J Dent Educ. 2005;69(12):1332-1339. doi:10.1002/j.0022-0337.

2005.69.12.tb04032.x

28. Lee JY, Caplan DJ, Gizlice Z, Ammerman A, Agans R, Curran AE. US

pediatric dentists’ counseling practices in addressing childhood obe-

sity. Pediatr Dent. 2012;34(3):245-250.

29. Awan KH, Khan S, Abadeen Z, Khalid T. Knowledge, perceptions,

and attitudes of dental students towards obesity. Saudi Dent J. 2016;

28(1):44-48. doi:10.1016/J.SDENTJ.2015.01.005

30. Curran AE, Caplan DJ, Lee JY, et al. Dentists’ attitudes about their role
in addressing obesity in patients: a national survey. J Am Dent Assoc.

2010;141(11):1307-1316. doi:10.14219/JADA.ARCHIVE.2010.0075

31. Malik Z, Holden ACL, Sohn W, Williams K. A disability-based

exploration of psychosocial barriers and enablers to accessing dental

services for people with clinically severe obesity: a qualitative study.

Clin Obes. 2021;11(2):e12429. doi:10.1111/COB.12429

32. Malik Z, Higgins D, Williams K, Cockrell D, Collins CE. Weight stigma

among dental professionals and in the dental setting: a scoping

review. Br Dent J. Published online November 17, 2023. doi:10.

1038/s41415-023-6501-6

33. Scottish Government. Minority ethnic groups - understanding diet, weight

and type 2 diabetes: scoping review. Published November 15, 2022.

Accessed March 14, 2024. https://www.gov.scot/publications/

understanding-diet-weight-type-2-diabetes-minority-ethnic-groups-sco

tland-access-experiences-services-support-weight-management-typ

e-2-diabetes-recommendations-change/

34. Maynard MJ, Orighoye O, Apekey T, et al. Improving adult beha-

vioural weight management services for diverse UK Black Caribbean

and Black African ethnic groups: a qualitative study of insights from

potential service users and service providers. Front Public Health.

2023;11:1239668. doi:10.3389/FPUBH.2023.1239668/FULL

35. Birch JM, Mueller J, Sharp SJ, et al. Association between indica-

tors of inequality and weight change following a behavioural

weight loss intervention. Obes Facts. 2023;16(2):194-203. doi:10.

1159/000528135

36. Aveyard P, Lewis A, Tearne S, et al. Screening and brief intervention

for obesity in primary care: a parallel, two-arm, randomised trial. Lan-

cet. 2016;388(10059):2492-2500. doi:10.1016/S0140-6736(16)

31893-1

37. Public Health England. Let’s talk about weight: a step-by-step guide

to brief interventions with adults for health and care professionals. Pub-

lished June 2017. Accessed March 14, 2024. https://assets.publishing.

service.gov.uk/media/5b8d54d2e5274a0bd7d11928/weight_manage

ment_toolkit_Let_s_talk_about_weight.pdf

38. NHS Digital. Health Survey for England predicting height, weight and

body mass index from self-reported data. Published December 2,

2022. Accessed March 14, 2024. https://digital.nhs.uk/data-and-

information/areas-of-interest/public-health/health-survey-for-engla

nd-predicting-height-weight-and-body-mass-index-from-self-reported-

data#chapter-index

2374 PUBLIC ACCEPTANCE OF WEIGHT INTERVENTIONS

https://www.who.int/news-room/fact-sheets/detail/obesity-and-overweight
https://www.who.int/news-room/fact-sheets/detail/obesity-and-overweight
https://assets.publishing.service.gov.uk/media/5dbc6b15ed915d1d0dbf3b8c/BMI_dental_caries.pdf
https://assets.publishing.service.gov.uk/media/5dbc6b15ed915d1d0dbf3b8c/BMI_dental_caries.pdf
https://assets.publishing.service.gov.uk/media/5c338360e5274a65a5da03d5/Making_Every_Contact_Count_Consensus_Statement.pdf
https://assets.publishing.service.gov.uk/media/5c338360e5274a65a5da03d5/Making_Every_Contact_Count_Consensus_Statement.pdf
https://assets.publishing.service.gov.uk/media/5c338360e5274a65a5da03d5/Making_Every_Contact_Count_Consensus_Statement.pdf
https://digital.nhs.uk/data-and-information/publications/statistical/nhs-dental-statistics/2022-23-annual-report
https://digital.nhs.uk/data-and-information/publications/statistical/nhs-dental-statistics/2022-23-annual-report
https://www.bspd.co.uk/Professionals/Resources/Position-Statements
https://www.bspd.co.uk/Professionals/Resources/Position-Statements
info:doi/10.1111/IPD.12909
info:doi/10.1038/sj.bdj.2018.810
info:doi/10.1001/JAMAPEDIATRICS.2015.0182
info:doi/10.17796/1053-4625-42.6.2
info:doi/10.17796/1053-4625-42.6.2
info:doi/10.1111/OBR.13118
info:doi/10.1111/IPD.4_12555
info:doi/10.1017/S1368980014002249
info:doi/10.1038/s41415-019-0459-4
info:doi/10.1111/JPHD.12240
info:doi/10.1111/JPHD.12240
info:doi/10.1111/J.1752-7325.2011.00280.X
info:doi/10.1177/2055102918759691
info:doi/10.1111/COB.12418
info:doi/10.1002/j.0022-0337.2005.69.12.tb04032.x
info:doi/10.1002/j.0022-0337.2005.69.12.tb04032.x
info:doi/10.1016/J.SDENTJ.2015.01.005
info:doi/10.14219/JADA.ARCHIVE.2010.0075
info:doi/10.1111/COB.12429
info:doi/10.1038/s41415-023-6501-6
info:doi/10.1038/s41415-023-6501-6
https://www.gov.scot/publications/understanding-diet-weight-type-2-diabetes-minority-ethnic-groups-scotland-access-experiences-services-support-weight-management-type-2-diabetes-recommendations-change/
https://www.gov.scot/publications/understanding-diet-weight-type-2-diabetes-minority-ethnic-groups-scotland-access-experiences-services-support-weight-management-type-2-diabetes-recommendations-change/
https://www.gov.scot/publications/understanding-diet-weight-type-2-diabetes-minority-ethnic-groups-scotland-access-experiences-services-support-weight-management-type-2-diabetes-recommendations-change/
https://www.gov.scot/publications/understanding-diet-weight-type-2-diabetes-minority-ethnic-groups-scotland-access-experiences-services-support-weight-management-type-2-diabetes-recommendations-change/
info:doi/10.3389/FPUBH.2023.1239668/FULL
info:doi/10.1159/000528135
info:doi/10.1159/000528135
info:doi/10.1016/S0140-6736(16)31893-1
info:doi/10.1016/S0140-6736(16)31893-1
https://assets.publishing.service.gov.uk/media/5b8d54d2e5274a0bd7d11928/weight_management_toolkit_Let_s_talk_about_weight.pdf
https://assets.publishing.service.gov.uk/media/5b8d54d2e5274a0bd7d11928/weight_management_toolkit_Let_s_talk_about_weight.pdf
https://assets.publishing.service.gov.uk/media/5b8d54d2e5274a0bd7d11928/weight_management_toolkit_Let_s_talk_about_weight.pdf
https://digital.nhs.uk/data-and-information/areas-of-interest/public-health/health-survey-for-england-predicting-height-weight-and-body-mass-index-from-self-reported-data#chapter-index
https://digital.nhs.uk/data-and-information/areas-of-interest/public-health/health-survey-for-england-predicting-height-weight-and-body-mass-index-from-self-reported-data#chapter-index
https://digital.nhs.uk/data-and-information/areas-of-interest/public-health/health-survey-for-england-predicting-height-weight-and-body-mass-index-from-self-reported-data#chapter-index
https://digital.nhs.uk/data-and-information/areas-of-interest/public-health/health-survey-for-england-predicting-height-weight-and-body-mass-index-from-self-reported-data#chapter-index


39. Gorber SC, Tremblay M, Moher D, Gorber B. A comparison of direct

vs. self-report measures for assessing height, weight and body mass

index: a systematic review. Obes Rev. 2007;8(4):307-326. doi:10.

1111/j.1467-789X.2007.00347.x

SUPPORTING INFORMATION

Additional supporting information can be found online in the Support-

ing Information section at the end of this article.

How to cite this article: Large JF, Roalfe A, Madigan C,

Daley AJ. Acceptance among the public of weight screening

and interventions delivered by dental professionals:

observational study. Obesity (Silver Spring). 2024;32(12):

2364‐2375. doi:10.1002/oby.24106

PUBLIC ACCEPTANCE OF WEIGHT INTERVENTIONS 2375

info:doi/10.1111/j.1467-789X.2007.00347.x
info:doi/10.1111/j.1467-789X.2007.00347.x
info:doi/10.1002/oby.24106

	Acceptance among the public of weight screening and interventions delivered by dental professionals: observational study
	INTRODUCTION
	METHODS
	Study design and recruitment
	Eligibility

	What is already known?
	What does this study add?
	How might these results change the direction of research or the focus of clinical practice?
	Input from the public and policy makers
	Study survey
	Sample size
	Data analyses

	RESULTS
	Participants
	Weight screening
	Discussion and support
	Caregiver views
	Cholesterol and diabetes screening
	Qualitative data
	Scope of practice
	Holistic health care
	Duplication of efforts


	DISCUSSION
	Interpretation of findings
	Strengths and limitations
	Policy recommendations

	CONCLUSION
	AUTHOR CONTRIBUTIONS
	ACKNOWLEDGMENTS
	FUNDING INFORMATION
	CONFLICT OF INTEREST STATEMENT
	DATA AVAILABILITY STATEMENT
	ORCID
	REFERENCES
	SUPPORTING INFORMATION


