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SECTION ONE - BACKGROUND

Chapter 1 Introduction   Jenny Hacker

1.1 Vision

Our vision is that we will achieve a reduction in obesity and overweight in Salford by 2020, and that by 2010, we will have achieved the following

· successfully raised awareness of the scale of the obesity epidemic

· successfully demonstrated the impact of obesity on individuals and their families and on services concerned with health by challenging misconceptions

· established breastfeeding and healthy weaning as the norms in Salford

· increased the number of adults and children in Salford who are physically active, ie by engaging in sport, or active travel 

· increased the number of adults and children in Salford who are eating a healthy diet
· established sustainable mechanisms for communicating information about activities relating to healthy eating and physical activity

· Made Salford an active place to live and work 

1.2 Aims and objectives

The aim of this strategy is improve health in Salford in the longer term by reducing obesity in adults and children. Our shorter term aim is to halt the year on year rise in obesity in children under 11 by 2010. 

The objectives of the strategy are

ADD TARGETS

· to help prevent adults and children becoming obese and overweight by adopting a strategic approach to increasing physical activity and improving diets in Salford

· to improve the management of those who are obese and overweight in Salford by developing comprehensive care pathways for adults and children

1.3 Underlying Principles and Values

There are a number of principles underpinning the obesity strategy, in terms of how we deal with the issue of obesity, and how we do business generally:  

· We are sensitive to the stigma surrounding the issue of overweight and obesity and will take steps to ensure our own practice does not reinforce this in any way. 

· We will support, and not judge, those who are overweight and obese and Salford.  This includes supporting parents and carers in a way which removes blame but encourages people to take personal responsibility. 

· We are also committed to supporting staff to feel confident to raise issues of weight in adults and children in an appropriate and sensitive manner. We understand that ignoring or avoiding issues of overweight and obesity, at the risk of causing offence, are not acceptable approaches to the issue

· We do not assume that weight and obesity are ‘other people’s problems’ and understand that many staff working to the obesity strategy will themselves be overweight/obese and may be personally concerned about raising issues of weight. We will support our own staff in finding ways of raising issues of weight with others when weight may also be a personal concern

· We acknowledge that behaviour change presents a challenge to many individuals and families due to the numerous barriers to healthy lifestyles and the ‘obesogenic environments’ in which we live

· We acknowledge the scale and complexity of the obesity epidemic nationally and internationally and that Salford cannot address the problem alone. We will not set unrealistic targets but will focus on those factors that are in our control, whilst taking opportunities to lobby for wider environmental and policy change at Government level

· We are committed to developing actions that reflect the principles of sustainable development 

There are also a number of underlying principles and values relating to how we do business in Salford:

· Public health is everybody’s business. We will work to develop and train key staff to integrate work around healthy eating and physical activity into everyday work taking place across Salford.

· Our work is based on evidence of ‘what works’. Where evidence is lacking, we will work innovatively to address this and ensure we evaluate what is and isn’t working

· Our citywide health actions are delivered on a neighbourhood basis, taking into account the local circumstances and needs of individual communities 

· We will prioritise groups and communities where the prevalence of obesity and overweight is highest.

· Where appropriate, we will work to develop the capacity of communities themselves to deliver services.

· The NHS, City Council and partners such as Salford Community Leisure have a responsibility to act as ‘exemplars’ in terms of health in the city.

1.4 Development of the Strategy

1.4.1 Food and Physical Activity Partnership

The Obesity Strategy is the result of work carried out within the Salford Food and Physical Activity Partnership, established in 2005 by the Health and Wellbeing Manager. The group is chaired by the Director of Public Health and sits under the Healthy City Executive, to which it reports regularly. Underneath the Steering group of the Partnership are several action groups, each with a Lead Officer, covering pre-school children and their families, young people, adults, over 50s (each groups focused on prevention), along with groups looking at care pathways for children and adults, and a publicity and marketing group. Lead Officers from those subgroups looking at prevention have been involved in developing the framework for the strategy, and have worked with members of their individual action groups to complete these stages and, crucially, identify what needs to be done in Salford to improve prevention.

1.4.2 Consultation process

Describe process followed, summarise who was involved and key themes, with actual results in appendix.  

1.5 Management of the Strategy

Salford Primary Care Trust is charged with improving health and reducing health inequalities in Salford. Salford City Council is charged with improving the well-being of the people of Salford. These two objectives are inextricably linked under the leadership of the Director of Public Health, a joint appointment between the Primary Care Trust and the City Council. The Director of Public Health works closely with the Strategic Director of Community Health and Social Care to co-ordinate activity to ensure delivery of the health inequalities targets for both organisations and on behalf of the Local Strategic Partnership.

The Healthy City Executive is the Local Strategic Partnership for health. It is comprised of executive directors of the City Council and PCT. It is the service delivery group at which the Director of Public Health reports progress on delivering the Inequalities Strategy and targets to both the Local Strategic Partnership and the PCT Trust Board. The executive group reports through the Director of Public Health to Cabinet.

The Food and Physical Activity Strategy has a multi-agency steering group which manages several action groups, described in 1.4.1 above. These will effectively operationalise the relevant strategic aims. The action groups bring together key staff from a range of agencies working in relevant fields to address the need to increase physical activity and improve diets in Salford across the range of age groups, and to effectively manage obesity in adults and children. Local implementation of the action plans will be developed with the Health Improvement and Neighbourhood Management team structures of the Primary Care Trust and City Council.

Chapter 2 Obesity – what is the problem?   Jenny Hacker and Dr Andrew O’Shaugnessy 

SUMMARY

· Two thirds of adults are overweight and around one in four are obese

· Carrying excess fat has a huge impact on a person’s health – it shortens life by nine years and can lead to more than twenty medical conditions

· Obesity also has a cost to society: experts predict that treating the obesity epidemic may bankrupt the NHS 

· Society is getting fatter because we are less active than we used to be (we are more likely to drive, to entertain ourselves in the home, and less likely to work in physical jobs) and because we consume more calorific or ‘energy dense’ foods by snacking and eating outside the home

· Obesity therefore has complex, multifactorial causes, requiring multifactorial solutions from a range of partners 

2.1 Why is obesity a problem?

2.1.1 What is obesity?

Obesity and overweight are the terms used to describe a situation where an excess of fat on the body is at a level which could lead to poor health and even death. The likelihood of developing life threatening illnesses increase as body fatness increases. 

The weight at which you can be classified as obese or overweight depends on your height, gender and ethnicity, but can be easily ascertained.

Body Mass Index

The most common measure of obesity and overweight is Body Mass Index (BMI), which measures – for most people – the proportion of their body that is fat. This is defined as the person’s weight in kilograms divided by the square of their height in metres, and can be electronically calculated in seconds. Table X shows the healthy and unhealthy ranges of BMI according to the World Health Organisation.

Table X WHO classification of overweight and obesity in adults

	
	General adult population
	Asian adult population

	Classification
	BMI (kg/m2)
	BMI (kg/m2)

	Underweight
	Less than 18.5
	Less than 18.5

	Healthy weight
	18.5 – 24.9
	18.5 – 22.9

	Overweight
	25-29.9
	23 or more

	   At risk
	30 or more
	23-24.9

	   Obesity I
	   30-34.9
	25-29.9

	   Obesity II
	   35-39.9
	30 or more

	   Obesity III (severely or morbidly obese)
	   40 or more
	


BMI classifications are not identical for all ethnic groups. The National Institute for Health and Clinical Excellence (NICE) has identified alternative classifications of overweight and obesity which should be used for individuals from some Asian countries
 which have an increased risk of cardiovascular disease and type 2 diabetes.

It is important to note that BMI is not necessarily the best measure of body fatness in adults who are muscular, since muscle weighs more than fat, and for this reason many adults who do not appear to be overweight or obese have an artificially high BMI. In this situation, other measures such as waist circumference and waist to hip ratio (see below) should be used as a cross measure.  
Waist circumference

Fat which is stored around the abdomen (the ‘central’ area) is of particular importance as this is closely linked to diseases such as diabetes and heart disease. Measuring the waist and comparing this to thresholds for adult men and women can therefore provide information on whether a patient’s weight is a problem (see table x)

Table x Waist circumference thresholds for adults

	Gender
	General population
	Asian population

	Male
	102cm/40 inches or more
	90cm/35 inches or more

	Female
	88cm/35 inches or more
	80cim/32 inches or more


Waist-hip ratio

Another measure of body fatness is the waist circumference divided by the hip circumference (waist-hip ratio). A raised threshold is seen to be 0.95 or more for men and 0.85 or more for women, although  there is less consensus about the use of this measure.

2.1.2 What is the link between obesity and health?

Obesity and overweight have a huge impact on health. There are more than 20 physical problems which are introduced or made worse by increasing weight. These include diabetes, cardiovascular problems, some cancers, breathing and respiratory problems, infertility and musculoskeletal problems. Many of these are life threatening. Obesity reduces life expectancy by an average of nine years (APHO, 2005). 

Obesity can be a problem for both physical and mental health. It can contribute to depression and introduce stigma for individuals and their families. Some studies have shown that the quality of life of children with obesity is lower than children living with cancer (find ref). 

Obesity can also pose restrictions on an individual’s ability to become an active member of society. When obesity becomes severe, it can inflict bodily pain and affect normal daily activities, such as work. The economic impact of obesity will be considered under X below. 

2.1.3 What is the scale of the obesity problem? 

It is no exaggeration to describe the situation we now face as an obesity epidemic. Obesity is a local, national, and international problem - a 1999 study by the United Nations found that obesity is on the increase in all developing regions, including those where hunger exists.

Although the proportion of adults who are overweight has not changed significantly, obesity has increased markedly among both adults and children since the mid 1990s (see table x). Latest figures suggest that nationally, almost a quarter of the population (22.7% of men and 23.8% of women) are obese, and nearly two thirds overweight. (Health Survey for England 2004). (Figures for children are considered in Chapter 5). Obesity is a common, and growing problem in this country. 
Needs title 
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2.1.4 Economic impacts of the obesity epidemic

Obesity however imposes costs not only on those who become obese, but on the rest of society. These costs include medical costs for treating obesity and its resultant illnesses (The costs of obesity have been estimated at up to 8% of overall health budgets (International Obesity Task Force, 2002), lost working days and so on. In 2006, Sir Derek Wanless warned that with obesity rates continuing to increase every year, the NHS was being overwhelmed and its very future was in jeopardy. 

Table X below provides estimates of some of the annual costs of obesity to Salford. These are extrapolated from national figures and must be considered as crude, however they are most likely to be underestimates given the degree of socioeconomic inequality in Salford compared to most of the rest of England.

Table X Estimated annual costs of obesity in England and Salford
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Population

51,000,000 

1

216,400 

2

Treating obesity

£47,500,000

£201,549

Treating the consequences 

of obesity

£1,010,000,000

£4,285,569

Sickness absence

£1,375,000,000

£5,834,314

Disability benefit

£8,000,000

£33,945

1 –   Office for National Statistics mid-year population estimates, 2004

2 -   Office for National Statistics mid-year population estimates, 2004

When obesity becomes severe, it can inflict bodily pain and affect normal daily activities. A person with severe obesity may find their ability to perform their chosen occupation so compromised that they qualify for disability. In each year from 2000/01 to 2004/05 the Government paid out roughly £8 million on incapacity benefits "whose primary diagnoses is obesity" (House of Commons Commission, 2006. The figures mainly cover incapacity benefit but also include severe disablement allowance, a payment which has been phased out to new claimants, as well as income support with a disability premium. As a percentage of total payments of incapacity benefit, the obesity-connected payments have been roughly constant at between 0.06 per cent and 0.07 per cent.

To exemplify the contribution of obesity to physical disability, a recent study in Manchester showed that in primary care, higher BMI was associated with increased knee pain, and that a significant proportion of knee pain could be ascribed to being overweight or obese (Webb et al, 2004). Of all knee pain, this was 21%, and up to 37% for moderate or severe pain with disability. Most of this came from being overweight (BMI 25-30), not being obese.

As a corollary, disability can attract a number of statutory benefits, and can restrict the capacity to work, again attracting benefits. This not only acts as a drain on existing public finances, but also deprives the public purse of some of the financial contribution that could otherwise be made, e.g. payment of council tax, income tax etc. 

Conversely, effective interventions can reap major savings. A recent evaluation of the LEAP (Local Exercise Pilot Projects) which were commissioned by the Department of Health, Sport England and Natural England, demonstrated potential cost savings to the NHS of physical activity interventions, whereby the savings exceeded the costs per participant of implementing an intervention. The future cost savings to the NHS per LEAP participant were calculated at between £770 and £4,900, and for all interventions, exceeded the cost per participant. 

The above has outlined the scale of the obesity epidemic that we are facing, along with the impacts on the health and social lives of individuals and their families, and the economic impacts on society as a whole, and on the future potential of the NHS to deliver services. These are significant problems that cannot be overstated. Any attempt to address the problem of obesity needs first to consider its causes. What are the causes of the current obesity epidemic? 

2.2 What are the causes of the obesity epidemic?

Simply put, individuals generally gain weight when they are habitually eating more than they are burning off – ie their ‘energy balance’ (‘energy in vs energy out’) is wrong. Given that we now have an obesity epidemic, why are so many people now eating more and doing less? 

The major causes of the epidemic are changes to our lifestyles and working lives that have occurred in recent decades. In the past forty years or so, technological advances have meant that our working lives are more sedentary. In terms of our leisure time, television viewing has doubled, snacking and eating out have increased, and energy dense foods – which are laden with calories – are readily available. (Select Committee, 2004). This has occurred not just in this country, but across the developed world. 

‘The UK, like many developed countries, fosters an ‘obesogenic environment’. Lifestyles dominated by sedentary pursuits and easy access to energy-dense foods are a feature of modern society. Increased car ownership and usage, technological advancements to make lives easier, a wider range of television programmes aimed at all sections of society and use of the internet are all examples of outside influences… Eating out of the home is on the increase and foods eaten outside the home are often higher in energy and fat…Allied to this, increasingly busy lifestyles have led to large sections of the UK population moving away from traditional cooking and family meals to consuming vast quantities of processed foods, ready meals and fast foods, which are often low in nutrients and high in (hidden) fat, sugar and salt.’ North West Food and Health Action Plan, Supporting document, pg 10. 

The food industry has been quick to blame a decline of physical inactivity as the cause of the epidemic, pointing to the fact that the National Food Survey suggests an overall drop in food consumption in the last three decades. However, crucially, the National Food Survey does not record food eaten outside the home. Recent economic analyses suggest that increases in energy intake may be the primary cause of the obesity epidemic, with obesity rates correlating more closely with increases in snacking, eating outside the home, decreases in food costs relative to income and increases in food production, rather than car usage or television viewing.

The contribution of food and diet to the obesity epidemic will now be considered.

2.2.1 Food – ‘energy in’

Eating habits have changed over the last 50 years. We not only consume more calories (Department for Environment 2005), but we are more likely to eat outside the home. Food eaten outside the home tends to be more ‘energy dense’, higher in fat and added sugars. Portion size has also grown without necessarily making the consumer feel full (National Audit Office 2001).

Addressing the sorts of trends that have led to the ‘energy in’ side of the equation require more than individual action. Traditional approaches to healthy eating have tended to focus on ‘victim blaming’, however, food choices take place against a backdrop of mass marketing of junk foods. 

‘…Healthy eating messages are drowned out by the large proportion of advertising given over to highly energy-dense foods’ (Select Committee, 2004). 

Neither is it sufficient to simply blame lack of awareness:

‘Our evidence suggested that people are, generally speaking, aware of what constitutes a healthy diet (however) there are multiple barriers to their putting this into practice.’ (Select Committee, 2004)

Major changes to our relationships with food have occurred. Few families have the luxury of a parent at home, spending time cooking an evening meal. The abundance of highly calorific, cheap foods, actively marketed at busy families presents requires action from the Government and the food industry to reduce energy density levels, adopt healthy pricing schemes and reform agricultural policies (Select Committee, 2004). 

Range of factors influencing diet
· Income/cost of food

· Access

· Behaviour of friends/peers

· Family circumstances (age, sex, single or cohabiting, children)

· Housing tenure and cooking facilities

· Cultural factors

· Time

· Taste preference

· Lifestyle trends (decline of traditional cooking skills, increase in eating outside the home)

· Marketing and advertising

· Government

· Other agencies – NHS, schools, workplaces, food industry

The contribution of alcohol

Alcohol consumption adds significant calories, with very little nutritional value, to our daily diets. Binge drinking, particularly amongst women and young people, has increased rapidly and would seem to be a contributing factor to the epidemic. Five pints of lager represents nearly half a man’s daily energy requirement (Select Committee, 2004). 

2.2.2 Physical activity – ‘energy out’

According to a recent ‘Active People’ survey carried out by MORI, 21% of adults in this country take part regularly in sport and active recreation Across the region, participation rates vary, and Salford’s are in the bottom 25%, with participation rates of 17.8%. The above survey was carried out using a definition of ‘active participation’ - taking part on at least 3 days a week in moderate intensity sport and active recreation – which has been superseded by current recommendations for a minimum of 30 minutes of at least moderate intensity activity at least five times a week for adults, 60 minutes a day for children. We do not yet have good local data relating to the proportion of our population that meet this recommendation, however the table below shows the national picture for men and women from different age groups. The table suggests that women are less active than men across all ages groups, that levels of activity decrease strongly with age for men, and remain fairly constant for women until the age group 55-64.

Table x - Percentage of adults who meet physical activity recommendations: by sex and age, 2003, England
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It is also important to note that the recommendations for physical activity relate to achieving good health, rather than losing weight. Weight loss depends on how much energy is being expended, compared to how much food is being consumed. However, for those who are already overweight and obese, physical activity can be difficult:

 ‘(W)here physical activity comes in is that you get into a vicious cycle of inactivity, sloth and weight gain: as soon as you start to gain a load of weight, it is all the more difficult to get up those stairs; as soon as you start to become a little less fit, you resist doing those things which in the first place will help you not to become overweight, and so it rapidly becomes a vicious cycle.’ (Professor Andrew Prentice, quoted in Select Committee,2004).

The amount of physical activity taken as part of a person’s daily routine, such as active travel, has fallen drastically over the past 25 years (Department for Transport 2002). Over the same period the number of miles travelled by car has increased by 70% (British Heart Foundation [no date]). Since the early 1990s there has been a steady increase in the use of cars and a decrease in walking and cycling to school or to work in GB. Among children aged five to ten, the proportion who walked to school fell from 61 per cent in 1992–94 to 52 per cent in 2002–03, mirroring the equivalent 10 percentage point rise in the proportion of school journeys by car, from 30 per cent to 40 per cent. Among adolescents aged 11 to 16, the proportion of journeys to school by car increased from 16 to 23 per cent over the same period, reflecting the combined decrease in journeys on foot or by bicycle.

For adults aged 17 and over, the proportion of journeys to work where the main mode of travel was by car rose from 66 per cent in 1989–91 to 71 per cent in 2002–03. During the same interval journeys that were mainly on foot fell from 13 to 10 per cent.

2.3 Obesity and deprivation – a complex and changing relationship
Although a link between between obesity and deprivation is still assumed by many to be the case, the relationship is complex and may be changing. A stronger correlation between income and obesity has been found for women than men (Royal College of Physicians of London, 2004, and below). 
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In addition, research carried out at the University of Manchester by Dr Ian Buchan, using data from both Salford and the Wirrall, suggests evidence is beginning to emerge that the link is disappearing: we are all getting fatter. 

Obesity is thus a complex and multi-factorial problem, requiring good partnership working at a local level along with government action to address some of the broader causes. 

‘While the NHS is clearly central to tackling obesity through providing specialist health promotion and treatment for people who are already obese, we believe that the most important and dramatic changes will have to take place outside of the doctor’s surgery, in the wider environment in which people live their lives…as the main factors contributing to the rapid rises in obesity seen in recent years are societal, it is critical that obesity is tackled first and foremost at a societal rather than an individual level.’ (Select Committee, 2004) 

‘Although there is no simple solution, the most effective strategies for prevention and management share similar approaches. The clinical management of obesity cannot be viewed in isolation from the environment in which people live’. (NICE guidance on obesity, 2006).

2.4 Policy context 

There are strong local, national and international drivers for change to help address the above and start to create societies which discourage overweight and obesity.

2.4.1 European context

In late 2006, the World Health Organisation brought together key ministers from across Europe with the aim of agreeing action on obesity. The result was the European Charter on Counteracting Obesity. The Charter, signed by all 53 states in the WHO European region, called for action to 

· promote breastfeeding, 

· cut salt, sugar and fat in food, 

· improve and promote physical activity in schools and 

· design our environment to favour people and bicycles, not cars. 

The Charter argued that it should be possible to reverse trends in obesity by 2015, but that a number of factors were necessary to make this possible, for example, 

· political will to address the problem across all relevant Government agencies, protection for children from commercial exploitation, 

· support for schools to make healthier choices easier, 

· public health input into key decision making activities such as planning and transport, 

· work with the private sector to promote healthy lifestyles as a way of achieving market advantage.

2.4.2 National drivers for change

Nationally, there are a number of policy drivers for the strategy. The Wanless Report: ‘Securing good health for the whole population’ (2004) emphasised the scale of the change needed to avoid major escalation of healthcare costs, by effectively preventing diseases such as obesity, and promoted the role of the local authority, schools, employers, the private and voluntary sectors and others. 

Choosing Health: Making Healthier Choices Easier (2004) established obesity as one of the Government’s key public health priorities and put obesity and its prevention firmly on the agenda. 

Recent (2006) guidance on obesity from the National Institute for Health and Clinical Excellence (NICE) states that the prevention and management of obesity should be a priority for all, including the NHS, local authorities and partners, early years settings, schools, and workplaces. NICE guidelines recommend that to improve levels of physical activity interventions that fit easily into people’s everyday lives must be developed and promoted. 

It urges Local Authorities and their partners to 

· identify and address barriers to physical activity

· ensure the design of buildings and green spaces encourage people to be more active.

· encourage active travel and physical activity schemes
· encourage local shops and caterers to provide healthy food choices
Physical Activity also plays an important role in the following Government plans

· Cleaner Safer Greener Communities, Office of the Deputy Prime Minister.

· Game Plan, Department of Culture, Media and Sport. 
· The Nation Community Safety Plan, Home Office 

· Sustainable Travel, The Department for Transport.

In terms of food, the government has set population dietary recommendations for

· Total fat

· Saturated fat

· Total carbohydrate

· Sugars

· Dietary fibre

· Salt

· Fruit and vegetables

2.4.3 Local context

Locally, Salford has a strong commitment to tackling the issue and excellent partnership arrangements in place between the major players: the NHS, City Council and Salford Community Leisure, via the Food and Physical Activity Partnership (see 1.4.1). This was set up as a result of the local Health Inequalities Strategy, which highlighted the need for action to improve food and increase physical activity, and to focus work on under 5s and their families and those over 50. 
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Chapter 3 – Operationalising the Strategy 

3.1 Underlying principles

Two of our key underlying principles of how we do business are:

· to deliver our health actions at a neighbourhood level, taking account of local circumstances, and 

· to develop and train staff across Salford to integrate public health into their way of working.

These principles are key to how we operationalise the strategy. The following section will introduce how we will deliver the strategy locally, and go on to describe how we will develop the local workforce. Both will be developed in more details in the chapters relating to the strategic priorities, Chapters 5 – 9). 

Some of the work that we will carry out will operate at a citywide level. For example, work to promote breastfeeding and make this the norm in Salford. However, communities and local circumstances (e.g. the nature and number of active community groups and facilities) differ. As a result of this, the specific activities and the partners involved in delivering them will differ at a neighbourhood level. In addition, some of the work that will be carried out needs to be targeted at particular groups, based on age or other factors. For example, we will target some of our marketing of the opportunities that exist for physical activity for older people in Salford at those who are over 50s, and within this, we will work to identify particularly vulnerable and isolated older people to provide assistance with food and nutritional issues.  The following section will describe how we will deliver actions at a neighbourhood level, before going on to describe how we will continue to target particular groups within these communities.

3.2 Neighbourhood/locality actions

The PCT has an active Health Improvement Team across the city. The team utilises local knowledge to develop neighbourhood action plans to deliver health strategies at a local level in ways which are appropriate to the local population and its resources. 

There are three areas of action established at the neighbourhood level to deliver public health strategy.  These are:

1) Neighbourhood programmes and strategy delivery (top down approach) – this involves changing the way services are delivered, evidence based activity development, capacity building and development within organisations in Salford and influencing commissioning.

2) Capacity building and delivering actions to meet local priorities (bottom up approach) – this involves supporting communities to identify and take forward actions that improve health.

3) Project delivery (Combination of both top down and bottom up) – this involves delivering projects in the communities described in neighbourhood programmes.

Health improvement requires both top down and bottom up approaches; one will not have an impact without the other. 

Health Improvement Officers put neighbourhood health improvement programmes in place in the localities.  Programmes are complex, they include action across the whole health economy.  This includes not only developing new initiatives and services but also changing the way services are being delivered, both within and outside of the PCT. Across each of the eight neighbourhoods of Salford, programmes are developed to deliver health improvement strategies including obesity. Because the process used to develop the programmes is participatory taking into consideration the needs of the specific communities, they are unique.  Projects within the programmes have individual and clearly defined outputs; collectively these projects and other initiatives form the health programmes, which have shared outputs across Salford.  In this way the health programmes deliver the citywide priorities.   

Logical framework planning is used to ensure the health programmes deliver the necessary and sufficient action required to improve health. 

Community Development Workers work within the new model to support active and engaged communities ensuring community priorities are reflected in the neighbourhood programmes and delivery is appropriate for the specific communities.  This is essential to ensure that communities are fully engaged as key partners in improving health.

Health Improvement Workers deliver health projects in the communities, which are described in the neighbourhood programmes.  Examples of these activities in relation to obesity are community cookery skills and dancing sessions. 

Taking a programmed approach to improving health moves away from delivering individual projects, which have a limited impact, to a systematic planning process.  This process consists of action across the range of levels described below: 

· Individuals, 

· Families, 

· Communities, 

· Organisations and 

· Environments

The actions required across these levels to deliver a programmed approach are: 

· Awareness raising, 

· Education, 

· Capacity building, 

· Social support, 

· Clinical intervention, 

· Policy and environmental change.

Health Improvement Officers ensure a programmed approach is in place at a neighbourhood level by leading the planning process.  However, the actions necessary within the programmes are delivered by a wide range of partners, both within the PCT and through other organisations.  To achieve this Health Improvement Officers work in partnership through Local Health Action Partnerships, Neighbourhood Teams and other partnership networks.  

An example of how this planning process is used, and the activities that could be included at each level, using the programme matrix, is given below. 

AWAITING JANICE’S REVISION OF THE FOLLOWING TABLE

	Level

Activity
	Awareness raising
	Education
	Capacity building
	Social Support 
	Behavioural/Clinical

Intervention
	Environment / Policy change

	Individual
	- Taster sessions at the Gym
	- Cooking courses

- Street dance sessions for young people

- Promote the use of pedometers to increase walking

- Baby / toddler gymnastics clubs
	- Local consultations around nutrition and physical activity
	- Weaning groups

- Healthy Hips & Hearts sessions
	- Referrals to dieticians

- Childhood growth monitoring

- GP exercise referral Schemes

- Support form health visitor/ midwife re: Breastfeeding

- One to one advice from practice nurse/ GP re: diet and exercise
	- Food Coops/ improve access to affordable healthy food

	Family
	- Food tasting sessions

- Open day ay local leisure centre

- Information packs for all families on healthy weaning
	- Cook and taste sessions

- Health Walks
	- Healthy cooking skills course in community setting/ schools

- Healthy weaning course


	- Family Fun days

- Family swims

- Health Walks for mums and babies
	- Referrals to family obesity project within pilot areas
	Scheme to subsidise physical activities for families most in need

	Community 
	- Publicity campaign for 5 a Day

- Promotion campaign on the benefits of exercise
	- Community allotment schemes

- Green gyms
	- Food hygiene training

Train local people to deliver Tai Chi / Healthy Hips & Hearts sessions or become Health Walk Leaders

- Breastmates training for local mums
	- Breakfast clubs

- Sport provision for young people 

- Weight loss groups in community venues
	- Referrals to meals on wheels service
	Making specific funding available to support any community groups wishing to activities to tackle obesity.

	Organisation
	- Schools to provide information packs to all pupils about healthy diets/ healthy packed lunch etc

- Awards scheme for restaurants/ cafes providing a healthy option
	- Schools to provide opportunities for a range non competitive physical activities
	- Health Walks schemes within workplaces
	- Weight loss groups within workplaces


	
	- Improvements to school meals

- Lunchtime activity sessions in schools (Fitbods)

- Promote Breastfeeding Friendly public venues

- Health time schemes with workplaces

- Provision of healthy options in staff canteens.

- Policies to support breastfeeding mothers within the workplace

	Environment
	- Publicise 5 a day citywide 

- Publicise local physical activity opportunities – every family in Salford to receive details of all physical activities currently available
	
	
	Address potential barriers to walking for older people e.g. fear of crime, poor lighting, uneven paving etc.
	Promote walking/ cycling to work incentive schemes
	- Development of cycle paths

 - Lobby government re: subsiding healthy food, reducing advertising of unhealthy food, manufacturing of unhealthy foods etc


SECTION TWO – PREVENTION OF OBESITY

Chapter 4 – Introduction to section

4.1 Why prevention?

‘Prevention is the only economic long term solution to the problem…Maintaining a stable weight is easier than losing excess weight…a third to a half of all obese patients will not lose weight by any medical method. Much more effort should focus on discovering how to prevent individuals becoming overweight or obese in the first place and maintaining current weight.’ (Lean et al, 2006)

It is important to recognise that although we know that it is easier to prevent weight gain than to reduce it once it has been gained, there is very little good quality evidence of how to intervene to help people prevent obesity and overweight.This does not mean that we should do nothing. Much of the research that has been carried out on this topic is from the United States, and the few studies that have taken place in a UK setting have occurred prior to obesity becoming the national priority it is now. What is clear is that, as we develop our own approach to the prevention of obesity, we need to address this lack of evidence and ensure we are evaluating our work well, so we start to find out which approaches are most successful in the prevention of obesity with adults and children.
4.2 Structure of section

This section is concerned with the prevention of obesity and overweight, as opposed to the management of weight, which is the concern of Section three. 

Within this section, we mirror the ‘lifecourse’ approach taken in the Food and Physical Activity Partnership and will be describing our strategic priorities for the following defined age groups (which mirror the subgroups of the Partnership):

· Pre-school children and their families (Chapter 5)

· Young people (Chapter 6)

· Adults (Chapter 7)
Over 50s (Chapter 8)

Whilst adopting a lifecourse approach, each agegroup has also ensured that the most appropriate settings have been identified.

4.2 Methodology

As previously mentioned, a multi-agency partnership – the Food and Physical Activity Partnership (FPAP) – was established and was launched at an event in July 2005. Keynote speakers from Government Office North West, the University of Salford and the University of Manchester established the size and scale of the problem and the contributions made by food and physical activity to the obesity epidemic. Attendees then spent the day working to address some of issues relating to either children, or adults, and were urged to become involved in the Partnership. 

After establishing a steering group, subgroups were set up to cover the age groups described above. An appropriate lead officer was recruited to lead each of the groups, and work on identifying and recruiting key members from across the city.  Lead Officers of the subgroups were then involved in a training event to encourage ‘blue-sky thinking’ and devise a mutually agreeable framework for developing their strategic priorities. The framework included the following key stages:

1. Set up subgroup of partnership

2. Develop purpose, agree aims and objectives

3. Agree target population: age range, settings, vulnerable groups

4. Review evidence

5. Map current service provision

6. Identify gaps

7. Formulate action plans/strategic priorities

8. Identify additional funding required 

Once stage 7 was reached, a workshop event was held with the Director of Public Health, volunteers from the Steering Group of the Food and Physical Activity Partnership, Lead officers and volunteer members of each subgroup. Members of the workshop were given an overview of the entire set of Strategic Priorities being proposed, and then followed a ranking process, whereby each of the priorities were subjectively assessed in terms of perceived IMPACT (high, medium or low) and perceived DIFFICULTY (high, medium or low). This is a recognised technique which helps to inform the prioritisation process. Through this prioritisation process, a small number of Strategic Priorities which were considered to be of low impact and high difficult were removed.

The following chapters (5 – 9) will describe the strategic priorities for the prevention of obesity with each of our age groups in Salford, using the following structure, which was agreed by the steering group of the FPAP:

· Background - scale of the problem, barriers and problems, user perspective

· Policy context

National drivers for change

Local context

· Needs assessment

What is the current position?

Where do we want to be?

What are the gaps?

· Strategic priorities

· Action plans

Chapter 5 – Preventing obesity in children  Toni Doyle, Assumpta O’Connell and Jenny Hacker

Summary

· Nearly a third of Salford’s children were obese or overweight in 2006

· Parents and carers are not always aware that their child is overweight or obese

· Lots of the work we are doing with children takes place in school, but this may be too late: there is growing evidence that we need to be working with families at a much younger age – from birth or even earlier – to prevent child (and adult) obesity
· Locally, staff do not always feel confident dealing with weight issues, and Salford is  not meeting national breastfeeding targets

· We need to be doing much, much more in Salford to encourage healthy lifestyles throughout the lifecourse, focusing on pregnancy, breastfeeding and healthy weaning

· We also need to be working with early years providers to encourage active play and healthy food provision

· We need to work to support our staff to raise issues of weight in a sensitive and appropriate way

· We need to be doing more with school age children – particularly those from vulnerable groups – to help prevent obesity

5.1 Background 

“Childhood obesity is a complex issue. There are no easy answers or quick fix solutions. Changing behaviour requires long term action on a number of fronts” (Caroline Flint, Public Health Minister, 2007)
5.1.1 Scale of the problem

Childhood obesity is on the increase in the UK. Between 1995 and 2004, childhood obesity rates rose by almost 5%, and it is estimated that without further action, one in five children will be obese by 2010. In Salford, we are heading towards this situation, with latest figures showing that 14.5% of children are obese.
 When considered alongside those that are overweight, nearly one in three of our children have a weight problem.

Table x. Prevalence of obesity and overweight in Salford children, 2006 (%)

	OVERALL


	CHILDREN IN RECEPTION CLASS (4-5 YEARS OLD


	CHILDREN IN YEAR 6 (AGED 10-11 YEARS)



	% Obese
	% Overweight
	% Obese
	% Overweight
	% Obese
	% Overweight

	14.5
	15
	10.2
	14.6
	18.6
	15.3

	29.5
	24.8
	23.9


Combining the data for reception and year six pupils allows us to create a baseline on which to track progress and make national comparisons. However, this masks importance differences between age groups. At reception age, one in ten (10.2%) of children measured in Salford’s schools were obese, a frightening statistic in itself. At age 10 to 11, the proportion of Salford’s children who are obese is nearly double this at 18.6%, close to the one in five figure the Government is predicting. 

Obesity is not our only concern: when combined with figures for overweight children, a quarter (24.7%) of reception children and more than a third (33.9%) of year six children in Salford were overweight or obese. These are shocking statistics. And these figures are increasing rapidly. The year six children who were weighed in 2006 were also weighed in 2000 when they were in reception class: alarmingly, the prevalence of obesity and overweight in these children has more than doubled from 8.9% to 18.9%. 

There is no local data on overweight or obesity prevalence in children under 4 or over 11, therefore it is difficult to estimate the scale of the problem in this age group. However as national trends are generally reflected in local trends we can estimate that  approximately 36% of young people  in Salford between the ages of 11 and 15 years are either overweight or obese. (HSE Office for National Statistics 2003)

5.1.2 What works in preventing childhood obesity?

Pre-school children

The NICE guidelines suggest that the pre-school years are key in terms of shaping attitudes and behaviour: if we are to set children off on a healthy start to life, we need to be intervening with parents and carers of children at an early age, including pre and post pregnancy, to help influence this behaviour. A recent systematic review of 24 studies published in the British Medical Journal reported that the heaviest infants, those with the highest body mass index, and those who gained weight rapidly during the first and second year of life, were more likely to be obese in childhood, adolescence, and early adulthood than other infants (Baird et al, 2005). The issue of potentially working with parents to limit the energy intake of babies is however a sensitive one, and has been criticised for example for ‘interference with nature’. A further study published in the British Medical Journal reported that increasing birth weight was one of four factors that were independently linked to the risk of obesity at age seven, the other three being parental obesity (in one or both parents), eight or more hours spent watching television per week at age three, and less than 10.5 hours sleep per night at age three (Reilly, 2005).  Additional four factors were also felt to have a potential link, such as rapid weight gain in the first year of life and between birth and two years and early development of body fatness in the pre-school years. 

Each of the above potential causes or links to childhood obesity are complex and need to be explored further. For example, the link with increased television viewing may be a marker for sedentary behaviour, or increased exposure to advertising and therefore the marketing of junk food. In addition, it is unclear whether parental obesity is linked due to genetic influences, or other factors such as food preferences in the family (Reilly, 2005). The above illustrates the complexity of obesity and the difficulties this presents in developing strategies for addressing the issue, given the lack of conclusive evidence on key issues at the present time. 
Studies have pointed to the potential protective effect of breastfeeding on obesity.  Bundred (2006) suggested that in the in first year of life, breastfed babies have a lower weight gain, improved satiety (which facilitates later weaning) and were at less risk of developing overweight and obesity in childhood. Babies fed on formula were less able to learn satiety and had increased risk of rapid weight gain as infants, becoming overweight children. Studies by Gunnarsdottir (2003) and Stettler et al (2005)  indicated  that babies who had history of rapid weight gain were at greater risk of being weaned early and developing overweight or obesity. Those with gradual weight gain are weaned later which is a protective factor to obesity prevention. Harder et al (2005) also suggested that obesity rates in children who are breastfeed are lower than those in formula fed children. Local research conducted by Buchan at the University of Manchester and presented to the Food and Physical Activity Partnership suggests that, compared with non Sure Start areas with similar levels of deprivation, obesity in areas with Sure Start – which focussed on weaning and the introduction of healthy family foods - has reduced.
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(Diagram courtesy of Dr Iain Buchan, University of Manchester)

The UK has one of the lowest breastfeeding rates in Europe. The Database of Abstracts of reviews of Effects (DARE 2006) on interventions promoting healthy feeding of infants under one year of age, with the aim of identifying the most effective promotional methods that can be used to bring about positive dietary changes, found:

“There is no firm evidence to make strong predictions about the type of intervention that is likely to be effective in promoting the breastfeeding or healthy feeding of infants in the UK.”

School-age children

There is some evidence to support the use of multi-faceted school-based interventions to reduce obesity and overweight in schoolchildren, particularly girls. These interventions included: nutrition education, physical activity promotion, reduction in sedentary behaviour, behavioural therapy, teacher training, curricular material, and modification of school meals and tuck shops.

Currently, there is some limited evidence of effectiveness to support school-based health promotion (classroom curriculum to reduce television, videotape and video game use) for the prevention of obesity and overweight in children, and that family-based behaviour modification programmes (family therapy in addition to diet education, regular visits to a paediatrician and encouragement to exercise) impede weight gain in obese children.

Currently, there is a lack of evidence of effectiveness for school-based physical activity programmes led by specialist staff or classroom teachers for the prevention of obesity and overweight in children, or that family-based health promotion interventions impact on obesity and overweight. (Interventions that have been studied focused on dietary and general health education and increased activity, and involved sustained contact with children and parents.)

5.1.3 Barriers

As noted above, one of the biggest barriers facing professionals working in this area is the lack of firm evidence of ‘what works’ – including around how to increase breastfeeding. There is also a dearth of literature from the United Kingdom on the barriers facing parents of young children in addressing issues of food, physical activity or weight. The case study from a Sure Start manager below illustrates some of the problems facing families, particularly those on low incomes, in terms of planning, budgeting, behaviour and rewarding children. 

Case study: 

“I recently worked with a family with an extremely poor diet. A predominant amount of the shopping budget was being spent on chocolate and biscuits, to reward the children for their good behaviour, the mother was giving the children unhealthy food and snacks. The children were also given biscuits, juice and hot chocolate with up to five tea spoons of sugar before they went to bed and not brushing their teeth. My first step was to help the mother budget shopping money to allow more to be spent for planned meals. I provided the family with Sure Start fruit and vegetable vouchers and enrolled the mother on a Parent Survival Course which gave steps on using other forms of reward, such as verbal. I also introduced the mother to the dental team. At the discharge from the team, this mother had successfully incorporated these strategies into her families routine.” 

Family Support Manager, Sure Start 

Locally, members of the ‘Pre-school children’ subgroup of Salford’s Food and Physical Activity Partnership have also suggested that there is a reluctance on the part of professionals working with young children in particular to raise issues of weight for fear of causing offence, and this may be one of the biggest barriers to effective preventive work with this group.  Training in this area is thus imperative, and is considered in Chapter 8: Cross–cutting issues. 

With regards to young people, a systematic review carried out by the University of London (2003)1 identified 20 key but interrelated barriers to children’s participation in physical activity, as identified by children themselves or their parents. These included:

· Parents’ current lack of participation in, or enthusiasm for sport and exercise

· Lack of local and easily accessible facilities

· Cost and travel to out of area activities

· Busy traffic, threat of crime, intimidation by older children and neglect of local play areas.

Other factors such as poorly maintained and frequently vandalised local facilities and green spaces, enviro-crime such as fly-tipping and dog fouling can make local facilities unattractive and poorly used. In addition, fear and impact of intimidation by older children and rival peer groups sharing the same facilities – even from the same neighbourhoods and communities – acts as a barrier to our children using our parks and open spaces. Barriers which are of particular relevance to children and young people are as follows:

· Access issues, including cost and travel

· Parental influence - lack of role models 

· Fear of crime and intimidation from others 

· Environmental issues

· Predominance of marketing and advertising encouraging unhealthy diets

In terms of food, the National Diet and Nutrition Survey (2003)2 found that the majority of young people in England eat more than the recommended daily levels of saturated fat, salt, sugar and also consume large amounts of soft drinks. The role of the food industry cannot be underestimated here. The Food Standards Agency estimates that the food industry spends 75% of its £450 million advertising budget targeting children 3 and many of these adverts encourage the consumption of foods that are high in fats, salt and sugar.

As the local picture will reflect national trends, we can then say that the rise of obesity levels in children and young people in Salford is multi-faceted and due to many contributory factors; however, there are local features which appear as critical factors which require attention. Many of these more general barriers to healthy lifestyles are discussed elsewhere in this document (eg environmental issues – chapter 7). 

5.1.4 User Perspective

Linked to the above, research carried out in the United States suggests that whilst parents and health professionals agree that children should be physically active and have a healthy diet, and mothers are able to recognise when they themselves are  overweight, mothers do not recognise the weight status of children who are overweight. This was found to be strongest the lower the educational attainment of the mother. The literature search also revealed that the use of growth charts by health professionals had little meaning for US mothers, and that professionals might be more effective focusing on shared goals to increase activity and promote healthy eating rather than labelling children as overweight.

The Healthy Schools Initiative asks schools to consult with parents and pupils about healthy eating and the provision of physical activity. Many primary schools across the city have sent questionnaires to parents asking their views about school meals and the response has been on the whole very positive towards the new  lunch menus which Citywide, the school catering company provided in early 2006. These menus have been externally assessed as meeting national nutritional standards.

Staff in schools have identified that lunches provided by many parents for their children are unhealthy. Chocolate, crisps and confectionary are the main items in many children’s lunchboxes. Where this has been seen as a problem, schools are providing workshops, advice and information to parents on healthier lunchbox options.

Physical activity

In a recent survey on alcohol consumption of young people in Salford carried out by Trading Standards Northwest in 2005, 79% of young people between the ages of 14- 16 years stated that they had “nothing to do in their area except hang around the streets”. In the same survey 71% of this age group said they did not belong to any club or team in their area.

In 2006 Salford City Council carried out a Year seven sport participation survey in all secondary schools in the School Sports Partnership North area. When asked if the area in which the young people lived was” a safe place to play” only 54.8% identified their local area as safe.

In the same survey the young people were asked to identify barriers to participation in out of school physical activities:

· 30.6% said that they could not get to venues and clubs because of lack of transport

· 34.6% said that they had no-one to go with

· 23.7% stated that participation costs too much

· 21.6% said that they did not know where to go to access physical activity sessions

· 22.% said that they get embarrassed when they have to do sport and exercise.

The survey asked the young people what activities they would like to see more of in Salford:

· 51.7% of girls would like more local dance sessions

· 34.1% of all participants would like more watersports

5.2 Policy Context 

5.2.1 National drivers for change

Nationally, there are many drivers for better prevention work with young children, including the National Service Framework (NSF) for Children, Young People and Maternity Services (DoH 2004a), which incorporates a standard to promote the health and well being of all children and young people and deliver this through a co-ordinated programme of action, including prevention and early intervention wherever possible, to ensure long term gains, led by the NHS in partnership with local authorities. ‘Choosing Health’ (DoH 2004b) (see x previously) also includes a specific focus on children to encouraging healthy eating behaviour, and commits the Government to providing Children’s Centres and to the Healthy Start scheme (vouchers for fruit, vegetables, milk and infant formula). 

Pre-school children

Breastfeeding has been a key Government priority since the NHS Plan (2000). The Improvement, Expansion and Reform Plan (DH, 2003) further enables PCTs to become lead partners, responsible for creating local plans to describe health and service improvement in each inequality area. For breastfeeding, the aim was to increase breastfeeding by 2% per annum, with a particular focus on women from disadvantaged groups.

The National Institute for Health and Clinical Excellence (NICE) has recently made a number of recommendations for parents and carers (see Box 1) and for nurseries and other services for pre-school children (Box 2) in terms of preventing obesity. 

Box 1: Recommendations to parents and carers

· Children have regular meals, including breakfast, in a sociable atmosphere without distractions.

· Whenever possible, eat meals with your children

· Encourage children to play games that involve moving around a lot like skipping, dancing, running or ball games.

· Try to be more active as a family, by walking or cycling to school and the shops or going swimming or to the local park together

· Encourage children and young people to participate in sport or other physical activities and make the most of chances to do this at school.

Box 2: Recommendations from NICE for local organisations such as nurseries, childcare facilities or other services for pre-school children

· Children are encouraged to be active during play-time and regularly take part in other enjoyable physical activities. Sedentary behaviour should be minimised and there should be regular opportunities for enjoyable active play and structured physical activity sessions

· Children should sit together and with adults where possible to enjoy regular healthy meals, free from distraction.

· Guidance from the Department for Education and Skills (DFES), Food Standards Agency and Caroline Walker Trust on food procurement and healthy eating should be implemented

School aged children

Preventing further increases in childhood obesity is a key government priority. In 2004, the Government set the Obesity Public Service Agreement (PSA) Target to “halt the year on year rise in obesity among children under 11 by 2010 in the context of a broader strategy to tackle obesity in the population as a whole.” Delivering the PSA target is a challenge and presents a complex and long-term goal. Three governmental departments; the Department of Health, The Department for Education and Skills and the Department for Culture, Media and Sport are jointly responsible for this target. There is a need therefore for multi-agency and partnership working at national, regional and local level to achieve this target.

Recent NICE guidance on obesity (2006) stresses the key role of schools in addressing the ‘whole school environment’ to ensure children are able to be active and eat healthily in a school setting, in line with existing guidance, standards and policies. ‘Whole school’ approaches mean addressing physical spaces, catering (including vending, school meals and food brought into school), the school curriculum (including, but not exclusively, PE) travel plans, healthy schools programmes and extended schools. It calls on schools to ensure sustainable changes are made and avoid ‘one off’ events, which are less effective; involve parents; ensure the dining environment is attractive and sociable; and take the views of pupils into account.  

The above supports a range of relevant national policy including

· Every Child Matters

· Children and Young People’s Plan

· Healthy Schools Programme

· NSF for Children

· NICE Guidance

· Food in Schools Toolkit

· Healthy Living Blueprint

· DfES Guidance on Food Standards

· OfSTED Framework

· School Sports Partnership National Programme

· Sustrans  School Travel Plan Initiative

· Looked After Children  Healthy Care Standard

· Obesity guidance for healthy schools coordinators and their partners

The diagram below provides a visual representation of the main principles from recent reports.
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School is clearly a key setting to engage with young people. Some of the key messages for action in schools are as follows:

· Ensuring ‘universal’ programmes such as healthy schools are truly universal. 

Often those not involved in activities or healthy eating are those most at risk of obesity.  Action needs to be taken to address this, ie by ensuring that the PE curriculum includes a range of activities (such as dance, table tennis, aerobics). Additional activities for obese/overweight children should be offered only with sensitivity, to avoid bullying or stigmatisation.

· Getting the language and message right

Avoiding blame and stigmatisation, ensuring physical activity does not just mean ‘sport’, tackling both diet and physical activity, stressing the balance of good health, rather than ‘good and bad’ foods. 

· Engaging parents/carers

· Using healthy, not unhealthy rewards

Both schools and parents should be encouraged to use healthy rewards (trips to skating rinks) rather than rewarding good behaviour with junk food. 

(Above adapted from ‘Obesity Guidance for Healthy Schools Coordinators and their partners’ 2006)

5.2.2 Local Context

Locally, excellent partnership arrangements are in place and have been further fostered by the creation of both a Pre-School, and a Children and Young People’s subgroup of the Food and Physical Activity Partnership. Membership is extensive and includes (pre-school) Midwifery, Sure Start, Primary Care Trust, Salford City Council, Salford Community Leisure, and (Young People) the School Sports Partnership, Headteachers and School Representatives, School Catering Company, Healthy Schools, Salford Community Leisure, School Health, Health Improvement Team, Community Dieticians, Salford PCT, Children’s Services, School Travel Plan Co-ordinator, Youth Service.

On behalf of the Pre-school group, an evaluation was carried out with Health Visitors in Salford regarding their views on obesity and how it was being tackled locally. Health Visitors in Salford recognised the importance of the issue but felt the public and other professionals were not aware of the size of the problem. They discussed diet and exercise regularly as part of their work but felt it was a national problem needing a more coordinated approach. Many Health Visitors and staff from our local public leisure board, Salford Community Leisure, are involved in running groups for mothers and toddlers in the community such as weaning groups or ‘healthy tots’ groups. Some have experienced funding and resource problems eg relating to the costs of the better venues, and attendance is not high in all areas, with comments for example suggesting that parents do not like being ‘preached’ to about health. Health Visitor teams identified that the following key areas need to be addressed for them to impact upon obesity more effectively:

· Training and information– how to bring up the topic of obesity, how to manage obesity, how to encourage involvement by communities, how to take cooking skills into families homes (addressed in Chapter 8: Cross-cutting issues)

· Guidance in evaluation skills (addressed in Chapter 8: Cross-cutting issues)

· Funding 

· Assistance in accessing venues

· Time

The local Scrutiny Committee has taken an interest in the issue and made a number of recommendations relating to childhood obesity:

1. That all schools in the City are urged to include in the curriculum a lesson on practical cooking skills and their contribution to healthy living.

2. That advice is provided to all parents on healthy options for snack lunches.

3. That all schools are encouraged to progress healthy options for all school meals.

4. The City Council undertake a cost appraisal for improving facilities in parks to encourage easier and free use for exercise such as playing field provision and improving linear pathway access.

5. A research project is undertaken within the City to consider the link between living styles and deprivation.

6. That the City Council and its partners consider how to encourage ‘walk not ride’ initiatives.

7. The City Council and its partners maximise the funding opportunity for initiatives such as Clockwork Orange to be retained.

8. The City Council and its partners monitor the effectiveness of policies in respect of encouraging a greater take-up of exercise in the City. 

5.3 Needs Assessment

5.3.1 What is the current position?

Pre-school children

In Salford, as elsewhere, the health care of babies and children requires that parents of young children are in touch with a wide range of services, from the point of conception. In addition, although partnership working through the Food and Physical Activity Partnership suggested that awareness of these are low, there are some local services available for pregnant women, babies, young children and their parents to develop and sustain a healthy lifestyle and weight. For example, there are ante-natal swimming lessons, yoga for pregnant women and ‘Fun City Tots’ for under 5s. However, these are not currently available in all areas and only cater for a small number of people. Both ante-natal swimming and yoga classes, for example, are only run in one area and can accommodate only twelve women. 
Funding to support lifestyle interventions with this age group has been a problem. Until March 2007, there have been both breastfeeding support and weaning groups for this age group. Funding for both has now finished. Breastfeeding support was coordinated by the breastfeeding project funded by Sure Start. The aims of the project were to provide the PCT and Acute trust with specialist lactation consultants who could establish a breastfeeding policy between the PCT and Acute trust, support the establishment of peer supporters to offer mothers support throughout the breastfeeding journey and offer training to professionals. 

Weaning groups to prepare mothers to introduce healthy family foods at six months and beyond have also been run in parts of Salford (Sure Start areas). These were staffed by health visiting teams, dieticians and health improvement staff, with Sure Start providing crèche facilities where appropriate. The programme of three sessions evaluated very well, 65% of attendees reported they would delay weaning until six months and 72% reported they would prepare their own food for their baby when weaning. 

“I weaned my other two children at between four and five months but after attending these sessions I will continue to breastfeed until at least six months. 

“I now know how cheap and healthier the food you prepare yourself is and will definitely cook my own for my baby when I wean him. If I hadn’t attended these sessions I would definitely have used the jars.” 

Summary here?

School aged children

There are a number of relevant programmes and activities offered to all children who attend school.

Healthy Schools Programme
The local Healthy Schools Programme is one of the key universal obesity prevention programmes. It provides opportunities for all school children to engage in healthy lifestyles. There are a number of ways in which our schools ensure that universal prevention work in obesity is provided:

· Adopt a food school policy that all food and drink served and brought into school matches the new national compulsory school food standards and  that there is a healthy snack policy for all pupils.. Approximately 55% of our schools in Salford have Healthy Eating Policies with the rest working towards formulating one.
· Ensure an engaging PE curriculum is on offer and a wide variety of extra curricular activities are available to encourage participation of those marginalized by traditional sport. (These activities could include dance, walking to school, table tennis)

· Arrange activities for children and young people in schools to grow their own vegetables, cooking clubs, sports afternoons and health promotion days. However most of these activities are funded on short term funding and for them to become sustainable more funding will need to be identified.
The local programme has 99% of the schools in Salford signed up to the initiative and it is likely that all schools will be committed to the programme by March 2007. In addition, 55% of the schools have been awarded the National Healthy School Status, which exceeds the national target for July 2007 of 50%. It is estimated that 65% will have achieved Healthy School Status by December 2007. Healthy School Status means that schools have achieved national standards in four health related areas: PSHE, Healthy Eating, Physical Activity and Emotional Health and Well-Being. To achieve the Status, schools must provide evidence that, for example, all pupils have access to at least two hours of organised physical activity per week, the school has a healthy eating policy that includes healthy food provision and access to free, fresh drinking water.

School Food

With effect from September 2006, school lunches have to adhere to national nutritional standards. The interim food-based standards for school lunches apply to all primary, secondary and special schools. The local school catering company Citywide has made numerous changes to menus, to comply with the standards. Whilst these changes have been extremely successful in our Primary Schools and there has been no marked drop in numbers of children having school lunches. However numbers in Secondary Schools have dropped and many children leave the school premises to buy lunch at local shops. Secondary School personnel and Citywide are working closely together to address this problem with some degree of success.  This work involves promotion of healthy options through signage and cheaper prices, work with school councils on changing and improving menus and healthy eating theme days and menus.

Food Partnerships

This initiative is a programme which links Secondary Schools and their feeder primary schools to develop practical cooking skills, develop strategies for teaching healthy eating and enrich and extend pupils enjoyment and learning. The programme is being piloted in two Secondary Schools and 17 Primary Schools and will then be evaluated. It is hopes that it can be rolled out to all schools in 2008. However this has funding implications and will require substantial funds to run across the city 

Extended Schools

The Salford Extended Schools Programme provides a range of services and activities often beyond the school day, including parenting support, ICT, arts and sports facilities. This programme will enable swift and easy referral for children and their families to specialist support services such as the MEND Project, SAM Clubs, the Health Trainers and Community Food Workers Programmes.

School Sports Partnership

There are two partnerships in Salford (North/ South) and all schools across the city are members. In the North Partnership (which has been in operation since 2005), pupils accessing two hours of high quality physical activity has increased from 54% in Dec 2005 to 69% in December 2006. This has exceeded the national agreed target by 9%. The national target is 70% by December 2007. The South Partnership, which started in Sept 2006, has 48% of children accessing two hours of structured physical activity and has a national target of 60% by December 2007. Some schools have exceeded the two hours and many promote links to external and community physical activity provision. This greatly contributes to the one hour per day recommendation by the Department of Health.
Salford Community Leisure  Community Sport and Recreation Activities
There are numerous local community physical activity and sporting clubs for children and young people across the city. A wide range of activities are available and the Sport, Health and Leisure Team offer activities in the holiday period for all sections of the community from the ages of 8 to 16.  To address the fact that many young people are unaware of what activities are available, a promotional campaign is underway to publicise these activities and details of sports clubs are now available on the web site at www.leisureinsalford.info. The Sport, Health & Community Leisure Team is one of the largest and most successful in the country with over 70 Development Officers and Quest Accreditation. The team works with schools, community groups and other agencies. It is an inclusive leisure provider offering all members of the community the chance to take part in sport and physical activities.

Salford Community Leisure’s  School Team presently deliver 111 hours of coaching  per week in schools and they also they also run lunchtime and after school clubs. These Sport Activity Menu (SAM) clubs target children and young people who do not access physical activity outside of the school curriculum. They offer alternative activities such as circus skills, cheerleading and golf. At present 33 schools in the School Sports Partnership North are involved in this initiative. This involves working with approx. 500 children. The School Sports Partnership South has plans to deliver this programme in all schools also. 

Fitbods

The Fitbods Initiative is a Healthy School Project which encourages primary school children to be active at playtimes. It offers training to lunchtime assistants, teachers and peer mentors to lead playtime sessions and there is a reward system built into the programme which offers rewards for attendance rather than physical skill. It is packed with fun games and a recent evaluation of the project has found that it is very popular with children and Fitbods leaders have said that children are benefiting from this structured physical activity programme. Forty two of the 88 primary schools have participated in training and there are many more schools  signed up to the next training workshop

Grow Your Own
This was originally a Lottery funded project but is now being supported by Healthy Schools and Children’s Services. This project encourages schools to undertake gardening clubs, both in school curriculum time as part of the Science programme and as an after school activity. Thirty schools are currently working on this initiative. Recently a grant (NRF) has been offered to all schools to promote this project and many more schools will start growing clubs in 2007. However funding to sustain this initiative needs to be identified.

School Travel Plans

School Travel plans aim to reduce the number of journeys made by car thus encouraging walking and cycling to school and increasing physical activity for both children and their parents. To date 42 schools across Salford have an authorised Travel Plan and many more are developing plans.

Some targeted work is also taking place as part of the following:

Healthy Care Initiative with Looked After Children

This initiative is a partnership between CAMHS (Child and Adolescent Mental Health Services), Social Services, the PCT, School Improvement Service and Healthy Schools. The aims of the programme is to improve the health of Looked After  Children in Salford by offering training, advice and support to children and their carers on health related matters, such as healthy eating and the promotion of physical activity. This training is part funded by NRF but as this is short term funding stream: future sources of funding needs to be identified.

Family Support and the MEND project

NRF and Lottery Funding has been secured to work with overweight and obese children and their families. The MEND project encourages lifestyle changes in terms of physical activity, nutrition, self confidence and personal development. The project will run in two pilot areas in Salford and there are plans to roll it out to all areas in September 2007 

5.3.2 Where do we want to be?

Our long term vision is to reduce obesity in Salford. The work we do to prevent obesity in pre-school children is crucial to achieving this goal, since prevention is more effective than management. Rather than wait until children or adults develop weight problems, we need to be promoting the importance of physical activity and a healthy diet from a young age. We want to be in a situation where parents, carers  and professionals understand the importance of the above and are able to discuss this in a sensitive way. We need to be doing everything we can to promote breastfeeding, healthy weaning and active play.

In line with the PSA Obesity Targets to halt obesity in children by 2010, analysis of local data has been performed in order to set local targets on childhood obesity. The figure of 14.5% forms the baseline figure on which the local PSA target is set. Allowing for a rise of no more that 0.4% in the following year (2006-2007), a rise of 0.3% in 2007-2008 and that rise diminishing in consecutive years by 0.1% each year  until 2010; then the Obesity PSA Target is to stabilise the percentage of obese children (in Reception and Year six) at 15.51% of the local population of this group.

5.3.3 What are the Gaps?

Across the City there are examples of good practice, however, our obesity rates are rising

With regards to pre-school children, 

· Breastfeeding rates are not meeting targets despite recovery plans 

· The provision of weaning support has suffered from lack of resourcing and has not been equitable across the City

· Funding for Breastfeeding and Weaning initiatives has now ended

· The provision of physical activity opportunities geared at pregnant women and parents and toddlers is not equitable across the city 

· There are few examples where food and physical activity are being linked in any way

· There is little or no evaluation of the efficacy of services offered in terms of meeting outcomes around food, physical activity or obesity prevention.

With school age children, although much progress has been made with our schools in Salford, this is not universal, and we are not at the stage where all schools have a ‘whole school’ approach to the issues of healthy eating. It is not the case, for example, that all schools include practical cookery skills, a key recommendation from the Scrutiny Committee. In addition, in secondary schools in particular, there have been major problems with the introduction of healthy menus with pupils often ‘voting with their feet’ and going off site if unable to consume a diet of junk food. 

Secondly, it was noted that the ‘opportunities’ to achieve healthy lifestyles is presented to all children in school as part of healthy schools: not all children take these opportunities, and these are often those children who already have weight problems. We need sensitive, targeted work to reach those groups we know are more vulnerable to obesity, such as girls (particularly at puberty), BME children, and children from deprived areas. We now have good information at ward and even school level of rates of obesity which can assist us in targeting this work. 

Thirdly, school is not the only setting which influences our children. Only 20% of a child’s daily food intake is at school.  Parents need to be aware of the importance of healthy eating and the benefits of physical activity for their children’s health and well being. There have been problems in engaging parents of school children with activities that have been attempted in Salford, such as poor attendance at parent workshops and awareness raising sessions.  In addition, the focus of what we are currently doing has almost exclusively been the school, and we do not seem to have engaged fully yet with those working with children outside of the school setting such as the youth service or looked after children services.
Fourthly, section 6.1.4 of this chapter identified some of the barriers to participation in local physical activity sessions identified by young people in Salford, particularly access issues (cost and transport) safety, awareness and ‘having no-one to go with’. We need therefore to make local areas safer and more conducive to play and recreation, improve awareness of public transport routes and publicly promote non-competitive local physical activity sessions and events which are reasonably priced and encourage friendship groups participating.

Importantly the solutions to these problems lie not just within the health and education axis but with other areas. Enforcement activity from the police and environmental services to improve recreational facilities and reducing the fear of crime will increase local use and impact on obesity. 

5.4 Strategic priorities

Our strategic priorities are as follows

· Improving healthy lifestyles of pregnant women 
· Increasing breastfeeding rates in Salford

· Promoting healthy weaning and beyond

· Working with early years providers to implement existing guidance on healthy food and promote active play

· Finding the means to sustain current successful initiatives in primary schools such as Grow Your Own

· Continuing to develop work with secondary schools to promote a ‘whole school approach’ to food and physical activity

· Continuing to work to increase the number of children accessing two hours of structured quality physical activity per week

· Developing family support programmes around physical activity and healthy eating  

· Developing work outside the school setting with vulnerable groups

· Strengthening links with all agencies who work with children and develop programmes on physical activity and healthy eating for these organisations

· Finding new ways of engaging with parents and carers

· Provide adequate and safe play areas for all areas (addressed in Chapter x)
· Good quality training for all staff (addressed in Chapter x, cross cutting issues)

· Evaluation of all projects (addressed in Chapter x, cross cutting issues)

5.5. Action plans

5.5.1 Improving healthy lifestyles of pregnant women and their partners
What are we going to do?

We are going to help women who are pregnant or planning a family, and their partners, to eat healthily and remain active, understand the importance of this for their family, and develop the practical skills and knowledge to achieve this with their children. SMARTEN

How are we going to do it?

We will work with relevant professionals to raise their awareness of the importance of the above to pregnant women and their families, and include targets for their work to include healthy living interventions. We will raise their awareness of existing local opportunities, improve links to local groups offering these services, and encourage professionals to motivate their clients and patients to use these services. We will continue to work to develop appropriate activities to help pregnant women and their partners to be more active and develop knowledge and skills of healthy eating.

Who is going to do it?

The work will involve a range of staff currently offering universal services for women who are pregnant or are planning a pregnancy, and their partners.  

Measure of success

Lead Officer: Deborah Carter

5.5.2 Increasing breastfeeding rates in Salford

What are we going to do?

We are going to work to increase the proportion of mothers initiating breastfeeding following delivery and continuing to breastfeed beyond one day.
How are we going to do it?
We are taking a strategic approach to this and will be developing a breastfeeding strategy and appropriate targets in 2007.

Who is going to do it?

The strategy will be developed by a Consultant in Public Health Medicine and the Professional Development Coordinator from the Primary Care Trust. The delivery will involve a range of partners, including the NHS Foundation Trust, Sure Start, Extended Schools, the City Council and Salford Community Leisure. 

 Lead Officer: Toni Doyle 

5.5.3 Promoting healthy weaning and beyond

What are we going to do?

We are going to work with families to develop their skills in weaning onto a healthy, balanced diet.

How are we going to do it?
We will adopt standardized approaches to weaning across the city, but focusing on clients from vulnerable groups. 

Who is going to do it?

This work will initially be developed by the Community Food Workers, funded until March 2008. With no funding to continue these posts after this date, these staff will act as a resource for the existing neighbourhood Health Improvement teams and deliver short term, well evaluated projects which will help local teams identify the sorts of community approaches that are most appropriate in the future.  

Lead Officer: Liz Harris, Health Improvement Officer (citywide)

5.5.4 Work with early years providers to implement guidance on healthy eating and promote active play

What are we going to do?

We are going to work to improve access to healthy food and opportunities for physical activity for this age group.

How are we going to do it?

We will work with key staff to increase awareness of the importance of active play and healthy eating and encourage implementation of existing guidance.

Who is going to do it?

This work needs to be delivered by Directors of Children’s Services, the local children and young person’s strategic partnership, senior management staff in childcare and other early years settings such as Sure Start and Children’s Centres, and others working with young children such as childminders and nannies.

Lead Officer: Liz Harris, Health Improvement Officer (citywide) Gill Wareing Salford Community Leisure

Nb costed action plan to follow 
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Chapter 6 – Preventing Obesity in Adults Alistair Fisher, Liz Harris and Jenny Hacker

Summary

· UK adults have the highest rates of obesity in Europe 
· Less than half of men and less than a third of women under 50 achieve the level of weekly physical activity recommended for good health, and activity levels of women are substantially lower than males of the same age.

· Adults generally do not meet dietary recommendations 

· Amongst the adult population, some groups are more vulnerable to obesity than others. These include particular ethnic groups (eg black Caribbean and black African women), people with physical or learning disabilities, and those who work in mainly manual occupations. 

· Priority groups for interventions also include those who are quitting smoking

· In terms of accessing the adult population, NICE guidance strongly supports the development of ‘healthy workplaces’, and urges the NHS and local authorities to act as exemplars

6.1 Background – What is the current position?

6.1.1 Scale of the problem

What is the extent of obesity and overweight amongst adults?

UK adults have the highest rates of obesity in Europe (OECD 2006) - 23.8 % of women and 22.7% of males are currently obese. Previous chapters have outlined the impacts on health of the obesity epidemic and looked at some of the causes. This chapter will consider the situation for adults under the age of 50 – over 50s are considered in the chapter which follows. Given the size of this age group in Salford - 44.2% of the total population of people living in Salford are aged between 18 and 49 (Census 2001) – this presents a substantial challenge. Applying national data to this age group would mean that there are more than 20,000 obese adults in Salford within the age group 19 – 49. 
Vulnerable groups

Lightening the Load: tackling overweight and obesity (2006) identifies the following ‘at-risk’ populations for obesity:

· Individuals of Asian origin

· Ethnic groups with higher than average prevalence of obesity

· Adults in semi routine and routine occupations

· People with physical disability, particularly in terms of mobility making exercise difficult.

· People with learning difficulties.

The NICE guidelines also highlight additional priority groups such as menopausal women (considered in Chapter 8 Over 50s), women pre and post pregnancy (considered in Chapter 5) and smoking quitters, recommending interventions which focus on these events. 

The management of adults who are already overweight and obese will be considered under the Adult Obesity Care Pathway (Chapter x). The purpose of this chapter is to look at what can be done to prevent more adults of this age becoming obese or overweight. 

6.1.2 Barriers

Less than half of men and less than a third of women under 50 achieve the level of weekly physical activity recommended for good health, and activity levels of women are substantially lower than males of the same age. Adults generally do not meet dietary recommendations. Adults living in Salford are influenced by the same social, economic and psychological factors found in the rest of England. The use of new technology, such as labour saving devices in the home and at work lead to lower levels of physical activity. The increasing prevalence of convenience foods and fast food outlets has corresponded with a higher consumption of processed foods, which are usually high in fat, sugar and salt (Jebb 2004). Specific to adults is that they face pressures that other age groups do not. Adults lead busy lives, caring for their family and others and the demands of paid and unpaid work means that time to spend on their on health is a very valuable commodity. 

Although Salford shares the same challenges as the rest of the country, there are additional barriers common to areas with high levels of deprivation, such as Salford. The Index of Multiple Deprivation 2004 placed Salford 12th out of 354 local authorities in England, 1 being the lowest. Income levels in Salford for working adults are some of the lowest in the country.  Salford has the highest number of adult incapacity claimants in Greater Manchester, higher than average unemployment and higher than average levels of crime and fear of crime.

Environmental barriers

Salford is rightly proud of the fact that 60% of the city is made up of parks and open spaces. However, alongside crime and the fear of crime in the city, there are other environmental barriers to being active and achieving a healthy diet. Running an allotment is an excellent way to stay active and grow healthy food. Salford operates 24 allotment sites, and 580 plots. 74% are currently in use, with 189 people on the waiting list, however, 153 plots are currently not of sufficient standard to be used. A strategy is being developed by the Council to promote the allotments. The cost of bringing all of the unused plots up to standard currently stands at more than £700,000.

6.1.3 User perspective

Two recent consultations on healthy lifestyles indicate strong support for interventions to help encourage healthy living. Over the summer of 2006, a consultation was carried out in Salford via the eight Community Committees relating to what residents felt should be done to improve lifestyle issues such as physical activity and healthy food. Although the consultation focused on what the Council could contribute to the above, view expressed were wider than this, and of relevance here. 

In terms of food, respondents wanted

· Better access to healthy options, wider variety of local shops and takeaways in the community selling healthy food, cheaper, subsidised food of good quality

· More information eg what is a healthy diet, where to find healthy food at a reasonable price in the community, recipe ideas for providing nutritional food on a budget

· More skills ie how to cook, for particular groups such as single men

· Government action to regulate the industry, ensure better food labelling and    

       restrictions on advertising

In terms of physical activity, respondents wanted

· Better access to sports facilities, ie better opening times, less closures, cheaper access, more concessions

· More and better sports facilities and parks

· More fun activities ie keep fit, exercise, dance and yoga classes, plus family activities that are centred around fun ie family fun days

· Improvements to transport systems to encourage people out of their cars

· Safer communities, including increased presence in parks

Fear of crime was also a reason cited as a reason for not using green spaces in Salford by almost a third of respondents to Salford’s green spaces strategy questionnaire.

At the same time, a consultation was carried out with staff from Salford City Council and received more than 1,000 responses. There was strong support for the City Council acting as an exemplar and encouraging staff to be more healthy at work. For example, 80% of staff felt that the food that the Council sometimes provided ie at meetings and buffet lunches should be healthy. The majority of staff would however walk more to meetings if this were feasible, and a minority (one third) would consider cycling to meetings. The majority of staff also felt shower facilities should be provided.

6.2 Policy context

6.2.1 National drivers for change

Choosing Health (2004) put obesity and its prevention firmly on the agenda. Whilst there are no national targets for obesity amongst adults as there are with children, the Public Service Agreement on obesity states this halting rates of obesity in children should occur ‘…in the context of a broader strategy to tackle obesity in the whole population.” There is also good evidence for adopting a family approach to preventing obesity in children and adults (see 2.5.1). 

In terms of physical activity, there is a local Public Service Agreement for physical activity - to achieve a 3% increase by 2008 in the proportion of adults from priority groups achieving at least 30 mins of moderate intensity sport and recreational physical activity on at least 3 days of the week. 

The NICE guidelines (2006) recommend that to improve levels of physical activity interventions that fit easily into people’s everyday lives must be developed and promoted. It urges Local Authorities and their partners to 

· identify and address barriers to physical activity

· ensure the design of buildings and green spaces encourage people to be more active.

· encourage active travel and physical activity schemes
Physical Activity plays an important role in the following Government plans

· Cleaner Safer Greener Communities, Office of the Deputy Prime Minister.

· Game Plan, Department of Culture, Media and Sport. 
· The Nation Community Safety Plan, Home Office 

· Sustainable Travel, The Department for Transport.

In terms of food, the government has set population dietary recommendations for

· Total fat

· Saturated fat

· Total carbohydrate

· Sugars

· Dietary fibre

· Salt

· Fruit and vegetables

NICE urges Local Authorities and partners to encourage local shops and caterers to provide healthy food choices.

NICE recommends that all interventions on obesity prevention should aim to improve diet and increase levels of physical activity.

Key role of workplace

The potential of the workplace as a key health promotion setting has been recognised by Choosing Health (2004) and more recently the NICE guidance on obesity (2006). The latter recommends that workplaces should enable staff to eat healthily and be active via

· Healthy lifestyle policies eg walking and cycling allowances to encourage healthy living

· Designing buildings to ensure shower provision, cycle parking etc and encourage the use of stairs

· Supporting physical activity such as lunchtime health walks and usage of leisure facilities

· Providing healthy options in canteens, vending machines, and via hospitality, using Food Standards Agency advice

· Offering education and promotion of healthy lifestyles ie via concessionary gym membership
· Offering employee health checks to address weight, diet and activity and offer support.

It urges all NHS organisations to set an example and become a healthy workplace. It urges local authorities to do the same, work in partnership with others and ensure obesity prevention and management is a priority by:

· Becoming a healthy workplace (see above)

· Policy and planning (addressing concerns about safety, considering the needs of vulnerable people, local policies to improve access to healthy food and physical activity, identifying barriers in the environment ideally via health impact assessment.)

· Encouraging active travel in the community (travel plans, cycling lanes and parking, walking routes etc)

· Promoting and supporting physical activity (ie via safe play areas, building design, and supporting local physical activity schemes)

6.2.2 Local context

There is currently is no adult obesity strategy for the North West Region, however specific physical activity and food polices do exist at a regional level. North West on the Move is a plan for Sport and Physical Activity between 2004-8. It is a strategic plan with the support of a wide range of regional partners including North West Development Agency, HDA, Sport England and the Department of Health. It recognises the value of active living, active recreation, organised sport and informal sport. Its two main outcomes are:

1. To increase participation in sport and physical activity

2. To widen access and reduce inequality in participation amongst priority groups.

The North West Food and Health Task Force was established to identify, address and improve food and health issues across the regional. It aims to develop and support the implementation of policies aimed at improving patterns of dietary behaviour with a particular focus on improving health, reducing nutritional inequalities, supporting the local food economy and improving standards in food safety and food quality in the region. 

Locally, there are a number of strategies already in place or being drafted which aim to improve the physical environment in the City, and which therefore have a clear contribution to make to enabling physical activity. These include 

· The Parks for People Strategy, aiming to improve the city’s ten parks over the next 5-10 years

· The nationally recognised Environmental Crime Reduction Strategy is successfully bringing reductions in environmental crime

· The Green Space Strategy, a spatial strategy for the protection and enhancement of green spaces in the city 

· The Contaminated Land Strategy ensures that contaminated land is treated before future developments occur on the land

· The draft Street Scene Charter is planning a coordinated approach to service delivery which affects the appearance of Salford’s streets and highways

· The draft Cleaner, Safer, Greener plan will develop a coordinated approach to…

· An allotment strategy is to be drafted and currently in its very early stages of development.

Not all of the strategies have funding to be delivered and we need to work with those responsible to help secure funding opportunities and maximise the health potential of improving our environment. 

In Salford, the multi-agency Food and Physical Activity Partnership has been set up to ensure a strategic approach is being taken to preventing obesity by increasing physical activity and improving food and nutrition in Salford and to ensure that links are made with the above. 

6.3 Needs assessment

6.3.1 What is the current position? 

The ‘Adult’ subgroup of the Food and Physical Activity Partnership undertook a mapping exercise of physical activity and food opportunities in Salford during 2006. The key findings of the mapping were:

· Salford has a large number of opportunities for the general adult population to be physically activity in a leisure setting. These are provided by the private sector, volunteers and Salford Community Leisure.

· At a local level, some areas of Salford have community activities which support people in eating more healthily, such as Cook and Taste sessions and Cooking Skills workshops.

· Some interventions to promote health at work are in place (the PCT, in partnership with Environmental Health has recently started to promote healthy food in staff canteens, following on from some excellent work to promote smokefree cafes and restaurants in Salford, and work is also being undertaken with businesses to promote active travel) however, in general, the potential of the workplace as a health promotion setting is being underused.  

· Since the mapping, we are also piloting an exercise referral programme for smokers who have identified a desire to quit, in recognition both of the concern with weight gain that can accompany quitting and the opportunity this presents.

6.3.2 Where do we want to be?

Our vision is to increase the number of adults in Salford who are physically active, ie by engaging in sport, or active travel, and who are eating a healthy diet and make Salford an active place to live and work.

6.3.3 What are the gaps?

From the perspective of preventing obesity, the major gaps in services have been identified as follows:

· Lack of access to healthy food

Access to a (relatively cheap) supply of fast food is everywhere in Salford. We are not currently working with local shops and caterers, as NICE guidance suggests, to try to address this. 

· Lack of opportunities for adults to learn healthy cooking skills

Lack of access to healthy food cannot be addressed in isolation from wider problems around lack of cooking skills. Local intelligence suggests that many families lack basic knowledge of healthy foods and how to cook a basic nutritious meal. Facilities and classes to support communities in actively improving their diets, learn more about nutrition and develop cookery skills etc, are few and far between. If you live in Salford and want to find a facility or class in which to be active, this is usually achievable locally, however, this is not the case for food: there is no ‘Salford Community Leisure’ for food.

· Links not always being made between food and physical activity

The NICE guidance is clear that to address and tackle growing levels of obesity and overweight required food and physical activity to be looked at together. This realisation was the major reason for the Food and Physical Activity Partnership being launched. However, in reality, we rarely tackle both issues at the same time. Sports clubs and leisure centres are not in general geared towards weight control or the prevention of obesity, they are concerned with providing a service to those who wish to use facilities and activities to engage in physical activity. 
· Underuse of workplace setting
The NICE guidance is clear on urging greater use of the workplace in obesity prevention. Reaching the general (working) adult population through the workplace has potential and 

several national pilots (such as the British heart Foundation’s Well@Work) are leading the way in creating an evidence base here. The workplace however is currently underused as a potential health promotion setting in Salford.

· We are not targeting the most vulnerable groups

There are few activities targeting those vulnerable groups (some ethnic minorities, people with learning or physical disabilities, manual workers) who are or may be at higher risk of obesity via sedentary behaviour, poor nutrition or both.

· Existing opportunities for physical activity may not meet the needs of populations most at risk of obesity

Preliminary results of an equity audit regarding the usage of our community leisure facilities suggest that in terms of ethnicity, ethnic minorities are not underrepresented. However, we need to do further work here to identify whether we are addressing the needs of vulnerable populations and develop services to fill any gaps.

Several additional gaps were identified which are not specific to this adult age group and which cut across the lifecourse. 

· Training

There is a need for training to raise awareness amongst key staff (including those involved in planning and delivering services in sports and leisure centres) of the extent of the obesity epidemic and the potential for services to increase their usage by….(The cross-cutting issue of training will be addressed by the Salford Lifestyle Survey and is considered in Chapter 9.)

· Information

The mapping exercise was unable to capture every activity that is currently taking place in the community. The type and levels of activities are constantly changing and there is a need to remain on top of these changes to effectively promote uptodate information. (The cross-cutting issue of information will be addressed via development of information systems and will be considered under Chapter 9.)

· Intelligence

There is a gap in intelligence including baseline of people’s level of understanding and behaviour patterns. (The cross-cutting issue of intelligence will be addressed by the Salford Lifestyle Survey and is considered in Chapter 9.)

· Evaluation

It is rare for activities to be evaluated well, or at all. (The cross-cutting issue of evaluation needs to be addressed and is considered in Chapter 9.)

6.4 Action plans 2006-10

The Adult Food and Physical Activity Action Group recommends the following four strategic priorities:

6.4.1 ENCOURAGING SALFORD EMPLOYERS TO BECOME ‘HEALTHY WORKPLACES’

What are we going to do?

We will develop a programme of work with employers in Salford to encourage them to become “Healthy Work Places”. 

How are we going to do it?

We will use the recommendations in the NICE guidance to guide what we want to achieve with this work (see page X eg providing healthy options at work, encouraging physical activity, offering employee health checks.) We will use existing and emerging evidence to inform the approach that fit in with national guidance (e.g. Investors in People, British Heart Foundation Health @ Work scheme.)

Who is going to do it?

This role will be one of the priorities of the developing Health Improvement (citywide) team in the PCT.  Those responsible will link with staff already working with employers in Salford in terms of environmental health, active travel, business development etc. 

Lead Officer: Liz Harris, Health Improvement Officer (citywide)

6.4.2 LEADING THE WAY:  ENSURING OUR OWN ORGANISATIONS ARE THE ‘EXEMPLARS’

What are we going to do?

We cannot expect employers to address this issue if we do not get our own houses in order, therefore we will also lead work with own organisations (the PCT and NHS Trust, the City Council and Salford Community Leisure) to become the exemplars in this respect. Much of this work is already underway.

How are we going to do it?

City Council: this work is already being guided at corporate level by a senior management group. Add more info depending on progress with Cabinet paper

PCT: ‘Improving Working Lives’ group???

NHS Trust:

Salford Community Leisure: We will work in partnership with Salford Community Leisure to support and encourage the organisation in incorporating advice on healthy eating as part of their services, and provide an environment within their leisure facilities which supports a healthy diet ie healthy vending, promotional literature. 

Again, we will use the NICE recommendations to guide this work (see page X.)
Who is going to do it?

City Council: this work is already being guided at corporate level by a senior management group, supported by the Health and Wellbeing Manager. 

PCT: this work will be developed with the Improving Working Lives group by the Health Improvement Officer (citywide)

NHS Trust: ???

Salford Community Leisure: Assistant Principle Officer for Active Lifestyles, Health Improvement Officer (citywide)

Lead Officers: Liz Harris (PCT); Jenny Hacker (City Council); ??? NHS Trust; Alistair Fisher (Salford Community Leisure)

6.4.3 TARGETING VULNERABLE GROUPS IN THE COMMUNITY 

What are we going to do?

We are going to address the fact that we are not adequately targeting those adults who are most at risk of obesity with our community interventions.

How are we going to do it

We need to raise awareness and understanding amongst our own staff of the particularly issues and barriers facing vulnerable groups and start to ensure that our food and physical activity interventions are appropriate for, and do not deny access to, our priority groups, namely

· Ethnic minorities and particularly those with higher than average prevalence of obesity

· Adults in semi routine and routine occupations (manual work)

· People with physical disabilities, particularly in terms of mobility making exercise difficult.

· People with learning difficulties.

Who is going to do it?

Where already in existence, we will work with existing groups and forums to identify the most appropriate approaches to identifying and addressing barriers. 

Lead Officer:   Janice to identify

6.4.4 WORKING WITH LOCAL SHOPS AND CATERERS TO ENCOURAGE BETTER ACCESS TO HEALTHY OPTIONS

What are we going to do?

We will engage and work with local shops and caterers in an attempt to improve the availability of healthy and affordable foods in Salford.
How are we going to do it?

We have already undertaken successful work with planners in terms of linking to regulations for hot food takeaways, and will be working with 
 

Who is going to do it?

This work will involve Health Improvement staff, Environmental Health Officers,  planners, and the local shops and caterers themselves.

Lead Officer: Liz Harris, Health Improvement Officer (Citywide)

6.4.5
 IMPROVING GREEN SPACES AND THE BUILT ENVIRONMENT

What are we going to do?

Salford already has plans to improve its parks and green spaces (see under 7.2.2 above), although not all of the strategies have sufficient funding to deliver. We need to support attempts to increase the use of existing green spaces and the built environment for physical activity and growing food by engaging more closely with those responsible for delivering these strategies, to ensure the health perspective is included and to work together on funding opportunities. 

How are we going to do it?
We will work to ensure that the range of individuals and agencies responsible for delivering the above are engaged with the Food and Physical Activity Partnership. We will identify barriers to delivering the strategies, including lack of funding, and work together to address these. We will work with those involved in developing strategies, such as the emerging allotment strategy, to ensure the health impacts are maximised and that joint funding opportunities are explored. We will ensure links with transport plans are made and that opportunities for active travel are maximised in Salford. 

Who is going to do it?

Lead Officer: ?
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Chapter 7 – Preventing obesity in the Over 50s  Jenny Hacker

Summary

· Old age can present particular difficulties in terms of keeping fit and healthy 

· Being more active and eating healthily can help prevent a range of illnesses and promote mental health in older age, as well as tackle weight issues

· To prevent obesity and weight problems, we need to work with a range of partners to improve general health and wellbeing

· We need to work with older people at times when they are most likely to need support eg following a decline in health, after bereavement, retirement or crime 

· We also need to work with the most vulnerable older people eg those who are socially isolated, living in poverty, lack transport, who have caring responsibilities, or are in poor health. 

7.1 Background – What is the current position?

7.1.1 Scale of the problem

Almost a third of the population of Salford –nearly 71,000 people - are over the age of 50. Thousands of them are overweight and obese. Estimates suggest that there are 13,785 overweight and 5,769 obese adults in Salford within the age group 65-74 alone. 
  As with adults in general, obesity and overweight can have a serious impact on health (see section X).

The ‘over 50s’ are a diverse group. The World Health Organisation and others have traditionally used 50 as the starting point for old age as there is evidence that working with older people from this age has health benefits for later life. ‘Taking action: Improving the health and wellbeing of people in mid-life and beyond’ (2004) suggests that the fifties are an ideal time for intervention, as changes and transitions occurring at about this time, regarding work, illness, grandparenthood, death of parents and independence of children, cause a ‘taking stock’ of life and the future. Salford’s Health Inequalities Strategy also supports this, citing work to improve the health of over 50s as one of five key strategic priorities for Salford. 

How to work with older people who are already overweight and obese will be considered under the Adult Obesity Care Pathway (Chapter x). The purpose of this chapter is to look at what can be done to prevent more adults of this age becoming obese or overweight. 

7.1.2 Barriers

Until about age 75, weight is known to increase with age. As we get older, staying physically and mentally fit can be even more of a challenge for people. This is particularly the case after a significant life event that may come in later life, ie a health event such as a heart attack or other decline in physical or mental health, bereavement of friends or family, retirement or other loss of work, or being a victim of crime. It is also the case for those living in difficult circumstances, ie who are suffering from ill health, have a restricted income, no transport, caring for others, or socially isolated. 

Older people, particularly those facing retirement, often face a decrease in income and, commonly, increasing isolation. This is a particular problem in Salford: sixteen of the twenty wards in Salford have above the national average of pensioners living alone. Within Salford, Weaste and Seedley had the highest percentage of lone pensioners at 23% (compared to an England and Wales average of 14%) at the time of the 2001 census. Finding the motivation to stay fit or eat well can be difficult.

Older people and physical activity

In the UK, we know that the ‘energy out’ side of the weight balance is a problem for older people and that physical activity levels decline with age (see Table x). We would expect some decline in activity amongst those at an age where health begins to decline, indeed older adults must have medical clearance to begin any vigorous exercise programme. However, a decrease in activity should not be seen as a ‘given’ of older age: in Finland, Sweden and the Netherlands, for example, activity increases with age (A Sure Start in Later Life, 2006.) 

Again using Health Survey for England statistics, we can estimate the amount of older people (or a subsection of them) in Salford who meet the recommended levels of physical activity each week.

(add and do table showing majority of older people are inactive)

(add Alistair’s stuff showing numbers of older people who access SCL).

Older people and food

There is less evidence on whether food choices and diet change at this stage in life. However, Edington et al. (1996) showed that nine per cent of older adults visiting their GP were underweight, while a study of adult admission to a Scottish hospital revealed that 40 per cent were malnourished, the majority elderly (McWhirter and Pennington, 1984). Malnourishment is more prevalent in older adults than younger people - this is particularly the case during periods of illness.  The Malnutrition Advisory Group (2001) reports that one in seven of over 65 year olds are malnourished, and the prevalence rises amongst those living in care homes. 

Factors leading to nutritional deficiency in older people, alongside those already considered in terms of difficult circumstances or life events, include the following:

· Increased physical disability due to the ageing process

· Loss of vision or hearing; cognitive impairment

· Restricted access to shopping facilities, due to out-of –town shopping/ lack of fresh fruit and vegetables/lack of transport.

· Ignorance of nutritional matters/lack of cooking skills (widowers)

· Loss of appetite

· Dental disorders, inadequate dentures, 

· Gastrointestinal changes leading to maldigestion  and malabsorption.

· Difficulty in undertaking daily living skills such as shopping, cleaning and generally looking after yourself.

· Chronic constipation, restricted fluid intake, reduced intestinal muscle tone.

7.1.3 User perspective

Salford’s Older People’s Strategy
The development process for the above, although not specifically focused on weight, physical activity or food, suggested that many older people in Salford recognise the importance of physical activity and feel it is an important way of having fun, reducing isolation and preventing depression. Older people attending workshop sessions indicated that they valued access to parks and other green space in Salford along with activities such as Healthy Hips and Hearts, Health Walks, Tai Chi, free swimming sessions, bowling and gardening clubs. However, the Strategy also identified a number of key areas of improvement, identifying several barriers within Salford to achieving an increase in activity in this age group.

Barriers to physical activity in Salford amongst older people

· Safety: feeling vulnerable outside daylight hours, not going far from home alone leading to isolation for many, particularly during the winter

· Transport: frustration with existing bus routes, not feeling safe using this at night, high cost despite concessions, community transport options such as “Ring and Ride” and Community Transport needing better co-ordination. 

· Ageism: wanting to combat negative stereotyping of older people as “moaners and groaners”; needing active champions for their cause, needing the media to promote more positive images of older people

· Remaining in work/volunteering post retirement: Linked to the above, wanting to continue to work past retirement, become involved in intergenerational work, and volunteer. 

· Information: needing good quality, accessible information in ‘plain English’, wanting the Council information initiative “Ask Sid” to be more friendly to older people, concern that those who are not computer literate should not be penalised by an over reliance on technology for disseminating information. 

· Health, Social Care and Housing: wanting a bigger emphasis on preventing physical and mental decline, rather than waiting until a person becomes ill and frail to provide help, wanting services to be available regardless of age and to consider the needs of carers, many of whom are older people themselves, wanting social care to include access to a range of stimulating activities to promote mental health and well-being and reduce social isolation and depression. 

· Adequate Income: As well as supporting campaigns for an adequate state pension, older people wanted us to ensure that charges for services were fair and equitable. 

Food and Physical Activity Partnership

Workshops held as part of the launch event for the Food and Physical Activity Partnership and work carried out with the Over 50s subgroup of this since then reinforces many of the above themes, along with additional barriers of social isolation,  depression, lack of motivation – a sense of ‘having no-one to go with’ or ‘no-one to do it for’. 

7.2 Policy context

7.2.1 National drivers for change

There have been a number of Government documents regarding the health and welfare of older people in recent years. 

The 2001 National Service Framework for Older People put older people firmly on the map, setting out – for the first time - a number of standards for health and social care for older people. Several have a clear link to the aims of this strategy, in particular Standard 8 – promoting ways to extend the healthy life expectancy of older people by promoting health and active ageing. In addition, the Obesity Strategy will contribute to the achievement of two addition Standards, Standard 6, reducing falls, and Standard 7 improving mental health.

‘Opportunity Age – Meeting the challenges of ageing in the 21st century’ (2005) confirms the Governments commitment to ‘active ageing’ to enable older people to play a full and active role in society, for example, by ‘…ensuring that older people are encouraged and supported to engage in leisure activities and to utilise local leisure facilities’ and ‘promoting healthy living that to prevent ill-health that limits potential’. As with ‘Choosing Health: Making Healthier Choices Easier’ (see page x), the emphasis is very much on older people making informed decisions for health: 

‘Even at the oldest ages people can improve their health and quality of life by being sensible about exercise, diet, and lifestyle. This is something each of us must do for ourselves, but public services will support and advise individuals in making choices.’

A Sure Start to Later Life (2006) further promotes the importance of active ageing to improve the health and wellbeing of older people. It highlights the dangers posed to the health of older people by social isolation, and the potential of social opportunities, such as through exercise, to address this. Isolation is higher in deprived areas, and can result from circumstances (such as poverty, lack of transport, living alone, poor health, fear of crime) or from life events (such as bereavement, crime, decline in health, becoming a carer.) The report calls on older people themselves, communities and services providers to address and reduce social isolation in older people, using the evidence base for what works (ie engaging with older people themselves, addressing barriers in terms of transport and safety). 

7.2.2 Local context

In Salford an Older People’s Development Board was formed in 2001 to oversee the National Service Framework. Of particular relevance here, Salford has developed a Falls strategy which has led to the development of services such as exercise opportunities via leisure services, along with a web-enabled information directory for older people: www.askSID/info. 

In addition, the Older People’s Strategy has now been agreed and is of crucial importance to this Strategy. Of particular relevance, the Primary Care Trust is leading on developing innovative ways of delivering preventive health care, and will be working with pharmacies to deliver six public health campaigns each year, to focus on preventative advice for older people. 

In addition, Salford Community Leisure are leading on extending opportunities for exercise and activity in local communities, including care and residential setting, as part of their Annual Delivery Plan from 2006/2007. They will be identifying potential areas for expansion by auditing provision of current day activities and options for older people in day care, residential and community centres. They will be establishing a baseline for people aged 50+’s use of recreational/community facilities and target a 5% increase over 12 months. They will also be mapping localities offering Healthy Hips and Hearts Groups and seek to increase geographical coverage. Specially adapted exercise equipment will also be installed in two local authority day centres and two voluntary sector day centres, providing individual physiotherapy programmes to users, providing access to safe exercise for older people with physical disabilities.  

Innovative ways of getting information to older people in accessible forms are also being developed. Initiatives such as the Falls Strategy for example have developed DVDs using well known soap characters. A range of regular Community Newsletters have been developed in neighbourhoods of the city, together with the Carers’ Newsletter, produced and widely distributed by the Princess Royal Carers Centre. Salford Talking News is distributed weekly to people with visual impairment, with a monthly magazine format. Older People’s sections are also being included in relevant Council publications eg ‘What’s On?’ We need to work with each of these to reach older people in Salford.
7.3 Needs assessment

7.3.1 What is the current position? 

Given that we have an Older Person’s Strategy, we are moving in the right direction in terms of promoting health in the over 50s. In terms of physical activity, our mapping work suggested that there are already a range of opportunities for those in this age group who want to be physically active in Salford, some specifically targeting older people (such as Healthy Hips and Hearts) others which do not but which tend to be attended mainly by older people (eg the community Health Walks). There are few activities specifically targeting older people around healthy food. As well as providing general opportunities for those older people who are already motivated and able, we need however to ensure that we are reaching those who are not. 

7.3.2 Where do we want to be?

Our long term vision is to reduce obesity in society.  To do this, we need to prevent more people becoming obese or overweight in Salford, and help those who are obese or overweight manage their weight. The management of obesity and overweight is considered in Chapter X. In terms of prevention, we need to promote physical activity and a healthy diet within the population in this age group (taking a ‘population approach’), but think specifically about how we can engage with those who are particularly vulnerable, either through their circumstances, or through their experience of significant life events (‘high risk approach’) (see 7.1.2).

7.3.3 What are the gaps?

Three major gaps have been identified in terms of preventing obesity in this age group. 

· Information 

At a population level, we need to make sure that older people are aware of the range of opportunities that are available to them with relation to being active, and do this is a way which is appropriate and accessible to older people. Many older people want to get out, meet people and have fun and may not necessarily prioritise the ‘health’ side of this. We need to market our activities accordingly, ensuring our activities are effectively keeping older people active, for example, but not necessarily using this as the major selling point.

· Food – ‘energy in’

We have seen that there are many opportunities for physical activity amongst older people in Salford, but less activity around food and helping older people achieve a healthy diet. Addressing obesity requires both sides of the obesity equation to be addressed – energy in and energy out. Many of the barriers to healthy eating by older people will be the same as for adults in general, and have been addressed in the previous chapter. Additional barriers for older people are around access, transport, cost and motivation. 

We need to continue to lobby for better transport, pricing and affordability of healthy food. We can also utilise some of the knowledge and skills from the older generation in terms of preparing an affordable healthy meal with others, such as other older people who do not have these skills, or who are struggling with a change in circumstances, such as loss of work or retirement, bereavement, or release from hospital. Older people indicated as part of the consultation on the Older Person’s Strategy that they are keen to volunteer in intergenerational and other work. 

· Reaching vulnerable older people

Our final gap relates to reaching older people who may not be accessing existing opportunities and groups, not through lack of awareness, but through particularly difficult  circumstances (such as poor health, caring responsibilities, social isolation, lack of motivation, depression) or life events (such as bereavement, decline in health, retirement). We need to work innovatively, in partnership with others, to reach these individuals. One way of doing this is to work with partners to identify those who are at certain ‘trigger points’ for becoming isolating, such as those who have had a bereavement, been a victim of crime, or become a carer. Another is to target those who have been ill – for example, causing a period in hospital – and working with others on hospital discharge programmes which incorporate, promote and actively signpost to local opportunities for physical activity, healthy eating and if necessary weight management.

It is important to note that successfully engaging with this age group in terms of physical activity and diet, along with increasing social networks, can have huge benefits to health, not just in terms of weight and obesity, but on a number of levels, including prevention of falls, increased bone mass, and improved mental health. 
7.4 Action plans 2006-10

Our three strategic priorities for older people are as follows:

7.4.1 AWARENESS RAISING AND MARKETING

What are we going to do?

We will actively promote opportunities for physical activity and healthy food interventions for older people in Salford, using social marketing techniques.

How are we going to do it?

We will work with relevant older people’s groups on a communications plan to imaginatively promote those opportunities that already exist, and are developing. In so doing, we will address the concerns raised by older people regarding stereotyping, and utilise positive images and messages from older people themselves. We will link to the developing mobile library service and other initiatives such as the public health campaigns for older people in pharmacies, and fully utilise the Carer’s newsletter, Talking News and other publications targeting older people.

Who is going to do it?

The lead for this will be the Publicity and Marketing group of the FPAP. 

Lead Officer: Jenny Hacker

7.4.2 FOOD INTERVENTIONS FOR OLDER PEOPLE

What are we going to do?

We will develop appropriate community food interventions with and for older people. 

How are we going to do it? 

We will work with our partners both to identify older people interested in delivering activities around food, and engage with older people who may be in need of support around this issue.
Who is going to do it?

In the short term, we have a number of Community Food Workers working across Salford who can support this initiative, however, this needs to become part of the work of our local neighbourhood teams such as the Health Improvement Team (including citywide posts). The longer term vision for this area of work is that we will ensure it is sustainable via recruiting volunteers to continue the work that is developed. 

The above priority supports the LPSA2 target to provide opportunities for older people to take part in volunteering.

Lead Officer: ???

7.4.3 TARGETTING VULNERABLE OLDER PEOPLE:

What are we going to do?

As part of the Older People’s Strategy, work will be undertaken to target those isolated older people who may not be accessing their benefit entitlements. We will work with partners to ensure that we are identifying older people who are vulnerable (ie due to low income, lack of transport, living alone, in poor health, caring) and/or at certain trigger points (ie bereavement, crime, decline in health), and ensure that we are incorporating work to signpost into existing and developing activities around food and physical activity. For example, we will develop a hospital discharge programme, whereby we will develop the current discharge from hospital procedures to include an appropriate intervention around healthy lifestyles – including signposting to local services and activities (eg cooking groups, physical activity sessions for older people). 

How are we going to do it? 

To be successful, this work requires more than simply the provision of information. We need to actively motivate older people using techniques such as buddying and befriending. We will also link vulnerable older people to key local staff such as health trainers and community food workers.

Who is going to do it?

A range of partners will need to take forward this work, including staff from Housing, Age Concern, the Health Improvement Teams (citywide and neighbourhood), Health Trainers, and Community Food Workers.

Lead Officer: ? Joan Veitch?
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Chapter 8 – Cross Cutting priorities

A number of our strategic priorities do not fit neatly into our ‘lifecourse’ approach and are described here as cross cutting priorities. They are as follows:

· Social marketing 

· Intelligence

· Evaluation
· Information sharing

· Training 

Each shall now be described in turn.

8.1 Social marketing 

What are we going to do?

· We will develop a series of sustained social marketing campaigns for our priority groups to support key elements of this strategy.

· We will develop a marketing and communications plan to support the above.

Why is there a need for this priority?


Social marketing is increasingly being recognized in terms of its potential to improve health. The Government White Paper on Choosing Health (Department of Health, 2004) promoted the use of social marketing techniques as tools for raising public awareness and changing behaviour. This has led to the formation of the National Social Marketing Centre for Excellence, a collaboration between the Department of Health and the National Consumer Council, which is developing a social marketing strategy for England. The ten year campaign is planned as follows:

2007-10 – children aged 2 – 10 and their parents/carers

2010 – 13 – fitter Britain (focusing around the Olympics)

Who is going to do it?

In Salford, we recognize the potential power of social marketing. We have set up a Publicity and Marketing subgroup, which is attached to both the Food and Physical Activity Partnership and the Tobacco Control Partnership. The group contains expertise from marketing and/or PR from within the City Council, PCT and Salford Community Leisure, and takes a social marketing approach to health issues. For example, excellent work is already underway to promote the Stop Smoking Service using positive messages from ‘real’ people from Salford who have quit on the sides of buses and taxis. Other publicity work is planned to promote the Smokefree Homes scheme by using incentives and prizes for the first street to go smokefree. 

Lead officer: Africa Reboto

8.2 Intelligence

What are we going to do?

We will:

a) Work to ensure that appropriate indicators are included in the Salford Lifestyle Survey to enable us to measure progress 

b) Work to improve and maintain records for overweight and obesity levels within general practice in Salford

c) Ensure the FPAP remains up to date with the latest evidence to base the development of appropriate and effective interventions

Why is there a need for this priority?

There is a clear need to base our actions on good quality information and intelligence and ensure we have systems in place to capture this. NICE guidance recommends regular collection of data on prevalence of obesity and overweight, including amongst vulnerable groups, to supplement the Health Survey for England.

How are we going to do it?

a) We will use the Salford Lifestyle Survey to measure progress with lifestyle changes. b) We will work with general practice in Salford to promote the PSA target for recording Body Mass Index in patients aged 18-75. 

c) We will continue to remain abreast of developments in the field of obesity and report to the Food and Physical Activity Partnership accordingly.

Who is going to do it?

a) Lead Officer: Community Researcher, PCT  

b) Lead Officer ????? 

c) Lead Officer: Health and Wellbeing Manager.

8.3 Evaluation

What are we going to do?

Ensure all our work is well evaluated and that results inform future directions.

Why is there a need for this priority?

Linked to the above priority, there is a need to be able to react to the intelligence we will have and attribute any success or problems accordingly. If for example we achieve an increase in physical activity in our Over 50s age group without knowing which or our interventions have achieved this, how will we know what to do in the future? In an area such as obesity, with such a limited evidence base, this priority is absolutely essential to inform our work. 

It is important that we learn from the experiences of others. One of the major findings from the national LEAP (Local Exercise Action Pilots) interventions, which were commissioned to collect evidence of physical activity interventions, related to the problems involved within each project in evaluating the work that was carried out, particularly with regards to the amount of time and specialism evaluation requires. ‘A number of the LEAP projects encountered difficulties in obtaining data from participants for evaluation purposes and so had to find alternative approaches to that originally planned.’ For example, difficulties were encountered engaging with young people to fill in activity diaries, partly through lack of willingness, sometimes through literacy problems. Alternative means of collecting data needed to be employed with ‘harder to reach’ groups.

‘With respect to the evaluators, sites sometimes under estimated the resource required to deliver the evaluation data or found that without a specialist evaluator as part of their team they did not have the right evaluation skills. These and a range of other factors…made evidence collection challenging.’

The report recommends that projects appoint designated evaluators with the right skills and experience – such as universities or research companies.

NICE guidance recommends that monitoring and evaluation take place of all local action, including for example workplace activities, activities in schools and in the community, in partnership with those with expertise in evaluation methods such as universities or public health observatories. Audits of health impact are also recommended.

How are we going to do it?

There is a need to ensure that all those working within the Food and Physical Activity Partnership and involved in delivering different aspects of the Obesity Strategy 

· work to a common evaluation framework, 

· have sufficient skills and expertise in this area, and 

· are able to commit sufficient time and resources to properly address this issues from the start of their projects 

At present, this is not the case. Many staff have indicated that they do not feel they have the skills, expertise, or time to undertake evaluation properly, and lack other resources - it has been estimated that 10% of project costs should be put aside for evaluation. Whilst a case could be made for pulling everyone together, providing training in evaluation skills and insisting this is incorporated into people’s day jobs, the obesity agenda would benefit hugely from a Coordinator to work with each of the partners to develop the evaluation tools and ensure these are embedded in the work of this diverse programme. Evaluation is too important to be left to chance, particularly in an area such as obesity where the evidence base has yet to be built. Done correctly, Salford and its strong partnership approach could potentially contribute much to the growing evidence base. The Sure Start programmes benefited from an Evaluation Officer who has subsequently demonstrated an inverse link between obesity and presence of Sure Start.

We will appoint an Evaluation Officer to work with the Partnership for a period of two years to develop appropriate evaluation techniques, provide training and support, and meet regularly with partners to ensure they are building evaluation into their daily work. By 2009, we will be in a position where all partners involved in obesity work (and potentially much wider) feel equipped to evaluate effectively.

Who is going to do it?

The above will be undertaken by a new, two year post of Evaluation Officer (joint post?) who will work with the Monitoring and Evaluation officer at Salford Community Leisure and the PCT’s Community Researcher.  

Lead Officer: new post of Evaluation Officer? Or commission Uni?

8.4 Information sharing 

What are we going to do?

We will work with partners to develop excellent systems for staff from our partner agencies (PCT, City Council, NHS Trust, Salford Community Leisure) to easily access up to date, accurate information on what is available in their communities in terms of opportunities for physical activity, food interventions, or weight management, so that they can better inform residents of Salford with whom they work.

Why is there a need for this priority?

One of the findings from the Food and Physical Activity subgroups is that professionals working in the same geographical area or with the same age group often do not know about relevant activities and interventions being offered by their partners (and sometimes their own organisations). There is a clear need to address this issue more systematically. If professionals themselves are not up to date with what is going on in Salford or even in their own locality, we cannot expect those they work with to be. This is not a criticism of professionals. It is increasingly difficult for staff to remain uptodate in a constantly changing world.  We need to make it easier. Regular subgroup meetings of the FPAP have started to address this as individuals from a range of organisations start to swap information. In addition, the PCT’s Health Improvement Officers have been addressing the issue of information regarding community activities with the new GP Cluster groups. 

How are we going to do it?

We have already identified within our FPAP subgroups appropriate, well established websites for each age group (see below). We will work with the Health Improvement team, set up a working group to address the above and establish the necessary mechanisms to achieve this.

Pre-school children
Already agreed by group - toni to add

Young People

Assumpta to ascertain and add

Adults


http://intranet.salford.gov.uk/communications/choosinghealth.htm
Older People               www.asksid.info/ - Salford Information Directory, a website 

                                    currently geared towards health and social care for older people. 

                                    Link: Sarah Medrano

Who is going to do it?

We will set up a working group to develop this work, lead by the PCT’s Health Equity Officer. Key partners are the Health Improvement Team, members of the FPAP subgroups (not necessarily leads), and the responsible officers for each identified website. 

Lead Officer: Health Equity Officer, PCT

8.5 Training 

What are we going to do?

We will access or facilitate appropriate, ongoing multi-agency training on obesity for staff from a range of disciplines.

Why is there a need for this priority?

The underlying principles of this strategy noted the need to be sensitive to the stigma surrounding the issue of overweight and obesity, taking steps to ensure our own practice does not reinforce this in any way and committed to supporting staff to feel confident to raise issues of weight in adults and children in an appropriate and sensitive manner. Anecdotally, some staff in Salford do not raise issues of weight or obesity as they do not feel skilled to deal with it. The 2004 Select Committee report also suggests that many clinical staff see obesity as a lifestyle and not a serious health problem.

The NICE guidance stresses the need for ‘appropriate training, experience and enthusiasm to motivate people to change’, highlighting that some staff will need more general training in health promotion whereas the training needs of those who are providing interventions will need to be more specialized. Training should encompass:

· Health benefits of interventions to prevent obesity, increase activity and improve diet

· Best practice approaches, including tailored advice

· Motivational and counseling techniques

· Barriers 

· Impact of advice on relationships with patients

If we do not develop confident, skilled staff who understand the size, scale and implications of the obesity epidemic and are comfortable and equipped to raise the issue in a sensitive manner, none of the work outlined in our Strategy will take place. 

National training programmes (particularly on obesity management) are offered on a regular basis to those who are able to attend. Sending staff on external courses is expensive, and would not remove the need to provide staff with additional support and information eg on the local scale of the problem and local approaches being offered.  Obesity is not going to disappear. We need to respond to the need to equip our staff with knowledge and skills by taking responsibility within Salford for 

How are we going to do it?

We will develop and provide an in-house rolling programme of staff training, along the lines of the ‘Brief Interventions’ model developed for Smoking Cessation.

The role of the training will be 

· to raise awareness of the scale of the obesity – internationally, nationally and within Salford 

· to increase understanding of the consequences of obesity to individuals (physically, psychologically, in the job market etc), to the NHS and to society as a whole 

· to showcase what is being done to help prevent obesity in Salford and promote ways of staff remaining uptodate with opportunities for their clients to increase physical activity etc in local areas

· to describe what is being done to manage obesity in children and adults

· to equip staff to start dealing with this sensitive issue using role plays and other methods

· to win hearts and minds to the fact that this issue cannot be ignored, and can be dealt with sensitively

Who is going to do it?

Who is going to deliver this? Can we do it within the Public Health Directorate? One person or combination? Needs to be someone with credibility for clinical staff. Or should we commission another ie Salford Un to provide X sessions per year, with info we give them?

As obesity is a key public health issue, the Public Health Workforce Development group will need to play a key role in the development of this priority.

NB fully costed action plan to follow

Training likely to be extensive

Other funding necessary for evaluation and marketing (post 2008, NRF until then)

Others will be cost neutral

SECTION THREE – MANAGEMENT OF OBESITY

Chapter 9 – Obesity Care pathways for children

Introduction:

The rising numbers of overweight and obese children is of major concern for health.  Obese children are prone to a number of health problems even while they are children; e.g. psychosocial problems due to stigma, joint pains, sleep apnoea and worsening asthma, and diabetes.  A major issue is however that obese children are more likely to become obese adult with all the attendant health problems that that brings, e.g. diabetes, heart disease, cancers.  A number of these disease processes however can start in childhood as a consequence of obesity e.g. the early onset of type II diabetes and the development of subclinical coronary artery disease. 

The definition of obesity in children is not as straightforward as in adults.  A simple calculation of the body mass index is not enough, as the normal range of a child’s BMI changes as they grow.  A child’s BMI thus needs to be plotted on a BMI centile chart (see box).  A child above the 98th centile is considered obese and above the 91st centile overweight.  These correspond to an adult BMI level for obesity of 30 and for overweight of 25 respectively.  

National context:

The rising rate of obesity in children has raised interest.  Much of the attention has been focused on advertising, school meals, PE, and the role of television and computer games.  This rightly acknowledges that the management of the obese child must be done within the context of changes in the environment and schools that make them less ‘obeseogenic’, i.e. an environment less likely to cause obesity.  

In spite of this a number of publications have focused more specifically on the management of the obese child.  The Scottish Intercollegiate Guidelines Network  (SIGN 2003) suggests that interventions should be offered to those who are obese.  For most children weight maintenance should be the goal so that they ‘grow into their weight’.  For some over 7 years of age who are very heavy, gradual weight loss might however be appropriate.  The role of secondary care should be the treatment of severe co-morbidities and the exclusion of underlying medical causes of obesity.  They could find no good evidence to support the use of weight loss camps. In addition they noted that there is no good evidence that the treatment of obesity is linked to the risk of developing eating disorders.  

The Health Development Agency (HDA 2004) identified that there was evidence that targeting children with parents or families using a multi-facted programme was effective.  In 2006 the Department of Health published a primary care pathway for children and guidance on raising the issue with families (NHS 2006).

National Institute of Clinical Excellence (NICE 2006) identified the need for a child centred, family based approach incorporating behavioural change.  There should be long-term supportive follow-up by a trained professional.  Management decisions should be made in partnership with the child and family and be tailored to their needs and preferences.  Any interventions offered should be multi-component, including behavioural change, diet and exercise.  A multidisciplinary team in secondary care should assess children with significant co-morbidities or complex needs and the co-morbidities should be managed as they arise rather than waiting for the child to lose weight. Drug therapy could be used in secondary care where other strategies have failed and then usually only in those over 12 years of age.  Surgery should only be used in exceptional circumstances.  

What works:

The above guidance is based mainly from research done in USA and much of this was done in hospitals with those at the extreme levels of obesity.  There is very limited published evidence of what works in the community setting in the UK.  

The key features of what works, based on the evidence available, are:

· The key principle of weight loss is the same as for adults – calorie intake must exceed calorie expended.  Sustained behavioural change is required for weight loss and maintenance.  Being a long term condition it requires long term followup. 

· In most obese children weight maintenance is an acceptable goal so that they ‘grow into their weight’.  In those over 7 years who have obesity complications or in adolescents who have finished growing, weight loss of about 0.5kg per week may be appropriate.

· There is no clear evidence which dietary intervention is more effective than others and generally advice should be to adopt patterns of healthy eating. 

· There is evidence in clinical settings that exercise combined with dietary changes is more effective than diet changes alone.  The recommended level of activity is 60 minutes of moderately vigorous exercise (to ‘work up a sweat’) per day.  There is no evidence that physical activity alone is effective.  

· Targeting sedentary behaviour has been shown to be as effective as exercise programmes in 8-12 year olds, typically restricting to less than 2 hours per day.  This usually involves restricting time spent of computers, computer games, or watching TV.  Lifestyle exercise (involving large reductions in sedentary behaviour) can be more effective than aerobic exercise and calisthenics in maintaining weight loss.

· Family based involvement of at least one parent and the child together, has been shown to be effective.  In specialist weight management programmes, behavioural change is more effective if parents are given main responsibility for behavioural change. (6-16 year olds)  If the family are not ready to be involved then success is unlikely.  For children under 12 the parents should take primary responsibility for weight management.

· Multi-component approaches are effective using behavioural change, healthy eating, exercise, reduced sedentary behaviour, and lifestyle counselling.  

· There is limited evidence that drug treatment with Orlistat or Sibutramine can be effective when combined with dietary changes.  It is not clear if this benefit is sustained on stopping the tablet. 

· There is little evidence on which to base recommendations relating to obesity surgery.  Generally this is only used for the severely obese (BMI>40) who have not managed to control their weight or who have severe co-morbidities (BMI >35), and have reached or nearly reached physiological maturity.  It should only be done is centres specialising in it and after full counselling of the family.  Post surgery there is a need for long-term nutritional follow-up and the surgery may require later revision. 

On the basis of these principles a number of community-based projects have been set up around the UK.  They are showing some good initial results.  Examples of this are the MEND (Mind, Exercise, Nutrition, Do it) project now nationwide, the GOALS project in Liverpool and Watch It in Leeds

Local context:

Up to 2006 there has been very little in the way of structured obesity services for obese children in Salford.  A few children have been referred to secondary care, and other health professionals such as health visitors and school nurses who were giving support, as they were able.  

Under the instruction of the Food and Physical Activity Partnership a group has been called together to develop a pathway for the management of obesity in children in Salford.  The group includes an exercise specialist, a school nursing lead, a GP with Special Interest in Public Health, a community dietician, a hospital dietician, a community paediatrician and a hospital paediatrician.  Attempts continue to be made to include input from psychology services.

To date the group has drawn up a draft pathway.  They have agreed the setting up for a pilot community based project, based on the MEND programme.  This will be initially funded through NRF, with lottery funding secured to continue running programmes across the city until 2010.

Pathway:

The pathway considers children from 2 to 18 years of age.  Treatment for obesity is rarely considered in someone less than 2 years of age, because of the rapid growth and development that takes place at that stage.  Where there is severe and progressive weight gain in a child under 2 they should be referred directly to a community paediatrician. 

Children are likely to be identified as obese by a number of health professionals e.g. GPs, school nurses or health visitors.  The clinician should decide whether to measure the child based on clinical judgement.  The BMI should be plotted on a BMI chart to determine the age/gender specific centile.  

Once they have been identified as overweight or obese, they need to be assessed to see if they fall into a special group that might put them at higher risk e.g. if there are features that indicate that they may have a genetic disorder or a co-morbidity, such as diabetes, exacerbation of asthma, psychosocial dysfunction, hypertension, hyperinsulinaemia, or dyslipidaemia. 

Once a child is identified as not falling in a special group, and the family are ready for change, the health professional will discuss with them whom they would like to support and monitor the child’s weight and progress.  This could be the GP, the practice nurse or the school nurse.  This identified professional will then discuss with the family goals and how they might bring about behavioural change in diet and exercise.  They would then offer followup sessions for monitoring and support.  They would refer the family for further support to the local Health Trainer, Community Food Worker, Community Sports Development Officer for other support. At followup if the child has dropped below the 91st centile for a year, they would be ‘discharged’ back to routine care.  If however the BMI centile had not dropped, they could be referred on to Level 2.

Level 2 would offer more intensive support usually in a group based setting. As mentioned before there is limited evidence of what works.  At present in Salford there is some advice and support for healthy eating done by Sure Start.  Pilot projects of the MEND project are being set up around the city for 7-13 year olds.  This project is a 9-week intensive programme focused on behavioural change.  The child with at least one carer should attend all the sessions.  The sessions are designed to be fun and to build esteem.  It is hoped that as more evidence becomes available of what works interventions to younger and older age groups will be included as well.  

If a child does not ‘grow into their weight’ that is, cross the centile lines down, then there is the option to refer them to a specialist at Level 3.  This service would be reserved for those who have a BMI >98th centile.  The GP will refer the child using a proforma to a central point where the referrals would be triaged to see either the community paediatrician, the hospital paediatrician or a tertiary care specialist paediatrician.  It is only at this consultant level that drugs and surgery would be considered.

Monitoring/Evaluation

The monitoring of the pathway is likely to fall to a child weight management team.  As yet there is no such team in Salford.  After the pathway has been confirmed and funding has been secured it is hoped that a core weight management team will be identified.  This team is likely to include a paediatric dietician, a exercise promotion expert, staff to run group sessions, and input from psychology and paediatrics.  This team is likely to be linked via the local paediatricians to a wider Greater Manchester Child Obesity Network.  

In the interim the MEND project pilots will be evaluated with the support of Salford University. 
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Chapter 10 Obesity Care Pathway – Adults

Introduction:

The levels of obesity in Salford have a huge impact on the health of individuals in the city.  If an obese person loses 10% of their weight, it can lead to significant health gains. (see box)  It is thus not only important to make changes that will help prevent people becoming obese, but is also necessary to help those who are overweight or obese to lose weight.  


What works in helping people to lose weight?

All weight loss requires a change to a persons energy balance, either reducing the amount of energy the person takes in through eating and drinking and/or increasing the amount of energy they burn through increased activity.  The key then to losing weight, and maintaining the weight loss, is to make small life-long changes to the daily patterns of life.  To achieve long-term benefits people need to change their lifestyle and behaviour.

Evidence from a wide range of studies show that when overweight and obese people try to lose weight they can realistically expect to lose about 10% of their body weight in 3 to 6 months.  After this most peoples weight plateaus.  (NIH 1998)  In the longer term over 3-5 years there is a risk that many of those who have lost weight will have regained it.  It is thus important to help people set realistic goals and to help them lose weight in a way that they can keep it off. 

Reducing energy intake:

There is a large body of evidence about dietary interventions.  In summary it shows:

· Low calorie diets are effective (1,000- 1,500 kilocalories per day).  One systematic review showed that such diets are also effective at reducing the important intra-abdominal fat as part of the person’s total weight loss. 

· Clinically prescribed very low calorie diets (400-500 kilocalories per day) are more effective for acute weight loss than low calorie diets. However, there is conflicting evidence about how effective they are compared with low calorie diets over the long term (greater than one year).

· Low fat diets combined with energy restriction, and low fat diets alone (where 30% or less of total daily energy is derived from fat) are effective. However, there is conflicting evidence regarding their relative effectiveness. 

· There is conflicting evidence regarding the effectiveness of increased fibre intake especially when they are eaten freely, and not part of a reduced calorie diet.

· There is some evidence of the effectiveness for protein sparing modified fast diets and low glycaemic index diets but there is not good evidence for long term effectiveness. 

Increasing energy burnt up

One systematic review has examined the effectiveness of physical activity alone and two systematic reviews have considered diet and physical activity interventions.  The evidence suggests that:

· Increased physical activity alone is effective in producing a modest total weight loss.  There is limited evidence that this reduces intra-abdominal fat as well. 

· When used alone, dieting was more effective than physical activity.  It is not clear whether combing physical activity with diet is more effective than just diet alone or physical activity alone.

· Increased physical activity has a health gain independent of weight loss. 

Behavioural and/or cognitive therapy techniques

Behavioural therapy aims to helps bring about a change in a persons eating habits or lifestyle.  It includes formal cognitive behaviour modification and training in behavioural skills. The main principles of this treatment approach include the modification of current behaviour patterns, new adaptive learning, problem solving techniques and the collaborative relationship between client and therapist. 

Three systematic reviews have examined the effectiveness of behavioural therapy.   

· There is evidence that a combination of behavioural therapy techniques in conjunction with other weight loss approaches is effective for the treatment of adult obesity over a one-year period. 

Currently, there is limited evidence of effectiveness that supports:

· Extending the length of behavioural therapy

· Group behavioural therapy

· Correspondence courses

· Provision of structured meal plans and grocery lists

· The cognitive therapy technique of cue avoidance (individuals are asked to reduce their exposure to certain foods by making various changes to their habits)

· Cognitive rehearsal (rehearsing one’s thoughts and behaviours prior to a potentially difficult situation, and planning healthy adaptive responses).

· There is also conflicting evidence on the effectiveness of involving spouses.

Drug therapy

There are a number of drugs now licensed for the management of weight loss.  All the evidence of effectiveness of the drugs comes from trials where the drugs are used in combination with a behavioural change programme focusing on diet and exercise.  The drugs on average produce modest weight loss of under 5kg and are not effective in all people.  The weight of those taking the drugs usually returns to that of the control group within 1-3 years.  The three key drugs currently available are:

	Orlistat
	This drug inhibits fat absorbtion from the bowel.  The medication should be used in conjunction with a low fat diet otherwise the patient may experience flatulence and diarrhoea.

	Sibutramine
	This drug acts on the brain reducing appetite.  It is thus more helpful for those who snack a lot.  It can however raise the blood pressure.

	Reductil
	The newest drug on the market influences fat metabolism and gives a feeling of fullness.  It has a beneficial effect on lipids and sugar and the PCT is currently only recommending its use in diabetics. 


Obesity surgery

There are two major types of obesity surgery.  The first is restriction surgery (e.g. putting a band around the stomach).  This limits the amount of food someone can take in one meal.  The second is by-pass surgery, where the bowel is ‘replumbed’ so that food by-passes most of the bowel.  This limits the amount of food absorbed.  

Studies on the effectiveness of surgery have included people who have a BMI over 40 or over 35 with co-morbidities.  They show that weight loss of 50-100kg are possible.  This level of weight loss can lead to significant improvements in obesity related morbidity e.g. diabetes being ‘cured’. 

By pass surgery produces greater weight loss and the weight loss is maintained better.  The by-pass surgery however carries a higher chance of dying as a result of the surgery (about 1%) and a chance of suffering from nutritional deficiencies.  All patients require long-term hospital follow-up after their surgery. 

Maintenance of weight loss in adults

Obese individuals who have successfully lost weight are prone to relapse and to regain the weight that they loss. Two systematic reviews have examined the effectiveness of weight loss maintenance approaches. 

Currently, there is limited evidence on the positive effects of:

· Daily weight charting.

· Self-help peer groups with therapist-led booster sessions on weight loss maintenance

· Continued therapist contact when combined with behavioural therapy and relapse prevention training.

· The use of spaced versus massed booster sessions.

· Continued therapist contact by mail and telephone.

There is conflicting or inconclusive evidence regarding the effectiveness of:

· Formula diet preparations in the maintenance of weight loss.

· Standard or pre-packaged foods in the maintenance of weight loss.

· Continued therapist contact for weight loss maintenance.

· The involvement of spouses.

A large American database of those who had lost weight suggested that the key factors for maintaining weight loss are (Wing): 

· Regular monitoring to allow early adjustments of lifestyle, 

· Continuing a low fat diet. 

· Keeping to small portion sizes 

· Exercise for an hour per day. 

Non healthcare settings:

There is limited evidence of the effectiveness of interventions in non clinical settings.  The best evidence is for commercial weight loss programmes.  There are two randomised controlled trials which show that Weight Watchers are effective with participants losing a mean 4.6kg to 6.1kg at one year.  It is unclear whether one commercial group is any better than others. 

There is limited evidence to support programmes in workplace settings, and then weight loss is likely to be modest.  There is some evidence that computer based or internet programmes & support by email may improve effectiveness of programmes. 

Healthcare settings and the role of health professionals

Three systematic reviews have examined the effectiveness of healthcare settings or considered health professionals’ management of obesity and overweight. There is evidence to support improving the role of health professionals in the management of obesity and overweight, in particular by:

· Reminders to GPs to prescribe diets

· A brief educational training intervention on obesity management delivered by behavioural psychologists to GPs

· Encouraging shared care between GPs and a hospital service

· Use of inpatient obesity treatment services

· Training for both health professionals and leaders of self-help weight loss clinics.

A recently published primary care study, the Counterweight Study, showed that a structured programme run within general practice can help patients achieve significant weight loss.  In the study practices involved had support from a weight management advisor. (Laws)
Pregnancy

There is limited evidence on the management of weight in pregnant women.  Weight loss in pregnancy may be detrimental to the foetus.  The strategy should thus be to limit weight gain to the normal 12kg put on in pregnancy or in the very obese reduce this to a target gain of 6kg.  This may help in reducing high blood pressure, pre-eclampsia, gestational diabetes and high birth weight babies.  

Summary of evidence

The evidence suggests:

· The use of realistic goals of about 10% weight loss within 6 months.

· Use a low-fat calorie-restricted diet as the cornerstone of any programme

· Use a behavioural change approach

· Include a focus on improving exercise levels

· Integrate with weight maintenance skills & support

· Consider using commercial weight loss groups

· Involve health professionals in particular by eg reminding GPs to prescribe diets, training health professionals and leaders of self-help weight loss clinics, and involving behavioural psychologists in training GPs on obesity management, using supported structured weight loss programs in primary care

· Use of very low calorie diets for rapid weight loss

· Use drugs as an adjunct to behavioural change only for selected patients, recognising their modest benefits will be short lived.   

· Use surgery for the very obese.  

National context:

Since 2000 the rising levels of obesity and its management has gained increasing national interest.  The National Audit Office report on Obesity identified in 2001 (NAO 2001) that there was no central guidance on the management of obesity.  In 2003 the Health Development Agency published an analysis of the available evidence on the management of obesity. (HAD 2003) A Healthcare Needs Assessment was published in 2004 and in 2005 the National Obesity Forum published an Obesity Care Pathway and Toolkit. (NOF 2005) Finally in 2006 NHS guidelines on the management of obesity were disseminated (NHS 2006) and the National Institute of Clinical Excellence published its guidelines later that year.  (NICE 2007)

Local context:

Since 2004 Salford PCT, Salford Royal NHS Foundation Trust and Salford Community Leisure have been working on developing an integrated, evidence-based, weight management pathway.  This was initially started under the auspices of SHIFT (Salford Health Improvement for Tomorrow) and the team has had input from hospital consultants, dieticians, exercise specialists, and a general practitioner with special interest in public health.  The group has steered the development of the Obesity Care Pathway, more laterally reporting to the Food and Physical Activity Partnership.  The pathway has been constantly reviewed as new evidence has been published, and the latest review has incorporated the NICE guidance.  

Salford’s Obesity Care Pathway calls for integration of the PCT services with community services, e.g. health trainers, commercial services e.g. Weight Watchers, leisure facilities, general practice and hospital care.  A Weight Management Team consisting of a Dietitian, exercise trainer and assistant, has been set up and to implement and evaluate the pathway.  

Pathway:

The pathway is outline in the diagram below.  

· Level 1: After people are accurately measured their health risk in relation to obesity is assessed.  Their readiness to change and motivation is then discussed.  If ready to change they are then given evidence-based advice on realistic goals and on diet and exercise.  They will be given various resources and can be referred to local groups like Health@Heart or to the local health trainer.  It is likely that most of this could be done as a brief intervention in general practice during a 20-minute appointment with appropriately trained staff.  The patient would then be reviewed at 3 months in another 20-minute appointment.  If they have been able to reach their weight goal, a weight maintenance programme is agreed on.  If they have been unable to lose and maintain a weight loss of 5 or more percent of their body weight, and they are assessed as still ready to change, they can then referred to Level 2.  

· Level 2: Patients can either be referred to a group based approach.  The weight management team will handle group-based referrals.  People will usually be offered sessions with the Healthwise group.  This programme was launched after an initially successful pilot run by the Weight Management Team.  It is run by jointly by Salford Primary Care Trust and Salford Community Leisure.  This service has since been rolled out to all localities in the city, at different locations and at different times of day.  The Weight Management Team will also be able to refer certain patients to local commercial weight management organisations for a 12-week weight loss programme.  For those who do not want to access group based activities or who have complex dietary needs, referral to a community dietitian is possible.  Those losing 5% or more would again be encouraged to take part in a weight maintenance programme. Where a patient does not lose or maintain a 5% weight loss at level 2, and they have a BMI over 30 or 27 plus co-morbidities, they can be referred for more intensive one to one support at Level 3.  

· Level 3: It is likely that the specialist dietician will lead on this, but a General Practice could take on this role where they have had appropriate training and ongoing monitoring and support.  The fundamentals of this level will still be healthy eating, exercise and behavioural change, however the adjunctive use of anti-obesity drugs may be considered at this stage.  Where the patient is being supported by the Weight Management Team, the dietician will either write to the GP with requests on when to stop or start treatment or provide the medication via a PGD, hence allowing more timely access to the medications as part of the consultation. At present because of capacity issues in dietetics this level of service is inadequate. 

· Level 4: Obesity surgery will be available for the very obese (BMI >50) or the heavier obese people who have not lost or maintained weight loss at level 3 and have a BMI of over 40 or over 37 with co-morbidities.  Patients will be referred to the Weight Management Team for assessment and counselling.  If appropriate they will be seen for a period of up to 6 months to ensure that all other options have been tried.  They will then be seen at Salford Royal NHS Foundation Trust for final clinical assessment prior to referral.    

· Weight maintenance:  Patients who have lost weight need to adopt weight maintenance skills.  These include regular monitoring, complying to a portion controlled low fat diet and taking daily exercise of at least an hour per day.  All patients who have lost weight will be advised and given training on this.  Groups have been set up in two sports centres across the city to support these people and it is hoped that they can be expanded in the future.  Those who have had surgery will need special followup and this would done by the weight management team in conjunction with Salford Royal NHS Foundation Trust. 

· Very Low Calorie Diets: The Very Low Calorie Diet Clinic (at Salford Royal NHS Foundation Trust) will still accept referrals from secondary care where there is an urgent requirement for weight loss for medical or surgical reasons.  The Weight Management Team may also consider the use of this service for someone who is not suitable for surgery. 

The pathway for pregnant women is also included.

· Women with a BMI >35 should be referred to a hospital obstetrician because their pregnancy is at higher risk. 

· Level 1 required the identification of appropriate weight gain targets for pregnancy.  Usually this will be between 6 and 12 kg.  The person will be given advice on health eating and exercise, and referred to other appropriate community resources.

· Level 2:  If a woman is putting on excessive weight they can be referred to a the midwifery assistant for further support or possibly to a commercial group.  (Slimmer’s World have a programme for pregnant women.) 

· After delivery a woman can be referred into the appropriate level of the adult pathway.  

Monitoring/Evaluation 

The Weight Management Team will be responsible for monitoring and evaluating the programme.  This will include data on prescribing and obesity surgery. 
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What is social marketing?


Social marketing can be described as 


 ‘the application of proven concepts and techniques, drawn from the commercial sector to promote changes in diverse socially important behaviours …’ (Andreason, 1995). 





Social marketing is about much more than advertising or producing leaflets. It is not just about a communication campaign or use of the media – although these may be elements of a wider approach. Neither is social marketing about relaying facts. A key aspect of a social marketing approach is that it starts from an understanding of its audience (ie, what are their values and motivations?) and utilises communication channels which are appropriate to them. 








The potential benefit of 10% weight loss from an initial weight of 100kg in those patients with the associated diseases:


A substantial fall in blood pressure


10% fall in cholesterol


50% reduction in the risk if getting diabetes


30-40% reduction in diabetes related deaths


40-50% fall in obesity related cancer deaths


20-25% fall in total mortality


(SIGN 1996)











� Including China, Hong Kong, India, Indonesia, Japan, Republic of Korea, Malaysia, Phillippines, Singapore, Taiwan and Thailand)


� Since 2006, at the behest of the Department of Health, Primary Care Trusts (PCTs) must arrange to measure the heights and weights of children in reception year (4-5 years) and at year six (10-11years) to inform progress towards the Government target of halting obesity in children under 11 by 2010


� Calculated by applying the rates for overweight and obesity and for men and women aged 65-74 (77% and 72%, and 29 and 33% respectively) from the Health Survey for England 2003 to population statistics according to the 2001 Census. Figures were not available for over 50s
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