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BACKGROUND
In early 2013, the Academy of Medical
Royal Colleges (AoMRC) published the
latest of several reports from various
bodies over decades addressing aspects of
the rising prevalence of obesity in the
UK.1 Their report ‘Measuring Up’ made
10 recommendations targeted at the
healthcare professions, at the obesogenic
environment and towards making healthy
choices the easy choices (box 1). The
report made no claim to originality in
describing the scale of the problem or in
its selection of recommendations, derived
from a wide ranging consultative process.
It was, however, unusual in declaring the
report to be the start of a campaign, and
in its wide franchise in representing all
the Medical Royal Colleges, and so indir-
ectly virtually all medical practitioners in
the UK. It is worth examining the contri-
bution this particular report might make
as part of its called-for campaign to
solving what has up to now been a seem-
ingly intractable problem.

The timing of the report and its con-
tents must be seen in context. Obesity is
acknowledged as among the most import-
ant aetiological factors for the develop-
ment of chronic non-communicable
diseases, which are now the major causes
of ill-health and death on the planet.2–4 In
2011, the United Nations General
Assembly for only the second time took
health as the topic of its high-level
meeting and used it to commit to addres-
sing the prevention and treatment of
chronic non-communicable diseases.5 6 In
recognising this inextricably linked
complex of challenges as a major global
threat to the well-being of humankind, it
adopted a resolution requiring inter-
national, regional, national and local
cooperation to address the problem.
During the 66th World Health Assembly
in May 2013, member states of the
WHO7 adopted an action plan for the
prevention and control of non-

communicable diseases, including the
needs to adopt a life course approach, to
have an equity-based approach which
recognised the needs of mothers and chil-
dren and to empower people and
communities.
What is meant by a campaign in the

AoMRC report remains unclear. A ‘cam-
paign’ can be defined in various ways, but
most simply can be seen as working in an
organised and active way towards achiev-
ing a goal. Doctors can reasonably be
charged with carrying a special responsi-
bility within such a campaign, and in par-
ticular paediatricians, if they are to ensure
that the voice of children is adequately
represented. It is worth considering the
role that doctors should play, how they
could contribute to actively working in an
organised way, identifying and overcom-
ing the factors that limit effectiveness and
in identifying and communicating the
nature of the goal.

IS THERE A PROBLEM?—YES. IS
THERE A NEED TO INTERVENE ?—YES
There is no doubt that excess adiposity
carries serious risks of mortality and mor-
bidity in adults, and increasingly in chil-
dren, being a causal factor in the
development of type 2 diabetes, cardio-
vascular disease, respiratory ill-health and
several cancers. While the conventional
definition of adult obesity as a body mass
index (BMI) of 30 kg/m2 or more cannot
reliably distinguish lean from fat mass, it
nevertheless serves to identify individuals
at significant increased risk in the general
population.2 3 In childhood, the changing
relationship during growth in the rate of
acquisition of height, lean mass and fat
mass leads to a more complex relationship
between weight and height and simple
cut-off values that reliably mark risk of
comorbidities have been more difficult to
define. Thus, obesity in children is defined
variously either as those with a BMI
above the 95th or 97th centiles for age or
lying above a growth trajectory that pro-
jects to BMI 30 at age 18.8 The National
Obesity Observatory and the National
Child Measurement Programme use the
definition of weight for age for popula-
tions above the 95th centile compared
with the 1990 UK reference charts.
However defined, high weight for height

during childhood confers risk of immedi-
ate poor health and of later disease. It is
clear that even during childhood, obesity
is a cause of social and mental health pro-
blems. About a quarter of the adult popu-
lation is now obese, compared with 7% in
1980, and about a third of 9-year-olds are
overweight or obese. It is estimated that
the direct costs of obesity to the National
Health Service are of the order of £5
billion annually, and the indirect costs to
the economy as a whole substantially
greater. By any measure, therefore, obesity
is a serious social, medical and economic
problem.

ARE THE ENDS CLEAR?—YES. ARE
THE MEANS CLEAR?—NO
While everyone agrees that this is a
problem, there is less consensus on what
are effective measures for prevention or
management. Why might this be? First, it
is significant that the Academy’s report is
from the medical profession. Obesity has
historically been framed as a medical issue
and was not a major public health problem
until after the Second World War. And
while management of existing obesity
clearly falls (at least partly) into the field of
medicine or healthcare, the effective pre-
vention of obesity is less clearly so. Public
health approaches to prevention rely on
identification of causes, and while physio-
logical mechanisms represent a final
common pathway for the excess energy
consumption that leads to obesity, the
environmental triggers that make suscepti-
bility to it manifest are more complex.9

It would be difficult to make the case
that the public, politicians, healthcare pro-
fessions or the food, drink and leisure
industries are unaware of the problem
(even if the subtleties of body composition
and eating behaviour are not always appre-
ciated). Why then is there a need yet again
to raise concern? The social, health and
economic costs are great, but despite long-
standing awareness and expressions of
concern, there is little success in abating
them. The medical profession is right to
offer leadership on the issue in view of the
health consequences, but equally leader-
ship could come from economists or the
public. The Academy report stakes a claim
to be the start of a campaign, but the ques-
tion arises as to what the campaign is for.
Do the 10 recommendations set out repre-
sent an appropriate response to the nature
of the problem?

ARE THERE EXAMPLES OF SUCCESS?
—NO AND YES
To raise concern implies a reasonable
appreciation of how to correct the
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situation. The implication is clear that if
the 10 recommendations were to be fol-
lowed, then there is a reasonable expect-
ation that the pervasive and insidious
increase in the problem would be halted.

But do we know what works (efficacy),
and can it be sustained and developed at
scale (effectiveness)?
There are many examples of interven-

tions that can reduce excess weight based

on diet, behaviour change and physical
activity. Using schools as a setting appears
to be a particularly valuable opportunity
to support change.9–14 Successful inter-
ventions are characterised by highly moti-
vated individuals or groups. Translating
efficacy into effectiveness is a different
challenge. The Health Technology
Assessment Programme has reviewed
success at scale in adults within a medical
model of interventions. Modest success in
the short term can be achieved with
approaches that require either behaviour
change15 or drug therapy,16 but this is not
sustained, especially in the absence of
ongoing support. Indeed, the only reliably
effective treatment is bariatric surgery, and
sustained weight loss is directly associated
with reversal of comorbidities.17 18 It also
appears to be effective in prevention, as,
for example, with a decreased incidence
of breast cancer.19 However for a variety
of reasons, including but not only the
risk of adverse effects from the interven-
tion, it is hard to see this approach as a
suitable solution for a problem affecting a
majority of the population to a greater or
lesser degree; this demands a public
health approach that goes beyond a
medical model.

The introduction of a structured frame-
work within which to conduct environ-
mental modifications, the Analysis Grid
for Elements Linked to Obesogenic
Environments (ANGELO), has facilitated
comparative evaluations.20 21 The most
extensive study using this approach to
explore structured changes to the obeso-
genic environment and as the basis for a
range of interventions was carried out in
different communities in Australia, New
Zealand and South Pacific Islands.22 The
impact was depressingly small, and there
was a measure of despair in the conclu-
sion that it was imperative to reach
beyond the medical community to wider
society to achieve any success.23 Is there
evidence for this? In Cuba, the loss of the
USSR as a trading partner in 1989 led to
a serious constraint of resources with eco-
nomic output reaching a nadir in 1995
and recovery not being realised until
2000, and a severe reduction in food
availability necessitating food rationing.
There was a concomitant increase in
energy expenditure, as fuel shortages
limited availability of motorised transpor-
tation, and the population had to revert
to manual labour.24 25 There was a
population-wide fall in BMI of 1.5 units,
accompanied by reduced morbidity and
mortality, which reversed as resources
became available once again, with some
evidence of BMI overshoot.24 Finland is

Box 1 Taken from ‘Measuring Up’

Action by the healthcare professions
1. Education and training programmes for healthcare professionals: Royal Colleges,

Faculties and other professional clinical bodies should promote targeted education
and training programmes within the next 2 years for healthcare professionals in both
primary and secondary care to ensure ‘making every contact count’ becomes a
reality, particularly for those who have most influence on patient behaviour

2. Weight management services: The departments of health in the four nations should
together invest at least £100 m in each of the next three financial years to extend and
increase provision of weight management services across the country, to mirror the
provision of smoking cessation services. This should include both early intervention
programmes and greater provision for severe and complicated obesity, including bariatric
surgery. Adjustments could then be made to the Quality and Outcomes Framework,
providing incentives for General Practitioners to refer patients to such services

3. Nutritional standards for food in hospitals: Food-based standards in line with those
put in place for schools in England in 2006 should be introduced in all UK hospitals
in the next 18 months. Commissioners should work with a delivery agent similar to
the Children’s Food Trust to put these measures into place

4. Increasing support for new parents: The current expansion of the health visitor
workforce in England should be accompanied by skilling up the wider early years
workforce to deliver basic food preparation skills to new mothers and fathers, and to
guide appropriate food choices which will ensure nutritionally balanced meals,
encourage breast feeding and use existing guidance in the Personal Child Health
Record as a tool to support this.

The obesogenic environment
5. Nutritional standards in schools: The existing mandatory food-based and

nutrient-based standards in England should be applied to all schools, including free
schools and academies. This should be accompanied by a new statutory requirement
on all schools to provide food skills, including cooking, and growing—alongside a
sound theoretical understanding of the long-term effects of food on health and the
environment from the 2014/2015 academic year

6. Fast food outlets near schools: Public Health England should, in its first 18 months of
operation, undertake an audit of local authority licensing and catering arrangements
with the intention of developing formal recommendations on reducing the proximity
of fast food outlets to schools, colleges, leisure centres and other places where
children gather

7. Junk food advertising: A ban on advertising of foods high in saturated fats, sugar
and salt before 21:00, and an agreement from commercial broadcasters that they will
not allow these foods to be advertised on internet ‘on-demand’ services

Making the healthy choice the easy choice
8. Sugary drinks tax: For an initial 1 year, a duty should be piloted on all sugary soft

drinks, increasing the price by at least 20%. This would be an experimental measure,
looking at price elasticity, substitution effects and to what extent it impacts upon
consumption patterns and producer/retailer responses

9. Food labelling: Major food manufacturers and supermarkets should agree in the next
year a unified system of traffic light food labelling (to be based on percentage of
calories for men, women, children and adolescents) and visible calorie indicators for
restaurants, especially fast food outlets

10. The built environment: Public Health England should provide guidance to Directors
of Public Health in working with Local Authorities to encourage active travel and
protect or increase green spaces to make the healthy option the easy option. In all
four nations, local authority planning decisions should be subject to a mandatory
health impact assessment, which would evaluate their potential impact upon the
populations’ health.

96 Jackson AA, et al. Arch Dis Child February 2014 Vol 99 No 2

Leading article

 on A
pril 9, 2024 by guest. P

rotected by copyright.
http://adc.bm

j.com
/

A
rch D

is C
hild: first published as 10.1136/archdischild-2013-304034 on 15 N

ovem
ber 2013. D

ow
nloaded from

 

http://adc.bmj.com/


held as a model in terms of policy change
that has substantially decreased the risk of
chronic non-communicable disease.
Across the age range, most of the popula-
tion have BMI values associated with the
lowest morbidity and mortality, but even
here there is evidence of increasing preva-
lence of overweight and obesity.26 27

The one example of seeming sustained
success is the experience of the EPODE
(Ensemble, Prevenons l’Obesite des
Enfants) study, based on the experience in
villages in Northern France,28 where
top-down policy was matched by
bottom-up, community-based engage-
ment, with sustained improvements in
childhood weight. Although limited and
not at scale, the approach has been fol-
lowed in many other communities around
the world. This positive experience offers
opportunity as it appears that when a
community decides to ensure that those
factors that contribute to an unhealthy
environment are simply not acceptable,
and so not accepted, improved health can
follow.29 However, it is not clear that the
AoMRC approach incorporates a strong
bottom-up element.

CAN DOCTORS USEFULLY LEAD A
CAMPAIGN?
Obesity is a complex problem—the result
of the interaction of a range of compli-
cated biological and social factors, with a
final common pathway of personal psy-
chological and physiological factors. For
many countries, and for many families,
the benefits brought by development or
‘progress’ conspire to increase the risk of
becoming obese. Sustained change will
require that any shift in attitudes enables
people and groups to ‘swim with the tide,
not against the current’. A healthy envir-
onment—conducive to healthy eating and
an active lifestyle—needs to become the
default, rather than the niche choice of
more affluent groups. Food and culture
and the behaviours around food acquisi-
tion, eating and cuisine embrace the
essence of a society’s values.

What might be the roles for doctors?
How can they best use the respect and
regard in which they are held to address
both the prevention and the management
of obesity while avoiding the blame
game? The Nuffield Foundation has
offered a ladder of intervention for public
health, with obesity as one example.30

This highly regarded ladder is now widely
used, but is structured around single
actions. This is not sufficient for a
complex situation, where the interaction
of biomedical, social and economic con-
siderations rubs against the social drivers

for progress, and our very perception of
the nature of progress. For some, the food
industry has been demonised because of
the appearance that economic drivers out-
weigh health considerations. A recent
report in which the food industry has
started to explore its own performance
and responsibilities, assessing how well
they meet defined standards of conduct
suggests a more critical self-reflection.31 It
might be too much to hope that society is
ready for a dialogue that cuts across all
sectors and sectoral interests, but perhaps
this is exactly what could be achieved by a
campaign or movement led by the
medical profession. This might include a
clear articulation of the damage that can
be wrought by that essential component
of living, food; discussion, and strong and
consistent argument about the ways
forward while placing human well-being
at the heart of society’s aspirations and
being clear about the enormous economic
cost of doing nothing compared with the
enormous benefit of clear, decisive and
coordinated action across all sectors.
One important question is why doctors

have been slow to engage with the
problem of obesity and take responsibility
more fully. One consideration is that it is a
diet and nutritionally related condition—
an area where clinicians are notoriously
poorly trained. The increasingly obvious
comorbidities place the problem in a
context that is more comfortable for clini-
cians, but paradoxically draws attention
away from the underlying socioeconomic
causes. The costs and difficulties in man-
aging the consequences of obesity—both
medical and social—mean that it can no
longer be ignored. The call for a campaign
is welcome, but better training in nutrition
of all doctors and other health workers
will be essential to provide the necessary
knowledge and skills. The AoMRC report
might have addressed their own constitu-
ency—doctors—more explicitly in this
regard. The Academy Nutrition Group in
the AoMRC has developed an undergradu-
ate curriculum in nutrition for trainee
doctors, which has been commended by
the General Medical Council and is sign-
posted in Tomorrow’ Doctors.32 But until
this undergraduate training is more widely
embedded, the Intercollegiate Course
in Human Nutrition overseen by
the AoMRC is currently the only struc-
tured course for doctors in the basic prin-
ciples of nutrition33 (http://www.aomrc.
org.uk/committees/intercollegiate-group-on-
nutrition.html).
The AoMRC report presents a chal-

lenge to doctors. We need to build the
capability and capacity to address the

challenge—this means not just training
those working in obvious health fields,
but ensuring that those in other sectors of
society that impact on the obesogenic
environment also see it as their problem.
Further, there is the need for willingness
and commitment to act to make sustained
and coherent change across all sectors,
within a single framework to address this
major risk to future health. Individual
paediatricians—and other doctors—
should reflect on how they can contribute
in their own practice to achieving this
public health goal.
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