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Equality and Engagement Impact Assessment 

Please refer to the Guidance for Completion of the Equality and Engagement Impact Assessment.  If you require any assistance in completing this form please contact the Patient Engagement and Experience team.  
	Title of service, policy or programme:
	Children and Young People’s Specialist Healthy Weight Service

	Name and job title involved in the completion of this assessment:
	Callum Gutteridge – Healthy Weight Lead (Children and Young People)

	Date of this assessment:

(It is good practice to undertake an assessment at each stage of the project)
	20.02.24

	Stage of service, policy or programme change       
(earlier versions of this impact assessment should be included in your submission)  
	Development ✓
	Implementation   ☐           
	Evaluation/review   ☐           


	1. Outline

	Give a brief summary of your policy, service or programme.  Include reference to the following: 
· Is this a new or existing policy, service or programme? 

· If it is not new, detail any proposals for change.  
	The Children and Young People’s (CYP) Specialist Healthy Weight Service (CYP SHWS) will be a new development that responds to a considerable need throughout the County for CYP living with obesity (>98th centile) and associated physical, mental and safeguarding complications. To make this happen, NHS Gloucestershire will facilitate the development of a specialist multidisciplinary team (MDT), with professionals employed across Gloucestershire Hospitals Foundation Trust (GHFT) and Gloucestershire Health and Care Trust (GHC).
The service will champion an integrated approach to care and work in partnership with Gloucestershire’s community weight management provider (BZ Bodies), to deliver a single point of access (SPA) that provides all CYP/ families with equal opportunity to benefit from a range of community and clinical offers that attends to a complex and multifaceted set of weight related and non-weight related needs.

NB: the focus of this integrated service offer will be in line with the established County-wide need: specialist service provision for CYP with obesity/ severe obesity. CYP identified as below a healthy weight are outside the scope of this pilot given existing service arrangements for this population group in Gloucestershire. 

	What aims/outcomes do you want to achieve?
	The establishment of Gloucestershire’s CYP Specialist Healthy Weight Service in 2024 is expected to fulfil the following outcomes:

1) Equity of access, experience, and outcome for CYP living with excess weight
2) Reduction in physical and mental health complications associated with excess weight, establishing a parity of esteem 

3) Behaviour: increased motivation, capability, and longer-term resilience to make lifestyle choices that enable better health
4) Improvement in weight status, including reduction and stabilisation
5) Improved quality of life for CYP/ families
6) System level impact and enhanced integration of CYP services.


	Give details of any evidence, data or research used to support your work. Consider the following: 

· Health Needs Assessment

· JSNA/Inform data
· National/regional data

· Patient experience data
 
	Health Needs Assessment (HNA): 

Following Health Improvement Scotland’s Health Needs Assessment Practical Guide, an in depth HNA has been carried out amongst Gloucestershire’s CYP population:
Step 1: Service initiation
What population? CYP (aged 4-17) living with obesity in Gloucestershire, with a BMI >98th centile with a co-existing condition associated with childhood obesity OR BMI >99.6th centile, irrespective of comorbidity status.

What are you trying to achieve? Health equity for CYP living with obesity in Gloucestershire who are unable to meaningfully benefit from the Community Weight Management Service and require specialist clinical support.
Who needs to be involved?

Short-term: community, health, social care and education partners involved in the direct care and support of CYP living with obesity to better understand population needs, intervention and pathway design. Medium-term: once trusted relationships have been established, a key ambition of the CYP Weight Management Service is to productively engage individuals with lived experience to gather insights around their needs, how they currently receive care and support, how they would like to receive care and support and how we can work alongside CYP/ families living with obesity to co-develop future service provision and interventions. Long-term: the knowledge, experience and insight of CYP/ families accessing the service will feed directly into a formal service evaluation to understand the quality of care received alongside the barriers and facilitators to achieving outcomes 1-5 outlined above.
What resources are required?
Local, regional and national insights were used to understand the resources required to respond to a complex range of health and social care needs among CYP living with obesity. In short, these resources include a range of community and clinical partners to work in an integrated way to deliver interventions that are informed by the biopsychosocial model. Working in partnership, community (BZ Bodies) and specialist (MDT) healthy weight services will provide integrated care in response to the biological, social, psychological and psychosocial determinants of health. 
What are the risks?

The risks associated with prolonged service unavailability outweighed that of service development and can be summarised as:

· widening health inequalities (e.g., poorer experience and outcomes for CYP living with obesity in Gloucestershire’s areas of deprivation), 
· increased clinical risk throughout Paediatrics (exacerbation of existing physical, mental and safeguarding complications amongst CYP),

· the system is having to ‘make do’, with community services holding inappropriate levels of clinical risk due to the presenting needs of the CYP/ family living with obesity,

· increasing pressure on an already stretched CYP workforce; with young people transitioning to adulthood, these pressures will continue to present throughout the adult’s health and social care system with profound implications at an individual and societal level.
Step 2: Identifying health priorities
Population profiling

To understand weight-related inequalities that exist throughout Gloucestershire, we triangulated National Child Measurement Programme (NCMP) fingertips data with several inequality measures, including Lower Layer Super Output Area Data (LSOA), Indices of Multiple Deprivation (IMD), Income Deprivation Affecting Children Index (IDACI) and Free School Meal status. Findings from this triangulation process informed targeted engagement and community-development for Gloucestershire’s community weight management provider – BZ Bodies. As the SHWS will be piloting a SPA, the service can expect to benefit from an enhanced level of community insight and engagement, with CYP who present clinical needs being supported by BZ Bodies to access this offer.
Identifying and assessing health conditions and determinant factors
Insights from BZ Bodies 2020-23 pilot unearthed the range of complex mental, physical and safeguarding needs of CYP accessing the community weight management service. Throughout a series of workshops, ICS partners directly involved in the delivery of care for Gloucestershire CYP ‘deep-dived’ into a range of case examples, exploring the gaps in provision and developing interventions and pathway solutions. The sample of families accessing the BZ Bodies pilot was relatively small (n=59), we are therefore unable to extrapolate this data to Gloucestershire’s CYP population with confidence. However, the pilot population were reflective of a wide range of needs, with 70% of families from Gloucestershire’s most deprived neigbourhoods; 31% from Black and Asian ethnic groups; 20% of CYP lived with disabilities; and 60% of CYP were a ‘child in need’ or had a child protections plan. As such, because of the association between the aforementioned protected characteristics and childhood obesity, we can indicate that this population would be at highest risk to the mental (depression, anxiety, low self-esteem) and physical (T2DM, cardiovascular disease, respiratory and liver disease, cancer) complications associated with excess weight.
Step 3: Assessing a health priority for action

Access to data across Primary and Secondary Care for CYP living with obesity is emergent and currently, Gloucestershire does not have sufficient available data to assess associations between childhood obesity and the prevalence of health complications amongst the population. As a result, the CYP SHWS will prioritise robust data capture to better understand how young people in the county are impacted by excess weight, including the prevalence of mental, physical and safeguarding complications. However, commissioners have used intelligence from Complications of Excess Weight (CEW) clinics to understand the implications of childhood obesity at a regional and national level. Comparison data has been collected from regional CEW clinics (Bristol and Cornwall) to understand the comorbidity status of the population accessing services (e.g., prevalence of type 2 diabetes; obstructive sleep apnoea, hypertension). Due to the complex and multifaceted nature of childhood obesity, it is not possible to prioritise any specific cause or health condition associated with excess weight; instead, this service will pay equal attention to the wide-ranging needs of CYP and their families as they present themselves.
As this pilot is funded by NHSE’s CYP Transformation Progamme until March 31st 2025, the timescale and allocation of funds are not sufficient to meet county-wide needs. Therefore, there is a need to be intentional and targeted with the service delivery model, understanding where and how resources can be allocated to CYP and their families that have the greatest capacity to benefit (proportionate universalism). The service aims to deliver care to a maximum of n=60 CYP/ families throughout the first year of service delivery. Effective and acceptable interventions will be established via the SPA, enabled by a robust community-based initial assessment, carried out by BZ Bodies to inform a weekly multi-agency triage. The initial assessment will be used to identify CYP/ families that require additional support, in addition to community-based interventions, where needs present clinical risk and necessary management from one or more of the MDT. The SHWS will work in partnership with CYP and their families to determine the most effective, acceptable and sustainable interventions. 

The choice of suitable MDT interventions will include:
Dietetics
· To provide CYP/ families with specialist dietary assessment and management that focuses on sustainable behaviour change and the wider determinants of health.
Psychology
· To provide CYP/ families with psychologically and trauma-informed interventions to understand the barriers and facilitators to sustainable health behaviours.
Nurse Specialist
· To enable CYP with additional physical health complications to navigate integrated community and clinical care, attending to wide-ranging and complex needs. 
Paediatric Consultant
· To work alongside the CYP/ family to conduct an initial clinical review, identify  the appropriate provision of specialist care for CYP with complex physical health needs associated with excess weight, and oversee the provision of this to ensure care is delivered as expected across Paediatrics. 
Step 4: Planning for change
ICS partners have been harnessed to clarify the aims of integrated service delivery. It is acknowledged that the SPA could be a paradigm shift for some Primary and Secondary Care partners who would not typically refer CYP with clinical needs into community services. To simpilify the transition to a SPA, the SHWS will prioritise a clear communications strategy throughout the ICS to ensure all professionals are aware of the single referral route to BZ Bodies. A hybrid approach will be taken to raise awareness of the new service development, including weekly briefings (e.g., via NHS Gloucestershire, GP Bulletin), email circulations, team meetings and updating G-Care and Glos Families Directory content. Where appropriate, CYP services will be reminded of the health inequalities associated with childhood obesity (deprivation, ethnicity, disability status, rurality) to raise awareness of the inequity faced at a system level and prompt opportunities to work in partnership to narrow the gap between those with and without protected characteristics.
Step 5: Monitoring and evaluation strategy (learning from the pilot, measuring impact and prioritising future health priorities)
Reach

To understand the effectiveness of this pilot and how service provision is reaching CYP/ families from Gloucestershire’s underserved communities, it will be essential to capture population level data and place-based insights. Utilising the local intelligence gathered from ‘population profiling’, the service will seek to understand the proportion of CYP/ families reached in Gloucestershire’s least socioeconomically advantaged areas with the highest prevalence of childhood obesity. In addition, this service will prioritise capturing other special category information from CYP/ families, including race/ ethnicity, comorbidity and disability status to ensure that resources have been allocated to individuals with the greatest capacity to benefit. A proportionate universalism approach will ensure that health actions are universal, not targeted, but with a scale and intensity that is proportionate to the level of disadvantage. As a pilot, this service will closely monitor the effectiveness of the SPA, understanding through comprehensive evaluation, how CYP/ families have benefited who may otherwise not have equitable access to service provision. 

Equity of access, experience and outcome

A comprehensive service evaluation will monitor the equity of access, experience, and outcomes for CYP/ families. Service user outcomes will be child-led, with a service that aims to champion personalised care, professionals will work directly alongside CYP and their families to co-create a set of goal-based outcomes that align proportionately to the area of greatest need whilst maintaining clinical robustness. We have worked alongside ICS partners and national specialist weight management services to scope a robust set of indicators that will assess the degree of intervention success: 
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NB: the complex and multifaceted nature of childhood obesity means that it would not be appropriate to use a standardised approach to monitor programme effectiveness for the population group. As such, it is expected that not all evaluation metrics will be monitored for each CYP, rather a range of holistic, needs specific and clinically relevant measures will be adopted. All outcome measures are to be confirmed once the MDT is established.
National/ regional data

Nationally and locally, the development of healthy weight services for CYP is informed by the NCMP. Since the implementation of the NCMP in 2006, annual data has been used to: 
· “inform local planning and delivery of services for children

· gather population-level data to allow analysis of trends in growth patterns and obesity

· increase public and professional understanding of weight issues in children and

· be a vehicle for engaging with children and families about healthy lifestyles and weight issues.” (NHS Digital, 2023).
In Gloucestershire, we are committed to narrowing the gap in weight-related health inequalities between the most and least deprived parts of the county; with a key ambition within Gloucestershire’s Joint Health and Wellbeing Strategy (2023) to halve the level of childhood obesity by 2050. To support movements towards this, we have worked with the Public Health and Communities Hub and data analysts within Gloucestershrie County Council (GCC) to better understand how to reach undeserved communities. ‘Step 2 – Population Profiling’ outlines how we triangulated NCMP data to understand priority delivery areas for the Community Weight Management Service at a hyper-local level. Meanwhile, 2022-23 NCMP data shows how the prevalence of childhood obesity is distributed throughout the County:
District (2021/2022)

Year R: Obesity (including Severe Obesity)

Year R: Severe Obesity

Year 6: Obesity (including Severe Obesity)

Year 6: Severe Obesity

Cheltenham

8.7%
17.9%
Cotswold
7.3%
15.7%
Forest of Dean

9.7%
20.1%
Gloucester
9.8%
26.2%
Stroud

6.9%
18.4%
Tewkesbury

9.1%
20.2%
Table 1. District-specific obesity trends, based on school postcode, 2022-23 NCMP fingertips data
Percentages (%) highlighted in green indicate the districts with the highest prevalence of overall obesity and severe obesity amongst Gloucestershire’s CYP population, with Gloucester City following trends from previous annual NCMP data, exhibiting the highest proportion of CYP with obesity (including severe obesity) in Reception and Year 6.

Gloucester City was also identified as having the highest % of severe obesity in Reception aged children alongside the Forest of Dean. Meanwhile, in Year 6 aged children, the district with the highest proportion of CYP identified as living with severe obesity was Tewkesbury (4.8%), which was the only district to see an increase in the prevalence of severe obesity (+0.6%), versus the other five districts which demonstrated a reduction.  

Annual NCMP data informs commissioners and those delivering services within communities that Gloucestershire’s CYP population is more likely to be living with obesity if they are older (Reception vs Year 6), male, living in a more deprived or urban area and of black ethnicity. A summary of weight-related inequalities highlighted within the report is outlined below:
Characteristic

Overall Obesity Prevalence: Year R (2021/22) 

Overall Obesity Prevalence: Year 6 (2021/22) 

Male

9.3%

23.8%

Female

8.2%

17.9%

Living in the most deprived area

11.6%

29.5%

Living in the least deprived area

6.1%

14%

Living in a rural urban area

9.2%

22.3%

Living in a rural area

7.6%

17.5%

Asian ethnicity

4.2%

20.1%

Black ethnicity

10%

34.5%

White ethnicity

6.7%

20.2%

Table 1, Health inequalities trends in overall obesity prevalence, 2021-22 NCMP data
*NB: once 2022-23 NCMP data is made available via OHID’s fingertips profile, this data will be updated.
When defining health inequalities, it is important to recognise that deprivation is not solely defined by georgraphy or income level. For this reason, it was useful to triangulate NCMP with IMD data to understand how the prevalence of obesity is distributed among CYP relevant to their (1) income, (2) access to employment, (3) education, (4) healthcare, (5) housing and local service provision, (6) risk of crime exposure (personal involvement and victimisation) and (7) living environment. With this in mind, the ‘priority’ districts established within the 21-22 NCMP report were further analysed, identifying the specific wards with the highest prevalence of childhood obesity and relevant indicators of deprivation. These included: Barton and Tredworth, Tuffley, Moreland, Matson and Robinswood, Dursley, Cinderford West, Churchdown Brookfield with Hucclecote, Brockworth East, Oakley, St. Pauls (Cheltenham) and Tewkesbury South. 

BZ Bodies are taking a phased approach to engagement throughout these areas, working as part of the Integrated Care System (ICS) to establish meaningful relationships with CYP service providers to unearth opportunities for working in partnership, alongside supporting referrals into the Community Weight Management Service. With a pathway that prioritises early intervention and prevention, the SPA will mean that CYP/ families living in these ‘priority wards’ will have access to specialist MDT support where they are unable to meaningfully benefit from community provision due to the complexity of their physical, mental and/or safeguarding complications.




	2. Engagement 

	What relevant patient experience data/feedback is already available? 

Include information from any relevant national/regional patient groups, eg. Healthwatch, national surveys

 
	At the beginning of this pilot development, an engagement review was carried out to summarise Gloucestershire’s understanding of how the new service development can meet the needs of CYP/ families living with obesity. This was based on local, regional and national insight:

[image: image3.emf]Children’s Weight  Management Pathway – Engagement Summary.docx


The Association for Young People’s Health (AYPH) led a programme of engagement work with young people and parents living with obesity and excess weight
. The work was specifically linked to the establishment of new NHS clinics to treat Complications of Excess Weight (CEW) and actively listened to the voices of CYP and parents living with excess weight, thus informing the outcomes that are most important to these clinics. In addition, NHSE funded AYPH to undertake a scoping review on evidence relating to CYP and parents view of severe obesity, and their thoughts on available weight management services; both reports are summarised below.

Methods 

Engagement Workshops with families and young people

NHSE worked with SHINE (Self Help Independence Nutrition and Exercise), a community-based service in South Yorkshire for young people living with obesity and excess weight. Engagement with n=6 young people and n=6 parents took place over three structured workshops: two online via zoom and one in person1.
Scoping review of existing research on young people’s perspectives on excess weight and related services

Relevant papers were identified through a call for evidence, online searches, and consultations with professionals working in the weight management field. A broadly inclusive approach was taken, but the evidence base proved limited and was dominated by small samples and qualitative approaches with limited quantitative publications. After a process of screening, n=19 studies were included in the review, dating from 2009-2022
.

Key Findings

Improving mental health and wellbeing was recognised as being the dominant focus for new clinics
. Young people cited mental health as an enabler for motivation, making positive changes, and for doing sports and other activities. Young people discussed the importance of accessing timely and long-term mental health support with short-term treatments proving ineffective with reoccurring challenges once services/interventions end. Parents also ranked mental health improvements as one of the most important outcomes from support1; with current research showing that parents and young people foresee psychological factors as core components of all programmes2.

Communication – services that are understanding, non-judgemental and patient centred: good communication with healthcare staff was key. Engagement with young people stressed that they wanted healthcare professionals to explain things clearly, “in a way I understand” with an empathic and non-stigmatising approach, in a ‘safe place’, and directed to them, not just to their parents. Parents also highlighted the importance of a good relationship with professionals and said a young person-centred approach was particularly helpful in supporting attendance at clinics and adherence to advice. They spoke about feeling judged as parents and feeling that their children were being judged1 because of their weight. The scoping review also highlighted the fundamental importance of how healthcare professionals talk to young people and parents2.

Consistency, continuity and follow up: the scoping review suggested young people feeling comfortable once they access a service is key to the success of the intervention2. Parents said that young people and families want to feel individually known by services whilst young people valued regular check-ups between appointments to help motivation and reduce isolation. Parents were wary of the impact of repeated weight measurements and welcomed centralised systems for recording data to reduce the need for multiple contacts with different professionals. Young people and parents felt strongly that some of this directly impacts treatment1.
Peer support: young people highly valued experiences of peer support activities in a safe community setting. CYP talked about the importance of friends in the group and how peer support had increased their motivation to engage. Parents highlighted the significance of peer relationships for good and for bad. They spoke about the trauma of being overweight and the negative peer pressure and online bullying their children had experienced. Peer support for parents was also important to reduce feelings of isolation1.

Recognising and responding to experiences of stigma: both young people and their parents reported almost universal experiences of stigma and negative judgement, from both peers and healthcare professionals1; this was mirrored in the scoping review2. Being seriously overweight results in a particular lack of self-esteem and feelings of trauma. Services should not contribute to feelings of criticism, blame or stigma3.
Holistic provision with access to activities and exercise: young people talked about having a safe space to exercise and fun physical activities in groups. Learning to cook together with peers and socially interact over food was also important. Parents stressed the importance of being able to access all services including exercise facilities in one place as well as the fact that the cost of activities, after school clubs and healthy food is a barrier to access for some families1.
Compassionate approach to healthy weight in children, young people and families
Overwhelmingly, there is a profileration of Integrated Care Systems increasing the awareness of undesirable messaging around ‘overweight’ and ‘obesity’ that exacerbates social anxiety and fears of individuals being defined simply by their weight. The adverse affects of fatalistic messaging is becoming more widespread with ‘obesity’ now recognised as a chronic relapsing condition that is caused by a complex web of social, economic and environmental factors and not due to a lack of willpower or self-discipline
. Once more, the complexity of a person’s social milieu is increasingly recognised as a key determinant of health and weight
, thus contributing to the body of evidence that disregards obesity as an individual choice 4.

This developed understanding has raised the profile of a ‘compassionate approach’ to weight, with local authorities such as Doncaster bringing this to the fore with an evidence review ‘into alternatives to a weight-centred health paradigm’:
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A key aim of this service establishment will be to work alongside CYP and their families to understand how communities would like to talk about health and weight to improve the acceptability and inclusivity of language and service provision. BZ Bodies will seek to explore this throughout the duration of the community weight management contract via parent/ carer focus groups and creative sessions with CYP as part of ‘BZ Families’
; these learnings with shape language use throughout the integrated pathway.

In the meantime, whilst we seek to gather local insights of acceptable and non-stigmatising language around health and weight, we will continue to use qualitative insights from the University of Bath around what ‘good should look like’, based on the voice of children of ‘all shapes and sizes’:
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In addition, the Project Lead for the CYP Healthy Weight Agenda will continue to be a part of ongoing local, regional and national working groups to ensure contemporary and evidence-infomed approaches to CYP health and weight.

	How have patients, carers and families, staff been involved in shaping your proposals. 

If your policy/programme is currently being developed, please explain any further plans for engagement and/or consultation. 

(*Plans for additional engagement should also be included in the Section 5: Action Plan below) 
	CYP/ Families

“Child obesity is a top-of-mind issue, but people think about it in narrow, stigmatising and fatalistic ways
.” A CYP living with obesity is more likely to experience stigma or judgement which can be exacerbated by conversations about weight. Meanwhile, active participation with service users will be the key vehicle to reduce stigma and improve the equity of access, experience and outcome for CYP/ families. Conversations about more than weight (e.g., with a focus on health and wellbeing) have the potential to create an environment where people focus on the needs that all CYP have in common, instead of creating a perceived sense of ‘otherness’6. With this in mind, it would be disadvantageous to engage an already stigmatised group of CYP/ families to shape the proposal for a new service development without spending sufficient time to earn and develop trust.

NIHR Applied Research Collaboration West
 emphasises that…

‘You can’t just go in and “do” co-production… It takes groundwork. You have to build all these relationships to do it well.’
With the sustained unavailability of an equitable healthy weight offer in Gloucestershire, we do not want to risk a damaged relationship with communities by carrying out short-term engagement activities that do not offer mutual benefit to people. Learning from other weight management services that have received short-term funding:

‘Communities have been hit by the “hit-and-run”, people saying we’re going to do this… then a month later they’re gone.’ 7.
Instead, we want to build meaningful and long-lasting relationships with communities that inform service provision now and in the future as childhood obesity is a global health burden that is not going to simply disappear. For this reason, all service documentation (e.g., Operating Protocol, Service Specification) will remain in draft format to allow for iteration based on the needs, experiences and voices of CYP/ families once this service is operational. As this integrated approach is a ‘test and learn’ pilot, every opportunity for continuous improvement will be prioritised via bi-quartlerly PDSA cycles, using feedback from service users to adapt the model of care/ pathway design.
Longer-term, the ambition for the healthy weight pathway is that we would have developed ‘patient and public involvement and engagement’ (PPIE) opportunities, providing a platform for public contributors (e.g., CYP/ families affected by excess weight) to help prioritise, plan, deliver, evaluate and share best practice. Aligning with One Gloucestershire’s Engagement Guide, our ultimate ambition is to work in equal partnership with people and communities
, understanding the realities met by communities so that services can be delivered ‘alongside’ and not ‘to’ or ‘for’
. 
Staff (ICS Partner) Involvement
Please see an overview of the HNA outlined in Section 1. Steps 1 (who needs to be involved?), 2 (identifying and assessing health conditions and determinant factors) and 3 (assessing a health priority for action) provided detail around how partners (staff) across the ICS have been utilised to champion the voice of CYP/ families in the absence of robust primary data.
Integration takes time. In the context of childhood obesity, the integration of existing and developing services will need to align throughout the mobilisation of the CYP SHWS. Active involvement from ICS partners has been an essential component to shaping the proposal. This service development will consider the complexity of the wider determinants of health and how these interact with weight. Furthermore, it has been essential to seek involvement from a diverse range of CYP partners who together, can contribute towards delivering holistic interventions that consider the biological, social, psychological and psychosocial factors at play:
Who?

Why?

BeeZee Bodies and the Public Health and Communities Hub (GCC)

Sustainable weight management requires more than an individual-led approach: “family-oriented health promotion and disease prevention are promising strategies because the family unit is both a resource and a priority group needing preventative and curative services across the life course
.” We will continue to work alongside Public Health and community partners to prioritise early intervention and a non-medical approach to childhood obesity, wherever possible.
CYPs Mental Health Services (GHC)

A CYP’s weight status is intrinsically linked with their mental health. Evidence shows that children with obesity are at increased risk of an outpatient mental health visit compared to children with a healthy weight
. CYP Mental Health Services have been and will continue to be essential to ensure service provision is pscyhologically and trauma-informed. 
Paediatrics (GHFT)

CYP living with obesity are predisposed to a plethora of physical health complications, including type 2 diabetes, hypertension and respiratory conditions
. The successful management of such conditions is essential to minimise clinical risk and optimise CYP health and wellbeing. The Paediatric workforce, notably Consultants and Nurse Specialists, have been and will continue to be fundamental to the delivery of specialist weight management. 
Paediatric Dietetics (GHFT)

Dietitians for CYP deliver evidence-based dietetic weight management care, which helps maintain positive lifestyle changes that are best suited to the CYP and their family’s particular needs and expectations. The Paediatric Dietetic team have been and will continue to be an integral part of informing the diet, lifestyle and behavioural change component of this service development.

Children’s Safeguarding (GCC/ ICB) 

Research
 shows that children who have experienced >4 adverse experiences are four times more likely to be overweight or obese in adulthood compared to those with no ACES. Children’s Services have been and will continue to be a key partner to understand how the service responds to complexity in the child or young person’s living environment.
CYP Social Prescribing (ICB)

Evidence shows that without continued support, initial success in children’s brief weight management interventions (up to 6-months) do not elicit sustainable change or any significant change in weight status
. Social Prescribing have been and will continue to be essential to understand how CYP can thrive within the context of their own environment and community.
The Navigation Hub & School Nursing
School absenteeism is reportedly higher in CYP with overweight and obesity, with CYP living with healthy weight more likely to report good academic performance
. We have and will continue to work closely alongside our School Nursing and education partners to understand how CYP health and wellbeing can be promoted in and outside of the school environment.


	If your plans/policies are implemented please explain: 

	Any impact on the way in which services are delivered? 

eg. change in location, frequency of appointments.
	

	Any impact on the range of health services available?

	

	Have you considered whether any change could be considered significant variation?   If yes, formal public consultation will be required (See Guidance or ask your Engagement Team for advice).
	


*Key: Positive Impact: will actively promote the values of the ICB and ensure equity of access to services; 


Neutral Impact: where there are no notable consequences for any group;

Negative Impact: negative or adverse impact for any group. If such an impact is identified, you should ensure, that as far as possible, it is eliminated, minimised or counter-balanced by other measures.
	3. Equality considerations
This is the core of the Equality Impact Analysis; what information do you have considering any potential or existing impact on protected groups, as defined by the Equality Act 2010.  Consideration should also be given regarding wider inequalities that people may experience because of social, domestic, environmental and economic circumstances, eg. unpaid carers, rural isolation, areas of deprivation. If your proposals contain more than one solution for service delivery, you should consider the potential impact for each of the solution in this section.


	 (Please complete

each area*)
	What key impact have you identified at this stage?
	
Explain any positive or negative impact below. What action, if any, has been taken to address these issues?


	Further action required?

(*Include details in Section 5: Action Plan below)

	
	Positive


	Neutral


	Negative


	
	

	Age


	✔
	
	
	The challenge: data from Gloucestershire’s NCMP suggests that the prevalence and severity of childhood obesity increases with age, with children in Year 6 at greater risk than their peers in Reception:
No. of children (Reception)
Prevalence (Reception)
No. of children (Year 6)
Prevalence (Year 6)
Obesity, including severe obesity

8.6%
20.3%
20.4%

Severe obesity

Table 1. Countywide obesity and severe obesity prevalence in Reception and Year 6
These figures vary depending on which of Gloucestershire’s six districts a CYP lives. Historically, NCMP data has shown Gloucester City to have the highest prevalence of overall obesity, and this remains true in 2021/22 data. Meanwhile, the Forest of Dean has the highest prevalence of severe obesity in Reception aged children, whilst Gloucester City has the highest prevalence in Year 6 aged children.
District (2021/2022)

Year R: Obesity (including Severe Obesity)

Year R: Severe Obesity

Year 6: Obesity (including Severe Obesity)

Year 6: Severe Obesity

Cheltenham

8.7%
17.9%
Cotswold
7.3%
15.7%
Forest of Dean

9.7%
20.1%
Gloucester
9.8%
26.2%
Stroud

6.9%
18.4%
Tewkesbury

9.1%
20.2%
Findings from the Pupil Wellbeing Survey (PWS)

The PWS is a biennial Online Pupil Survey that gives CYP in Primary School, Secondary School and Post-16 settings their say about their health and wellbeing. CYP participate in years 4, 5 and 6 in Primary Schools; years 8 and 10 in Secondary Schools and year 12 in Post-16 settings, including Sixth Forms and Colleges.
Healthy eating and physical activity are key components in maintaining a healthy weight, the maintenance and attainability of these behaviours differ according to age. 
Healthy eating: in 2022, 21% of pupils said they ate 5 or more portions of fruit and vegetables per day. The proportion reporting eating ‘5 a day’ was highest in younger age groups; 34% of Y4 pupils compared to 15% of Y12 pupils. 
In 2022, the proportion of pupils reporting eating ‘5 a day’ had increased significantly to 23.2%. Although the general trend of the proportion reducing as pupils age was the same, the increase was predominantly driven by an increase in older young people saying they ate ‘5 a day’.
The proportion of pupils saying they ate breakfast regularly has reduced slightly between 2012 and 2022 (73.2% vs. 68.4%). The proportion of pupils reporting eating breakfast regularly reduces as children and young people age, from 81% in Y4 to 48% in Y12. 
Generally, more pupils report eating less healthy snacks daily as children and young people age, peaking in Y10 where 64.2% of pupils reported eating less healthy snacks every day.

Physical activity: the PWS identified age-related differences in the levels of exercise between school-aged CYP. During primary school, exercise levels increase for children of both sexes as they get older at a similar rate. In 2022, the peak female exercise level is observed in Y6 (51.7%) and then declines steadily during secondary school and Y12, although was lowest in Y4 (36.8%). By contrast, male exercise levels continue to increase into the early years at secondary school, and although it starts to reduce after Y8 (62.2%) the decline is less pronounced in males compared to females; exercise levels in Y12 males are above those reported by Y4 and Y5 males.

Barriers to physical activity: embarrassment when exercising increased with age and was highest in Y10 pupils (38.5%) – suggesting changes to the body during puberty may be a key barrier to exercise.
In previous years, lack of affordability seemed to increase with age – this may have been due to less timetabled sports time in secondary schools leading to older young people needing to access sports through independent clubs and leisure centres. However, during 2022 lack of affordability was spread more evenly across the year groups and was highest in Y8 pupils (13.8%).
The proportion of CYP who said they did not engage with exercise because it made them ‘too hot and sweaty’ reduced with age. The group reporting the highest proportion not exercising because of being too hot and sweaty was those who reported being seriously bullied – 27.0% said this was a barrier compared to 22.5% in those not bullied.

The impact of exercise on likelihood to self-harm seems to be more pronounced in young women where there is a 10.3 percentage point difference between those doing no exercise and those doing 8+ hours per week compared to a 2.7 percentage point difference observed in young men. This highlights the importance of promoting exercise in teenage women.
Perceptions of health: 1 in 5 pupils wanted more advice about losing weight
. Generally, pupils are more likely to want advice about losing weight as they age, peaking in Y10 when 25.4% of pupils wanted advice on losing weight.
Inclusivity measures: whilst local evidence points towards less healthful eating behaviours as CYP age, the delivery of nutrition-based education, strategies and interventions will remain personalised given the multifaceted and highly individualised nature of dietary patterns in CYP and adults.
The healthy weight pathway will seek to work in partnership with local community activity groups to support the access to and development of affordable activity options for CYP/ families. The provider will also be sensitive to young peoples’ perceptions of themselves and show proportionate consideration to the barriers and enablers to movement. 
The healthy weight pathway will work with CYP/ families on an individual basis to understand ‘what matters to you’, making conscious efforts to steer away from weight loss as a measure of success and instead focus on the wider determinants of health and behaviour change, with relevance to age.
	Please see Actions 1,2 and 5.

	Disability

	✔
	☐
	☐
	Locally, regionally and nationally, there is insufficient contemporary or robust data to understand how weight-related health inequalities exist among CYP living with a disability. A mixed-methods approach will be used to strengthen the voices of CYP/ families with disabilities and understand the inequalities that exist in access, experience and outcome. Via strengthened data collection and enhanced partnership working, this pathway aims to:

· better understand the prevalence of overweight/ obesity among CYP with disabilities

· better understand the barriers/ enablers to health and wellbeing for CYP with disabilities

· strengthen co-development opportunities for CYP/ families with disabilities accessing healthy weight services.
The challenge: according to the 22/23 Jont Strategic Needs Assessment (JSNA)

, as of January 2022 there were 12,382 (13.6% of pupils) CYP receiving special educational needs (SEN) support packages in all Gloucestershire schools without an Educational Health and Care Plan (EHCP) and 4,854 (2.8% of residents 0-24yrs) with an EHCP. The number of children and young people with an EHCP has been increasing year on year for the previous 5 years. The rate of CYP with EHCPs per 100 (2.8) has also been rising, but is still slightly below the South West (3.0) and in line with England (2.9). In sum, there were 582 new EHCPs started in 2021; this was above average for the period 2016-2020 but was below the statistical neighbour average 694.
In 2021/22, children in Reception with SEN support only (23.7%), were more likely to be overweight or obese than those without SEN (20.4%) or those with an EHCP (18.1%), although the difference was not significant.

In Y6 children, there was a significant difference between the proportion of children receiving SEN support (38.9%) and those with an EHCP (40.1%) who were overweight or obese than those with no SEN (31.9%).19
Healthy eating: findings from the JSNA23 state there was no significant difference in the proportion of CYP reporting eating 5 portions of fruit and veg a day between those reporting EHCP/SEN and those with no SEN; CYP reporting EHCP/SEN support were twice as likely to report eating no portions of fruit and veg per day (6.6% vs. 3.3% of those with no SEN). CYP reporting EHCP/SEN support were also less likely to report the food available at home allowed them to eat healthily (70.4% vs. 82.6% of those without SEN).
Physical Activity: CYP at Special Schools reported the lowest level of exercise (32.0% did the recommended amount). Research suggests CYP with a disability are less likely to report doing the recommended level of exercise and find it more challenging to access appropriate activity and exercise.
Specialist interventions for CYP with disabilities: the disability and obesity: Children and Young People’s paper published by Public Health England
, mentions the energy and effort required to manage childhood disabilities - meaning that CYP and their parents/ carers may have to overcome significant barriers and complications in order to maintain a healthy lifestyle.
Further evidence
,
 highlights the complex mechanisms in which overweight and obesity manifest amongst CYP living with disabilities, such as:

· 'food faddiness' (being exceptionally fussy about food) 

· sensory difficulties related to diet 

· increased calorie intake 

· sedentary lifestyle (characterised by preoccupation with armchair entertainment such as games consoles and television) 

· lack of physical activity 

· medication usage
Given the complex nature of disability-related childhood obesity, evidence suggests that people with disabilities benefit from MDT and multi-component interventions that adopt a highly-individualised approach with appropriate clinical risk management. In the absence of contemporary evidence, the same literature review
 highlights the key considerations to providing specialist healthy weight support for CYP with disabilities:
1. The use of inter/multidisciplinary teams, technology, and family engagement all appear to be promising approaches to creating successful weight management programs:

2. Weight-management programs should utilise inter/multidisciplinary teams to consider physical, social and psychological aspects of weight and health, to allow treatment plans to encompass a wider range of suggestions and recommendations.

3. Health care providers should consider using technology as a platform to deliver weight-management programs and services and/or to directly track progress.

4. Families are powerful agents of change, and should be consulted and involved in the delivery of weight-management programs.

Equality measures: the Community Weight Management Service (CWMS) will be targeted at school age CYP, but extended to those aged up to and including 25 years for young people with special educational needs and disability (SEND). Acknowledging the requirement for one-to-one and highly tailored support packages, the provider has employed x2 SEND Coordinators to work exclusively with CYP/ families with additional needs.

The introduction of this service to families and young people will improve opportunities to share experiences, build friendships and peer support, designed to support more vulnerable people to strengthen their support network and as a result, have greater capacity to benefit from opportunities that enhance health and wellbeing.

For CYP/ families with highly complex needs which present clinical risk, BZ Bodies will work in partnership with the MDT to allow co-delivered and carefully transitioned care that works directly with CYP/ families. The MDT will work with CYP/ families to deliver tailored and reasonably adjusted interventions that consider underlying physical (e.g., impaired movement) and mental (e.g., depression) health complications. In addition, where CYP/ families present needs that are outside the clinical expertise of the MDT, professionals will work in collaboration with wider specialist CYP services to ensure joined-up care.
The CYP Specialist Weight Management Service will deliver care for CYP aged 4-17. For young people aged 18+ that require ongoing specialist provision alongside BZ Bodies, professionals will work closely with the Adult’s Specialist Weight Management Service (SWMS) to support transitions between services. 

	Please see Actions 1-5.


	Sexual Orientation and Gender Reassignment

	✔
	☐
	☐
	Sexual and gender minorities have a higher risk for health and nutrition-related disparities across the life course compared to the heterosexual or cisgender population
. For students that identify as Trans or Non-Binary, findings from the PWS16,17 highlight a greater number of barriers to engaging in health behaviours, As a result, Trans and Non-Binary students reported less engagement with behaviours that promote health and wellbeing:
Physical activity: young people who identified as non-heterosexual or transgender reported the lowest activity levels, significantly lower not just than the average but than all other vulnerable groups.
The proportion of pupils reporting affordability as an issue to accessing activity and exercise was highest in those identifying as LGBTQ+ and young carers.18
Healthy eating: pupils who identify as Non-Heterosexual/ Trans were significantly less likely to report eating ‘5 a day’ than their counterparts (17.6% vs 23.2%).
NICE reports that people from LGBT-Q communities may be less likely to participate with weight-loss programmes due to both experienced and the perceived threat of discrimination
.

Equality measures: the integrated offer will be expected to have a level of socio-cultural competence to break down barriers and offer a menu of support which is as inclusive as possible. This means being adaptable and aware of the multifaceted needs of different groups of people. Access to services will be informed by data collection and monitoring, and through engagement to explore the reasons for any disparities. Although the evidence-base around healthy weight interventions for the LGBT-Q community is emergent, this service will work flexibily to ensure interventions are personalised and consider the social determinants of health, diet quality, body image, and cultural competency and responsiveness, in line with recent insights23.
	Please see Action 1,2, 3 and 5.

	Marriage and civil partnership
	✔
	☐
	☐
	Barriers to physical activity: community engagement insights during BZ Bodies 2020-23 pilot highlighted that single parents/ carers often feel they do not have time to partake in physical activity with their children. 

Other barriers to physical activity noted by parents/ carers included perceived costs and a lack of childcare when there are multiple children in the home. 

Healthy eating: living with both parents appears to be linked to likelihood of eating ‘5 portions of fruit and veg a day’, pupils who said they lived with both parents were significantly more likely to report eating ‘5 a day’ than those living with only one parent and those living with someone other than a parent. This may be linked to economic factors associated with different living situations.

Equality measures: the integrated offer will need to consider how it can best support a range of family models to ensure that parents/ carers feel empowered to engage with healthy weight services for their children. Providers will need to work alongside community organisations to ensure families are well connected to free and accessible healthy lifestyle offers embedded within local communities, alongside services that support with money management and income support. Family dynamics will also be considered in the design and implementation of personalised care plans, allowing flexibility to adjust as appropriate if it is found that a particular group are unable to access or meaningfully benefit from provision. This will be informed via data collection and monitoring, and through hyper-local engagement to explore the reasons for any disparities.


	Please see Actions 1, 2 and 5.

	Pregnancy and maternity 
	☐
	✔
	☐
	In line with NICE guidance, pregnancy falls outside the scope of this pilot because it is not know whether weight loss/ ‘dietiting’ is safe during pregnancy due to the link between dietary restriction and increased blood ketone levels and adverse affects upon the neurocognitive development of the fetus.

In Gloucestershire, targeted support has already been developed (1001 days) for pregnant women with obesity (or women who have recently given birth) and their families. This programme focuses on how women can make positive changes to their lifestyles and support is provided up to the 2nd birthday of the child. Acknowledging that obesity in parents/ carers is correlated with obesity in CYP, this service aims to support women to introduce good feeding, eating and activity habits from the start of pregnancy. Additional efforts are being made to strengthen this offer post-Covid and to make it available to those women who are most vulnerable e.g. by working in partnership with Children and Family Hubs.  

Clinicians working as part of the MDT will deliver some one-to-one appointments in Children and Family Centres. This localised approach will provide opportunity for professionals to take a whole-family approach to health improvement - interacting with the wider family network in spaces that are familiar to them.

With the re-commissioning of Children and Family Hubs commencing April 2024, the healthy weight pathway will work closely with commissioners and partners involved in the development of these spaces. BZ Bodies will work closely with providers to understand meaningful early intervention opportunities with CYP/ families, ensuring the support ‘dots’ are joined up across the system and within local communities.

	Please see Action 4.

	Race
	✔
	☐
	☐
	The challenge: In Gloucestershire, a CYP is more likely to be living with obesity if they are older (year R vs Year 6), male, living in a more deprived or urban area and of black ethnicity
.
Characteristic

Overall Obesity Prevalence: Year R (2021/22)

Overall Obesity Prevalence: Year 6 (2021/22)

Male

9.3%

23.8%

Female

8.2%

17.9%

Asian ethnicity

4.2%

20.1%

Black ethnicity

10%

34.5%

White ethnicity

6.7%

20.2%

NCMP results indicate that children of Black ethnicity are more likely to be living with obesity than their white peers.  It is in Year 6 where these differences become more apparent. In pevious years, obesity among reception aged Asian children has fluctuated above and below the obesity rate of White children.  Over the last 5 years, national data has reflected very similar obesity rates in Asian and Black children and higher rates of obesity amongst White children than Gloucestershire
 
. 
Care must be taken when considering the most recent Health Inequalities report25 (10% sample) due to a lack of recording of Ethnicity. Whilst over the years this has improved, this is still one of the lowest reported elements of the NCMP dataset on a national scale.
 Even still, data demonstrates that there are key health inequalities between white children and ethnic minority children. This can include, but is not limited to, practical barriers such as deprivation,  which may be faced by some ethnic minority children and young people. 

Data from the 2020-23 BZ Bodies pilot shows that 68.97% of those recruited to the pilot came from a white background, 18.96% came from an ethnic minority background and 12.07% did not have their ethnicity data recorded. In Gloucestershire, the proportion of ethnic groups who do not identify as white stands at 12.3% (2021 Census). Pilot data therefore suggests that the programme was targeted towards ethnic minority communities who experience underlying weight-related inequalities. 

Healthy eating: in the 2022 PWS16,, Asian/Asian British pupils and pupils from ‘Other’ ethnic groups were significantly less likely to report eating ‘5 a day’ compared to their White British peers, all other ethnic groups were in line. In the 10 year period between 2012 and 2022, the PWS shows that only pupils with a White British background have seen a significant increase in the proportion reporting eating ‘5 a day’. Meanwhile, white British pupils were the only group to report a significant reduction in the proportion eating ‘5 a day’ during the pandemic period.17
Physical activity: participation in physical activity varies significantly depending on a CYP’s ethnicity. Broadly, CYP from Black, Asian, or minority ethnic groups are significantly less likely to report doing the recommended amount of exercise but statistically less likely to report doing little or no exercise (this is a reveral from the previous PWS)18.

However, both trends are driven by certain ethnic groups. CYP are significantly more likely to report doing little or no exercise if they are: White Eastern European, Other ethnic group, Other black background, Other Asian background, South Asian (Pakistani, Bangladeshi, Indian), Gypsy/Roma, Black African. Reasons why pupils do not exercise vary from cultural influences to a lack of time/ affordability. 
It is important to acknowledge that there may be cultural reasons for why pupils do not exercise or it could be a reason of cost/time. Cultural norms in specific communities such as modest female clothing in some religious communities may create or be perceived to create a barrier to exercise. Cultural norms in specific communities such as modest female clothing in some religious communities may create or be perceived to create a barrier to exercise. Accessibility to appropriate clothing such as sports bras or sanitary products may also create a barrier to exercise. A higher proportion of girls and young women from BAME groups reported not going to school because they didn’t have sanitary products available (3.5% vs. 2.6%) than their White British peers
Equality measures: support will generally be targeted to those in greatest need regardless of race. However, some interventions may be targeted on the basis of cultural needs and preferences and what communities see as acceptable. Feedback from BZ Bodies’ focus groups suggest that not everyone from ethnic minority groups are aware of the offers to support with healthy lifestyles within communities. With this in mind, the healthy weight pathway will make enhanced efforts to reach communities that would typically be less familiar with this information.

This service development will be expected to understand cultural norms around healthy lifestyles, with an enhanced level of cultural competency to make access to services equitable to all ethnic groups. The healthy weight pathway will work across the ICS to actively engage CYP/ families across the County that are less likely to access services. An example of this has already taken place and is outlined in Step 2 of the Health Needs Assessment via ‘Population profiling’ whereby NCMP data was triangulated with relevant markers of deprivation. 
Elimitate Discrimination: the SHWS will be available to all eligible CYP regardless of their Race and adaptations will be made to ensure accessibility to all. However, in Gloucestershire, local data suggests that CYP from minority ethnic groups are more likely to be living with obesity and living in less affluent communities. As such, this triangulation exercise will ensure that the CWMS continues to take a proportionate approach to developing a SPA that targets services to those with the greatest capacity to benefit.
It is acknowledged that access may be more difficult for parents from a minority ethnic group because language and/or customs may present a barrier and we will explore actions to mitigate this impact. Different levels of English may also mean that digital offers are not accessible for some CYP/ families. Service level data shows that in some instances an interpreter has been required for CYP/ families to fully engage with a programme when English is not their first language. Where needed, this service will work with interpretation services to support CYP/ families during one-to-one sessions with the MDT; this will be an ongoing expectation of the service to ensure cultural competency. Once more, the appropriateness of digital resources will be reviewed on a family by family basis, with work to ensure that families where English isn’t their first language are not disadvantaged. 

Gloucestershire ICS also recognises the value of delivering care ‘closer to home’ in community spaces that are ‘recognisable to us’. For this reason, community and clinical service provision will prioritise delivering in accessible, non-medicalised and welcoming community venues where families feel safe. The MDT will be hosting clinics across Gloucestershire’s Children and Family Centres, utilising the ‘health rooms’ across each of the N=18 available sites. 
The MDT and supporting staff will be expected to undertake cultural humility training as part of their continued professional development. The service will be flexible and culturally sensitive in its approach of how it supports CYP from different ethnic minority groups. Clinicians will make reasonable adjustments according to a CYP/ family’s ethnicity if it is found that a family is unable to access provision or if there are likely to be any disparities in experience or outcomes. A focus on robust data collection and monitoring will explore the reasons for any disparities.
	Please see Actions 1-5.

	Religion or belief
	✔
	☐
	☐
	Gloucestershire is home to CYP/ families with a diverse range of religions. From the participants that responded or have religious beliefs, 2021 Census data tells us that the county’s religion profile consists of: 49.2% Christian, 1.4% Muslim, 0.6% Hindu, 0.3% Buddhist, 0.1% Sikh, 0.1% Jewish and 0.5% Other religion.

Research suggests that attention to the religious and cultural needs of patients and service users can contribute to their wellbeing and, for instance, reduce their length of stay in hospital
. A person’s value system, whether resulting from religious or other systems, is therefore an important consideration for all people accessing services and staff working on behalf of the service when considering how people respond in the workplace or to the care they receive.

Insights from the BZ Bodies’ pilot was helpful to understand the religious nuances that might affect participation in healthy weight interventions. For example, within a focus group with Muslim women living in Barton and Tredworth, we learned that after-school healthy weight interventions may not be accessible for families attending a Madrassa. Meanwhile, non-local research
 shows that considering religious narratives on health behaviours and working with communities of faith to co-design interventions might be effective methods to enhance uptake and adherence to childhood healthy weight interventions.
Support for CYP will be provided according to their individual needs to ensure there will be no adverse or negative impact from the proposed service on any particular, religious or belief group or individual.

Equality measures: the service will be flexible and culturally sensitive in its approach and how it supports CYP/ families from different religious of belief groups. It will make reasonable adjustments (e.g., culturally appropriate dietary recommendations) if it is found that a particular group are unable to access provision, or if there are any disparities in experience or outcomes. A continued focus on engagement, data collection and monitoring will strengthen learnings around the cultural appropriateness of CYP healthy weight interventions and identify co-development opportunities with people of faith.


	Please see Actions 1-5.

	Sex
	✔
	☐
	☐
	INSERT GENDER-SPECIFIC 22/23 NCMP DATA ONCE AVAILABLE.
Physical activity: girls and young women are less likely to report doing the recommended amount of exercise than boys and young men. Since 2012 the gap between the sexes has been reducing however, from 15.7 percentage points in 2012 to 9.6 percentage points in 2022. During the period levels of exercise in girls and young women has been increasing slowly whereas there was a significant drop in the level of exercise in boys and young men between 2012 and 2018. Since 2020 exercise levels reported by both sexes increased significantly.
Girls and young women were twice as likely to say they didn’t exercise because they were more embarrassed (29.0%) than boys and young men (13.8%) and two and a half times more likely to say they didn’t exercise because I don't like wearing tight/clinging sportswear (9.1% vs. 3.7%).18
Healthy eating: the 2022 PWS shows there was little difference between the proportion of females reporting eating ‘5 a day’ than males (21.9% vs 17.95%).
Data also shows that Gloucestershire reflects the national position in that males are significantly more likely to report ever drinking energy drinks than females and more likely to report drinking energy drinks every day (4.5% vs. 3.1%). Males who didn’t eat breakfast were three times as likely to say they drank energy drinks every day than those who ate breakfast (10.5% vs. 2.9%). In females, this was higher again with 4 times more females reporting drinking energy drinks every day who didn’t eat breakfast compared to those who did eat breakfast regularly (7.4% vs. 1.7%).
Perceptions of health: broadly, PWS data17 shows that girls and young women are more likely to show awareness around their health. 17.6% of pupils said they would like more advice about ‘healthy eating’, with females significantly more likely to say they wanted advice about ‘healthy eating’ than males (18.8% vs. 16.8%). 1 in 5 pupils wanted more advice about ‘losing weight’. Females were significantly more likely to want advice about Losing weight than males (23.4% vs. 23.1%, respectively).17 
The PWS asked pupils in Y8, Y10 and Y12 if they would like advice about ‘feeling positive about my appearance’. 1 in 4 (23.7%) pupils reported they would like advice about, although this was more than twice as high in females (35.3%) than males (13.0%).

Equality measures: eligible CYP/ families will have access to the SHWS irrespective of their gender. Interventions will be delivered appropriately and sensitively and will consider gender-specific adaptations to provision where it is felt that the equity of access, experience and outcome could be disproportionately affected by gender. For example, polycystic ovarian syndrome (PCOS) shares a bi-directional relationship with obesity amongst teenage girls, increasing the risk of comorbidities such as metabolic syndrome and impaired glucose tolerance
. Clinicians will show awareness of specific health conditions, such as PCOS, that disproportionately affect specific genders, tailoring interventions according to the clinical need presented. 
	Please see Actions 1, 2, 3 and 5.

	Deprivation
	✔


	☐
	☐
	The challenge: nationally, childhood obesity is recognised as an inequalities issue; with children resident in the most deprived parts of the Country more than twice as likely to be living with obesity than those in the least deprived areas
. This trend is no different in Gloucestershire, with the NCMP Inequalities Report25 evidencing similar patterns throughout the County. 
In Gloucester, there is a strong correlation between areas of high deprivation and having rates of obesity higher than the national average. Three-quarters of Gloucester City’s most deprived neighbourhoods have recorded higher than the national average of childhood obesity in Reception age children. In year 6 children, this rises to 85% of Gloucester City’s most deprived neighbourhoods recording higher than national average when pooling five years of data (2017-22). Gloucester neighbourhoods such as Coney Hill and Westgate experience a notable increase between obesity prevalence of Reception to Year 6 children – during Reception year in these areas the obesity prevalence is relatively low but for Year 6 children, the prevalence is higher than the national rate. 

In Cheltenham, areas with considerably high rates of Year 6 obesity are also present in the most deprived neighbourhood or neighbour of the most deprived neighbourhoods (excluding one area near Whaddon). Six of Cheltenham’s eight most deprived neighbourhoods have recorded higher than national rates of obesity in Year 6 children over the same five-year period. 

Kingsholm and Wotton and Tewkesbury South neighbourhoods each have the highest rate of obesity in the county’s most deprived neighbourhoods for Year 6 children – 38.8% of Year 6 children measured living in these areas over the last five years are recorded as living with obesity. Barton and Tredworth has the highest obesity rate in a deprived neighbourhood for Reception age children – 23% recorded as living with obesity over the same five year period.
Healthy eating: 8 out of 10 pupils said the food available at home or the place where they lived allowed them to eat healthily Usually/Most days, this has remained the same since 2012. However, the link between deprivation and healthy eating was observed. Pupils at Independent and Selective schools were significantly more likely to have healthy food at home than all other groups.
Pupils at Independent schools were significantly less likely to report eating unhealthy snacks every day, there was less variation in Gloucestershire’s statistical neighbour groups, however the proportion of pupils at Selective (higher academic) schools reporting eating unhealthy snacks every day was significantly higher than most other groups.

Pupils attending schools where the majority of pupils live in more deprived areas were more likely to seek advice about healthy eating and this shared a bi-directional relationship with deprivation (21.6% in quintile 1 schools vs. 12.6% in independent schools).17
According to the PWS17, CYP eligible to receive Free School Meals (FSM) were significantly less likely to report 5 a day than their peers (21.2% vs 23.2%, respectively). 
In Gloucestershire CYP, the likelihood of drinking sugary drinks appears to be closely linked to deprivation. In mainstream schools, the highest proportion of pupils drinking sugary drinks every day was reported in schools where the majority of pupils lived in Quintile 1 and reduced as deprivation decreased. The proportion of pupils in Independent and Selective schools (who are less likely to live in deprived areas) reporting drinking sugary drinks every day was significantly lower than in all mainstream schools.

Health perceptions: the PWS shows that pupils at Independent schools and the least deprived schools were significantly less likely to seek advice about ‘losing weight’ than any other statistical neighbour group. Pupils at Selective schools were significantly more likely to want advice about ‘losing weight’ than other groups.17
Equality measures: please see reference to the ‘triangulation process’ referenced in the equality considerations for ‘Race’ that outlines the targeted approach this pathway will take to ensure that CYP/ families in the most deprived communities and with greatest exposure to weight-related health inequalities are able to meaningfully benefit from healthy weight services.
In addition, taking a personalised approach within community and clinical healthy weight interventions will ensure that affordability and feasibility are key considerations when supporting a CYP/ family to achieve sustainable lifestyle change. We acknowledge that proposing affordable recommendations and strategies to optimise health and wellbeing is not enough for CYP/ families. Through enhanced partnership working throughout the County (e.g., with the Holiday Activities and Food Programme and Feeding Gloucestershire), those involved in the delivery of the healthy weight pathway will ensure CYP/ families are connected with community organisations at a hyper-local level to increase the affordability and accessibility of activities and nutritious food.
CYP/ families will also have the option of attending virtual clinic appointments where travel is perceived as a barrier to attendance. We acknowledge that the cost of good quality internet connectivity could act as a barrier to CYP/ families having a range of options for how they would like to attend clinic appointments. Reasonable adjustments will therefore be considered at an individual family level; professionals will seek to support families to access local support grants (e.g., Household Support Fund) to minimise the financial barriers to health improvement. In addition, home visits will also be made available to those families where face-to-face interaction is preferred but rurality/ travel acts as a barrier.
	Please see Action 1-5.

	Looked after Children and those on Child Protection Plans/Children in Need
	✔


	
	
	The challenge: at the end of April 2023, Gloucestershire had N= 858 Children in Care, N= 568 children subject to Child Protection Plans and N= 1038 children subject to Child in Need Plans. Studies with looked after children have shown that they are more likely to be living with overweight or obesity compared to their non-looked after peers
.
Local data aligns with this. Case examples from BZ Bodies document a level of complexity within families, including those open to social care. Analysis from the current rotation shows the complexity that exists for these families:

CYP/ Family accessing alongside BZ Bodies
Enhanced 1:1 (%)

BZ Families (%)

Total (%)

Social Care

40%

11.8%

25.0%

Disabilities Social Care

13.3%

N/A

6.3%

Special Guardianship Order

6.7%

N/A

0.5%

Complex Health Needs

40.0%

N/A

18.8%

Table 2. Proportion of CYP families with complex needs that are currently accessing BZ Bodies services (as of Feb 2024)
Evidence gathered from BZ Bodies’ pilot evaluation showed that many families referred to the programme were experiencing a wide range of issues, e.g., child protection involvement, on the child protection register, family break up, conflict, social isolation and limited finances. Once more, findings from the BZ Bodies’ pilot showed that 71% of attendees presented complexity that could prevent them from making lifestyle changes without longer-term, more intensive, flexible, and multiagency support. 

Case examples from the pilot suggest that neglect, including neglect of obesity is a persistent concern. Parental mental health, drug use and lack of housing security among parents have been highlighted as additional concerns. This aligns with emerging literature
 which shows associations (albeit lacking statistical significance) between CYP that experience adverse childhood experiences (ACEs) and increased risk of overweight and obesity.
Equality measures: the provision of healthy weight services will have to think beyond traditional weight management support, offering a holistic and tailored approach to supporting CYP/ families to address barriers to making sustainable lifestyle change. This will include, but not limited to, support around parenting techniques, conflict resolution, family finances and drug and alcohol abuse. The pathway will work in partnership with a range of local organisations in the statutory and VCSE sector; including Social Care, Early Help, Mental Health Services, Housing and where necessary, Legal.
Nationally, there is a lack of evidence about when childhood obesity becomes a child protection issue, although research has gone to great lengths to provide an evidence-based framework to support local services
. As part of the CYP SHWS, the MDT will work with ICS partners (including Front Door Services and Early Help) via a series of workshops and virtual sessions to establish an agreeable localised framework to support the consistent system-wide identification of childhood obesity as a child protection issue.
	Please see Action 1, 2, 4 and 5.


	Low mental wellbeing
	✔


	
	
	The challenge (locally): according to the PWS, 1 in 5 secondary and post 16 pupils report ever having support for their mental wellbeing from a health professional (n=2,439). Figures show that CYP access different services according to their presenting needs:

· 62.7% of CYP access professional support via a counsellor

· 1 in 4 of CYP access support via TIC+

· 1 in 6 CYP access support via CAMHS/ CYPS.
Females were twice as likely to report having mental wellbeing support from a health professional than males (31.6% vs. 14.2%). Likelihood of having support from a health professional increased with age from 16.4% in Y8 to 27.8% in Y12. 

Unfortunately, there appears to be inequalities in accessing support for mental wellbeing with pupils living in more deprived communities and from minority ethnic groups significantly less likely to say they accessed support for their mental wellbeing, despite presenting similar levels of low mental wellbeing. Meanwhile, pupils from vulnerable groups were significantly more likely to say they had received support from a health professional for mental wellbeing than the general population. Pupils who identify as LGBTQ+ had the highest proportion amongst vulnerable groups reporting they had received mental health support. However, they weren’t significantly higher than those known to social care, young carers or those who were seriously bullied. 
Physical activity: findings from the 2022 PWS show that the proportion of CYP who report not exercising because of feeling embarrassed was significantly higher in those with low mental health (38.4%). Results also suggest a positive correlation between physical activity and mental wellbeing, with the proportion of CYP reporting low mental wellbeing reducing as physical activity increases (R value 0.9)18.

Mental wellbeing also shares relationships with the wider determinants of health, such as sleeping and screen time. The PWS reports lower mental wellbeing in CYP who do not have the recommended 8 hours sleep per night (35.8%) vs those who do get the recommended hours sleep (18.4%). The survey also reported a bi-directional relationship between increased screen time and the likelihood of self-harm (R value 0.9)18.

Healthy eating: According to the PWS17, CYP with low mental wellbeing were significantly less likely to report consuming 5 a day than their peers (18.6% vs 23.2%, respectively). Whilst more contemporary and stronger evidence is needed, systematic evidence observes a cross-sectional relationship between unhealthy dietary patterns and poor mental health in CYP, with CYP consuming good-quality diets showing improvements in mental health
.
There is a bi-directional relationship between CYP weight status and mental health; as mental health worsens, weight status increases and as mental health improves, as does a young person’s weight
. Recent cross-sectional data shows that CYP with overweight, obesity and severe obesity are 1.11 (95% CI 1.05-1.17), 1.18 (95% CI 1.08-1.27) and 1.39 (95% CI 1.22-1.59) times more likely to have an outpatient mental health visit
. Although stronger evidence is required, research shows associations between CYP who have experienced one or more ACE and overweight or obesity, as outlined above.
Equality measures: given the complexity at play, it is essential for all professionals involved in the delivery of healthy weight services to recognise and show awareness of the interconnected relationship between the physical and mental health of a CYP/ family. The SHWS will work with professionals throughout the wider system (e.g., social care, CYP mental health services) to raise awareness of the complex relationship between childhood trauma and weight, with the intention of building a more trauma informed and compassionate environment for CYP who experience low mental-wellbeing and excess weight. 

At an individual level, personalised care plans will support CYP/ families to better understand the interconnected relationship between mental and physical health. Professionals will champion parity of esteem for CYP, and the Clinical Psychologist Service Lead will work alongside those in the care planning ‘triage’ process to ensure proposed interventions are psychologically informed and cognisant of a CYP/ family’s psychological barriers to longer-term health improvement. We recognise that it is not enough to simply propose a psychologically informed-weight management intervention when the complexity of the CYP/ family’s environment often outweighs their readiness for change. For this reason, we will work in partnership with CYP Mental Health System Partners, e.g., TIC+, Young Minds Matter, Young Gloucestershire, CAMHS and Creative Health Partners (including Music Works, ArtSpace, Active Gloucestershire, Play Gloucestershire) to ensure families are connected with support that is proportionate to their level of identified need and meets them where they are at. 
	Please see Actions 1, 2, 3 and 5.

	Other considerations: please consider, and identify, those who face health inequalities e.g. areas of deprivation, people with poor mental health, social/rural isolation, people who misuse drugs and/or alcohol, people who are homeless, sex workers, etc 


	4. Monitoring and review 

	If you are at the implementation or evaluation stage of your policy development/service or programme change:  

	Has an earlier Impact Assessment been undertaken?
	Yes
☐

	No
✔*
	N/A
☐

	*If yes, please include details of any action plan below: whilst a previous Impact Assessment is not available for the CYP SHWS, this EEIA should be seen as an extension of the Assessment for the Community Weight Management Service, with services working in an integrated way to establish this pathway development:
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	What issues/actions have previously been identified?


	N/A



	Are any further actions required?
	N/A



	5. Action Plan

	Issues/impact identified in Section 2, 3 or 4 above
	Explain any further actions required
	How will you measure and report impact/progress
	Timescale for completion

	(1) Implement an approach to ensure meaningful ongoing engagement and co-production with CYP/ families with obesity and complications of excess weight (including disability) to underpin the development, delivery and improvement of the CYP healthy weight pathway
	MDT to formulate and implement an approach to active participation with service users, including the design of a robust pre and post-programme assessment to capture CYP/ family voices to inform adaptations to the healthy weight pathway.
	Bi-quarterly reports, focusing on: 
a) key service development needs as per service user feedback
b) implemented service adaptations based on service user feedback
c) service user feedback based on listening and learning
	Once mobilised, Q2 onwards (ongoing)

	(2) Introduce protected group reporting requirements into the SHWS pilot data collection, reporting and contract monitoring.

	To ensure groups most likely to be affected by excess weight and associated complications are proportionately represented within the service:
· Age (date of birth)
· Gender

· Ethnicity

· Postcode

· Comorbidity status

· Disability status

· Social care status
· Deprivation (IMD score)
	Quarterly monitoring reports presented at the CYP Clinical Programme Board (CPB).
	N/A – ongoing from the point of service mobilisation.

	(3) Establish a consistent whole pathway approach to talking about weight and health.
	Develop trusted relationships with local communities, especially those with protected characteristics, to establish community focus group sessions to define a non-stigmatising and compassionate approach to talking about weight and health.


	Via a short qualitative report/ thematic analysis. 
	August 2024 – January 2025.

	(4) Delivery in local and recognisable spaces for CYP/ families
	Ensure that clinic appointments are offered to CYP/ families in a variety of means, e.g., using local community venues (Children and Family Centres, Family Hubs, Schools) and home visits, where appropriate.
	Quarterly monitoring presented at the CYP Clinical Programme Board, reporting:
· Proportion of CYP attending clinics in community venues

· Proportion of CYP attending clinics in home 

· Proportion of CYP attending telephone consultations

· Proportion of CYP attending hospital appointments.
	N/A – ongoing from the point of service mobilisation.

	(5) Pilot evaluation (effectiveness and reach)
	Undertake an independent evaluation of the pilot to ascertain if the impact was positively received by service users, particularly those at higher risk of excess weight such as CYP with SEND, Black and Asian ethnic groups and children being supported by social care.
	Mixed-method analysis, including demography, experience, outcomes and qualitative insight into effectiveness of reasonable adjustments.
	April 2025.

	When will the proposal be next reviewed?
	This EEIA should be seen as a live document and will be reviewed and updated regularly (at least six monthly or as new information arises) during the commissioning and delivery of the integrated healthy weight offer.
Through continued engagement, monitoring and the use of evidence-based methodologies (e.g., Health Equality Assessment Tool) we will assess whether this pathway appropriately considers and meets the needs of the population who needs to access provision the most.
The EEIA will form part of the routine contract monitoring and will be used to assess provision compliance with the equalities act, access, experience and outcomes across protected characteristics (as applicable and reasonable), and service user satisfaction. This information will be used to drive continuous quality improvement and to inform future commissioning. Performance will be monitored, analysed, reported, scrutinised and acted upon via typical ICS arrangements.




	5. Completion: 
	Name and Job title
	Date

	Completed by: 
	Callum Gutteridge, CYP Healthy Weight Lead
	20.02.24

	Equality Lead: 
	
	

	Project Sponsor: 
	Helen Ford, Deputy Director Integrated Commissioning
	

	Policy/programme signed off by: 
(eg. Governance and Quality, Governing Body, etc) 
	
	











� NHSEI (2022) The experiences of young people and their families living with excess weight – Themes from engagement work. Available at: �HYPERLINK "https://ayph.org.uk/wp-content/uploads/2022/04/CEW-Themes-from-engagement-work.pdf"��https://ayph.org.uk/wp-content/uploads/2022/04/CEW-Themes-from-engagement-work.pdf� (Available at: 4th January 2024).


� NHSEI (2022) The experiences of young people and their families living with excess weight – Evidence from existing research. Available at: �HYPERLINK "https://ayph.org.uk/wp-content/uploads/2022/04/CEW-Evidence-from-exsisting-research.pdf"��https://ayph.org.uk/wp-content/uploads/2022/04/CEW-Evidence-from-exsisting-research.pdf� (Accessed: 4th January 2024). 


� NHSEI (2022) The experiences of young people and their families living with excess weight – Key messages from engagement and research. Available at: �HYPERLINK "https://ayph.org.uk/wp-content/uploads/2022/04/CEW-Summary.pdf"��https://ayph.org.uk/wp-content/uploads/2022/04/CEW-Summary.pdf� (Accessed: 4th January 2024).


� Penney, T. and Kirk, S. (2015) ‘The Health at Every Size® Paradigm and Obesity: Missing Empirical Evidence May Help Push the Reframing Obesity Debate Forward’, American Journal of Public Health, 105 (5), pp. 38-42.  


� McPherson, K. (2011) ‘Foresight tackling obesities: future choices 2nd Edition’, Journal of Epidemiology & Community Health, 65 (Suppl 1), pp. 41-41.  


� Frameworks UK (2021) Changing the Childhood Obesity Conversation to Improve Children’s Health. Available at: � HYPERLINK "https://www.frameworksinstitute.org/wp-content/uploads/2021/04/GSTC-Childhood-obesity-report-032021.pdf" �GSTC-Childhood-obesity-report-032021.pdf (frameworksinstitute.org)� (Accessed: 9th February 2024).


� NIHR Applied Research Collaboration West (2024) How can we design weight management services with under-represented groups? Available at: � HYPERLINK "https://arc-w.nihr.ac.uk/research/projects/does-designing-weight-management-services-with-under-represented-groups-work/" �How can we design weight management services with under-represented groups? - ARC West (nihr.ac.uk)� (Accessed: 12th February 2024).


� One Gloucestershire (2022) Developing our Integrated Care Strategy Joined up health and care for Gloucestershire. Available at: � HYPERLINK "https://ehq-production-europe.s3.eu-west-1.amazonaws.com/e950c1bb09cb024f37f9f6a7e17269d990c10ebf/original/1665692444/5cd8938eadcb40ef6dd1db9143559e58_Engagement_guide_-_Developing_our_Integrated_Care_Strategy.pdf?X-Amz-Algorithm=AWS4-HMAC-SHA256&X-Amz-Credential=AKIA4KKNQAKICO37GBEP%2F20240212%2Feu-west-1%2Fs3%2Faws4_request&X-Amz-Date=20240212T113245Z&X-Amz-Expires=300&X-Amz-SignedHeaders=host&X-Amz-Signature=556eb893a7532c6a610b5c49929bc90ad9c20bd866aac68f681703652cffb2d8" �5cd8938eadcb40ef6dd1db9143559e58_Engagement_guide_-_Developing_our_Integrated_Care_Strategy.pdf (amazonaws.com)� (Accessed: 12th February 2024).


�National Institute of Health and Care Research (2024) I want to help with research. Available at: � HYPERLINK "https://www.nihr.ac.uk/patients-carers-and-the-public/i-want-to-help-with-research/" �I want to help with research | NIHR� (Accessed: 12th February 2024).


� Barnes, M.D., Hanson, C.L., Novilla, L.B., Magnusson, B.M., Crandall, A.C. and Bradford, G. (2020) ‘Family-centered health promotion: Perspectives for engaging families and achieving better health outcomes’, Inquiry: The Journal of Health Care Organization, Provision, and Financing, 57.


� Carsley, S., Pope, E., Tu, K., Parkin, P.C., Toulany, A. and Birken, C.S., (2020) “Association between Weight Status and Mental Health Service Utilization in Children and Adolescents”, Journal of the Canadian Academy of Child and Adolescent Psychiatry, 29 (4), pp. 229-240.


� Royal College of Paediatrics and Child Health (2020) State of Child Health. London: RCPCH. 


� Hughes, K., Bellis, M.A., Hardcastle, K.A., Sethi, D., Butchart, A., Mikton, C., Jones, L. and Dunne, M.P. (2017) ‘The effect of multiple adverse childhood experiences on health: a systematic review and meta-analysis’, The Lancet Public Health, 2(8), pp. 356-366.


� Else, V., Chen, Q., Cortez, A.B. and Koebnick, C. (2022) “Sustainability of weight loss from a family-centered pediatric weight management program integrated in primary care”, BMC Health Services Research, 22 (1), pp. 1-10.


� An, R., Yan, H., Shi, X. and Yang, Y. (2017) ‘Childhood obesity and school absenteeism: a systematic review and meta‐analysis’, Obesity Reviews, 18 (12), pp. 1412-1424.





� Gloucestershire County Council (2022) Diet & healthy eating in children and young people. Available at: � HYPERLINK "https://www.gloucestershire.gov.uk/media/3aibbvuv/diet-and-healthy-eating-cyp-pws-2022-v1-1.pdf" �Data & Analysis team (gloucestershire.gov.uk)� (Accessed: 12th February 2024). 


� Gloucestershire County Council (2022) Exercise: Children and Young People. Available at: � HYPERLINK "https://www.gloucestershire.gov.uk/media/msgn4fux/exercise-children-young-people-2022-1.pdf" �exercise-children-young-people-2022-1.pdf (gloucestershire.gov.uk)� (accessed: 12th February 2024).


� Gloucestershire County Council (2023) Joint Strategic Needs Assessment 2022/23. Available at: � HYPERLINK "https://www.gloucestershire.gov.uk/media/xnhdh3x1/best-start-infographic-2022_final_2.pdf" �PowerPoint Presentation (gloucestershire.gov.uk)� (Accessed: 13th February 2024). 


� Public Health England (2013) Obesity and disability: children and young people. Available at: � HYPERLINK "https://www.blackpooljsna.org.uk/Documents/Developing-Well/PHE-obesity-and-disability-child-and-young-people-19-02-14.pd.pdf" �PHE obesity and disability - child and young people 19 02 14.pd (blackpooljsna.org.uk)� (Accessed: 13th February 2024).


� McCoy, S.M. and Morgan, K. (2020) ‘Obesity, physical activity, and sedentary behaviors in adolescents with autism spectrum disorder compared with typically developing peers’, Autism, 24 (2), pp. 387-399.


� Balogun, F. (2016) ‘Prevalence and correlates of obesity in childhood autism spectrum disorders: A literature review’, Journal of Psychiatry, 19(5), p.385.


� Walker, M. and McPherson, A.C. (2020) ‘Weight management services for an underserved population: a rapid review of the literature’, Disability and Rehabilitation, 42 (2), pp. 274-282.


� Ferrero, E.M., Yunker, A.G., Cuffe, S., Gautam, S., Mendoza, K., Bhupathiraju, S.N. and Mattei, J. (2023) ‘Nutrition and Health in the Lesbian, Gay, Bisexual, Transgender, Queer/Questioning Community: A Narrative Review’, Advances in Nutrition.


�NICE (2021) NICE Guidelines - Equality impact assessment Weight Management: identification, assessment and management. Available at: � HYPERLINK "https://www.nice.org.uk/guidance/GID-NG10182/documents/equality-impact-assessment" �equality-impact-assessment (nice.org.uk)� (Accessed: 14th February 2024).


� � HYPERLINK "https://www.nice.org.uk/guidance/ph27/resources/weight-management-before-during-and-after-pregnancy-pdf-1996242046405" �Weight management before, during and after pregnancy (nice.org.uk)�


� Gloucestershire County Council (2023) National Childhood Measurement Programme (NCMP) Obesity Report. Available at: � HYPERLINK "https://www.gloucestershire.gov.uk/media/uw2mp1yp/inequalities-in-ncmp-obesity-report_v1_2023.pdf" �inequalities-in-ncmp-obesity-report_v1_2023.pdf (gloucestershire.gov.uk)� (Accessed: 14th February 2024). 


� �HYPERLINK "https://fingertips.phe.org.uk/profile/national-child-measurement-programme/data" \l "page/7/gid/8000011/pat/159/par/K02000001/ati/15/are/E92000001/iid/90319/age/200/sex/4/cat/-1/ctp/-1/yrr/1/cid/4/tbm/1/page-options/ine-yo-1:2020:-1:-1_ine-ct-17_ine-pt-0_ine-vo-1"��Obesity Profile - Data - OHID (phe.org.uk)� (Display “Trends” above chart and “Partition data by Ethnic Group” to the right of the chart)


� �HYPERLINK "https://fingertips.phe.org.uk/profile/national-child-measurement-programme/data" \l "page/7/gid/8000011/pat/159/par/K02000001/ati/15/are/E92000001/iid/90323/age/201/sex/4/cat/-1/ctp/-1/yrr/1/cid/4/tbm/1/page-options/ine-yo-1:2020:-1:-1_ine-ct-17_ine-pt-0_ine-vo-1"��Obesity Profile - Data - OHID (phe.org.uk)� (Display “Trends” above chart and “Partition data by Ethnic Group” to the right of the chart)


� �HYPERLINK "https://digital.nhs.uk/data-and-information/publications/statistical/national-child-measurement-programme/2020-21-school-year/data-quality"��https://digital.nhs.uk/data-and-information/publications/statistical/national-child-measurement-programme/2020-21-school-year/data-quality� 


� Department of Health (2009) Religion or belief: A practical guide for the NHS. Available at: � HYPERLINK "https://www.clatterbridgecc.nhs.uk/application/files/7214/3445/0178/ReligionorbeliefApracticalguidefortheNHS.pdf" �Religion or belief: A practical guide for the NHS (clatterbridgecc.nhs.uk)� (Accessed: 15th February 2024).


� Dogra, S.A., Rai, K., Barber, S., McEachan, R.R., Adab, P. and Sheard, L. (2021) ‘Delivering a childhood obesity prevention intervention using Islamic religious settings in the UK: What is most important to the stakeholders?’, Preventive Medicine Reports, 22, p. 101387.


� Anderson, A.D., Solorzano, C.M.B. and McCartney, C.R. (2014) ‘Childhood obesity and its impact on the development of adolescent PCOS’, Seminars in Reproductive Medicine, 32 (3), pp. 202-213.


� OHID (2024) Obesity Profile. Available at: � HYPERLINK "https://fingertips.phe.org.uk/profile/national-child-measurement-programme" \l ":~:text=Obesity%20prevalence%20is%20highest%20among,in%20the%20least%20deprived%20areas." �Obesity Profile - OHID (phe.org.uk)� (Accessed: 16th February 2024).


� Johnson, E. and Marudkar, A. (2020) ‘The weight of looked after children and their carers: implications and outcomes’, Adoption & Fostering, 44 (1), 104-112.


� Houtepen, L.C., Heron, J., Suderman, M.J., Fraser, A., Chittleborough, C.R. and Howe, L.D. (2020) ‘Associations of adverse childhood experiences with educational attainment and adolescent health and the role of family and socioeconomic factors: a prospective cohort study in the UK’, PLoS Medicine, 17 (3), p .e1003031.


� Viner, R., Edna, R., Sabine, M. and Dasha, E. (2010) ‘When does childhood obesity become a child protection issue?’, BMJ, 341, pp. 375-377.


� O’neil, A., Quirk, S.E., Housden, S., Brennan, S.L., Williams, L.J., Pasco, J.A., Berk, M. and Jacka, F.N. (2014) ‘Relationship between diet and mental health in children and adolescents: a systematic review’, American Journal of Public Health, 104 (10), pp. 31-42.


� Hughes, K., Bellis, M.A., Hardcastle, K.A., Sethi, D., Butchart, A., Mikton, C., Jones, L. and Dunne, M.P. (2017) ‘The effect of multiple adverse childhood experiences on health: a systematic review and meta-analysis’, The Lancet Public Health, 2(8), pp. 356-366.


� Carsley, S., Pope, E., Tu, K., Parkin, P.C., Toulany, A. and Birken, C.S., (2020) “Association between Weight Status and Mental Health Service Utilization in Children and Adolescents”, Journal of the Canadian Academy of Child and Adolescent Psychiatry, 29 (4), pp. 229-240.





�Update with 22/23 data once received.


�Update once disaggregated data is available.


�Update with 22/23 data once received.


�Angelika to double check delivery areas.


�Sue/ Angelika - are you happy for me to include this as an area for development?


�Update with 22/23 data once received.


�I would suggest that future versions of the PWS should read 'managing weight'.


�Link to full published version needed in footnotes.
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		KPI

		Measure

		Frequency of measurement



		Equity of access, experience, and outcome



		Demographics:

· Date of birth

· Gender

· Ethnicity

· Postcode

· Comorbidity (not complications of excess weight), e.g., ASD, ADHD, LD, eating disorder.

· Deprivation, according to Indices of Multiple Deprivation (IMD) 

		Baseline



		Reduction in physical health complications (as appropriate)

		· Reduction/ stabilisation of BMI z-score

· Absence/ presence of hypertension

· Absence/ presence of hyperlipidaemia 

· Absence/ presence of hyperinsulinemia

· Absence/ presence of diabetes

· Absence/ presence of non-alcoholic fatty liver disease

· Absence presence of obstructive sleep apnoea

		1. As part of initial assessment

2. At time of discharge



		Improvements in lifestyle behaviours

		· Dietary quality 

· Physical activity 

· Sedentary time 

· School attendance 

		1. As part of initial assessment

2. At time of discharge



		Improvements in health-related quality of life



		· Physical functioning 

· Emotional functioning 

· Social functioning 

· School functioning 

		1. As part of initial assessment

2. At time of discharge








		Outcome

		Measure



		Reduce presence and improved management of physical health complications associated with excess weight.



		Weight management

· No. of CYP with stabilised/ reduced BMI z-score



		

		Lipid profiles

· No. of CYP with regulated lipid profiles 

· No. of CYP with regulated cholesterol  



		

		Hypertension

· No. of CYP with regulated blood pressure (systolic and diastolic)



		

		Diabetes

· No. of CYP with presence/ absence of impaired glucose tolerance, insulin resistance or type 2 diabetes (fasting plasma glucose, fasting insulin)



		

		Sleep-disordered breathing

· No. of CYP with presence/ absence of obstructive sleep apnoea 



		

		Non-alcoholic fatty liver disease

· No. of CYP with presence/ absence of non-alcoholic fatty liver disease

· No. of CYP with regulated serum alanine aminotransferase (ALT)



		Improved mental wellbeing of children and young people with identified mental health complications associated with excess weight.











NB: all mental wellbeing measures are to be confirmed by the Clinical Psychologist, once in post.

		Self-esteem

· No. of CYP with improved self-esteem (according to Rosenberg’s Self-Esteem Scale, 1965)



		

		Body satisfaction

· No. of CYP with improved body satisfaction (according to Berscheid, Walster, & Bohrnstedt’s Satisfaction and Dissatisfaction with Body Parts Scale, 1979)



		

		Emotional wellbeing and QoL

· No. of CYP with improved emotional well-being and quality of life (as defined by Birmingham’s Wellbeing and Health Experiences Evaluation Log [WHEEL])



		Improved lifestyle behaviours of children and young people accessing the integrated weight management service.

		Diet

· Fruit and veg intake

· Fast food consumption

· Sugar sweetened beverage consumption

· Snacking frequency

· Eating as a family



		

		Activity

· Time spent being physically active (light, moderate, vigorous)

· Time spent being sedentary (sitting, lying down)

· Screen time (phone, tv, laptop, computer)



		

		School attendance

· Parent reported school attendance

· Teacher reported school attendance





NB: A key service priority will be to ensure shared decision making and personalised care for CYP, allowing service users to co-create their own goals alongside professionals. Therefore, it is not expected that all outcome measures will be captured for each CYP; rather a range of holistic, needs specific and clinically relevant measures will be adopted.
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SECTION 1:  


SHOULD I TALK TO 
MY CHILD ABOUT 
THEIR WEIGHT?


•	 There are times when you may decide it  
is useful to talk with your child about  
their weight.


•	 Talking openly about weight rather than 
avoiding the topic can help to build 
trust and stops it feeling like something 
to be ashamed about.


•	 Children want to know if they are 
overweight or not and want their 
parents to help them to be healthy.


•	 Children will hear about weight from 
many different places – in school, from 
friends, on TV, online. You can help 
them to see that what they hear about 
weight is not always right. 


•	 Talking to you about their weight could  
be your child’s only chance to ask  
questions openly and learn about  
their weight and health.


•	 Talking with your child about their 
weight in a kind and supportive way can 
help them feel good about their body. 
The advice in this guidance aims to help 
you do this.


•	 The most important thing is that your 
child feels able to talk to you.


“Your parents can give 
you information on how 
to improve your weight 
and how to build your 
weight up properly.” 


(Yusuf, aged 9)


“If parents don’t talk 
about weight, children 
might think that their 
parents won’t like them 
if they’re not the right 
weight.” 


(Leo, aged 9)
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Things to remember...


•	 You have a big influence on how your child thinks and feels about 
their weight.


•	 Children know that their weight is a sign of whether they are ‘growing 
properly’ and expect parents to talk to them about this. Talking about 
weight may be a bigger deal to you than it is to them.


•	 Letting children know that weight is something they can talk about - 
and is just one part of how we know if they are healthy - can help to 
reduce shame around weight.


AVOID BLAME


 
No one gets it right all the time so try not to 
blame your child or yourself for being a certain 
weight


– focus instead on the healthy things you 
and your family can do.


The way we live now makes it hard for all of  
us to stay healthy – it isn’t easy to eat well all 
the time and make physical activity part of 
daily life.


 
Talking to children about what things might 
push us to make less healthy choices can help 
them make healthier choices for themselves


—you could talk about things like food 
adverts, shops putting sweets near the 
checkouts, and taking the car rather than 
walking.







Mark’s story


Mark was 11 and already knew he was 
one of the heavier children at school 
before the measurement day came along 
– not least because the other children 
sometimes teased him about it. He didn’t 
really know whether or not it mattered 
for his health, or whether he could do 
anything about it as his parents never 
talked about weight at home. But it made 
him feel bad, and he thought it was 
probably also the reason why he couldn’t 
keep up with his friends during PE. So 
although it was a bit embarrassing to be 
weighed at school, it was also quite a relief 
as he thought this would mean someone 
would help him with it.


Mark was really disappointed when his 
mum didn’t mention his weight after the 
measurements in school. It felt to Mark 
like being overweight was so shameful 
that no one was willing to talk about it.


Things changed for the better after his 
mum started talking to him about healthy 
eating as part of his school homework one 
day. She asked him whether he thought 
their family was healthy, and what he knew 
about healthy eating. After that Mark found 
it easy to tell her that he was worried he 
was too big, and that sometimes the other 
kids teased him about his weight. His mum 
was really helpful and sat down with him 
to talk about what different things they 
could do together to be healthy.


She also talked to his school teacher who 
started doing some activities in class to help 
all the children treat each other with a bit more 
kindness. His mum made sure his teacher 
didn’t mention Mark of course, but he found 
the teasing soon stopped after that.


One thing Mark and his Mum decided to do 
was join a local course for children and their 
families who wanted to be healthier. He was 
a bit nervous about this, but found he re-ally 
enjoyed it. There were lots of games and 
activities to learn about changes they could 
make that would help their health. Even 
though he realised that he wouldn’t reach 
a healthy weight quickly, knowing that he 
was becoming healthier made him feel a lot 
more confident .


Mark’s mum made some healthy changes 
at home too for all the family, like trying 
some new recipes. They didn’t always like 
them, but his mum said they hadn’t always 
liked what she cooked for


Mark knew he was 
one of the heavier 
children at school


Talking with his mum 
about his weight 


made things better


For more information 
about finding support, 


see Section 7
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SECTION 2:  


THE WHOLE FAMILY COUNTS


What you do and say counts


Your child learns from you all the time and will copy what you do. What 
you say, what you do, and how you talk about yourself and others are 
very important in teaching your child about weight and size.


Children learn to judge people by their weight and size if they see or hear others 
doing it - you can’t control everything they see or hear, but you can try to:


•	 Avoid criticising your own weight or appearance and that of other people – this 
can make children think this is how you will judge them too


•	 Greet people by saying how nice it is to see them rather than with comments 
about their appearance


•	 Talk about making changes to help your child grow, be healthy and do the things 
they want to do (play, learn etc.) rather than to control weight


Talk positively about food and physical activity


•	 Help your child to learn that eating a range of foods and being active are normal 
and enjoyable, not things to be done only to control our weight


•	 Try and make sure your child sees you  
eating a range of foods and being active  
yourself—most of the time!


What could I say…?


“Great, you’ve eaten all your vegetables, 
those will help you be healthy and  
grow well”


“I feel better after that walk, don’t you?”


“What do you think we should choose for 
tea, what can we eat to keep us  
all healthy?”


“The park will be wet in the rain today – 
shall we go and see how many puddles 
we can find?”


Section 2: The whole family counts
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Get other adults to help too


Children understand better if they get the 
same message from everyone.


Mothers, fathers, grandparents and carers can all have a 
big impact. You can support each other.


Try talking to other adults who care for your child about 
how you will talk about weight – could you agree on some 
rules (like not criticising the way people look or their size)?


Parents don’t always agree with each other – but you can 
still make sure the messages you give to your child are 
always the same.


If you have older children, and the adults around them don’t 
agree, you can ask your child what they think about these 
different ideas. After all, they will hear different views outside 
your home too.


Choosing changes together


Giving children choice where you can, and 
involving them in making new habits may help 
to keep them working with you, rather than 
pushing back. You could try:


•	 asking your children to pick between 2 healthy options 
to make for dinner


•	 allowing your children to choose fun physical activities 
for the family to play


•	 letting them have their say when agreeing rules for 
screen time.


Making changes as a whole family can feel easier and be fun!


Section 2: The whole family counts







Ruby’s story


Ruby and her classmates were excited 
when the nurse visited their school to 
measure their height and weight. The nurse 
said the measurements would be sent in a 
letter to her parents.


After school that day, Ruby told her dad 
about being measured and asked whether 
he would tell her what the letter said when 
it came. Ruby’s dad agreed but he felt a bit 
nervous – they never really talked about 
weight because he didn’t want Ruby to 
start worrying about her appearance. He 
had never talked about weight with his own 
parents or with his friends, so he just wasn’t 
sure what to say. He tried to be honest 
when Ruby had questions about other 
things and that seemed to work alright – 
she was a happy and confident girl - so he 
guessed he should take the same approach 
with weight.


The letter came a few weeks later and 
Ruby’s dad told her what it said, as he 
had promised. “It says that I’m a healthy 
weight, so does that mean it’s good?”. 
“Well, yeah, that means you’re growing 
well, and I know you eat healthy food – 


mostly! – and you’re very active, which 
will make you strong” replied her dad. “But 
most importantly you’re happy. Now, did 
you want to ask me anything?”. Ruby 
didn’t, she was really just curious about 
her results. Her Dad was relieved to know 
Ruby wasn’t worried about her weight or 
health, and felt better having checked.


Many parents are unsure how to talk 
about weight with their children – we may 
have little experience of talking about 
weight or we may have concerns about 
our own weight that we don’t want to 
pass on. But children are curious and may 
have questions that you can help answer. 
Letting your child know that they can 
talk to you about weight can stop them 
worrying.


Not all parents will receive results letters 
from the school measurement programme. 
Your school nurse will be able to tell you 
what will happen at your child’s school.


If children, like Ruby, 
are curious about their 
weight, talking to them 
about it can help check 


if they have concerns.


Ruby’s dad wasn’t sure 
what to say—he had 
never talked about 


weight with his parents


TALKING TO YOUR CHILD ABOUT WEIGHT Section 2: The whole family counts
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SECTION 3:  


TOP TIPS FOR TALKING TO 
YOUR CHILD ABOUT WEIGHT


How could I start the conversation?


Small conversations can work better than one ‘big’ talk


•	 Talk about growth and health where it comes up in everyday conversations and 
focus on these rather than weight itself


•	 Focus on the things your child can do to look after their health (keep active, eat 
their greens etc.)


•	 Don’t feel you have to talk about everything in one go


Pick times when it’s more natural to talk about  
food, activity or weight, for example:


•	 when cooking or food shopping


•	 reading a cereal box over breakfast


•	 when it comes up on TV


•	 when shopping for clothes


•	 when a child talks about their own or  
someone else’s size


•	 when talking about what your child has 
done at school.


What could I say…?


“What have you learnt at school about 
how to be healthy ?”


“I’m really looking forward to our  
walk together”


“Where do you find out about what is 
healthy – is it at school, from the telly, 
or other places?”


“What could our family do to be more 
healthy?”


Section 3: Top tips for talking to your child about weight
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What words should I use?


Some people prefer not to use  
the word ‘weight’ but to talk about 
growth and health, or exercise and 
healthy eating. If this is what you  
and your child are comfortable  
with, this is fine.


But sometimes it can be helpful to talk about 
‘weight’, for example, if:


•	 your child asks about their own or someone 
else’s weight or size


•	 you hear your child use hurtful words about 
someone’s size


•	 other people, including health professionals, 
talk about weight with you or your child


•	 your child mentions talking about weight 
or weight teasing at school – take this as a 
chance to ask them what they think about 
weight and how they talk about it with  
their friends.


‘Weight’ shouldn’t be a banned 
word as this can create shame and 
worry, so talk openly about weight  
if your child wants to.


Be confident


Children want to understand about 
health, growth and weight, and they 
know you want what is best for them.


Children look to their parents first for 
guidance


Parents are really important in helping 
children make sense of things.


Section 3: Top tips for talking to your child about weight
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Talking about ‘weight’ 
in particular


•	 Find a time when other siblings are not 
around if you think your child may be 
worried or embarrassed about their size.


•	 Use open questions (avoiding yes/no 
answers) to encourage your child to talk 
about what they have heard or may be 
worried about. For example, “what do 
you think about….?” instead of “Are you 
worried about ….?”


•	 Talk about weight being important for 
health, energy and what the body can do.


•	 Explain that we cannot know what a 
person is like based on how they look – 
just because someone is thinner does 
not mean they are kinder or more hard 
working than someone who is larger.


•	 Make time for your child to ask questions.


•	 Let your child know they can talk to you 
about weight or size if they want to, but 
don’t push them to talk about it if they 
choose not to.


What could I say…?


“What do you think about your weight/
size? And what about the rest of us in 
this family?”


“How do you think it would feel if 
someone called you ‘fat’? What would 
be a kinder way to talk about someone 
with a larger body size if you needed to?”


“Is there anything you want to know 
about weight?”


“Why do you think doctors and nurses 
think your weight is important?”


Remember…


The most important thing is that your 
child feels able to talk to you, and not 
whether you have the perfect answer 


straight away.


Section 3: Top tips for talking to your child about weight







Sam’s story


When Sam’s daughter Aisha was measured in 
year 6, Sam and his partner got a letter saying 
Aisha was very over-weight. Sam did not 
want to talk about this with Aisha but instead 
they decided to make some healthy changes 
together as a family.


“We’ve always been quite big in our family - no 
one would look at us and think for a minute 
we’d have really skinny kids, so I guess we 
just didn’t really notice when our middle 
child, Aisha, started to put on weight in 
primary school. She’d always been one of the 
bigger kids in her class but not the biggest.


When I got this letter telling me she was 
very overweight it was a real shock and, to 
be honest, I was really upset.


I already thought I was doing all I could, 
making sure they all had some veg at dinner 
and didn’t stay on the computer all night and 
all that. I wasn’t going to start being so strict 
that I made their lives miserable.


Also, I suppose because I’ve struggled with 
my own weight all my life, I didn’t really 
believe that anything I could do would make a 
difference - so it was better not to risk making 
her self-conscious about it.


So to start with I wasn’t going to do anything 
different after getting letter.


It was my partner who snapped me out if 
it, saying ‘why don’t we just all try getting 
healthy as a family?’


I was determined that we wouldn’t do 
anything drastic, and I absolutely didn’t want 
to single Aisha out and make her feel different 
from the other kids. But doing things together 
felt alright.


Not everything has worked, but some things 
have, like having different fruit for snacks after 
school instead of biscuits, and I get the kids 
to help me find healthy recipes online to try 
for dinner. We’ve also started going for walks 
together at the weekend – the kids aren’t 
always keen to leave their screens and if it’s 
cold, neither am I! But we all usually enjoy it 
once we get outside, especially if I distract 
them with a game.


It’s been hard, though, to find the right line 
between making the family healthier, and not 
making it a big ‘thing’. I never said anything 
to Aisha about the letter, I know what it felt like 
to be told I was ‘fat’ as a child.


Aisha’s 13 now, and I can’t be in charge 
of what she eats or does every minute of 
the day, so we’re just trying to do our best 
with talking about healthy eating and being 
active at home so at least she understands 
what the choices are. Actually, in her new 
school she buys her own lunch, and normally 
chooses something quite healthy - so maybe 
it is working!”


I was really upset when 
I got the letter


I didn’t want to single 
out Aisha — we’ve made 


changes as a family


Section 3: Top tips for talking to your child about weightTALKING TO YOUR CHILD ABOUT WEIGHT
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SECTION 4:  


HOW TO HELP YOUR CHILD 
FEEL GOOD ABOUT THEIR BODY


•	 Teach children that everyone deserves respect, whatever their body size, shape or 
ability - this will help them not to worry about their own body too


•	 If you talk about your child’s weight, let them know it’s because you want them to 
grow well and be healthy, not to look a certain way


•	 Talk about the amazing things our bodies can do, regardless of size


•	 Avoid saying that your child or other people should do or wear certain things 
because of their weight


•	 Praise your child for a variety of things so they know you love them for who they 
are, not what they look like or only when they do well at something


•	 Talk to your child about what they see online, social media and on TV – explain 
that lighting, make-up and photo-editing is used to make people look different 
from how they are in real life.


•	 Children (and adults!) are more likely to keep doing things if they enjoy them — try 
and help children notice the benefits of exercise, like fun, energy and feeling good, 
and find the kinds they like the most.


Section 4: How to help your child feel good about their body
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“They know I’m only 
teasing…” 


‘affectionately’ or ‘playfully’ - but they can 
still be hurtful even if your child seems to 
laugh it off.


Encouraging children to enjoy healthy 
eating and being active is more likely to 
work than teasing or punishing them.


What could I say…?


“It looks a bit like that picture has been 
photoshopped—what might have been 
changed?”


“I’m really looking forward to our walk 
at the weekend—it keeps us healthy and 
feels great to be outside!”


“All bodies are different and that’s ok.”


“You’ve had a really busy day today, isn’t 
your body amazing to keep you going 
with so much energy?”


Section 4: How to help your child feel good about their body
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SECTION 5:  


WHAT IF I AM STRUGGLING 
WITH MY OWN WEIGHT?


If I’m not happy with my weight, how can I help 
my child with theirs?


Many adults are unhappy or struggle with their weight. But whatever your weight, 
you can still help your child reach a healthy weight.


Your child’s experience will be different from your own—they may not feel the same 
way as you do, or as you did as a child.


If you are trying to lose or gain weight yourself:


•	 talk about changes you make in terms of wanting to improve your health and 
energy, and avoid talking about diets and dieting


•	 consider making changes for the whole family, showing  
that healthy eating is normal and important for everyone,  
rather than eating different foods from the rest of  
the family


•	 do physical activity that you enjoy - your children  
will see you enjoying activity, rather than treating it  
as a chore and you’re more likely to keep going  
and benefit yourself.


Section 5: What if I am struggling with my own weight?
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SECTION 6:  


WHAT COULD I 
SAY WHEN…?


1. Your child asks why you are 
exercising (especially if it’s new  
to you)


Try responses like:


“Why do you think I’m exercising?”


Listen to your child’s answer and add positive 
reasons to what they suggest.
“Because it makes me feel good/relieves stress/
helps me to keep up with you”


…and if you are doing it to lose weight, and want 
to tell your child this, how about:
“I’m doing it to help me to be more healthy and 
feel fitter”


2. Your child comments that someone 
in the street or on TV is “so fat!”


Try responses like:


“I guess he/she is larger than some people, but 
everyone looks different”


“How do you think they would feel if they heard 
you saying that?”


“Whatever their size they may be just as clever/
friendly as you are, and that’s much more 
important than what they look like”


3. Your child says that someone 
called them fat in school


Try responses like:


“That sounds a bit unkind. How do you feel  
about it?”


“It’s not good to judge people on what they look like 
– what really counts is what you say and do - being 
kind and friendly, like you are.”


“Do you want to talk about what you could do if it 
happens again?”


Talk through ideas such as telling a teacher, 
explaining that people say unkind things when 
they’re feeling bad, but it doesn’t make it true.


4. One of your children is quite thin 
while the others are not, and this 
leads them to tease the thinner child, 
especially at meal times.


Try responses like:


“It’s unkind to tease people about what they look 
like – it’s good that we look different, or how would 
we know who’s who?”


To the children doing the teasing: “People grow 
at different rates, as long as you are all active and 
healthy, that’s what counts.”


“What do you think about having a family rule that 
we won’t tease each other about our size and how 
we look? Any ideas of how we could do that?”


Section 6: What what could I say when?
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SECTION 6:  


WHAT COULD I 
SAY WHEN…?


5. You find out your child has started 
following advice they have found on 
social media about dieting to stay 
slim or lose weight.


Try responses like:


“I’m interested to hear about what you’ve found 
online – can you tell me what it’s about?”


“What do you know about how much we can trust 
what we see online?” Explain that most of the 
information is not written by medical professionals 
and risks harming your health. “Would you let me 
help you try and find some websites that we could 
trust more?”


“A lot of what you see online isn’t written by 
doctors, so we shouldn’t really trust it. And I want 
to keep you safe”


6. Your child hears from a 
professional that they are “a bit 
heavy for their height”


Try responses like:


“People grow at different speeds, and it’s hard 
for all of us to keep active and eat healthily all the 
time. What do you think we should do differently 
as a family to keep on track?”


“It looks like you may be a bit heavy for your 
height, what do you think about that?” Explain 


that you want to help you be healthy and that 
now we know, we can make some healthy 
changes. Ask your child what changes they 
would like to try.


7. My child is always telling me they 
are hungry, even when we have 
plenty to eat”


“I might not always give you a snack if I know 
we’re going to have lunch or tea soon, just so we 
get into good habits of enjoying meals and eating 
healthy things”


“It’s important to get the right vitamins and so on 
when you’re growing up, so if you do need snacks 
some-times, we just need to make sure they are 
healthy ones.”


“Sometimes people think they’re hungry, but they 
may just be bored, thirsty or not feeling good. Do 
you think that might be how you feel?”


If you are worried about your child’s 
eating, please see Section 7 for sources 
of support.


Section 6: What what could I say when?
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SECTION 6:  


WHAT COULD I 
SAY WHEN…?


8. Your child is refusing to eat,  
or is con-trolling their eating  
very strictly.


Try responses like:


“Are you worried about eating at the moment? 
How can I help?”


“Can you tell me a bit about why you don’t want to 
eat much at the moment?”


“Sometimes when people are very strict with what 
they eat they don’t get all the vitamins and energy 
they need to grow properly. I’m worried this might 
be true for you—what do you think? ”


Details of who to contact for more 
help are at the end of this document


9. Your friend starts telling you about 
their tough new weight-loss diet, in 
front of your child


Try responses like:


“I hope you don’t mind, but I prefer not to talk 
about these things in front of my child”


“I’m trying not to talk about dieting in front of the 
kids. Would you mind if we talked about this some 
other time when they’re not here?”


10. Your child has stopped wanting to 
do PE or come swimming and says it’s 
because he/she doesn’t like people 
seeing him/her getting changed


“I’m worried you’re missing out on fun things 
because you don’t like people seeing you getting 
changed. What could I do to help, to make sure 
you don’t miss out?”


“It’s normal to be a bit embarrassed getting 
changed when you are growing quickly and 
changing a lot. Do you think your friends are 
worried about this too? What could you do to 
help each other?”


“Are you worried about how you look? Would you 
tell me about it in case I can help?”


Any of these examples could be a 
chance to talk to your child about 
growth, health, what they eat or the 
exercise they get – and check in on 
whether they have any worries  
about these.


Section 6: What what could I say when?
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SECTION 7:  


LINKS TO FURTHER ADVICE 
AND INFORMATION


The links below are to sites that provide reliable information—but please note 
that as they are provided by other organisations so they may occasionally change 
or become unavailable.


Tips and ideas for increasing your family’s 
activity and healthy eating


Change4Life - tips on healthy eating, physical 
activity, weight and mental wellbeing


NHS healthy eating — 8 tips for all the family


NHS activity guidelines for children — 
information on how much and what types of 
activity to help your child to do.


If you have concerns about your child


If you are worried about your child’s weight, 
eating or activity levels, your GP or school 
nurse should be able to offer guidance  
and support.


If you are worried that your child may have  
an eating disorder, BEAT offers in-formation 
and support.


If you are worried that your child is being 
bullied or may be bullying others, bullying.
co.uk has advice for parents: www.bullying.
co.uk/advice-for-parents/


How to check whether your child is a 
healthy weight:


NHS healthy weight calculator 


Being ‘media smart’


These sites give advice for parents on how to 
help their children understand the messages 
they might see on TV or online. Common 
Sense Media


Common Sense Media


Media Smart


Resources to help support your child’s self 
esteem and body image


Young Minds self-esteem factsheet—
advice for parents from the Young Minds 
organisation


Confident Body, Confident Child—website 
for an Australian programme to support body 
confidence in children


Section 7: Links to further advice and information



https://www.nhs.uk/change4life

https://www.nhs.uk/live-well/eat-well/eight-tips-for-healthy-eating/

https://www.nhs.uk/live-well/exercise/physical-activity-guidelines-children-and-young-people/

https://www.bullying.co.uk/advice-for-parents/

https://www.bullying.co.uk/advice-for-parents/

https://www.nhs.uk/live-well/healthy-weight/bmi-calculator/

https://www.commonsensemedia.org/news-and-media-literacy

https://mediasmart.uk.com/parents/

https://youngminds.org.uk/media/3690/self-esteem.pdf

https://www.confidentbody.net/
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Equality Impact Assessment (EIA)



This document demonstrates how the council is meeting its duties under the Equality Act 2010, by giving due regard to the requirement to: eliminate discrimination; advance equality of opportunity; and promote good relations. 



1. Background



		Directorate

		Prevention Wellbeing and Communities Hub



		Service area

		Commissioning



		Title of the activity being assessed i.e. the strategy, plan, policy or service

		

Children and Young People’s Healthier Lifestyles Programme 



n.b. This terminology replaces the ‘Tier’ framework previously used where Tier 1 would be universal prevention activities, Tier 2 was community weight management / healthier lifestyles interventions and Tier 3 was specialist weight management support.  The change reflects the need for the offer to work more fluidly within the broad children’s health and wellbeing system and design holistic, family centred support that responds to individual needs and strengths.





		Brief outline of the proposal(s) 

		Childhood obesity is an inequalities issue.  There is an increased obesity prevalence among children and young people who live in our most deprived communities and evidence suggests that the difference between the least and most deprived had continued to widen, particularly during the pandemic. Reducing health inequalities is a key Public Health and wider system priority and the provision of this service should help address obesity-related health inequalities among those children supported. There is also a clear relationship between obesity prevalence and children who have a long-term condition, mental health problem, or disability, including a learning disability. 



The current offer which commenced in January 2020 (with a pause due to Covid/move to virtual sessions) has been delivered through a series of pilots in Gloucester and Forest of Dean, in neighbourhood where the levels of childhood obesity are among the highest in the county. Learning from the pilots has highlighted the complexity of needs among local families affected by obesity e.g. a large proportion of families engaged are from within IMD quintile 1, and the cohort includes Children in Care, Children in Need, children on Child Protection plans, as well as children with disabilities and those with autism.  We have learned that the key to sustainable health behaviour change is to support a family’s ‘structural’ (or practical) and psychological readiness to change and for that family to be resilient and thriving. Our offer thus uses a strengths-based approach which seeks to address some of the practical and social enablers and barriers to behaviour change among families facing significant barriers to maintaining a ‘healthy weight’ . This thus aims to identify issues that impact a family’s capacity to benefit and enable them to access existing support or work with them directly pre-programme to maximise outcomes.

The proposed community-based delivery model builds on the pilot which was co-developed with local families. It aims to deliver a flexible ‘system’ of support for children with obesity and their families, where behavioural weight management support sits within a wider ‘network’ of support to address some of the practical barriers to sustained behaviour change. This might include support around welfare, housing, debt, and parenting as well as local support to develop cooking and meal planning skills and physical activity opportunities. The support will be family and community-centred innovative and age appropriate. Future development will continue to use a co-production approach and we will continue to monitor the service as it is rolled out across the county, to ensure it is meeting needs and is helping to address health inequalities. 



		Who is affected by the proposals?

		Service users	Workforce 













Other, please specify: 





		Decision to be taken and decision maker 



		Commissioning of a countywide community-based children and young people’s healthy weight service 

Siobhan Farmer – Director of Public Health

Councillor Nick Housden  – Cabinet Lead for Public Health and Communities





		Person(s) responsible for completing this assessment 

		Sam Howe - Commissioning Officer

Beth Bennett-Britton - Public Health Consultant



		Date of this assessment

		August  2022











2. Information Gathering



Briefly outline your approach to consultation and engagement, together with details of any other information and data sources you have utilised:



		Research, Consultation and Engagement



		Service users

		In 2019 nine months of insight and engagement work was undertaken with children, families and communities in Gloucester and the Forest of Dean (FoD). This was used to develop the pilot service, which was tested in eight local neighbourhoods.  It included, seven focus groups undertaken with 59 families. 75% were families from the two most deprived wards in pilot areas and 60% had concerns about their child’s weight. Thematic analysis revealed key issues from parent/carer perspectives The City’s key themes were: employment, community, culture, parenting respite, physical activity and mental health. Key themes in the FoD were: physical activity, money, food access, community, family relationships, parenting and technology was. In addition, an online survey was conducted to further explore themes arising from the focus groups. What emerged from this engagement process was that interindividual differences between districts (City and FoD), areas/towns within districts, and individual families were identified. Structural assets, barriers, demography and attitudes varied and presented a wide range of complexity. 



Alongside the development and testing of the pilot, we commissioned Teesside University to undertake an independent evaluation which commenced in 2021, after a delay due to the Covid-19 pandemic. The Teesside evaluation team conducted a series of interviews and small group sessions with service users, families accessing the pilot offer in Gloucester and the Forest of Dean. They did this to be as inclusive as possible and recognised some families would not be able to complete a survey for example. 



From the research already completed we recognised that there were still gaps in our understanding of the needs and preferences of ethnic minority communities and so over the summer of 2022 we engaged with representatives across a range of ethnic minorities to understand their perspectives, concerns and preferences around  supporting their children to have a healthy weight. 





		Workforce

		

Senior Management teams across the Prevention, Wellbeing and Communities and Children and Families Hubs have been consulted, as have key individuals such as the Director of Public Health and local Councillors.



As part of the research, consultation and engagement, Teesside University have independently evaluated the pilot with staff of the provider which include the CEO, the Service Manager as well as other health professionals working within the local system. Research methods included semi-structured interviews with staff and families.



		Partners

		The development of this offer began in 2017 with a portfolio of focused workshops, led by the Council, with support from NHS Gloucestershire Clinical Commissioning Group, for clinical and non-clinical stakeholders to work together to redesign and develop a proposal to meet the needs of children living with obesity in Gloucestershire.  This informed the commissioning of the pilot service, which has in turn informed our proposed commissioning approach.



To help refine our commissioning approach we are holding a minimum of six additional district level stakeholder and community engagement events over summer 2022.  These will also help gain an initial understanding from communities of their appetite for being involved in the future delivery of a community led weight management offer.  We will continue to engage with system partners from statutory services and voluntary and community organisations through partnership forums.   



As the new service is mobilised, delivered and refined we will continue to engage across the system, applying an ‘integrated leadership model’, which will aim to further develop the system, ensure collaboration and co-production, and drive continuous improvement.



We have also collaborated with partners in statutory services such as school nurses, dietitians, early help, the social care workforce, GP’s, Paediatricians and CCG. Clinical and non-clinical workshops have taken place; participants valued having the opportunity to network and share views, experiences and ideas with other professionals from a range of different organisations and services. 





		Other

		The pilot has also engaged with various local community groups and conducted an asset mapping exercise, to support the research and consultation of this pilot.









3. Equality Assessment



Briefly explain your assessment of the impact of the proposed activity on the protected characteristics below. This section evidences how the council is giving due regard to the three aims of the general equality duty, which are to: eliminate discrimination; advance equality of opportunity; and promote good relations.







		Protected Characteristic

		Service Users

		Workforce



		Age

		This service will have a positive impact on children and young people. 

The National Child Measurement Programme (NCMP) provides a robust data set of childhood weight for reception and Year 6 children.  According to the NCMP Report, rates of obesity rise among all areas when children reach Year 6. Gloucestershire has the sixth highest rate of obesity when compared against its peers.

Gloucester City has consistently had high obesity rates among reception age children when compared to the county, region and nation.  Forest of Dean has also experienced similarly high rates for three out of the five years of the study.

Rates of Year 6 children recorded as living with very overweight/obesity have risen each year nationally while regionally they have remained fairly constant until 2019/20 where the region experienced an increase.  In the six districts of Gloucestershire, Gloucester City has the highest rate each year.  Tewkesbury Borough has experienced the largest increases of obesity rates among year 6 pupils over the last three years.  Forest of Dean District also has a consistently high rate each year with the exception of rates in 2018/19 and has the second highest rate in Gloucestershire.  

Exercise is a key component in maintaining a healthy weight. The Pupil Wellbeing Survey 2020 asked students why they did not exercise. A lack of affordable physical activities given as a main reason seems to increase with age – this may be due to less timetabled sports time in secondary schools leading to older young people needing to access sports through independent clubs and leisure centres. Younger students were more likely to give not exercising because of being ‘too hot and sweaty’ as a reason than older students. A provider will need to work with local community activity groups to support development of a range of affordable options for young people to be able to exercise. They will also need to be sensitive to young peoples’ perceptions of themselves. 



Monitoring, through engagement and data collection will ensure that a provider is flexible in how it meets the needs of children and young people from different age groups. There will be a range of age-appropriate offers to meet the different needs of children, adolescents and older teenagers and these will be co-produced with them. 

This offer will be targeted at school age children and young people only, extended to those aged up to and including 25 years for young people with special educational needs or disability (SEND). There are already services in place to support adults with a healthy weight including by the Healthy Lifestyle Service. Younger children are supported through other means including via Health Visitors who work with families as children are weaned from milk to solid food and through our developing Family Hubs services. 



		

Neutral



We have considered this characteristic, and can find no particular disproportionate impact based on age.





		Disability

		This service will have a positive impact on children and young people with disabilities



Challenge:

According to the 2021/22 JSNA update for Gloucestershire: Children and Young People with Special Educational Need or Disability (SEND), in January 2021 there were; 12,757 (13% of pupils) children and young people receiving SEN support packages in all Gloucestershire schools without an EHCP and 4,332 (2.46% of residents 0-24yrs) with an EHCP[footnoteRef:1]. [1:  https://www.gloucestershire.gov.uk/media/2114172/children-and-young-people-with-special-educational-needs-send-jsna-update-2021-22.pdf] 


The number of children and young people with an EHCP has been increasing year on year for the previous 5 years. The rate of children and young people with EHCPs per 100 has also been rising, but is still slightly below our statistical neighbours (2.83%) and in line with England (2.56%).

The disability and obesity: Children and Young People’s paper published by PHE, mentions the energy and effort required to manage childhood disabilities means that children and their parents and carers may have to overcome significant barriers and complications in order to maintain a healthy lifestyle. Results from a systematic review suggest that a parent’s socio-economic status, weight status and attitude towards their disabled children’s weight and activity levels all play a part.

https://webarchive.nationalarchives.gov.uk/20170110165944/https://www.noo.org.uk/NOO_pub/briefing_papers

Learning through engagement it has been found that the key to successful and sustainable behavior change regarding ‘weight’ or ‘health’ is for a family to be resilient and thriving and what impacts a family’s structural and psychological readiness to change. Learning from the pilot, the service will use  a strengths-based approach which seeks to address some of the practical and social enablers and barriers to behaviour change among families facing significant barriers to maintaining a ‘healthy weight’. This will aim to identify issues that impact a family’s capacity to benefit and enable them to access support or work with them pre-programme to maximise outcomes and may include putting extra support in place, e.g. through that offered by a family support worker. 

This service will be targeted at school age children and young people, but extended to those aged up to and including 25 years for young people with special educational needs and disability (SEND). The introduction of the service to families and young people will improve opportunities to share experiences, build friendships and support each other which could help more vulnerable people to strengthen their support network.

A review of the client base for the current provider showed that, on average, around 25% of families on programmes have complex needs including children and adults on the autistic spectrum, additional physical and learning needs and families under social services etc. This was true of the findings by the focus groups delivered by the pilot and the findings of Teesside University in their independent evaluation. While weight loss was the trigger for referral, learning and physical disabilities, poor mental health, disordered behaviour, socio economic challenges, social anxiety and body image issues were also present and needed attention.

Engagement work undertaken during the pilot phase found that the level of complexity experienced provides evidence to the notion that traditional ‘tier 2 weight management services’ are not the answer’ - providers will need to think creatively in how they can best meet the needs of diverse client groups. 

The focus groups run by the current provider in 2020 demonstrated the view that there weren’t enough physical activities for CYP with disabilities or neuro diversity. A provider will need to work with local activity organisations to enhance the offer for a wider scope of people. Findings showed - ‘It was evident from the volume and severity of additional needs within both groups that further specialisation and greater differentiation is required for future programmes or that bespoke programmes could be an option for development’. 

Engagement work also shows a need for support for families with behaviour management, specific to those families with a CYP with a disability or neurodiversity, According to a contract monitoring case studies, a number of CYP with autism are currently missing school. 

The Gloucestershire Pupil Wellbeing Survey shows that pupils from Special schools were significantly more likely to report drinking sugary drinks every day than every other statistical neighbour group. High consumption of energy drinks has been linked to an unhealthy weight[footnoteRef:2], therefore a provider will need to use a range of coaching methods to best support healthy food and drink consumption.  [2:  The Association of UK Dietitians (BDA) found] 


The new service will monitor levels of engagement, experience and outcomes of SEND children to ensure they continue to be overrepresented and that outcomes are in line with the overall cohort. 

The service will be flexible to adjust as appropriate if it is found that a particular group are unable to access the provision or there are any disparities in experience or outcomes. This will be informed by data collection and monitoring, and through engagement to explore the reasons for any disparities.



		Neutral



We have considered this characteristic, and can find no particular disproportionate impact based on disability.





		Sex

		This service will have a positive impact on both boys and girls



Challenge:

According to the NCMP data:

		Reception obesity (2018/19) rates: 

		Reception obesity (2019/20) rates:



		9.5% of boys 

		10.4% of boys



		8.9% of girls 

		10.3% of girls



		Year 6 obesity (2018/19) rates: 

		Year 6 obesity (2019/20) rates: 



		21.2% of boys 

		21.3% of boys



		16.1% of girls   

		[bookmark: RANGE!B6]17.0% of girls







In Reception Year there is no clear evidence to suggest that there is any gender inequality in those living with obesity.  In Year 6, boys in Gloucestershire are more likely to be living with obesity than girls over the past 5 years.  

The gap between boys/girls living with obesity is evident in Year 6 and recorded NCMP data shows that this gap is widening slightly from 3.3% in 2016/17 to 4.3% in 2019/20. When looking at the confidence intervals in Figure 9 for gender this inequality is statistically significant over the five year period. The difference in obesity levels for year 6 pupils in 2018/19 and 2019/20 suggests that the pandemic has had an effect on increases in child weight.

Nationally, obesity rates are slightly lower than Gloucestershire for reception age children and the gap in gender inequality has been narrowing over the last 3 years of recording[footnoteRef:3].  National rates for Year 6 obesity in males are similar and females are lower than local Gloucestershire rates each year and have a slightly wider inequality gap[footnoteRef:4]. [3:  Obesity Profile - Data - OHID (phe.org.uk)   (Display “Trends” above chart and “Partition data by Sex” to the right of the chart, if no data is displayed select a different “Geography version” from the dropdown list)]  [4:  Obesity Profile - Data - OHID (phe.org.uk) (Display “Trends” above chart and “Partition data by Sex” to the right of the chart)] 


When looking at the most intensive form of support in the pilot phase, 63% of the CYP were male and 25% were female. A further 13% did not have their gender recorded. This suggests that the pilot has been responsive to recruiting boys who have a higher prevalence of living with obesity. 

Eating fresh fruit and vegetables each day is a sign of a healthy diet. There was little difference between the proportion of females reporting eating ‘5 portions of fruit and vegetables a day’ than males (22% vs. 21% in 2012 and 25% vs. 24% in 2020) in the PWS. 

According to the PWS, Females were significantly more likely to want advice about Losing weight than males (24.9% vs. 17.1%). 

Girls and young women were twice as likely to say they didn’t exercise because they were embarrassed (39%) than boys and young men (20.2%) in the PWS 2020.

The service will be flexible and sensitive in its approach of how it supports male and female children. It will adjust its offer according to a child or young person’s gender if it is found that a particular group are unable to access the provision or there are any disparities in experience or outcomes. This will be informed by data collection and monitoring, and through engagement to explore the reasons for any disparities.

Eliminate discrimination 

Very overweight school age children of both genders resident in the county will have access to a children and families weight management offer.  Mothers and fathers and female and male carers of all children can access the service.



		Neutral



We have considered this characteristic, and can find no particular disproportionate impact based on sex.





		Race

		This service will have a positive impact on all races



Challenge:

According to the NCMP Data:



		Reception obesity (2018/19) rates: 

		Reception obesity current (2019/20) rates:



		9.9% Asian 

		7.1% Asian



		19.5% Black   

		13.7% Black



		9.7% White 

		11.7% White



		Year 6 obesity (2018/19) rates: 

		Year 6 obesity current (2019/20) rates: 



		25.2% Asian 

		23.4% Asian



		27.6% Black 

		26.4% Black



		18% White 

		19.4% White







NCMP results indicated that children of Black or Asian ethnicity are more likely to be living with obesity than classmates of White ethnicity.  It is in Year 6 where this difference becomes more apparent.  Obesity among reception aged Asian children have fluctuated above and below the obesity rate of White children.  Over the last 5 years national data has reflected very similar obesity rates in Asian and Black children and higher rates of obesity amongst White children than Gloucestershire[footnoteRef:5] [footnoteRef:6].  Care must be taken when considering the latest 2021 (10% sample) due to a lack of recording of Ethnicity which, over the years has improved, is still one of the lowest reported elements of the NCMP dataset on a national scale[footnoteRef:7] This data demonstrates that there are key health inequalities between white children and ethnic minority children. This can include, but is not limited to practical barriers such as financial hardship which may be faced by some ethnic minority children and young people.  [5:  Obesity Profile - Data - OHID (phe.org.uk) (Display “Trends” above chart and “Partition data by Ethnic Group” to the right of the chart)]  [6:  Obesity Profile - Data - OHID (phe.org.uk) (Display “Trends” above chart and “Partition data by Ethnic Group” to the right of the chart)]  [7:  https://digital.nhs.uk/data-and-information/publications/statistical/national-child-measurement-programme/2020-21-school-year/data-quality ] 


Service level data suggests that 68.97% of those recruited to the pilot came from a white background, 18.96% came from an ethnic minority background and 12.07% did not have their ethnicity data recorded. The proportion of ethnic minorities within the population in Gloucestershire stands at 7.6% aged 0-19 (2011 Census). This therefore suggests that the pilot has targeted ethnic minority communities where there is an underlying health inequality when it comes to living with obesity/overweight. 

Eating a healthy diet is an important determinant on whether someone will have excess weight. In the Pupil Wellbeing Survey 2020, Asian and Asian British pupils were significantly less likely to report eating five portions of fruit and vegetables a day compared to their White British peers. All other ethnic groups were broadly in line. 

Exercise levels vary across different ethnic groups, broadly children and young people from Black, Asian, or minority ethnic groups (BAME) are significantly less likely to report doing the recommended amount of exercise and statistically more likely to report doing little or no exercise[footnoteRef:8].  [8:  Pupil Wellbeing Survey 2020] 


However, both these trends are driven by certain ethnic groups. Children and young people are significantly more likely to report doing little or no exercise if they are: White Eastern European, Other ethnic group, Other black background, Other Asian background South Asian (Pakistani, Bangladeshi, Indian), Gypsy/Roma, Black African. It is worth understanding that there may be cultural reasons for why pupils don’t exercise or it could be a reason of cost/time. Cultural norms in specific communities such as modest female clothing in some religious communities may create or be perceived to create a barrier to exercise. 

Support will generally be targeted to those in greatest need regardless of race. However, some interventions could be targeted on the basis of cultural needs and preferences, when this is required. Feedback from focus groups suggest that not everyone from ethnic minority groups is aware of the offers to support with healthy lifestyles within communities. Therefore, a provider may need to make enhanced efforts to target communities with information about their offer. 

The new service will be expected to understand cultural norms around eating and doing exercise. Recent engagement with representatives from ethnic minority groups at a community venue in Gloucester suggested that the offer needed to have a level of cultural competency.

The offer will actively work with the Council, ICB and community partners to develop local data and knowledge of children and their families within the county. Access may be more difficult for parents from a minority ethnic group because language and/or customs may present a barrier and we will explore actions to mitigate this impact. An example of this is the timings of sessions to enable families to attend madrasah and weight management sessions. A broad range of cultural foods will be used in nutritional session content.

Service level data shows that in some instances an interpreter has been required for families to fully engage with a programme when English is not their first language. How a service utilises interpretation and demonstrates cultural competency is key to delivering an equitable offer. This will be an expectation of a successful provider. Different levels of English may also mean that a digital offer isn’t appropriate in all instances as those engaging with the offer may not have the language to fully utilise an online platform. 

Feedback from focus groups also demonstrated the need for the offer to hold sessions in local community venues which are already accessed by the community. This is an important expectation of the provider to use venues which are local and accessible. The programme of support may be adapted in content and delivery and resources may need to be produced in different languages. There may be opportunity to recruit peers to offer peer support and mentoring from local communities. A provider will be expected to undertake cultural humility training with all staff. 

. 



Eliminate Discrimination: 



In Gloucestershire there are correlations in living with very overweight in childhood and deprivation level and ethnicity in both Reception and Year 6. The prevalence of childhood obesity related to inequalities is higher in BAME groups.  Co-production with people from BAME communities will be an important part of the service specification.

The CYPWM offer is available to all eligible families  regardless of their Race and adaptations will be made to ensure accessibility to all.  

Promote good relations:

The service will be flexible and culturally sensitive in its approach of how it supports children from different ethnic minority groups. It will adjust its offer according to a child or young person’s ethnicity and make reasonable adjustments if it is found that a particular group are unable to access the provision or there are any disparities in experience or outcomes. This will be informed by data collection and monitoring, and through engagement to explore the reasons for any disparities.

		Neutral



We have considered this characteristic, and can find no particular disproportionate impact based on Race.





		Gender reassignment

		As previously mentioned, following a healthy diet and doing regular exercise are important to keep a healthy weight. It is important to note, in the PWS,  students who identified as Trans or non-binary were significantly less likely to report eating five portions of fruit and vegetables each day. Students who identified as transgender also reported the lowest physical activity levels, significantly lower not just than the average but than all other vulnerable groups. 





Support will also be delivered in a way that supports all types of families including parents who are trans/non-binary Evidence from Stonewall suggests that trans/non-binary people may not come forward to access service due to fear of discrimination[footnoteRef:9]. The commissioned offer will be expected to have a level of socio-cultural competence to break down barriers and offer a programme of support which is as inclusive as possible. This means being adaptable and aware of the different needs of different groups of people. Access to services will be informed by data collection and monitoring, and through engagement to explore the reasons for any disparities. [9:  Stonewall report reveals impact of discrimination on health of LGBT people] 




		Neutral



We have considered this characteristic, and can find no particular disproportionate impact based on gender reassignment.





		Marriage & civil partnership

		

Engagement in 2020 shows that single parents often felt that they did not have time to do physical activities with their children. They also cited a lack of childcare for their other children to do physical activity with older children and the perceived costs.



Living with both parents appears to be linked to likelihood of eating ‘5 portions of fruit and veg a day’, pupils who said they lived with both parents were significantly more likely to report eating ‘5 a day’ than those living with only one parent and those living with someone other than a parent. This may be linked to economic factors associated with different living situations.



The provider will need to consider how it can best support a range of different family models so that parents feel best supported in engaging in a weight management service for their children. It will need to work with community organisations in order to keep costs down and provide activities that the whole family can enjoy.

The service will aim to be flexible to adjust as appropriate if it is found that a particular group are unable to access the provision. This will be informed data collection and monitoring, and through engagement to explore the reasons for any disparities.



		Neutral



We have considered this characteristic, and can find no particular disproportionate impact based on marriage and civil partnerships



		Pregnancy & maternity

		Pregnancy falls out of scope for this service area unless the parent of a child accessing the service is pregnant. 





In Gloucestershire targeted support has already been developed (1001 days) for pregnant women with obesity (or women who have recently given birth) and their families. This programme focuses on how women can make positive changes to their lifestyles and support is provided up to the 2nd birthday of the child.  In recognition of the fact that obesity tends to run in families, this service aims to support women to introduce good feeding, eating and activity habits from the start The programme was developed using insight information from women and continually seeks feedback from those on the programme regarding how improvements can be made. Additional efforts are being made to strengthen this offer post-Covid and to make it available to those women who are most vulnerable e.g. by working in partnership with family hubs.  

According to a recent study from the NHS – Having a poor diet before or during pregnancy may affect a child’s risk of having overweight. Additionally, the children of women with frequent loss of control over their eating were more likely to be overweight at age 15 than children of mothers without loss of control. 

Source: https://www.nhs.uk/news/pregnancy-and-child/overeating-during-pregnancy-linked-maternal-weight-gain-and-child-obesity/

Advance equality of opportunity:

The service aims to create more joined up support for children and families in need of the service. The service will ensure that the service delivery continues to focus on early intervention, and engaging with all parents when they access the programme and facilitating  them to access appropriate support.

		Neutral

We have considered this characteristic, and can find no particular disproportionate impact based on pregnancy and maternity



		Religion and/or belief

		This service will have a positive impact on people of all religion and beliefs.



Challenge:

Evidence from the 2011 census shows that amongst people over 65, 26.4% of Muslims, 17.4% of Hindus, and 13.6% of Sikhs said their health was bad or very bad, compared with 11.7% of Christians, 10.9% of Jewish people, 8.9% of Buddhists and 11.0% of those who followed no religion.

Research suggests that paying attention to the religious needs of patients and service users can contribute to their wellbeing and, for instance, reduce their length of stay in hospital; a person’s value system, whether resulting from religious or other sources, has been linked to how they respond to illness and treatment.

https://www.gloucestershire.gov.uk/media/1521542/ugjsna_2017-14.pdf

The current pilot’s 2020 Insights Report analyses the results from focus groups. For example, within a focus group with Muslim women living in Barton and Tredworth we learned that an after-school healthy weight intervention may not be accessible for families attending a Madrassa. The provider will need to work with the community develop and accessible alternative, for example, delivery aligned with the Madrassa directly, or potentially an online/digital offer. 



Support for children and young people will be provided according to their individual needs to ensure there will be no adverse or negative impact from the proposed service on any particular, religious or belief group or individual.

Promote good relations:

The service will be flexible and culturally sensitive in its approach and how it supports children from different religious of belief groups. It will make reasonable adjustments if it is found that a particular group are unable to access the provision, or there are any disparities in experience or outcomes. This will be informed by data collection and monitoring, and through engagement to explore the reasons for any disparities.



		Neutral



We have considered this characteristic, and can find no particular disproportionate impact based on Religion and/or belief



		Sexual orientation

		We have considered this characteristic, and can find no particular, disproportionate impact based on sexual orientation

Results from the Gloucestershire Pupil Wellbeing Service show that students who identified as non-heterosexual reported significantly lower physical activity levels than their peers. The proportion of children and young people reporting they did not exercise because of feeling embarrassed was also significantly higher in those who identified as LGBTQ+ in the PWS 2020. 

The provider will look into any negative impact if raised based on the sexual orientation of a child or adult service user. They will need to be sensitive to the needs of a range of children and young people and different family units that access the service. 



Support for children and young people will be provided according to their individual need/s and therefore there will be no adverse or negative impact from the proposed programme on any particular individual or group who identifies as LGBT+.

Support will also be delivered in a way that supports all types of families including parents who are LGBT+. There is some evidence to suggest that LGBT+ people may not come forward to access service due to fear of discrimination[footnoteRef:10]. The commissioned offer will be expected to have a level of socio-cultural competence to break down barriers and offer a programme of support which is as inclusive as possible. This means being adaptable and aware of the different needs of different groups of people. Access to services will be informed by monitoring through engagement and data collection. [10:  Stonewall report reveals impact of discrimination on health of LGBT people] 


		Neutral

We have considered this characteristic, and can find no particular. disproportionate impact based on sexual orientation



		Deprivation

		According to the NCMP report, there is a strong correlation of areas in high deprivation and rates of obesity in Gloucester being considerably higher than the national average. Nineteen of Gloucester City’s twenty-one most deprived neighbourhoods have recorded higher than national rates of obesity in year six children when pooling five years’ data together.



Service level data from the pilot project showed that 31% of families engaging with the support available from the project came from the most deprived areas (quintile one) of Gloucester and the Forest. There was then an even split of around 15% of families from the other quintiles of deprivation. 



Insights from the current provider’s engagement work in 2020 showed that financial worries were prevalent in areas of deprivation (46% of those engaged came from the most deprived quintile). This has likely only been exacerbated by the recent ‘cost of living crisis’. The service provider must ensure participating families facing financial hardship are aware of / supported to access local advice and support including the household support fund (or equivalents). 



Options, for those engaged in the survey or in focus groups, to do physical activity were often impacted by cost. Activities therefore need to be affordable for families. 



In areas of deprivation there was a lot of conversations about the affordability and accessibility of fresh produce. 57% of non-drivers in Matson/Tuffley walk to get their food so good fresh produce in local stores is key. Creating tasty and nutritious meals often takes a lot of experimentation, this is impeded by the cost of multiple ingredients for a meal. 



The majority of respondents to an online survey in deprived areas said that their favoured form of support would be online/via email. However, this may be due to time pressures. If they experienced a face-to-face session, respondents may change their mind about how they wanted to access support around a healthy weight for their family.

 

Reflections on the engagement work done by the current provider, suggests that there should continue to be a focus on access to affordable, healthy foods in deprived areas and the service provider will need to be aware of the work of Feeding Gloucestershire and the Holiday Activity and Food programme, as well as hyper-local sources of food related support, to ensure families are able to access the food they need to adopt a healthier diet. 



whilst also focusing on parenting and conflict styles and linking to existing organisations providing community services. 



The PWS shows that pupils eligible for free school meals were significantly less likely to report eating five portions of fruit and vegetable each day compared to their counterparts. Nutrition advice and coaching needs to be tailored to the needs of families where affordability is a key component of any behaviour change. 



Affluence appears to be linked to likelihood of eating ‘5 a day’. Pupils from; mainstream schools with pupils living in the least deprived areas; Independent schools and Selective schools were significantly more likely to report eating ‘5 a day’ than pupils at mainstream schools with pupils living in the most deprived areas. 



The PWS asked students about participating in exercise. The main reasons for non-participation do not appear to have changed much over time; however, the proportion citing expense and poor facilities has almost doubled between 2016 and 2020 (9.3% vs. 16.2% and 4.1% vs. 8%) respectively). To reiterate - a provider will need to work with community groups to ensure the affordability of any activities offered to families. 



		



		Looked after Children and those on Child Protection Plans/Children in Need

		Case studies from the current provider document a level of complexity within families including those open to social care. 25% have complex needs including being open to social care. 



Evidence gathered by the Teesside evaluation shows that many families referred to the programme were experiencing a wide range of issues e.g. child protection involvement, on the child protection register, family break up, conflict, social isolation and limited finances. The current pilot offer suggests that 71% of CYP attending its courses present complexity that could prevent them from making lifestyle changes without longer term, more intensive, flexible, and multiagency support. 



Case studies from the pilot service suggests that neglect, including neglect of obesity is a persistent concern. Parental mental health, drug use and lack of housing security among parents have been highlighted as additional concerns by the current provider. 



A weight management service provider will have to think beyond traditional weight management support, offering a holistic, tailored approach to supporting children and families to address barriers to making sustainable lifestyle changes. This will include but not be limited to support around parenting techniques, family finances and so on.  The provider must collaborate with a range of support organisations in both the statutory and VCSE sector – including social care, family support workers, mental health services, community-based activities and support, housing and at times, the courts. 



		



		Access in Rural Areas

		Access in rural areas has been a key issue for families where they do not have access to a vehicle and where bus services are restricted. On occasion the pilot provider has organised taxis for families. 



A provider will need to factor in how it can reach families in rural settings including through online delivery or by delivery of sessions in accessible locations/on a bus route or by organising taxis. 

		











4. Completed Actions



Set out how the proposed activity has already been amended following the equality assessment, to maximise the positive impact or minimise the negative impact:



		Change

		Reason for Change



		Implement an approach to ensure meaningful ongoing engagement and co-production with children and families, communities, service users and professional stakeholders – to underpin the development, delivery and improvement of the children and families weight management offer

		To ensure regular and genuine engagement with people who receive services is ongoing, learning and responding to feedback to continually adapt and improve the offer.



		Introduce protected group reporting requirements into CYP WM pilot data collection, reporting and contract monitoring

		To ensure that groups most likely to be affected by overweight are proportionately represented within the service.



		Undertake an independent evaluation of the pilot to ascertain if the impact was positively received by service users, particularly those at higher risk of overweight such as children with SEND, Black and Asian ethnic groups and children being supported by social care.

		To ensure the service is meeting the unique needs of individuals at higher risk of having overweight and is non-stigmatising.



		Adapt programme content and delivery to respond to cultural diversity. 



		To ensure a broad range of cultural foods in a nutritional content are considered and spoken about with children and families.

To ensure timings of sessions and venues are accessible to families of all religious belie



		Develop and approach to ensure continued engagement with other services and agencies working with the family, as well as community stakeholders to improve impact and use of resources.

		To ensure a coherent approach in supporting the family and maximise the impact of the interventions.









5. Planned Actions



Set out improvements that will be undertaken, following the equality assessment, to further maximise the positive impact or minimise the negative impact:



		Potential impact (positive or negative)

		Action

		By when

		Owner



		Positive 

		Develop an integrated leadership model across the system to ensure continued community engagement and co-production through with stakeholders.

		September 2023

		Provider and Commissioners



		Positive

		Continue to ensure protected group and other groups at increased risk of obesity reporting requirements into CYPWM data collection and reporting (including SEND, gender, ethnicity and children being supported by social care).  

		June 2023

		Commissioners



		Positive

		Ensure the service specification sets out clearly how GCC and ICB is required to work to promote equality and reduce health inequalities with due regard to the protected groups. Complying with the same standard as the Council regarding its due regard duties under the Equality Act

		September 2022

		Commissioners



		Positive

		Engage with service users to understand issues of access to CYPWM for pupils not in school such as Gypsy and traveller children, home schooled and excluded pupils. 

		August 2022

		Commissioners



		Positive

		Ensure the offer works to improve the range of interventions and activities that are available to young people that respond to the unique needs of people with SEND, those living in rural areas, preferences due to gender, religion and sexual orientations etc.

		March 2024

		Provider



		Positive

		Ensure the offer uses local community venues that are accessible to local families.

		June 2023

		Provider







6. Monitoring and review



		The following processes/actions will be put in place to keep this ‘activity’ under review:



		This Equalities Impact Assessment Statement is a live document and will be reviewed and updated regularly (at least six monthly or as new information comes to light) during the commissioning and delivery of the weight management offer.  

Through continued engagement and monitoring, and the use of evidence-based methods (e.g. HEAT tool) we will assess whether we are appropriately considering and meeting the needs of all individuals within the service offer. 

The Equalities Impact Assessment Statement will form part of the routine contract monitoring and will be used to assess provider compliance with the equalities act, access, experience and outcomes across protected characteristics (as applicable and reasonable), and service user satisfaction. This information will be used to drive continuous quality improvement and to inform future commissioning. Performance will be monitored, analysed, reported, scrutinised and acted upon via the usual Council arrangements. 









7. Officer / Decision-maker Sign off 



Officer: By signing this statement off as complete you are confirming that ‘you’ have examined sufficient information across all the protected characteristics and used that information to show due regard to the three aims of the general duty. This has informed the development of the activity 

		Signature of Senior Officer 

		[image: ]



		Name of Senior Officer 

		Siobhan Farmer



		Date

		16.08.22







Decision maker: I am in agreement that sufficient information and analysis has been used to inform the development of this ‘activity’ and that any proposed improvement actions are appropriate and I confirm that I, as the decision maker, have been able to show due regard to the needs set out in section 149 of the Equality Act 2010. 



		Signature of decision maker

		



		Name of decision maker

		



		Date

		







8. Publication



If this document accompanies a Cabinet report or an Individual Cabinet Member (ICM) decision report it will be published, as part of the report publication process, on the GCC website. If this statement is not to be submitted with a Cabinet report or an Individual  Cabinet Member (ICM) decision report, please maintain a copy for your own records that can be retrieved for internal review and also in case of future challenge.



Appendix 1 – Service User Data



Details of service users affected by the proposed activity



N.b. The appendix below includes data from a number of sources. The 2021 Census data was only available for age and sex and general population profiles when this EIA was written.



		Protected Characteristic

		Service User Data and Information



		

		



		Age

percentage/profile of service user ages

		Gloucestershire County context

It is recommended that the children’s community healthy weight management offer is available for children and young people under 18 years old, extended to those aged up to and including 25 years for young people with special educational needs and disability (SEND).[footnoteRef:11] [11:  https://www.nice.org.uk/guidance/ph47] 


To understand the level of need of overweight and obese children in Gloucestershire we use information from the 2020 Mid-Year Population Estimates.

According to Inform Gloucestershire Research and Intelligence, the population of Gloucestershire was estimated to be around 640,650 in 2016. Out of that 142,865 (22.3%) were children and young people aged 0-19. Gloucestershire has a slightly smaller proportion of people age 19 and under compared to England, 22.30% vs. 23.57%. However, the proportion of 0-19 years olds in Gloucestershire is higher than in the South West (21.85%)

Gloucester has the highest proportion of 0-19-year olds with a share of 24.35% compared to Cotswold which has the lowest proportion of under 19s with 20.33%. According to the latest 2021 Census figures, there has been an increase in the numbers of 5-9 year olds (14.8%) and 10-14 year olds (8.5%).

It is projected that the population of children and young people by 2039 will increase to 153,400. The highest rise in this age group over the twenty-five year period is expected in Tewkesbury (20%).



(Source: GCC, Inform Gloucestershire, Population Estimates Overview Report Gloucestershire (Mid-2020))



Service user context

Please note that overweight and obesity levels are defined at the clinical obesity thresholds (different thresholds  than the levels defined in the “Gender” section):

· overweight  - BMI percentile 91st - 97.9th

· obese  - BMI percentile 98th – 99.5th

· severely obese - BMI percentile => 99.6th  



The exact number of overweight and very overweight children across all age groups in Gloucestershire is unknown.



Children within Primary School in Reception (aged 4 to 5) and Year 6 (aged 10 to 11) are weighed and measured to assess overweight and obesity levels, in line with the National Child Measurement Programme (NCMP).

The recommended referral criteria for Tier 2 is children with a BMI>=91st centile[footnoteRef:12]  [12:  PHE (2017) A Guide to Delivering and Commissioning Tier 2 Management Services for Children and their Families] 




Based on 2019/20 figures (NOTE – number of children measured was less than usual due to school closures and so the figures should be interpreted with caution)

In Reception: 13.4% children were living with  overweight, 10.3% were living with  obesity or severeobesity and 2.5% were severely obese, 

In Year 6: 13.1% had overweight, 19.3% had  obesity or had severe obesity and 4.6% were living with severe obesity.



The 3 year average for  Reception children who had obesity is 9.8% and for Reception children with excess weight is 23.1%.

The 3 year average for Year 6 children who had obesity is 18.5% and for Year 6 children with excess weight is 32.1%.



(Source: PHE Fingertips)





		Disability

percentage/profile of service users who have a disability

		National context

Based on Health Survey for England 2006- 2010, children aged 2–15 who have a limiting long-term illness or disability are approximately 35% more likely to haveobesity or overweight than those without; the difference increases with age.[footnoteRef:13]  Due to higher rates of obesity, children and young people with disabilities are at greater risk of serious obesity-related health conditions such as diabetes, asthma, musculoskeletal problems and cardiovascular risk factors.  Obesity among children and young people with disabilities may also worsen the complications that arise from the health conditions or impairment associated with their disability and increase their likelihood of developing pain, mobility limitations, fatigue and depression [13:  PHE (2014) Obesity and disability. Children and young people] 


Gloucestershire County context

In January 2021 there were; 12,757 (13% of pupils) children and young people receiving SEN support packages in all Gloucestershire schools without an EHCP and 4,332 (2.46% of residents 0-24yrs) with an EHCP. The number of children and young people with an EHCP has been increasing year on year for the previous 5 years. The rate of children and young people with EHCPs per 100 has also been rising, but is still slightly below our statistical neighbours (2.83%) and in line with England (2.56%).

Children and young people with special educational needs and disabilities (SEND), Gloucestershire County Council, 2021/22 JSNA update)

Special educational needs appear to have some link with deprivation although it is not clear if the deprivation contributes to a special need or the special need contributes to the deprivation, it is most likely to be bidirectional. Forest of Dean district has a significantly higher rate of resident children with SEN than all the other districts. Gloucester also has a significantly higher rate than the remaining districts.



Children and young people in Gloucestershire with a long-term health problem which limits their day to day activities, by age group, 2011

[image: ]

(Source: ONS Census 2011)



Service user context

Local authorities should make reasonable adjustments in the way they commission and deliver public health services to children with physical disabilities and special educational needs and should work closely with schools to plan alternative

provisions 



The small number of children who are unable to take part in the programme due to their disability should be offered alternative arrangements., since their parents or carers can still benefit from receiving information and lifestyle advice, including specialist advice appropriate to the child’s circumstances. PHE template letter can assist with this. 



PHE, National Child Measurement Programme Operational Guidance 2017



Service level data from the pilot shows that 28% of those engaging with the most intense form of support in the pilot had some form of disability, 10% of those had autism.





		Sex

percentage/profile of service users who are male and who are female

		National context

Please note that overweight and obesity levels are defined at the different thresholds than the levels defined in the “Age” section:

· Overweight between ≥ 85th centile and <95th centile

· Obese - BMI ≥ 95th centile

According to Health Survey for England 2013-2015, boys aged 2-10 and 11-15 are more likely to be very overweight than girls. Looking at overweight status, boys are more likely to be overweight than girls for ages 2-10, however for ages 11-15 girls are more likely to be overweight. 



Table 1 Health Survey for England, prevalence of obese and overweight children, England, 2013-15

		HSE 2013-15

		overweight

		obese

		overweight or obese



		Boys aged 2-10 

		13.8%

		14.6%

		28.40%



		Girls aged 2-10

		13.0%

		12.5%

		25.50%



		Boys aged 11-15

		14.6%

		20.0%

		34.60%



		Girls aged 11-15

		16.7%

		17.6%

		34.20%







Regional context

Regional data indicates that boys in the Reception (aged 4-5) and Year 6 (aged 10-11) are more likely to have obesity and overweight or obesity than girls. 

Table 2 NCP, prevalence of  overweight and obese children in South West, 2016/17

		NCMP 2016/17

		South West overweight or obese

		England overweight or obese



		Boys aged 4-5

		23.9%

		23.2%



		Girls aged 4-5

		22.1%

		22.1%



		Boys aged 10-11

		31.7%

		36.0%



		Girls aged 10-11

		28.3%

		32.4%







Table 3: NCMP, prevalence of obese children in South West, 2016/17

		NCMP 2016/17 

		South West obese

		England obese



		Boys aged 4-5 

		9.5%

		10.0%



		Girls aged 4-5

		8.1%

		9.2%



		Boys aged 10-11

		17.8%

		21.8%



		Girls aged 10-11

		14.5%

		18.1%





(Source: PHE (2017) Patterns and trends in child obesity; PHE (2018)  Patterns and trends in child obesity in the South West)

Gloucestershire County context

71,003 0-19yr olds are male (51%) and 68,189 0-19yr olds are female (49%)

 (Source: From the ONS Population Estimates 2015)



Service User Context

In both Reception Year and Year 6, boys in Gloucestershire are more likely to be obese than girls over the past 5 years. 

The gap between boy/girl obesity is greater in Year 6 and recorded NCMP data shows that this gap is widening from 2.5% in 2014/15 to 4.3% in 2019/20. A higher proportion of girls are now living with obesity than before the pandemic – this means that the gap between boys and girls living with obesity has actually decreased since 2018/19 when compared to previous years. 

.





		Race

percentage/profile of service users who are from black and minority ethnic backgrounds

		

National context

There is no straightforward relationship between obesity and ethnicity. Research suggests that for a given BMI, the average proportion of body fat differs between ethnic groups suggesting that ethnic specific thresholds may be needed. This complicity is deepened among children due to different rates of maturation up to and during adolescence. 

(Source: GCC and NHS Gloucestershire CCG (2016) Gloucestershire Healthy Weight Needs Assessment)



Health and Social Care Information Centre states that based on the National Child Measurement Programme, obesity rates are higher in some ethnic minority groups of children (particularly Black African and Bangladeshi ethnicities.)



(Source: PHE guidance (2015) Childhood obesity: applying All Our Health)



Gloucestershire County context



According to Census 2011 around 4.6% of Gloucestershire population is made up of Black and Ethnic Minorities, which is significantly lower than 14.6% reported for England as a whole. However, children and young people population is more diverse, with 7.6% of 0-19 year olds belonging to Black and Minority Ethnic groups -  this proportion is still considerably lower than the national average of 21.1%. As presented in table 5, the proportion of BME groups is higher among younger children.



Table 4 Gloucestershire 0-19 population by White ethnic groups, Census 2011

[image: ]

(Source: GCC (2020``) Population Profile)



Table 5  Gloucestershire 0-19 population by Black and Ethnic Minority groups, Census 2011



[image: ]

Source: GCC (2015)  Gloucestershire’s Transformation Plan for Children & Young People’s Mental Health & Wellbeing

Service User Context



In Gloucestershire, the prevalence of obesity by ethnic group among children in Year 6 shows the highest proportion of Children who have very overweight to be in the black ethnic group.

(Source: GCC and NHS Gloucestershire CCG (2016) Gloucestershire Healthy Weight Needs Assessment)



Service level data suggests that 68.97% of those recruited to the pilot came from a white background, 18.96% came from an ethnic minority background and 12.07% did not have their ethnicity data recorded.



		Gender reassignment

percentage/profile of service users who have indicated they are transgender

		Gloucestershire County context

There is sparse evidence based research on the number of trans or non-binary people living in the UK with issues around self identification being a barrier to fully understanding the size of this community.1% of the population is estimated to have had some degree of gender reassignment. 

(Source: Gloucestershire Sexual Health Needs Assessment 2015)

Service User Context

Currently there is no estimate on the obesity levels amongst children with gender reassignment.



		Marriage & civil partnership

percentage/profile of service users who are married or in a civil partnership

		National Context

There are some wide-world studies suggesting that there is a relationship between family structure and obesity among children, suggesting that children from single parent household are more likely to become obese. However, this is relation is not confirmed and requires a further research.

Gloucestershire County context

According to Census 2011, in among residents of Gloucestershire: 

 30.5% are single and have never married or registered a same-sex civil partnership 

 50.2% are married 

 0.3% are in a registered same-sex civil partnership 

 2.3% are separated but still legally married or still legally in a same sex civil partnership 

 9.5% are divorced or formerly in a same sex civil partnership which is now legally dissolved 

 7.2% are widowed or a surviving partner from a same sex civil partnership 

(Source: GCC (2016) Population Profile)

According to Census 2011, in Gloucestershire there are 13,130 lone parent households (5.2% of all households), which is below the national average of 7.1%.

Service User Context

Currently there is no estimate on the obesity levels amongst children by family structure.





		Pregnancy & maternity

percentage/profile of service users who are female and who are pregnant or on a maternity leave

		National Context

As indicated by Public Health England (PHE), in England approximately half of women of childbearing age (16 to 44 years) are either overweight or obese.  Data on the prevalence of maternal obesity are not collected routinely in the UK. PHE estimates (based on benchmark rate from NICE), that 5.3% of obese women of childbearing age will become pregnant per year.



There is strong evidence, that there is a significant relationship between maternal obesity and the birth of babies above a normal weight range, and the subsequent development of childhood and adult obesity, independent of genetic and environmental factors.



(Source: PHE guidance (2015) Childhood obesity: applying All Our Health & PHE (2015) Maternal Obesity)



Gloucestershire County context



There were 6124 live births in Gloucestershire in 2019., Births to mothers aged 30-34 accounted for the largest number of all births in Gloucestershire (2,089 live births representing 34.1% of total births), followed by births to those aged 25-29 (1,821

births, 27.8%).

(Source: Inform Gloucestershire Population Profile, Birth Trends)





		Religion and/or belief

percentage/profile of service users religious beliefs

		Gloucestershire County context

According to the 2011 Census, 55.7% of children and young people aged 0-19 in Gloucestershire are Christian, making it the most common religion among children This is followed by no religion which accounts for 33.5% of the total population.

[image: ]

(Source: ONS Census 2011)

Service User Context

NCMP participants are not asked about their faith beliefs and so the profile of service users is unknown.Similarly there is no data collected by the current pilot on religion. 



		Sexual orientation

percentage/profile of service users who are lesbian, gay, bisexual, heterosexual

		

There is no definitive data on sexual orientation at a local or national level. The most recent estimate from the ONS Integrated Household Survey suggests that nationally Lesbian, Gay and Bisexual people represent 1.5% of people aged 16 and over. If this figure applied to Gloucestershire it would mean there were around 7,400 Lesbian, Gay and Bisexual people in the county.

(Source: GCC (2016) Population Profile)





















Appendix 2 – GCC Workforce Data



Details of Gloucestershire County Council staff affected by the proposed activity



		Protected Characteristic

		Total number of GCC staff affected:



		

		



		Age



		GCC staff are not affected





		Disability



		GCC staff are not affected





		Sex



		GCC staff are not affected





		Race



		GCC staff are not affected





		Gender reassignment

		GCC staff are not affected



		Marriage & civil partnership

		GCC staff are not affected



		Pregnancy & maternity

		GCC staff are not affected



		Religion and/or belief

		GCC staff are not affected



		Sexual orientation



		GCC staff are not affected
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1.0 Introduction 
 


1.1 Background 


A person’s weight is a complex issue governed by the interactions between multiple genetic and 


environmental factors.1 In the decades of public health intervention, nothing so far has made 


any long-term impact in reversing the ever-increasing rates of overweight and obesity. Between 


1993 and 2019, the percentage of adults with overweight or obesity in England increased by 11%, 


from 53% to 64% of the population2, despite a myriad of programmes and interventions being 


available. Obesity and overweight have become a primary focus within Medical practice and 


research, Public Health and Government strategy. The overwhelming message is that classifying as 


‘Overweight’ or ‘Obese’ is irrefutably unhealthy and undesirable, thereby creating a social anxiety 


and fear of being classified as overweight. This has led to the belief that body weight and size is an 


individual responsibility, and failing to have a Body Mass Index (BMI) less than 25, is the result of a 


lack of willpower or self-discipline.3 Willpower has not reduced over recent generations; it is the 


world around us that has changed, the way we work, travel, and produce food has altered 


significantly over the last 50 years.4 By placing to onus on the individual, the role of genetic and 


socio-economic factors on body size, and emerging evidence showing the number on the scale does 


not always define health, is neglected.  


Research has shown conventional dieting does not work for the majority of people in the long term, 


and most people will regain weight lost through dieting within 2-5 years.5 By focusing solely on 


weight and weight-loss to improve health, measures not only fail to achieve sustainable weight 


reduction or health benefits but can also be harmful. These harms include, but are not limited to, 


disordered eating, weight cycling, preoccupation with food, distorted body image, poor 


psychological health, weight stigmatization and discrimination.6,7,8 


1.2 Wider Determinants and Upstream Approaches 


It is now acknowledged that a range of wider determinants play a significant role in a person’s 


weight. These can take the form of social, economic, or environmental factors.9 These determinants 


are multifactorial and interwoven, determining an individual’s physical, social, and personal 


resources, which affect their ability to live healthy lives or make changes to their circumstances.10 


When looking into what influences make us healthy, The Health Foundation identified eight themes: 


friends, family and communities, money and resources, housing, education and skills, good work, 


transport, our surroundings, and the food we eat. In the context of obesity, this is seen in High Fat 


Salt and Sugar food advertising, public spaces with little green space, workplaces and routines, which 


limit activity or neighbourhoods which limit the availability and accessibility of more nutritious 


foods.11 


1.3 Inequalities in Obesity 


The World Health Organisation (WHO) defines inequities in health as ‘systematic differences in 


health that can be avoided by appropriate policy intervention and that are therefore deemed to be 


unfair and unjust’.12 Health inequalities begin in childhood. The number of children in England who 


are overweight or obese is continuing to rise, and the gaps between the most and least deprived 


areas, and between ethnic groups, have been widening.13 Obesity disproportionately affects those in 


low-income households and communities. Children in the most deprived areas of the UK are more 







   
 


   
 


than twice as likely to be obese than those living in the least deprived areas.10 Research completed 


in 2014 by Jones et al., found in comparing nutrient profiles of food items against price, foods that 


are more nutritious were approximately three times the price as less nutritious foods.14 In 


addressing the wider determinants of health, health equity within communities can be improved, as 


well as overall health. 


1.4 A Compassionate Approach 


At Doncaster Council, we want to try an innovative approach to issues of weight and health, which is 


driven primarily by compassion, takes blame away from individuals and fully acknowledges the 


mental and financial burden poverty, and inequality places on people. The approach will adopt the 


following principles: 


• Advocate for social justice and reducing inequalities. 


• Protect our citizens, where possible, from the unfair environmental, social, and economic 


factors that constrict their lives. 


• Accept and respect the inherent diversity of body shapes and sizes, and that we can 


promote health and wellbeing without focusing on being a certain body size. 


• A 'gentler' approach to food and nutrition that supports a positive relationship with food 


and eating; does not place moral value on one food over another;  does not shame or police. 


• Support physical activities that allow people of all sizes, abilities, and interests to engage in 


enjoyable movement, to the degree that they choose.  


• Intervene upstream at a population/community level wherever possible. Unsustainable 


individual interventions are least preferable. 


1.4.1 The Vision  


Our vision is for everybody in Doncaster to be fully able to pursue their own health goals and are 


fully supported to do so by society, without judgement or assumptions. They feel valued as an 


individual, just the way they are. Compassion is at the heart of how we move together towards a 


healthier society for future generations. 


2.0 Review Question/Objective/Hypothesis  
 


To inform evidence-based interventions and policy, a scoping review of evidence on alternatives to a 


Weight-Centred Health Paradigm is needed. A scoping review presents an overview of relevant 


literature on the topic and will assist in identifying gaps in knowledge and assist in assessing 


approaches and whether they are effective.  


2.1 Research Question 1: What alternatives to a Weight-Centred Health Paradigm (WCHP) are 


being researched or practiced, and how do they align with a Compassionate approach to weight and 


its principles.  


2.2 Objective: To scope alternatives to a Weight-Centred Health Paradigm (WCHP) and establish 


how they align with a Compassionate Approach to Weight and its principles. 







   
 


   
 


2.3 Hypothesis 1: Conventional dieting does not lead to sustained weight loss in the long term 


and can create inequalities, stigma, and harm, biologically and mentally, to an individual. We know 


that people’s life circumstances and the wider economic, social, and environmental factors that 


shape their lives will constrict or enhance their ability to fulfil their individual health goals.  


3.0 Methods 
 


The methods in this scoping review are separated into five stages:  


 Stage 1: Identifying the research question, aims and objectives 


 Stage 2: Identify the inclusion criteria  


 Stage 3: Literature Search  


 Stage 4: Review of studies  


 Stage 5: Summarising and reporting the results 


3.1 Inclusion Criteria and Context 


The following inclusion criteria were discussed and agreed to be used in this review to identify 


relevant literature:  


i) Studies where one of the main aims is to evaluate non-diet, non-restrictive approach to 


weight.  


ii) Patient, Population condition: Adults, Overweight or Obese, BMI>/=25 


iii) Intervention/Exposure: Non-diet weight interventions 


iv) Outcomes: Quality of life, mental health, body image, health behaviours, health 


outcomes e.g., blood pressure, triglycerides, LDL’s, not exhaustive. 


v) Key Words: Non-diet, HAES®, Health at Every Size®, Weight Neutral, Non-restrictive diet, 


Intuitive Eating, long-term weight loss, ‘Overweight, obesity and inequality’, weight 


stigma, Anti-stigma, Obesity stigma. 


vi) Date Range: 1995-2021 


vii) Age Range: 18 + 


viii) Type of Study: Human  


ix) Gender: All 


x) Ethnicities: All 


xi) Study type: Systematic Reviews, Journal Articles, Randomised Control Trials 


xii) Geographical location: Western industrialised nations  


xiii) Language: English 


3.2 Search  


A literature search was completed by Dave Ashbey on the 12th of February 2021 at Doncaster and 


Bassetlaw Teaching Hospitals NHS Foundation Trust, Knowledge, Library, and Information Service.15 


The following key words were identified to assist in the literature search: Non-diet, HAES®, Health at 


Every Size®, Weight Neutral, Non-restrictive diet, Intuitive Eating, long-term weight loss, 


‘Overweight, obesity and inequality’, weight stigma, anti-stigma, obesity stigma. 







   
 


   
 


3.3 Review Process 


The review of the search results was completed in two stages. An initial read of title and abstract 


was undertaken to remove literature.  


                    


Figure 1:  Flow diagram of the review process of the 47 papers obtained in the literature search.  


4.0 Results  
 


4.1 Identified papers  


Forty-seven papers were obtained in the search completed by Dave Ashbey on 12th February 2021, 


Doncaster & Bassetlaw Teaching Hospitals NHS Foundation Trust Knowledge, Library, and 


Information Service.15 Ten Review articles and thirty-seven single studies were identified in the 


search according to the inclusion criteria outlined in the Methods section of this paper.  


Of the 47 articles found in the search, following a two-step review process, outlined in Figure 1, 18 


papers were identified to be included in the scoping review. Five intervention types were 


distinguished from the 18 papers, outlined in Figure 2 showing the number of each represented in 


the scoping review. The objective on five of the eighteen papers was to evaluate existing evidence 


on the relevant intervention type and did not complete data collection or analysis.  







   
 


   
 


                          


Figure 2: Map of Intervention types measured by number of studies included in the scoping review.  


4.2 Intuitive Eating  


A systematic scoping review to map and summarise available data on eating pleasure and its effect 


on dietary and health outcomes. One hundred and nineteen studies were included in the review. 


57.1% (N=26) of the studies reported a positive effect on dietary outcomes. When measuring the 


effect of eating pleasure on health outcomes, nine of the twenty studies resulted in favourable 


health outcomes when assessing the following eating dimensions: sensory experience, novelty, 


variety, memories, psychological and physical state during eating, taking time. When eating pleasure 


was measured as a sensory experience, 75% (3 out 4 studies) showed eating pleasure was associated 


with positive health outcomes. In the studies using Novelty as a dimension of eating pleasure, 66.7% 


(2 out 3 studies) showed associations with positive health outcomes. No dimensions of eating 


pleasure identified in at least two studies that were associated with negative outcomes. The most 


promising interventions on health and dietary outcomes were those that focused on cooking and/or 


sharing activities, sensory experiences, mindful eating, and positive memories associated to health 


food.16 


A study completed to observe the association between Intuitive Eating with physical indicators of 


health, objective of weight status by Keirns and Hawkins, found in the primary results there was no 


significant associations between Intuitive Eating and fasting glucose, systolic blood pressure and 


diastolic blood pressure. Sensitivity analyses also showed no significant effect of Intuitive Eating on 


fasting glucose or systolic blood pressure before or after the consideration of covariates. Significant 


associations between high intuitive eaters and a lower diastolic blood pressure were seen, however 


the completion of analysis of covariance (BMI and demographics), showed there was no significant 


difference between the high Intuitive Eating group and the low.17 


4.3 Health at Every Size® 


In 2018, a systematic review of the effects of Health at Every Size® (HAES®) interventions on health-


related outcomes of people with overweight or obesity. Four of the fourteen papers identified in the 


review, assessed cardiovascular markers, however the results between studies were inconsistent. 







   
 


   
 


Results on body image perception and total energy intake were also inconsistent. The HAES® 


interventions benefited both the psychological and physical activity outcomes, besides promoting 


behavioural and qualitative changes in eating habits. On the other hand, the results regarding 


cardiovascular responses, body-image perception and total energy intake were inconsistent. The 


general trend for wellbeing for participants on the HAES® interventions was positive. Four studies 


observed improved self-esteem, two of which also reported improvements in both groups. The 


HAES® groups also reported reduced depression, perceived stress, or improved quality of life. Five 


studies reported on Weight, BMI, or waist to hip ratio, two of which reported significant reductions 


in body weight, one reported significant reduction in BMI, and one reported a decrease in waist to 


hip ratios. The other studies did not find significant changes to body weight or BMI in either the 


HAES® or control group. Body image perceptions were measured in five studies and the HAES® 


groups yielded improvements in at least one of the following: body dissatisfaction, body image 


perception disturbances, weight and shape concerns and internalised weight stigma.18 


A randomised control trial by Provencher et al. assessed the effects of a Health at Every Size® 


intervention on metabolic and anthropometric outcomes, physical activity levels, eating behaviours 


and appetite sensations, on 144 women at 6 months and 1-year post intervention. Situational 


susceptibility to disinhibition significantly decreased for both the Social Support group (from 


baseline to 10 months) and the HAES® group over time (from baseline to 10 and 16 months), 


improvements were not seen in the control group. There was a significant effect on susceptibility to 


hunger observed in both the HAES® and the Social Support groups from baseline, when compared to 


the control group. There were no significant changes on cognitive dietary constraint, anthropometric 


and metabolic measure, or physical activity. Weight did reduce in all groups at 16 months compared 


with baseline in 63.4% of HAES® participants, 57.6% of SS and 43.7% of those in the control group.19 


Mesinger et al. completed a randomised control study on 80 women, comparing the effects of a 


weight-neutral program against a weight-loss program on health. The weight-neutral approach 


showed larger reductions in LDL cholesterol and increases in Intuitive Eating. The program had a 


significant positive effect on dietary risk at the end of the 6 months. The measurements taken post 


intervention for the participants in the weight-loss group showed greater reductions in weight, BMI, 


and dietary risk. On both programmes, the 24-month measurements showed improvements in self-


esteem and quality of life, increased intake of fruits and vegetables and positive changes in waist to 


hip ratio, total cholesterol, and physical activity. The differences in Intuitive Eating on the weight 


neutral program and reduction of dietary risk on the weight-loss program when compared to their 


respective baselines were no longer significant at the 24-month follow up.20 


4.4 Non-Diet approaches  


Research completed by MacDonald & Cassin, in the form of a systematic review on 13 randomized 


control studies, investigated non-diet psychological interventions and their effect on wellness in 


comparison to wait list, weight loss or psychological comparison groups. The studies which 


compared non-diet interventions to waitlist groups, exhibited positive effects on depression, self-


esteem, body dissatisfaction, anxiety, stress, restrained eating, eating disorder psychopathology, and 


wellbeing. No significant differences in weight were found. When comparing non-diet interventions 


to weight loss groups, the non-diet groups showed improvements in restrained eating and body 


dissatisfaction. There were mixed results for self-esteem, body avoidance, depressive symptoms, 


and general wellbeing. Weight reduction and physiological indicators did not favour either group in 







   
 


   
 


the long term. Due to a limited number of studies comparing non-dieting to other psychological 


interventions, summative conclusions were limited. From comparing the two intervention types, 


neither were favoured when measuring anxiety, depression, self-esteem, or general wellbeing, and 


eating behaviour results varied. It is important to acknowledge that attrition was moderate to high 


in some of the studies, which may influence the results of the interventions to be overestimated.21 


A systematic review to assess the impact of non-diet approaches on attitudes, behaviours, and 


health outcomes, undertaken by Clifford et al., on 18 research articles using randomised and quasi-


experimental study designs. The results indicated there were statistically significant improvements in 


depression, self-esteem, and disordered eating patterns on the non-diet interventions. One of the 


thirteen studies, which measured weight, led to significant weight loss, the remainder did not show 


significant weight gain or loss. Six studies reported on blood lipid, glucose, and pressure, with five of 


those interventions showing improvements in some or all measures. Six studies reported on dietary 


restraint, where two non-diet interventions resulted in significant reduction in dietary restraint 


compared to the other group. No other studies demonstrated a significant change in dietary 


restraint. Seven studies measured outcomes associated with body dissatisfaction, avoidance, 


concern, or preoccupation, with one reporting a significant reduction is body image avoidance, 


which was not sustained at two-year follow up, and one reported a non-significant reduction. Nine 


studies recorded data on the effect on physical activity. Three studies documented significant 


improvements in either energy expenditure, maximal oxygen consumption or physical activity stage 


of change. One study tracked diet quality and reported a significant improvement in the non-diet 


group when compared to the control group. All six of the studies that measured changes in 


discorded eating, documented improvements following non-diet interventions. Overall, there were 


inconsistencies in the differences in biochemical measures and weight outcomes when comparing 


non-diet and diet groups; however, results for psychological measures were more consistent.22 


A systematic review of randomised control trials, completed by Khasteganan et al. analysed eight 


studies comparing Health Not Weight Loss (HNWL) to Conventional Weight Loss (CWL) programmes. 


The HNWL programmes were found to improve total cholesterol-HDL ratio and weight loss more 


than the CWL programmes. CWL programmes showed larger improvements systolic and diastolic 


blood pressure compared to the HNWL programmes. It should be noted that these differences were 


not of statistical significance. There were statistically significant results in improved restrained eating 


behaviour and body satisfaction on the HNWL programmes compared to CWL.23 


An evaluation of a non-diet, health centred intervention on 78 women, focusing on improvements in 


metabolic fitness, psychological wellbeing, eating and activity behaviours by Bacon et al. compared 


to a weight centred approach. Participant attrition, attendance, and view on the usefulness of the 


program were also recorded. Attrition was higher in the diet group, with 41% dropping out of the 


program in total, compared with 8% of those on the non-diet program. Cognitive restraint increased 


and weight and BMI significantly decreased in the diet group compared to pre-intervention. Both 


groups had significant improvements in depression, total cholesterol, LDL, triglycerides, and systolic 


blood pressure, which were sustained post aftercare. High Density Lipoprotein (HDL) for both groups 


increased in this period and there was no difference in diastolic blood pressure. The non-diet group 


showed improvements in self-esteem post-aftercare, which was not observed on the diet program. 


The table below outlines the results from the participant self-evaluation of the usefulness of the 







   
 


   
 


program mid treatment and post aftercare (Scale: Strongly Agree, Agree, No Opinion, Disagree, 


Strongly Disagree).24 


Table 1: Participant evaluations at mid-intervention and post aftercare. Table adapted from 


‘Evaluating a ‘non-diet’ wellness intervention for improvement of metabolic fitness, psychological 


well-being and eating and activity behaviors’ by Bacon et al.24  


Evaluation Statement  Response 


Diet Group Non-Diet Group 


Mid-Intervention ‘The program has helped me 


feel better about myself’ 


51% said ‘agree’ 


or ‘strongly 


agree’  


93% said ‘agree’ 


or ‘strongly 


agree’ 


Mid-Intervention ‘I feel like I have failed (or am 


failing) in the program’ 


38% said ‘agree’ 


or ‘strongly 


agree’ 


5% said ‘agree’ 


or ‘strongly 


agree’ 


Post Aftercare ‘The program has helped me 


feel better about myself’ 


78.3% said 


‘agree’ or 


‘strongly agree’ 


93.1% said 


‘agree’ or 


‘strongly agree’ 


Post Aftercare ‘I feel like I have failed (or am 


failing) in the program’ 


34.8% said 


‘agree’ or 


‘strongly agree’ 


6.9% said 


‘agree’ or 


‘strongly agree’ 


Post Aftercare ‘My involvement with the 


Healthy Living Project has 


helped me feel better about 


myself’ 


78% said ‘agree’ 


or ‘strongly 


agree’ 


93% said ‘agree’ 


or ‘strongly 


agree’ 


 


4.5 Self-Compassion approach 


Palmeira et al. investigated the efficacy of an acceptance, mindfulness & compassionate-based 


group intervention for 73 women struggling with their weight in a randomised control study. The 


participants were separated into two groups, Kg-Free (mindfulness, ACT and compassion-based 


approaches) and Treatment as Usual (TAU). The KG-Free group yielded significant improvements in 


physical exercise and health related quality of life, and experienced a reduction in self-criticism, 


weight-related experiential avoidance, internalised weight stigma, unhealthy eating behaviours, BMI 


and psychopathological symptoms following the intervention and an increase in physical activity 


frequency and self-compassion compared to the control group. Both groups showed reduced 


internalised weight stigma, diminished quality of life, emotional and uncontrolled eating, weight-


related experiential avoidance, and an increase in mindfulness. There were no significant effects of 


the intervention when measuring waist circumference, total cholesterol, self-compassion and 


mindfulness skills; however, self-compassion did show a trend towards significance. Post-


intervention, the KG-Free group participated in physical activity up four or five times per week, 


compared to the TAU group who participated once per week. Post-hoc analyses, reported that the 


results of the KG-Free intervention were direct and not because of a reduction in weight/BMI.25 


4.6 Weight Stigma 







   
 


   
 


Lambert et al., completed research into the effects of weight stigma in news media on physical 


activity, dietary and weight loss intentions and behaviour on a sample of 172 women, with a sub-


sample of 81 women with obesity. The baseline whole sample analysis displayed there was no 


statistically significant effect of weight stigma on participant intention to lose weight, increase 


physical activity or improve diet quality. The analysis on the follow up of the whole sample showed 


there was no significant effect of weight stigma on diet quality, physical activity, or BMI on the 


follow up at one month. The baseline analysis on the sub sample of women with obesity reflected 


that there was no effect of weight stigma on the participants’ intention to lose weight, increase 


physical activity or improve diet quality. Data from the follow up on the sub sample analysis 


reported a significant increase in BMI in the experimental group (Weight stigma) and had 


significantly decreased in the control group (smoking stigma). There was no significant effect on diet 


quality or physical activity at the one-month follow up. In this study, exposure to weight stigma was 


related to a statistically significant increase in BMI at the one-month follow up.26 


Forbes and Donovan investigated the role of internalised weight stigma and self-compassion in the 


psychological well-being of 147 women who were overweight or obese. The relationship between 


experienced weight stigma and body shame was facilitated by internalised weight stigma. This in 


turn, led to increased internalised weight stigma, which again, further increased body shame, 


demonstrating a cycle of events. The association between experienced weight stigma and lower self-


compassion, leading to increased psychological distress, perceived loneliness, and decreased 


satisfaction with life. Weight stigma was significantly linked to self-compassion, psychological 


distress, body shame, life satisfaction and internalised weight stigma.27 


Pearl et al. completed research into experiences of weight stigma on 18,769 members of WW 


International (previously Weight Watchers), followed by logistic and linear analysis of survey results. 


The survey revealed 63% of participants experienced weight stigma. Modified Weight Bias 


Internalisation (WBIS-M) scores had a negative association with weight loss, eating self-efficacy, 


body image, self-monitoring of food intake, and mental health related quality of life. WBIS-M was 


positively associated with perceived stress, weight gain, weight cycling, appearance orientation, and 


eating to cope.28 


5.0 Discussion  
This scoping review has summarised the research into 18 studies on alternatives to a Weight 


Centred Health Paradigm, under the themes Health at Every Size®, Weight Stigma, Intuitive Eating 


and Self-Compassion. In this discussion, the five identified papers that evaluated existing evidence 


will be discussed and inconsistencies and gaps in knowledge identified in the 18 studies included and 


how the themes align with a Compassionate Approach.   


5.1. HAES® and Non-Diet approaches 


The Health at Every Size® approach challenges assumptions made in conventional weight 


management services and provides alternative principles. The assumptions HAES® challenges are the 


following: 


1. Adiposity poses significant morbidity and mortality risk, 


2. Weight loss will prolong life, 







   
 


   
 


3. Anyone who is determined can lose weight and keep it off through appropriate diet and 


exercise, 


4. The pursuit of weight loss is a practical and positive goal, 


5. The only way for people living with obesity to improve health is to lose weight, and 


6. Obesity-related costs place a large burden on the economic and health system, and this can 


be corrected by focused attention to obesity treatment and prevention.29 


The main principles of Health at Every Size® are to; encourage body acceptance and celebrate body 


diversity, support Intuitive Eating and to support active embodiment. It also recognises the 


importance of health in a social context, and that interventions for weight and health, must address 


social justice and systems. This removes the focus from individual behaviour change, to the social 


and environmental factors that can enhance or constrict a person’s ability to make those changes. 


For example, personal challenges such as job insecurity, poverty, stigma, discrimination, and caring 


responsibilities, which are not addressed in a behaviour-based intervention. In tackling inequity in 


society and the systems in place, and working to make them fairer, on an individual level we can be 


realistic when considering life circumstances, remove a culture of self-blame and identify meaningful 


and realistic solutions.30 


A key problem in conventional weight management, which a HAES® approach challenges, is making 


weight-reduction the focus. HAES® is a weight neutral approach, with a focus on health as opposed 


to weight.31 In making weight-reduction the primary goal to improve health, when individuals take 


steps to change their behaviours, for example through diet or exercise improvements, and do not 


see the expected or desired change in their weight, this can create feelings of failure or shame. This 


in turn, can be damaging to self-esteem and demotivate the individual to continue with changes that 


can improve health even in the absence of weight-loss.32 In the study completed by Bacon et al., 


the participants completed a self-evaluation of the usefulness of the program mid treatment and 


post aftercare (Scale: Strongly Agree, Agree, No Opinion, Disagree, Strongly Disagree). At both mid 


intervention and post intervention, significantly more on the diet intervention said they agreed or 


strongly agreed to the statement ‘I feel like I have failed (or am failing) in the program’. At mid 


intervention, 38% of those in the diet group said they agreed or strongly agreed compared with 5% 


in the non-diet group. In the post-aftercare follow-up where 34.8% of the diet group agreed or 


strongly agreed compared to 6.9% of the non-diet group.24 


Four studies in this review were based on a Health at Every Size® approach, one systematic review, 


two single studies and one evidence evaluation. The studies showed significant long-term 


improvements in depression and stress levels, quality of life, body image perceptions, situational 


susceptibility to disinhibition, and although the HAES® approach does not promote weight-loss, in 


some studies weight and BMI reduced.21, 22,31 In addition, in the single study completed by Mesinger 


et al., when comparing a weight-neutral to a weight-loss approach, the weight-neutral intervention 


showed a larger reduction in LDL cholesterol and increases in Intuitive Eating.20 


The Non-diet approaches included in this scoping review were based on a weight-neutral paradigm, 


often focusing on one or more of the components of a Health at Every Size® approach. Due the 


variations in the non-diet interventions, in terms of methodology, outcome measures and inclusion 


criteria, results are inconsistent and definitive conclusions cannot be drawn. In the two systematic 


reviews completed by MacDonald & Cassin and Khasteganan et al., found no significant differences 


in physiological health when comparing non-diet and dieting approaches, and due variations in the 







   
 


   
 


follow ups in the included studies, estimates of long-term effects were imprecise.21,23 However, in 


single studies completed by Bacon et al. and Mesinger at al. did conclude from their data that non-


diet approaches can produce improvements in health indicators such as total cholesterol, LDL 


cholesterol, dietary composition, self-esteem, quality of life, physical activity and waist-to-hip ratio, 


while also addressing the high attrition rates seen in conventional diet interventions.20,24 


5.3 Weight Stigma and Self-Compassion 


Weight stigma and discrimination are widespread issues. Weight Stigma is described as ideologies 


against individuals due to their weight or size. It is characterized by a bias towards a lower BMI or 


smaller body size, and negative perceptions or assumptions associated with obesity, which lead to 


discrimination. Weight discrimination is experienced in a variety of settings, including education, the 


workplace and healthcare settings, but also in personal relationships and the media.33 It is a common 


assumption that weight stigmatisation is a motivating factor for weight loss, despite vast amounts of 


evidence which show it is harmful to both physical and psychological health, creates health 


inequities and perpetuates weight-based discrimination.34 In the study completed by Lambert et al. 


evidence showed exposure to weight stigma actually significantly increased BMI at one month follow 


up.26 Victims of weight stigmatisation and discrimination face increased risks of maladaptive eating 


behaviours, psychological distress, exercise avoidance, lower success in weight-loss treatment and 


are less likely to utilize healthcare services.35  


The majority of obesity interventions are based on individual behaviour change and motivation. As a 


result, environmental and societal influences on obesity are overlooked. As previously stated, 


obesity disproportionately affects those in low-income household and communities, and weight 


stigma may not be the only form of stigma experienced in these areas.34 In 2008, Ronald Bayer 


published an article an article on Stigma and the ethics of public health. He states ‘A broadly shared 


view took hold that the stigmatization of those who were already vulnerable provided the context 


within which diseases spread, exacerbating morbidity and mortality […]. In this view, it was the 


responsibility of public health officials to counteract stigma if they were to fulfil their mission to 


protect the communal health’.36 An examination of existing evidence by Puhl and Heuer put forward 


three recommendations in their weight stigma evidence evaluation: 


1. Weight stigma must be addressed in obesity interventions, and anti-stigma messages should 


be included in obesity prevention campaigns.  


2. Obesity prevention techniques need to go beyond campaigns focused on individual 


behaviour and education and move towards policies that instigate social changes to change 


the environmental and societal conditions, which generate the current rates of overweight 


and obesity.  


3. Legislation to prohibit weight-based discrimination and bias.34  


Closely linked with weight-stigma, are approaches that promote self-compassion as an alternative to 


traditional weight management programs and methods. The practice of self-compassion has been 


found to yield significant improvements in physical exercise and health related quality of life, and 


experienced a reduction in self-criticism, weight-related experiential avoidance, internalised weight 


stigma, unhealthy eating behaviours, BMI and psychopathological symptoms following the 


intervention and an increase in physical activity frequency in a study completed by Palmeira, Pinto-


Gouveia and Cunha.37, 26 







   
 


   
 


5.4 Intuitive Eating  


Food restriction is a common tool used in traditional weight-loss methods, whether by food group, 


food type or energy intake. Methods such as these have been associated in multiple scientific 


articles to contribute to weight cycling, disordered eating, binge eating, food preoccupation and 


increased activation of the parts of the brain responsible for attention, reward and motivation.38,39 In 


response to these findings, Intuitive Eating is a weight-neutral approach, which promotes eating in 


response to internal hunger and satiety cues, body respect, and does not place moral values on 


foods.40 In the systematic review completed by Bedard et al., favourable associations were found 


between eating pleasure and dietary outcomes and interventions, which had a focus on sharing 


and/or cooking activities, sensory experiences, mindful eating and positive memories associated 


with food had promising effects on health and dietary outcomes. It is also important to note, that no 


dimension of eating pleasure, identified in at least two studies, were associated with negative 


outcomes.16 This supports that eating pleasure, may be used in the promotion of healthy eating, 


which has already been incorporated into dietary guidelines in Canada and Brazil.41,42 Intuitive Eating 


has also been associated with multiple psychological benefits, such as mental wellbeing, body-image 


perceptions and self-esteem. However, there is limited evidence to support Intuitive Eating as a 


method to improve physical health indicators and so would not be recommended as a stand-alone 


treatment.17 


5.2 Compassionate Approach Principles 


The table below outlines each study included in this review and which Compassionate Approach 


principles they align with following an evaluation of each intervention and its own principles.  


Table 2: Intervention themes in this scoping review against the Compassionate Approach principles. 


 Intervention Theme 


HAES® Non-
Diet 


Weight 
Stigma 


Self-
Compassion 


Intuitive 
Eating  


Principle 1: Advocate for social  
justice and reducing inequalities. 


YES YES YES YES NO 


Principle 2: Protect our citizens, 
 where possible, from the unfair 


environmental, social, and economic 
factors that constrict their lives. 


YES YES YES YES NO 


Principle 3: Accept and 
 respect the inherent diversity of body 


shapes and sizes, and that we can 
promote health and wellbeing without 
focusing on being a certain body size. 


YES YES YES YES YES 


Principle 4: A 'gentler'  
approach to food and nutrition that 


supports a positive relationship with food 
and eating; does not place moral value on 
one food over another; does not shame or 


police. 


YES YES YES YES YES 


Principle 5: Support physical activities 
that allow people of all sizes, abilities, and 


interests to engage in enjoyable 


YES YES YES YES YES 







   
 


   
 


movement, to the degree that they 
choose. 


Principle 6: Intervene upstream at a 
population/community level wherever 


possible. Unsustainable individual 
interventions are least preferable. 


YES YES YES YES NO 


 


5.3 Limitations 


The purpose of this study is to scope alternatives to a weight-centred health paradigm and how they 


align with the Compassionate Approach principles. As a Public Health approach, the interventions 


and studies discussed in this review have some limitations. These limitations include study size, 


which range from 73 to 18,769 participants, meaning the results of the studies may not be 


generalized to a Public Health intervention scale. Most studies also only recruited women, and often 


within a limited age or weight range. No studies collected information on socio-economic 


circumstances or distal influences, which is an integral part of the Compassionate Approach and its 


principles. As a result, many of the studies’ interventions approach obesity on an individual 


behavioural level exclusive of environment. Additionally, only one study included alternatives to a 


Weight-Centred Health Paradigm for those with a genetic predisposition to obesity, which promote 


weight gain and make weight loss more difficult. None of the studies included people with 


disabilities. However the core beliefs of Health at Every Size® and Weight- Neutral approaches are 


to; ‘Accept and respect the inherent diversity of body shapes and sizes and reject the idealizing or 


pathologizing of specific weight’ and ‘Support physical activities that allow people of all sizes, 


abilities, and interests to engage in enjoyable movement, to the degree that they choose.’ 30 There 


are also inconsistencies between studies in design, size, and outcome measures, which in turn create 


inconsistencies in results between studies. 


6.0 Conclusions and Implications  
 


The HAES®, Non-Diet, Self-Compassion and Weight Stigma approaches included in this review meet 


all the principles of the compassionate approach. Intuitive eating, while it does not specifically 


address principles 1, 2 and 6 of the Compassionate Approach, is a single aspect within Health at 


Every Size® and Non-diet approaches, and so may be used in conjunction with other approaches in 


order to fully align with the Compassionate Approach principles.  


In reviewing the evidence of eighteen studies using alternatives to a Weight-Centred Health 


Paradigm, we know that conventional dieting does not achieve long-term improvements in health or 


weight reduction and can cause physical and psychological harms. Alternatives to a weight-centred 


health paradigm provide an opportunity to improve both physical and psychological health, even in 


the absence of weight loss, while also removing possible harms. In order to achieve this, five 


recommendations have been recognised in this review: 


1. Interventions should take a holistic approach and should address and acknowledge the 


wider determinants of health, in social, economic and environmental factors. 


2. Interventions should avoid weight stigma as a tool, and should include anti-stigma 


campaigns, policy to prohibit weight stigmatising and promote body diversity, self-esteem 


and body satisfaction. 







   
 


   
 


3. Interventions that focus on eating and physical activity should be centred on approaches 


that promote enjoyment and self-compassion, as opposed to restrictive or unrealistic 


guidelines.  


4. Consultation and an understanding of the population’s lived experience should inform 


practice. 
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[bookmark: _Toc111040218][bookmark: _Toc107846198]Summary of Engagement Themes



This document draws upon the key themes extracted from various engagement documents pertaining to the enablers, barriers and key considerations for Gloucestershire’s children and young persons’ (CYP) weight management offer. Key themes have been identified from the BeeZee Bodies Insight Report and Teesside Evaluation, NHSE Complications of Excess Weight (CEW) Engagement and insights from key stakeholders involved in Gloucestershire’s weight management provision. The purpose of summarising these documents is to:



a) identify the key enablers/ considerations for Gloucestershire’s CYP weight management offer.

b) identify the key barriers to children and families’ sustained engagement in weight management provision.

c) identify any knowledge gaps surrounding children’s weight management and ascertain where we need to more closely understand the weight management needs of CYPs and their families to promote a widely accessible offer.



Gloucestershire’s recommissioned CYP weight management offer will be underpinned by the Biopsychosocial model and NHSE CEW clinics are also informed by the same interconnected constructs. Where possible, each theme has been assigned a construct relevant to the Biopsychosocial model. Due to the multifaceted nature of weight management, several themes intersect between multiple constructs and this will be reflected in the holistic, person-centred approach to CYP weight management. Whilst every effort has been made to assign constructs impartially, themes may still be open to interpretation. 



Figure 1. summarises the 17 themes related to the Biopsychosocial model that were identified from key engagement documents and demonstrates the need for a multi-component, holistic and person-centred weight management offer. Exploration of these themes are within Tables 1-4 and provides further detail surrounding the voice capturing these themes and associated barriers and enablers which provides insight as to how each construct of the Biopsychosocial model was assigned. Table 5 displays the remaining themes where it was not possible to apply a construct.
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Figure 1. Summary of themes from children's weight management engagement



Table 1. Biological themes associated with children’s weight management interventions

		Theme

		Whose voice?

		Barrier

		Enabler

		Biopsychosocial model: which construct(s)?



		Accessible information and support required for children with comorbidities or complex health needs, including mental health, learning disabilities (LD) and autism spectrum disorder (ASD) 

		Professional

		· Demand outweighs capacity

· Local expertise limited to a small number of HCPs*

		· Increased understanding of the weight management needs for children with LD/ASD*

· Knowledge of what support parents/carers need to facilitate their child's healthy lifestyle*

· Tailored interventions*

		Biological







Table 2. Psychological themes associated with children’s weight management interventions

		Theme

		Whose voice?

		Barrier

		Enabler

		Biopsychosocial model: which construct(s)?



		Universal mental health support

		Professional
Community
Research

		· Complex mental health needs impacting readiness for change  

· Short-term mental health support does not promote long-term change

		Young people cited mental health as an enabler for motivation, making positive changes, and for doing sports and other activities. 

		Psychological



		A resource hub is welcomed: with a key focus on weight inclusivity and reducing weight stigma 

		Professional

		· Stigmatising language

· Non-translated and difficult to read materials as a barrier for ethnically and socially diverse engagement*

		Enables early support and timely access to healthy lifestyle materials and provision

		Psychological



		Weight Inclusivity

		Research
Community

		· Weight stigma

· Inadequate training and support*

		· Clear explanation, “in a way I understand”

· Empathetic and non-stigmatizing approach

· Young-person centred approach

· Conversation held in a safe place 

· Consistent language use throughout the system*

		Psychological





Table 3. Social themes associated with children’s weight management interventions

		Theme

		Whose voice?

		Barrier

		Enabler

		Biopsychosocial model: which construct(s)?



		Coproduction of offer required throughout lifetime of the pilot

		Professional

		· Non-local services

· Reliance upon stakeholder input opposed to a mix of community and professionals*

		· Continued community engagement

· Programmes working in a place-based way 

· Making the most of existing community assets

· Availability 'closer to home'

· Actively responding to community needs* 

		Social 



		Money

		Community

		· Health inequalities - uneven access to employment and opportunity

· Increased living costs

		· Early understanding of household pressures*

· Active signposting to money management resources and support*

		Social



		Transport

		Community

		· Increased living costs

· Non-local services

· Parenting capacity

		· Healthy lifestyle support embedded within the community

· Virtual weight management support

· Increased accessibility of and signposting to local services*

		Social



		Digital support

		Community

		· Inadequate Wi-Fi in supermarkets (preventing healthier choices through Food Scanner apps)

· Digital poverty*

· Increased living costs, limited internet access*

		· Digital support (e.g. demonstrations of digital healthy lifestyle programmes)

· Active signposting to money management resources and support*

		Social













Table 4. Social and psychological themes associated with children’s weight management interventions

		Theme

		Whose voice?

		Barrier

		Enabler

		Biopsychosocial model: which construct(s)?



		Physical activity programmes

		Professional
Community

		· Cost 

· Travel

· Lack of time

· Access to provision/ facilities

· Perceived safety 

· Motivation

		· Safe space to exercise 

· Exercise facilities in one place 

· Fun physical activities in groups. 

· Peer support (motivation to engage)

		Social
Psychological



		Whole family approach to weight management

		Professional
Community

		· Parenting capacity

· Lack of respite  

· Child, not family focused interventions

		Enablers to improve family relations, included: 
- More time together; opportunity to learn new things as a family,
- Increased activity and being outdoors,
- Increased parent capacity
- Reduction of tech use (parent and child)
- Peer support for parents to reduce feelings of isolation

		Social
Psychological



		Role of communities to support CYP and their families 

		Professional
Community

		· Perceived safety of participant’s children

· Parental vulnerability when out with children in the community

· Lack of trust in the community from parents

		· Making the most of existing community assets  

· Embedding healthy lifestyle support within the community

		Social
Psychological



		Wide range of abilities/ disabilities affecting the functionality of group-based interventions and increasing demand on limited availability one-to-one support

		Professional 

		· Inappropriate referrals

· Lack of county-wide specialist support for children with complex physical and mental health needs*

		· Increased understanding of the weight management needs for children with LD/ASD*

· Specialist support embedded within weight management programmes*

· Availability of multi-disciplinary team (MDT)*

		Social
Psychological



		Employment

		Community

		· Lack of employment opportunity

· Parent capacity

· Poor mental well-being

· Low motivation and self-efficacy

· Health inequalities - uneven access to employment and opportunity

		· Employment support

· Parent respite 

· Access to transport

· Community up-skilling

		Social
Psychological



		Parenting support

		Community

		Improved parent capacity increases availability to receive support

		· Early understanding of household pressures*

· Parent respite 

		Social
Psychological



		Gaming and technology

		Community

		Over-usage from parents and children (disconnection and conflict in the home)

		· Parent respite 

· CYP Engagement 

· Whole family engagement 

· Accessibility of healthy lifestyle provision*

		Social
Psychological



		Food and cooking

		Community

		· Transport

· Rurality

· Increased living costs

· Parent capacity

· Low food interest

· Poor food literacy*

		· Whole family approach to food education

· CYP engagement

· Whole family engagement 

· Parent respite

· Learning with peers

		Social
Psychological



		Consistency, continuity and follow up







		Research
Community

		Repeated weight measurements

		· Young people feel comfortable in the setting

· Personalised service (patients feel individually known by services)

· Regular check-ups (enabler of motivation)

· Centralised systems for recording data


		Social
Psychological





Table 5. Unassigned themes associated with children’s weight management interventions

		Theme

		Whose voice?

		Barrier

		Enabler

		Biopsychosocial model: which construct(s)?



		Demand outweighs current capacity

		Professional/ research

		Barrier to timely support

		Added resource and admin capacity

		N/A



		Timely identification of which CYP's in need is important

		Professional

		· Lack of community engagement*

· Siloed, non-holistic referral form*

		Enabler of access to timely weight management support*

		N/A



		Data quality and sharing needs to be improved

		Professional

		Insufficient access to data between services, not allowing for proactive and appropriate referrals 

		Centralised systems for recording data to reduce the need for multiple stigmatising contacts with different professionals and telling patient story more than once

		N/A



		Administrative support

		Professional

		Insufficient administrative support does not allow opportunity for planning, creating a barrier for more timely referrals*

		Admin support as part of the MDT allows for continued engagement across the pathway, more timely referrals and increased availability of HCPs*

		N/A



		Desire to move away from traditional tiered service approach

		Professional

		Insufficient access to data between services, not allowing for proactive and appropriate referrals or smooth transitioning
Uneven capacity to take on new patients across the system*

		Consistent communication between non-clinical and clinical services
Shared vision and way of working

		N/A



		Training and support for workforce

		Professional

		Lack of time and engagement from workforce*

		· Stakeholder engagement - understanding training needs before developing resources*

· Non-redundant information*

· Consistent use of language and messaging across the system

		N/A





*Indicates where a barrier/ enabler has been identified through local knowledge (e.g., non-documented feedback from professionals/ providers)





[bookmark: _Toc111040219]Why Does Engagement Matter?

[bookmark: _Hlk112072674]National insights from local authorities have shown that the pandemic has reduced access to weight management support for children, young people, and adults, which has further increased health inequalities1. In addition, levels of childhood obesity have escalated at an unprecedented rate compared to pre-pandemic1 and while local data shows early indications that this increase has stabilised, there are still more children affected by excess weight, irrespective of the cost-of-living crises. Continued engagement work is necessary to understand how the health outcomes for children, young people, and their families are affected by a plethora of complex and closely intertwined barriers and how we can use local knowledge to better understand families’ weight management needs and how their individual and collective/community strengths can help.



It is widely recognised that health inequality is intrinsically linked with weight status. UK families in the poorest decile are twice as likely to have a child living with excess weight compared to those in the wealthiest decile1. Resulting from these health inequalities, some groups of people are likely to benefit from different ways of engaging in services, and from services which are tailored to meet their unique set of circumstances, needs and lifestyle. Such groups include people living with obesity from deprived areas, people from Black, Asian, and Minority Ethnic groups, and people who are living with physical and/or learning disabilities. Providing appropriate access (‘the right support at the right time’) to weight management services to population groups most in need is paramount to supporting communities disproportionately affected by the drivers of obesity and addressing health inequalities2. Therefore, Gloucestershire’s weight management offer for children and young people (CYP) needs to be tailored and adapted to ensure they are culturally informed and relevant to the needs of the public. Without comprehensive engagement, we would not be able to achieve this.



[bookmark: _Toc111040220]What Do We Already Know?



[bookmark: _Toc111040221]Stakeholder Engagement

On 28th February 2022, a stakeholder event was hosted at Kingsholm Stadium (Gloucester Rugby Club) to discuss the future direction of Gloucestershire’s weight management system. Briefly, the event focused on better understanding the current landscape (what’s currently available to enable children and young people (CYP) to live a healthy lifestyle in Gloucestershire?); what are the barriers preventing access to universal support; whose voices are needed to drive the project forward; and identifying the long-term (2025) goal of the pathway and tangible actions that outline how ‘we’ achieve this shared vision. The event involved a wide range of stakeholders, involving leads from voluntary sector organisations, early interventions (e.g., School Nursing team) as well as Clinicians (e.g., GP Lead, Paediatric Dietitian), Senior Commissioners (NHS and GCC) and the regional System Transformation Lead from NHSE. 



Nicholas Day facilitated the event and summarised the findings using a combination of written documents and graphics, as shown below:







[image: ]Figure 2. Gloucestershire's CYP Weight Management Stakeholder Event: Graphic Summary



























Throughout the stakeholder event, there was a clear focus on the barriers to universal weight management support. The following barriers were discussed collectively:



· Public need currently outweighs service capacity

· Insufficient clinical capacity (especially Dietetics)

· Tier 2 pilot provision currently operates in 2/6 districts

· Delayed identification of CYPs in need of weight management support and as a result, delayed interventions

· Insufficient access to data throughout the pathway, not allowing for proactive and appropriate referrals 

· Lack of administrative support does not allow opportunity for planning, creating a barrier for more timely referrals.  



To overcome these barriers, attendees agreed the “need to have shared care from a triage stage to create better assessments, something joined up offering different expertise as required along a journey, the creation of wrap-around care; moving away from a tiered approach would help, as this can put unhelpful boundaries in place”. After the event, it was agreed that this project required dedicated resource to drive the pathway forwards whilst working collaboratively with non-clinical and clinical stakeholders.





[bookmark: _Toc111040222]Virtual Stakeholder Meetings



Since the recognised need for dedicated resource within the Children’s Weight Management Pilot, monthly virtual meetings have been held with project stakeholders, where possible. These meetings have been important to understand key priorities and developments within the project whilst ascertaining individual roles and responsibilities. A summary of project meeting agenda items and attendees is in the appendices. 



[bookmark: _Toc111040223]Project Initiation

Project meeting #4 gathered stakeholders’ thoughts and perceptions around the Project Initiation Document and allowed attendees to discuss the key focus points of the pilot, including: 

· Aligning the NHSE Integration Pilot with the recommissioning of GCC’s Weight Management offer to become one joint system

· Functionality and mobilisation of the multi-disciplinary team (MDT)

· How to effectively support children and family’s mental health needs by embedding psychological support within any weight management offer

· Understanding the role of a Paediatrician within CYPs more intensive weight management support (e.g., as part of the MDT)

· Understanding which key professional plays the role of a ‘trusted adult’ to guide and support the young person throughout the healthy lifestyles offer (e.g., a Social Prescribing Link Worker or Family Support Worker?)

· Upskilling and training requirement for early interventions (e.g., School Nurses, Health Visitors, Social Prescribers) to enable consistent approaches to children’s healthy lifestyle/ weight management.





[bookmark: _Toc111040224]Provider Engagement: Findings from the BeeZee Bodies Insight Report



When the Children’s Weight Management service, hosted by BeeZee Bodies (BZB), was established in Gloucester City and the Forest of Dean, GCC and BZB conducted extensive stakeholder and community engagement to understand how the weight management offer could most appropriately respond to community needs and make the most of existing community assets. 







[bookmark: _Toc111040225]Methods



[bookmark: _Toc111040226]Pilot Planning and Implementation (Stakeholders and Focus Group Recruitment)

In preparation for the pilot, BZB contacted over 250 stakeholders which allowed a systematic approach to building a contacts database and inform the stakeholders or communities willing to engage in focus groups and interviews. BZB attended over 40 events, meetings and community groups to build a stakeholder map and create meaningful relationships with existing communities, residents, volunteers and people working in the locality. The stakeholder focus groups served several purposes:



· Attending local events allowed promotion to local people and an opportunity to informally chat with people about the local area and their personal situations/needs whilst identifying attendees for community focus groups

· Working with Community Builders to deliver free physical activity sessions as a tool for recruiting target families living in the area for focus groups/interviews

· Establishing links with community engagement teams in under-served communities to recruit families for interviews/ focus groups to hear views on their area, personal situations and health and wellbeing needs

· Identifying key partners in delivering health and wellbeing services to the local population.



[bookmark: _Toc111040227]Community-Based Engagement: Co-Production of the Local Offer 



[bookmark: _Toc111040228]Focus Groups/ Interviews

Across two months, BZB conducted 7 focus groups and 59 interviews working with representative groups within communities who identified key themes important to their lives. Focus groups were superseded by interviews to ensure further exploration of key themes in sufficient depth as to understand the nuances that people cared about that influenced their lives (positively and negatively). During interviews and focus groups, interviewees considered the wider determinants of health, consistently monitoring the obvious/subconscious factors that could be influencing individual lifestyles and behaviours.

Extensive thematic analysis and grounded theory allowed for a deeper understanding of the assets and barriers to healthy lifestyles, including whether there were significant geographical differences, this would later be used to inform service design. 



[bookmark: _Toc111040229]Key Findings



Below is a summary of emergent themes from the analysis:



[image: ]Figure 3. Summary of key themes identified in community-based engagement

































Notably, community barriers and enablers differ according to locality, emphasizing the need for individual and holistic tailored weight management support to deliver genuine change and respond to changing community need; something that will only be possible through a highly skilled team, excellent partnerships and connections across the county.



Meanwhile, consistent themes throughout the focus groups, interviews and online surveys across the Forest of Dean and Gloucester are outlined below:

		Barriers

		Enablers



		Parenting, including:

		Physical activity



		          Capacity

		Mental health



		            Resilience

		Money



		       Fatigue

		Food access



		                       Need for respite

		Transport



		Gaming and technology

		





[bookmark: _Toc111040230]Online Survey

Key themes identified throughout focus groups and interviews allowed researchers to tailor questions, centred around local strengths and challenges, for an online survey that could reach more children and families in Gloucestershire (n=88 respondents although non-representative of Gloucestershire population). Whilst findings from the online survey shared similarities with the focus groups and interviews, there were some key differences:



· Engagement: people who completed the survey largely wanted help, but conflicting responses meant that it was unclear what help they wanted (participants favoured email versus face-to-face support).



· Community: general concerns were highlighted about the perceived safety of participant’s children and parents feeling most vulnerable when they are out with their children in the community. Parents also shared their lack of trust of people in their communities, acting as another barrier to engagement.



· Shopping and transport: no relationship was shown between families who drive and the shopping methods used (e.g., whether families drive or walk to supermarkets). Except for Tuffley/ Matson where 57% of non-drivers walk to access their food.



· Physical activity: the online survey identified a broader range of barriers to engaging in physical activity, namely cost, travel, lack of time, access to provision/ facilities and motivation.



· Cooking and food: parents expressed competency in their ability to cook, cook healthy and from scratch which contradicts findings from the focus group and interviews.



· Family life: poor and persistently poor mental wellbeing alongside parenting capacity and need for respite were noted as consistent barriers in all data types. Reasons for participants experiencing high levels of anxiety and worry aligned across all data types but were varied and nuanced. Some of the key enablers to improve family relations, included: more time together, increased activity and being outdoors, increased capacity to parent and a reduction of tech use.



· Gaming and tech: over-usage from parents and children are contributing to a feeling of being disconnected and increased levels of conflict in the home.







[bookmark: _Toc111040231]Teesside Evaluation: BeeZee Bodies Pilot

Gloucestershire County Council commissioned Teesside University to evaluate the BZB pilot operating in Gloucester and the Forest of Dean from September – December (2021). The pilot was evaluated throughout COVID-19; therefore, it is important to consider that time delays, changes in delivery models and methodologies may have altered the focus of the evaluation. However, key findings can still be used to inform future commissioning decisions for Gloucestershire’s reimagined weight management with effect from April 2023. An overview of the findings from the Report are described below.



Barriers to participation in healthy lifestyle services were identified at an early level and included:

· Complex mental health needs impacting readiness for change 

· Wide range of abilities/ disabilities affecting the functionality of BZB group-based interventions and increasing demand on limited availability one-to-one support

· Access to venue/ transport restrictions limiting the accessibility of healthy lifestyle provision (especially in the Forest of Dean).





Barriers to children and families implementing new methods/ adopting sustainable change:



· Costs (e.g., distance to groups and travelling; activities for families; membership fees for multi clubs/activities)

· Lack of time and energy (e.g., balancing long working hours, childcare, etc)

· Inadequate Wi-Fi in supermarkets (preventing families from making healthier choices when using Food Scanner Apps).



Barriers to engaging children (identified by parents and staff):

· Wide/ mixed-age range making individually tailored and appropriate support challenging

· Mixed ability range; again, making individually tailored and appropriate support challenging

· Low literacy skills making some of the content difficult to engage with; staff would need prior understanding so that adaptations could be made



The report also identified child and parent beneficiaries, which is important to understand what has worked well during the pilot and should be a continued focus in future weight management programmes.

Self-reported parent beneficiaries:



· Family bonding - parents appreciated the opportunity to spend time and learn new things alongside their children, this acted as an opportunity to bond and work together as a family unit

· Peer support - parents felt as if they were connected with other families who were also navigating similar challenges with their health

· Improved food knowledge - parents reported having increased knowledge around food preparation, cooking and buying habits

· More food experiences (increasing parents’ range of choices for their children and the confidence to encourage children to try new foods)



Parent-reported child beneficiaries:



· Increased interest in being involved in cooking at home 

· General increased food interest/ enthusiasm

· Willingness to try new foods

· Increased fruit and vegetable consumption

· Eating less (reduced portion sizes)

· Reduced snacking frequency

· Children were more willing to eat home-cooked food 





[bookmark: _Toc111040232]Complications of Excess Weight (CEW) Clinics Engagement



The Association for Young People’s Health (AYPH) led a programme of engagement work with young people and parents living with obesity and excess weight. The work was specifically linked to the establishment of new NHS clinics to treat Complications of Excess Weight (CEW) and actively listened to the voices of children and parents living with excess weight, thus informing the outcomes that are most important to these clinics. In addition, NHSE funded AYPH to undertake a scoping review on evidence relating to CYPs and parents view of severe obesity, and their thoughts on available weight management services; both reports will be summarised below.



[bookmark: _Toc111040233]Methods 



[bookmark: _Toc111040234]Engagement Workshops with families and young people

NHSE worked with SHINE (Self Help Independence Nutrition and Exercise), a community-based service in South Yorkshire for young people living with obesity and excess weight. Engagement with n=6 young people and n=6 parents took place over three structured workshops: two online via zoom and one in person5.

[bookmark: _Toc111040235]Scoping review of existing research on young people’s perspectives on excess weight and related services

Relevant papers were identified through a call for evidence, online searches, and consultations with professionals working in the weight management field. A broadly inclusive approach was taken, but the evidence base proved limited and was dominated by small samples and qualitative approaches with limited quantitative publications. After a process of screening, n=19 studies were included in the review, dating from 2009-20226.



[bookmark: _Toc111040236]Key Findings

Improving mental health and wellbeing was recognised as being the dominant focus for new clinics7. Young people cited mental health as an enabler for motivation, making positive changes, and for doing sports and other activities. Young people discussed the importance of accessing timely and long-term mental health support with short-term treatments proving ineffective with reoccurring challenges once services/interventions end. Parents also ranked mental health improvements as one of the most important outcomes from support5; with current research showing that parents and young people foresee psychological factors as core components of all programmes6.



Communication – services that are understanding, non-judgemental and patient centred: Good communication with healthcare staff was key. Engagement with young people stressed that they wanted doctors who explained things clearly, “in a way I understand” with an empathic and non-stigmatizing approach, in a ‘safe place’, and directed to them, not just to their parents. Parents also highlighted the importance of a good relationship with professionals and said a young person-centred approach was particularly helpful in supporting attendance at clinics and adherence to advice. They spoke about feeling judged as parents and feeling that their children were being judged5 because of their weight. The scoping review also highlighted the fundamental importance of how doctors talk to young people and parents6.



Consistency, continuity and follow up: The scoping review suggested young people feeling comfortable once they access a service is key to the success of the intervention6. Parents said that young people and families want to feel individually known by services whilst young people valued regular check-ups between hospital appointments to help motivation and reduce isolation. Parents were wary of the impact of repeated weight measurements and welcomed centralised systems for recording data to reduce the need for multiple stigmatizing contacts with different professionals. Young people and parents felt strongly that some of this directly impacts treatment5.

Peer support: Young people highly valued experiences of peer support activities in a safe community setting. CYPs talked about the importance of friends in the group and how peer support had increased their motivation to engage. Parents highlighted the significance of peer relationships for good and for bad. They spoke about the trauma of being overweight and the negative peer pressure and online bullying their children had experienced. Peer support for parents was also important to reduce feelings of isolation5.



Recognising and responding to experiences of stigma: Both young people and their parents reported almost universal experiences of stigma and negative judgement, from both peers and healthcare professionals5; this was mirrored in the scoping review6. Being seriously overweight results in a particular lack of self-esteem and feelings of trauma. Services should not contribute to feelings of criticism, blame or stigma7.



Holistic provision with access to activities and exercise: Young people talked about having a safe space to exercise and fun physical activities in groups. Learning to cook together with peers and socially interact over food was also important. Parents stressed the importance of being able to access all services including exercise facilities in one place as well as the fact that the cost of activities, after school clubs and healthy food is a barrier to access for some families5.

Interestingly, the scoping review highlighted a mismatch of perceptions around what constitutes a health concern among children and families, and healthcare professionals. An example of this is the National Child Measurement Programme (NCMP), where there have been some reports of parents and young people not thinking of excess weight as a health concern and by contrast, healthcare professionals not being sensitive to their own beliefs about weight and eliciting unhelpful and stigmatizing messages8.



[bookmark: _Toc111040237]NCMP Letter

From the stakeholder event in February 2022, Gloucestershire’s NCMP was voiced as a key tool in the identification of overweight and obesity in children and young people. However, locally and nationally, the NCMP attracts controversy with concerns from parents/carers/healthcare professionals about the stigma attached to the delivery and communications of the letter9. 

A key focus of the weight management pilot will be getting language right, the first time. As part of this focus, Gloucestershire ICB and County Council will be working with the School Nursing Team to reconfigure the local NCMP letter. To achieve this, we aim to:



· Redraft the letter using simple and non-stigmatizing language which is suitable for a range of literacy ages.



· Co-produce the letter with parents/carers within a less affluent Gloucestershire community to understand what language matters and how communications can reach a balance between effectiveness (e.g., identification of overweight and obesity) and weight inclusivity (e.g., children and parents do not feel stigmatized or judged).



· Co-produce the letter with a range of healthcare professionals and commissioners, drawing upon the experience and expertise of several professionals, including Dietitians, Paediatricians, Psychologists, Programme Leads and other Localities to take a weight-inclusive approach.









[bookmark: _Toc111040238]Knowledge Gaps – What Don’t We Know?



According to the BZB project report:

 “71% of people attending this service presented complexity that would prevent them making lifestyle changes without longer term, more intensive and multiagency support.” 

“13% of people attending presented issues that require additional agency support but may be in a position to make lifestyle changes alongside other structural change.”

“16% of people attending would be considered to have ‘no complexity’ – however, in reality, all households are complex in their own way and so long-term behaviour change even in this group (the group we were originally intended to support) requires deep psychosocial intervention and support.”



[bookmark: _Toc111040239]Functionality of Intensive Support (MDT)

A consistently identified theme was the need to provide tailored support for children, young people and their families with complex physical and mental health needs. Currently, understanding of the key professionals/ providers to deliver this support is not fully understood. Ongoing stakeholder engagement and further exploration of engagement work by GCC and BZB is necessary to understand:

· Which professionals are needed within the MDT to meet the complex and highly individualised needs of the community?



· How could more intensive MDT-led weight management support be embedded within the community?



[bookmark: _Toc111040240]Psychological Support 

Poor and persistently poor mental wellbeing were a consistent theme throughout BZB complete dataset. Low mental wellbeing was also a consistent lifestyle barrier preventing many children and families from trying something new. With 71% of participants unable to adopt sustainable lifestyle changes without longer term, more intensive and multiagency support, understanding of how psychological support could be embedded within community focused and more intensive weight management provision is necessary. Further stakeholder and community engagement is needed to:

· Understand the most appropriate mode of delivery for psychological support. Does psychological support sit directly within more intensive weight management support (e.g., the MDT) or is it part of an existing wider children’s psychology service (e.g., CAHMS)?



· Understand which healthcare professional(s) would be best placed delivering psychological support. E.g., a Psychologist? A Psychology Assistant or Associate? Could other professionals be considered, such as an Occupational Therapist?



[bookmark: _Toc111040241]Learning Disabilities and Autism

Nationally, there are access challenges for specific cohorts of young people, such as those with autism and learning difficulties4. Individuals with severe mental health conditions, including Autistic Spectrum Disorder (ASD) and other Learning Disabilities (LD) formed part of the original exclusion criteria for BZB Healthy Lifestyle Programme. However, increased demand and a lack of county-wide weight management provision for those with LD/ASD meant that BZB tailored support to some children and families where capacity allowed. In Gloucestershire, the weight management needs of children with LD/ASD are largely unknown, despite data recognising that children with such complex needs are at increased risk of overweight and obesity. Further stakeholder and community engagement is needed to:

· Understand what support is needed to enable children with LD/ASD and other complex needs to live a healthy lifestyle?

· More closely understand the experiences of Gloucestershire families whose children with LD/ASD have required/ received healthy lifestyle support

· Understand the need for specialist healthcare professionals/ additional training within non-clinical and clinical services to allow healthy lifestyle provision to support CYPs with LD/ASD?
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Project Meeting #1 (January 2022)

		Attendees

		 Title 

		Organisation



		JG

		Head of Integrated Commissioning, Children and Families Hub

		GCC / GCCG



		ZR

		Senior Commissioning Manager, Children and Families

		GCCG



		AC

		Programme Manager 

		NHSE



		JC

		Outcomes Manager, Public Health

		GCC







The first project group meeting involved a small number of stakeholders initially (view Appendix to see how this has developed more recently). Attendees discussed the initial focus of the pilot and commissioning intentions were centred around the up skilling of healthcare professionals to ensure a consistent, universal weight management offer for CYPs in Gloucestershire. It was decided that a local integrated offer embedded within existing services was the favourable option moving forward. 



Project Meeting #2 (February)

February’s face-to-face stakeholder event replaced this meeting and findings from this engagement are outlined above. 



Project Meeting #3 (April)

		[bookmark: _Hlk109046072]Attendees 

		Title

		Organisation



		JW

		GP / Clinical Lead

		GCCG / Primary Care



		ZR

		Senior Commissioning Manager, Children and Families

		GCCG



		CI

		System Transformation Lead

		NHSE



		WC

		Senior Programme Manager, Self-care & Prevention

		GCCG







April’s meeting was used to reflect on February’s stakeholder event and discussed the key workstreams to be included in the Action Log for when the Project Manager arrives in post. Attendees discussed how the Action Log should link in with a wide range of stakeholders to reflect the whole systems approach to obesity and weight management as the current group is predominantly health-focused.

Other key discussion areas, included:

· Identified need for mental health support to underpin the weight management offer (e.g., CAMHS, Teens in Crisis)

· The role of Social Prescribing and physical activity provision; taking a whole family opposed to a child only approach

· The potential for a single resource hub, with a key focus on weight inclusivity and reducing weight stigma 

· The importance of early community engagement to enable co-production of the weight management offer. 



Project Meeting #4 (June)

		Attendees

		Title

		Organisation



		ZR

		Senior Commissioning Manager, Children and Families

		ICP



		CG

		Project Manager, Children and Families

		ICP



		AA

		Commissioning Officer, Health Improvement

		GCC



		SM

		Senior Commissioning Manager, Health Improvement

		GCC



		HP

		Programme Manager – Children and Young People’s Mental Health

		ICP



		HM

		Chief Operations Officer & Co-Owner

		BeeZee Bodies



		LR

		Gloucestershire Contracts Manager

		BeeZee Bodies







With a Project Manager in post and overseeing the development of the pilot, June’s project group was widened to ensure representation from a broader range of system leads involved in healthy lifestyle services for CYPs.

Key areas of discussion, included: 

 

 

· Terms of reference, including stakeholders’ roles and responsibilities to ensure collaborative and joined up working across the pathway 

· Project Initiation Document (PID) reviewed and discussed with key gaps in local services identified

· Joint CYP Weight Management workstreams between NHS Gloucestershire Integrated Care Board (ICB) and Gloucestershire County Council (GCC) to make the most of existing funding and reflect the system/ not service approach required 

· Previous engagement strategies discussed and knowledge gaps identified 

· Recommissioning of Health Improvement’s ‘Tier 2’ service discussed, including aligned visions and project timescales:



· To step away from the previous tiered approach and become more personable and flexible which is tailored to individuals and families

· To use a single ‘hub’ (physical or virtual) which will hold families using a flexible family-centred approach

· Longer-term ambition of communities playing an incremental role in the provision of weight management support to their residents

· Ultimate aim to develop an ‘Individuals’ and Families’ weight management offer instead of separate adults’ and children’s services to reflect the whole family approach to healthy weight.
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