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This report
This report has been prepared jointly by Knowsley Council, the Clinical Commissioning
Group (CCG) and partners of the Knowsley Health and Wellbeing Board (HWB).
Its purpose is to provide an analysis of healthy weight and obesity in order to determine the
following:
o
o
o
o

How much impact does this issue have on local people?
Can this impact be reduced through local action?
Can local action reduce health inequalities?
Will local action on this help address other issues too?

Understanding these things helps the HWB determine the level of priority that this issue
should be given in the Borough’s Health and Wellbeing Strategy.
This is one of a series of reports that comprise Knowsley’s Joint Strategic Needs Assessment
(JSNA).

Contacts
For information about this report please contact:
Paul Langton, Public Health Epidemiologist
Phone: (0151) 443 4913

E-mail: paul.langton@knowsley.gov.uk

Dr. Gabriel Agboado, Public Health Programme Manager
Phone: (0151) 443 2641

E-mail: gabriel.agboado@knowsley.gov.uk

Further information
For a PDF copy of this report, and other research intelligence products, visit Knowsley
Knowledge – the website of Knowsley’s JSNA.
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A number of acronyms have been used throughout this document and are given below:
BMI

Body Mass Index

HENRY

Health Exercise and Nutrition for the Really Young

LSOS

Local Specialist Obesity Service

MDT

Multidisciplinary Team

NCMP

National Childhood Measurement Programme

NHS

National Health Service

NICE

National Institute for Health and Care Excellence

SWoR

Slimming World on Referral

UK

United Kingdom

WHO

World Health Organisation
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1. WHY HEALTHY WEIGHT & OBESITY IS IMPORTANT
The prevention of obesity is currently a major public health challenge in the UK. Over the
last couple of decades there has been a rapid increase in the proportion of people classified
as being obese. Obesity is associated with a range of health problems, and the resulting
costs to the NHS attributable to the overweight and obese population are estimated to be
£6.3 billion per year, with wider costs to society estimated to be £27 billion per year1. These
costs are projected to increase over the next few decades with a greater proportion of the
NHS budget being consumed by obesity related causes.
Obesity occurs when energy intake from food and drink consumption is greater than energy
expenditure through the body’s metabolism and physical activity over a prolonged period,
resulting the accumulation of excess body fat. The causes of obesity are complex with
behavioural and societal factors amongst the contributing reasons:





Physiological factors (genetics and ill health)
Eating habits (quantity, frequency, portion sizes, quality and environment)
Activity levels (intensity, frequency, environment)
Psychosocial influences (society including media, peers, education and culture)

Being obese or overweight can increase the risk of developing a range of serious diseases
including type 2 diabetes, cardiovascular disease (including stroke) and cancer. The risk of
these diseases increases as BMI increases, thus the risks are far greater for obese
individuals. Overall, moderate obesity (BMI 30-35 kg/m2) was found to reduce life
expectancy by an average of three years, while morbid obesity (BMI 40-50 kg/m2) reduces
life expectancy by 8-10 years2. It is estimated that around 8% of all deaths annually in
Europe are attributable to overweight and obese individuals, approximately 1 in 133.
In adults, obesity is commonly defined as a body mass index (BMI) of 30 or more and is
calculated in the following way:

BMI =

𝑘𝑔
𝑚2

The definition of weighting classification is given below:Classification
Morbidly Obese
Obese
Overweight
Healthy Weight
Underweight

BMI (kg/m2)
40 or over
Greater than or equal to 30 and Less than 40
Greater than or equal to 25 and Less than 30
Greater than or equal to 18½ and Less than 25
Less than 18½

Table 1: BMI Weighting Classification
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Adult BMI is sufficiently reliable and universally accepted. However, BMI is not a direct
measure of body fat, for example high levels of muscularity may suggest overweight or even
obesity, albeit that this is unusual in the UK adult population. There is growing evidence
that links body composition, specifically the levels of fat tissue in the human body, with
increased health risks and development of certain disorders. The amount of body fat in the
human body is called adiposity. A method of indirectly measuring adiposity and fat
distribution in adults is to measure BMI and waist circumference in conjunction. Suspect
BMI values may be validated by measuring waist circumference and comparing the two
values to decide overall risk.
Waist Circumference
Classification
Morbidly Obese
Obese
Overweight
Healthy Weight
Underweight

Men Low ≤ 94cm
Women Low ≤ 80cm

Men High 94-102cm
Women High 80-88cm

Men Very High ≥ 102cm
Women Very High ≥ 88cm

Very high risk
Increased risk
No increased risk
No increased risk
No increased risk

Very high risk
High risk
Increased risk
No Increased risk
No Increased risk

Very high risk
Very high risk
High risk
High risk
High risk

Table 2: Risk Assessment of BMI and Waist Circumference
Source: National Institute for Health and Care Excellence

For children in the UK, the British 1990 growth reference charts are used to define weight
status4.
In England, child BMI is measured at Reception Year (aged 4-5yrs) and Year 6 (aged 1011yrs) through the National Child Measurement Programme (NCMP). The measurement is
carried out in the same way as it is for adults but the values obtained are given as
percentiles (or centiles) plotted against a 1990 population sample reference curve.
Population measurement values are shown in the table below.
BMI Percentile
≤ 2nd
> 2nd and < 85th
≥ 85th and < 95th
≥ 95th

Classification
Underweight
Healthy Weight
Overweight
Obese

Table 3: Weight Classification and BMI Percentile
Source: National Childhood Measurement Programme
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2. LINKS TO NATIONAL AND LOCAL DRIVERS
2.1 Healthy Lives, Healthy People: A Call to Action on Obesity
Healthy Lives, Healthy People, A Call to Action on Obesity5 is an overarching national
strategy that sets out two national ambitions:



A sustained downward trend in the level of excess weight in children by 2020.
A downward trend in the level of excess weight averaged across all adults by 2020.

The strategy aims to tackle overweight and obesity by adopting a life course approach –
from pre-conception through pregnancy, infancy, early years, childhood, adolescence and
teenage years through to adulthood and preparing for older age. There is a requirement for
a balance between prevention, treatment and support to achieve the national ambitions.
A successful approach to achieving these ambitions involves:





Empowering individuals.
Working in partnership and giving partners the opportunity to play a full part.
Giving local government the lead role in driving health improvement.
Building the evidence base.

2.2 NICE Public Health Guidance
Public health guidance makes recommendations for populations and individuals on
activities, policies and strategies that can help prevent disease or improve health. The
guidance may focus on a particular topic (such as healthy weight or obesity), population
group or setting. It is aimed at public health professionals and practitioners and others with
a direct or indirect role in public health within the NHS, local authorities and the wider
public, voluntary, community and private sectors.
There are a number of NICE guidelines pertaining to healthy weight and obesity which focus
on nutrition, exercise and weight management:










CG32 Nutrition support in adults
CG43 Obesity
CG189 Obesity: identification, assessment and management of overweight and
obesity in children, young people and adults
NG7 Maintaining a healthy weight and preventing excess weight gain among adults
and children
PH8 Physical activity and the environment
PH11 Maternal and child nutrition
PH27 Weight management before, during and after pregnancy
PH42 Obesity: working with local communities
PH44 Physical activity: brief advice for adults in primary care
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PH46 Assessing body mass index and waist circumference thresholds for intervening
to prevent ill health and premature death among adults from black, Asian and other
minority ethnic groups in the UK
PH47 Managing overweight and obesity among children and young people: lifestyle
weight management services
PH53 Managing overweight and obesity in adults – lifestyle weight management
services
PH54 Exercise referral schemes to promote physical activity

2.3 Public Health Outcomes Framework
The Public Health Outcomes Framework6 identifies five outcome indicators which relate to
healthy weight / obesity:







1.16 – Utilisation of outdoor space for exercise / health reasons.
2.06i – Excess weight in 4-5 and 10-11 year olds – 4-5 year olds.
2.06ii – Excess weight in 4-5 and 10-11 year olds – 10-11 year olds.
2.12 – Excess weight in Adults.
2.13i – Percentage of physically active and inactive adults – active adults.
2.13ii – Percentage of physically active and inactive adults – inactive adults.

2.4 An Obesity Plan for Knowsley 2014-2017
The aim of this plan7 is to "stabilise obesity levels locally, particularly targeting children and
families with the longer-term goal of reducing obesity rates overall".
To achieve this aim, the following priority areas have been selected:







Develop strong partnerships making obesity a collective priority, sharing intelligence
and ensuring all parts of the system play their part.
Scale up universal healthy weight action alongside targeted support for individuals
and their families who are obese or at risk of becoming obese.
Maximise physical and community assets to support and facilitate healthy behaviour.
Create health promoting environments that reduce exposure to unhealthy food and
drink, enable active lifestyles and encourage adoption of healthy choices.
Increase activity levels across the borough, targeting those who are inactive with a
focus on walking and cycling for recreation, exercise and travel.
Prioritise action that will influence healthy weight for early years and children.

In line with the priority areas selected above, the following objectives have been identified
to achieve the aims of the plan:



High level leadership and multi agency working to tackle obesity.
Increase community awareness, understanding and adoption of healthy weight
messages.
10
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Support individuals and families who are overweight or obese or at risk of becoming
obese to reach a healthy weight.
Increase healthy eating and physical activity choices for maternal, early years,
children and young people.
Increase family and adult physical activity levels across the borough.
Improve the physical environment to encourage and enable healthy food and
physical activity choices.
Create health promoting workplace environments that encourage and enable
healthy food and physical activity choices.
Collect, collate, analyse and share relevant data to inform the evidence.

The approach to tackle obesity in Knowsley draws upon the Knowsley Health Inequalities
Policy Framework, Family Policy and Behaviour Change Policy to make the best use of
resources to promote health and wellbeing.
3. WHO IS MOST AT RISK?
Gender: Obesity prevalence for females increases with age up until the 65-74 age group,
and is higher than male prevalence in each age group other than between the ages of 45
and 64. Prevalence of obesity in males also increases with age but peaks earlier between
the ages of 45 and 64, falling sharply and earlier than females after this age group.
Age: Obesity prevalence in adults increases with age. It is lowest under the age of 35 and
peaks between the ages of 45 and 74. Thereafter, it decreases in adults over 75 years of
age.
Ethnicity: Obesity prevalence varies substantially between ethnic groups for both adults
and children in the UK. Estimates of adult obesity prevalence by ethnic group seem to differ
according to the measurement used (e.g., BMI, waist-to-hip ratio and waist circumference).
Black African women have the highest obesity prevalence when using waist circumference
as a measure, and Bangladeshi women when using waist-to-hip ratio. In contrast, Chinese
men and women have the lowest obesity prevalence whichever measure is used.
Parental obesity: A child’s risk of obesity increases if their parent(s), particularly their same
sex parent, is obese. A study found that a mother who is obese is ten times more likely to
have an obese child than healthy weight parents8.
Obesity during pregnancy: Obesity during pregnancy mirrors that of the population as a
whole. Between 1997 and 2010 there was an increase in the proportion of females of
childbearing age who were classified as being obese. Maternal death is strongly related to
obesity during pregnancy, in particular those who are morbidly obese (BMI > 40). It is
associated with increased risk for both mother and child, during and after pregnancy.
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Socio-economic status: The highest level of educational attainment can be used as an
indicator of socioeconomic status. For both men and women, obesity prevalence increases
with decreasing levels of educational attainment.
There is a strong correlation between deprivation and childhood obesity. Analysis of the
National Child Measurement Programme (NCMP) shows that obesity prevalence increases
with increased socioeconomic deprivation for both reception year and year 6 children.
Disability: Adults with disabilities such as arthritis, back pain, mental health disorders and
learning disabilities have higher rates of obesity than those without disabilities, and obese
adults may experience disabilities related to their weight 9. A third of obese adults in
England have a limiting long term illness or disability compared to a quarter of adults in the
general population.
Mental illness: People with a mental illness are more likely to become obese, lead an
unhealthy lifestyle, and undertake little exercise as a direct result of the symptoms and
treatment associated with their illness.
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4. THE KNOWSLEY PICTURE
4.1 Adult Healthy Weight & Obesity
The proportion of Knowsley residents categorised as being obese was 22% in 2012/13,
marginally higher than across the whole of Merseyside (21%). However, the proportion of
obese adults in Knowsley by comparison is lower than England as a whole (25%), although it
is acknowledged that the England figure is derived using a different method and the
Knowsley and Merseyside figures are likely to be underestimates due to the "self-reporting"
nature of the survey.

Figure 2: Adult BMI Classification Proportion
Source: Adult Health and Lifestyle Survey 2012/13
Figure 1: Adult BMI Classification
Source: Adult Health and Lifestyle Survey 2012/13

More than a third of Knowsley adults (37%) are overweight with 3% being classed as
underweight. Almost 4 in 10 (39%) Knowsley adults are deemed to have a healthy weight,
slightly lower than across Merseyside (41%).
Knowsley females are marginally more likely to be obese than males, 23% compared to 21%
respectively. This mirrors the national picture. However, males are significantly more likely
to be overweight (43%) than females (31%).
The proportion of adults in Knowsley who are obese increases with age up until the age of
54. Nine per cent of adults aged 18-24 are considered to be obese, which rises to a peak of
30% in adults aged 45-54. Thereafter, the proportion of obese adults falls to 20% for adults
13
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in the 65 years and over age group. Conversely, younger adults in Knowsley are more likely
to be of a healthy weight. The majority of people aged between 18 and 24 (57%) are
classified as being a healthy weight and almost half of those aged 25-34 (48%) are also. In
comparison, 29% of those aged 45-54 are of a healthy weight and 30% of those aged 55-64.
4.2 Adult Diet & Nutrition
4.2.1 Fruit and Vegetables Consumption
Government guidelines state that everyone should eat at least five portions of a variety of
fruit and vegetables every day. The ‘5 A DAY’ guidelines were developed based on the
recommendation from the WHO that consuming 400g of fruit and vegetables a day can
reduce risks of chronic diseases, e.g. heart disease, stroke, and some cancers10.
From the 2012/13 Merseyside Adult Health and Lifestyle Survey11, aggregating individuals’
fruit and vegetable consumption in Knowsley shows that 35% of those in the area consume
at least five portions per day. On average, people in Knowsley consume 3.9 portions of fruit
and vegetables per day, which is slightly below the average across Merseyside of 4.1
portions.
The Health Survey for England 2010 provides a further useful comparative measure, and
shows that consumption of at least five portions of fruit and vegetables per day is higher in
Knowsley than is common across the country. The latest available data shows 26% of adults
in England consume five or more portions of fruit and vegetables a day, with an average
consumption of 3.6 portions.
4.2.2 Fast Food Consumption
Overall, 26% of adults in Knowsley consume fast food at least once a week. A further 55%
consume fast food once or twice a month or less, and one in five never eat any form of fast
food (19%).
People in Knowsley are more likely to consume a hot food take-away from a local non-chain
outlet, such as a chip shop, Chinese, Indian or pizza restaurant at least once a week (22%),
than to have a hot food take-away from a large chain restaurant such as McDonalds, KFC,
Burger King or Dominos (14%).
A quarter of people said that they never eat take-away food from a non-chain take-away
(23%), compared to 36% who never have a take-away from a large chain restaurant.
Young people are significantly more likely to have take-away food. Forty-two per cent of
18-24 year olds and 41% of 25-34 year olds eat fast food at least once a week, compared to
13% of 55-64 year olds and 12% of those aged 65 and over. The same pattern is clear for
both large chain restaurants and local non-chain outlets.
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Single people are also more likely to have take-away food than married people. A third of
single people have a take-away meal at least once a week (34%) compared to just over one
in five married people (22%).
4.2.3 Salt Consumption
In Knowsley, 43% of adults generally add salt to their food during cooking, which is
significantly lower than the average across Merseyside (47%). Half of residents in Knowsley
do not add salt to their food during cooking (50%) and a further six per cent use Lo-Salt or
another salt alternative.
Half the adults in Knowsley rarely or never add salt to their food at the table (54%). Three in
ten add salt to their food at the table according to taste (17% taste the food and
occasionally add salt and 13% taste the food and generally add salt), and a further 17%
generally add salt to their food without tasting it first.
4.3 Adult Physical Activity
Physical activity includes all forms of exercise such as walking, cycling, active play, workrelated activity, active recreation and organised sport, dancing, gardening or playing active
games. Physical inactivity is a risk factor for chronic diseases such as cardiovascular disease,
stroke, type 2 diabetes, colon cancer and breast cancer as well as being associated with
other health outcomes such as obesity.
Just under three in ten adults in Knowsley (28%) engage in moderate-intensity activity,
defined as sports, fitness or recreational activities that cause a small increase in breathing or
heart rate such as brisk walking, cycling or swimming; lower than the average across
Merseyside (33%).
Men are more likely to engage in moderate-intensity sport than women (31% compared to
26%).
The level of physical activity also appears to be associated with work status, with 38% of
those in full-time employment doing moderate-intensity exercise compared to 21% of those
not in work.
Participation in moderate-intensity activity within Knowsley rises with age, reaching a peak
of 35% among 35-44 year olds before falling again and reaching a low of 19% among those
aged 65 and over.
In a typical week, those who do moderate-intensity sports, fitness or recreational activities,
will partake in this type of activity 3.7 days a week on average. In fact, compared to the
other local authority areas which make up the Merseyside cluster, those in Knowsley are the
most active.
One in five active adults in Knowsley partake in moderate-intensity activities every day of
the week (21%).
15
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Vigorous-intensity activity is defined as any sport, fitness or recreation that causes a large
increase in breathing or heart rate, such as running or football. Adults in Knowsley are less
likely to engage in this type of activity than they are moderate-intensity activity. Just under
one in five adults in Knowsley partake in vigorous-intensity activity (18%), lower than the
average across Merseyside (21%).
4.4 Childhood Healthy Weight and Obesity

Figure 3: Childhood Obesity in Knowsley, 1998/99 to 2013/14
Source: National Childhood Measurement Programme

Data from the 2013/14 National Childhood Measurement Programme show that 11.3% of
reception year children (aged 4 and 5) in Knowsley were classified as obese. This is slightly
lower than 2012/13 but broadly similar to levels observed over several years. In 2013/14,
Knowsley had the 6th highest proportion of reception year children who were classified as
obese in the North West, out of 23 upper tier local authority areas.
The proportion of year 6 children (aged 10 and 11) who were classified as obese in Knowsley
was 23.5% in 2013/14. Broadly similar to levels observed since 2008/09. The proportion of
year 6 children classified as obese was the 3rd highest in the North West region, out of 23
upper tier local authority areas.
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Figure 4: Childhood Obesity in Comparator Areas, 2013/14
Source: National Childhood Measurement Programme

The proportion of obese children in reception year from Knowsley was higher than the
North West region (9.9%), England as a whole (9.5%), the Liverpool City Region (10.9%) and
Knowsley’s Statistical Neighbour Group (11.0%).
Close to three-quarters (72.2%) of reception year children in Knowsley were classified as
having a 'healthy weight' in 2013/14, lower than the North West region (75.6%) and England
as a whole (76.5%).
As with reception year children, the proportion of children classified as obese in year 6 was
higher than the North West region (19.8%), England as a whole (19.1%), Liverpool City
Region (21.5%) and Knowsley’s Statistical Neighbour Group (21.4%).
Almost 62% of year 6 children in Knowsley were classified as having a 'healthy weight'
during 2013/14, lower than the North West region (64.3%) and England (65.1%).
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4.5 Childhood Diet and Nutrition
4.5.1 Fruit and Vegetable Consumption

Figure 5: Consumption of 5 or more Portions of Fruit and Vegetables, 2004 to 2014
Source: Health Related Behaviour Survey, SHEU

The proportion of Knowsley primary school children who consumed five or more portions of
fruit and vegetables per day in 2014 was 13%. Since 2004, in all but one year, primary
school children have been more likely to consume at least five portions of fruit and
vegetables per day than secondary school children.
There was a sharp increase in the proportion of primary school children consuming five or
more portions of fruit and vegetables between 2004 and 2006, however since a peak of 21%
in 2006 there has been a steady decline thereafter.
In 2014, 12% of secondary school children reported that they consumed five or more
portions of fruit and vegetables on a daily basis. This was the highest proportion reported
since 2008 (15%). As with primary school children, the proportion of secondary school
children consuming five or more portions of fruit and vegetables per day rose sharply from
2004. However, after a peak of 18% in 2005 there has been a marked decline thereafter.
Nationally, the proportion of children aged 11-18 consuming the recommended five
portions of fruit and vegetables was 9% over the four years between 2008/09 and
2011/1212, slightly lower than that observed for secondary school children in Knowsley
albeit the age groups are differ.
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4.5.2 Junk Food Consumption

Figure 6: Regular Junk Food Consumption of Schoolchildren, 2004 to 2014
Source: Health Related Behaviour Survey, SHEU

The proportion of schoolchildren in Knowsley who consume sweets or chocolate on most
days has fallen between 2004 and 2014. In year 6, a third of boys and girls consume sweets
/ chocolate on most days, a level that has remained relatively constant over several years.
The proportion of year 10 schoolchildren consuming sweets and chocolate regularly has
fallen for both boys and girls, 26% and 38% respectively in 2014. However, there has been
an increase in the proportion of girls consuming sweets and chocolate regularly over the last
few years.
The proportion of schoolchildren consuming crisps regularly has fallen for both boys and
girls between 2004 and 2014. Approximately three in ten year 6 children consumed crisps
regularly in 2014, a level that has been relatively static for several years. Around a quarter
of year 10 children consumed crisps regularly in 2014, a level which is continuing to fall.
Fizzy drink consumption on a regular basis has fallen in each age group for both boys and
girls and continues to do so, other than for year 10 girls. A quarter of year 10 girls stated
that they consumed fizzy drinks regularly in 2014, a proportion that has remained steady for
a few years. Year 6 girls were the least likely to consume fizzy drinks on a regular basis in
2014 (19%), with a quarter of year 6 males doing likewise. A higher proportion of year 10
males were regular consumers of fizzy drinks, 31% in 2014.
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4.6 Childhood Physical Activity

Figure 7: Regular Exercise (3 or more times a week) – Secondary School Children, 2004 to 2014
Source: Health Related Behaviour Survey, SHEU

Boys have been more likely to exercise regularly (3 or more times per week) than girls
between 2004 and 2014. In 2014, the proportion of year 10 boys exercising regularly was
52% compared to 37% of year 10 girls.
There has been an increase in the proportion of year 10 boys exercising regularly since 2004
when 45% reported that they did so, however there has been a marked reduction since the
peak of 64% in 2008. Similarly, there has been an increase in the proportion of year 10 girls
exercising regularly since 2004 when 24% did so. As with boys, there has been a fall in this
proportion after a peak of 43% in 2008.
The proportion of year 8 boys exercising regularly in 2014 was 64%. In comparison, 50% of
year 8 girls said that they exercised at least 3 times per week. The proportion of year 8 boys
exercising regularly has generally been higher than other cohorts since 2004 and there has
been an increase from the 44% reported in 2004. There have been annual variations in the
proportion of year 8 girls reporting that they exercise regularly, however there has been an
increase from 28% to 50% between 2004 and 2014.
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5. LOCAL HEALTHY WEIGHT & OBESITY SERVICES
5.1 Tiers of Obesity Services
The various tiers of obesity services are depicted in Figure 8 below. Table 4 shows levels of
obesity matched to service tiers as specified in NICE Clinical Guideline 189.

TIER 4
Specialist
Interventions
Diet and physical
activity; consider
drugs and/or surgery

TIER 3
Specilist MDT Service
(Diet and physical activity; consider
drugs)

TIER 2
Community Weight Managment Services
Life Style Interventions:
(Diet/Nutrition/Exercise Education)

TIER 1
PRIMARY CARE AND COMMUNITY ADVICE
(General advice on healthy weight and lifestyle)
Population Level Preventive Activities
e.g. UNICEF Baby Friendly, Healthy Weaning, Early Years, Healthy
Schools, Leisure & Green Spaces, Transport & Planning,
Workplaces, Built Environment etc.

Figure 8: Levels of obesity management
Source: NICE Clinical Guideline 189; National Obesity Forum

BMI Classification

Overweight
Obesity I
Obesity II
Obesity III

Waist circumference
Low
Tier 1
Tier 2
Tier 3
Tier 4

High
Tier 2
Tier 2
Tier 3
Tier 4

Table 4: Levels of obesity matched to level of intervention
Source: NICE Clinical Guideline 189
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Very high
Tier 2
Tier 2
Tier 3
Tier 4

Co-morbidities
present
Tier 3
Tier 3
Tier 4
Tier 4
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5.2 The Knowsley Healthy Weight Management Model
Figure 9 shows services available at each tier. Tier 4 services are commissioned by NHS
England Specialised Commissioning Unit. The following sub-sections would provide details
of selected services in each tier.
Healthy Weight Management Model
•

•
•
•
•
•
•
•
•
•
•

Wellness Hub – adult
referral & pathway to
universal services and
activities including
Health Trainers,
community cooks,
walking, cycling groups,
wider social support e.g.
Finances, housing,
education
Cycling Project
‘Bosom Buddies’
breastfeeding
Universal School Health
Family Learning
Schools Sports/Meal
Children’s Centres
Leisure Facilities
Green Spaces
Working Well
Change 4 Life

Level 1
Universal Activity / Actions
Healthy Lifestyle messages /
campaigns
Activities / groups
Environmental / Policy Actions
Healthy Settings

Children and young people
healthy weight family support
service
Wellness Hub – adult referral
& pathway to universal
activities / programmes &
specialist support including
weight management
(Measure Up & Slimming
World, physical activity Activity for Life)

Level 2 Overweight
Children 85-97th BMI centile.
Support for children requires
parent involvement
Fun activity, healthy eating,
Behavioural change
Adults BMI ≥ 25
Multi component support

Local Specialist
Obesity Service
(Adults, children and
young people)

Level 3 Obese
Children BMI ≥ 98 centile
Adults BMI ≥ 35 with co-morbs, ≥
40
Specialist Multidisciplinary,
Intense, medical input, advance
behavioural support
Children family intervention

Figure 9: Knowsley Healthy Weight Management Model

5.3 Selected Tier 1 Services in Knowsley
5.3.1 Breastfeeding Promotion
Details of breastfeeding promotion can be found in the Breastfeeding JSNA Report
5.3.2 Universal School Health (School Nursing)
A core component of the school nursing service is the National Child Measurement
Programme which assesses the BMI of children in Reception and Year 6, referring those
found to have weight problems to appropriate services. The service also provides health
promotion activities including promotion of physical activity and healthy nutrition in
schools:


Reception: Hand washing, nutrition, physical activity, oral health and breastfeeding



Year 2: Oral health, nutrition and physical activity
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Year 5: Oral health, nutrition, physical activity, smoking, alcohol and emotional
health.

5.3.3 Primary Schools Healthy Weight Programme
The main aims of the programme are to:
1. Develop a whole school culture where healthy behaviours which impact on a child’s
weight are desirable and the norm.
2. Use behaviour change techniques delivered in a fun and interactive way to enable
and encourage children to make sustainable positive choices around daily healthy
eating and physical activity.
3. Work with school staff, governors, and parents / carers to ensure interventions are
sustainable.
4. Equip schools with the knowledge, skills and connections to ensure sustainability of a
whole school health promoting approach.
5. Engage with parents and carers to enable changes supported within the home
environment.
6. Recruit and develop champions to provide peer-led support and sustainability within
the home environment.
5.3.4 Integrated Wellness Service
The overarching aim of the Integrated Wellness Service is to provide support to Knowsley
residents to live healthy lives, by addressing the factors that influence their health and wellbeing and build their capability to be independent, resilient and maintain good well-being
for themselves and those around them.
The service provides a single point of access to a broad range of services to enable people to
make positive changes to improve their health and wellbeing, including actions related to
the wider determinants of health. An important aspect of the service is the empowerment
of individuals and the local community to improve and maintain health and wellbeing.
Community development activities and community engagement are important components
of the service.
The services provided include:

o

One to one support

o

Community interventions including:


Weight management



Community cookery/ Food education



Physical activity
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Wellbeing and resilience



Adult referral to universal services and activities including Health Trainers,
community cooks, walking, cycling groups and wider social support e.g.
finances, housing.



Community support and engagement

5.3.5 Knowsley South Schools Health and Wellbeing Pilot
This 1-year pilot started in November 2014 and provides options of potential health
interventions which schools could implement linked to Knowsley Public Health priorities and
the “Five Ways to Wellbeing”. The schools in the pilot implement two compulsory
interventions on bullying and e-safety, and additional optional interventions to address a
range of health and wellbeing issues including physical activity, healthy eating, and play.
The following schools are implementing the pilot:
Primary Schools - Cronton CE, Evelyn, Halewood CE, Halsnead, Holy Family Cronton, Holy
Family Halewood, Knowsley Village, Our Lady’s, Plantation, Prescot CE, St Andrew’s, St John
Fisher, St Leo’s, St Luke’s, St Mark’s, St Mary and St Paul’s, Whiston Willis, Yew Tree and
DSP.
Secondary Schools – Halewood Academy, Knowsley Park, St Edmund Arrowsmith
Special Schools – Finchwood
The findings from the pilot evaluation will inform future service development in schools.
5.4 Tier 2 Services in Knowsley
5.4.1 Wellness Hub
Adult referral and pathway to universal activities and programmes with specialist support
including weight management (Measure Up, Slimming World, physical activity – Activity for
Life).
There are no dedicated Tier 2 services for children currently. Future commissioning options
are being considered for the delivery of Tier 2 obesity management service for children.
5.5 Tier 3 Services in Knowsley
The Tier 3 service is the Local Specialist Obesity Service (LSOS) which offers a range of
interventions and support in a multi-disciplinary setting based on clients’ physical, dietary
and psychological needs. The service provides intensive clinical management in addition to
a lifestyle management and referral for bariatric surgical assessment based on clients’
needs. The service is for both children and adults.
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5.5.1 Adult Services
For clients assessed as not having complex problems the service provides support for a
minimum of 6 months, with outcome measures recorded at the start, 12 weeks, 6 months,
and a further weight loss outcome measure recorded at 6 months after discharge. The
current requirements accessing the service are:
• Adults, (over the age of 16) can access this service if they are categorised as obese
(a BMI >= 40 kg/m2 or BMI >= 35 kg/m2 with one or more major, or two or more
minor specified co-morbidities).
The eligibility criteria will be aligned to the 2014 NICE Clinical Guideline 189 by April 2016.
5.5.2 Services for Pregnant Women
Pregnant women who meet the BMI criteria for the adult service access this service for
tailored support around the needs of pregnancy. The service works in partnership with
midwifery services at Liverpool Women’s Hospital, Whiston Hospital and Ormskirk Hospital,
to ensure midwives discuss appropriate weight management options that are available to
clients.
5.5.3 Services for Children
Services aim to maintain or decrease a child’s BMI centile by improving their eating
behaviour, increasing physical activity and reducing sedentary behaviour, and referring
children presenting with co-morbidities to secondary paediatric services.
All children (aged between 4 and 18 years) classified as clinically obese (98th centile or
above) are eligible to access this service. Family-based programmes are provided to enable
clients and their families achieve lifestyle behaviour change and a reduction in obesity
levels. Clients are provided with support for up to 6 months. Outcome measures are
recorded from baseline, at 12 weeks, 6 months, and 3 months after discharge.
Eligible families who do not wish to take up the offer are offered advice about universal
activities, self-help activities and support available in the borough.
5.6 Tier 4 Services
Tier 4 services are commissioned largely by NHS England Specialised Commissioning,
although there are some elements that overlap with Tier 3 services.
Clients eligible for Tier 4 service are assessed via a multidisciplinary team (MDT) assessment
protocol, and are referred for bariatric surgery subject to the client meeting the criteria set
out in the Complex and Specialised Obesity Surgery Policy.

25

KNOWSLEY JSNA REPORT

HEALTHY WEIGHT/OBESITY

5.6.1 Eligibility for Bariatric Surgery
Surgery will only be considered as a treatment option for people with morbid obesity
providing all of the following criteria are fulfilled13:
• The individual is considered morbidly obese. Bariatric surgery will be offered to
adults with a BMI of 40kg/m2 or more, or between 35 kg/m2 and 40kg/m2 in the
presence of other significant diseases.
• Formalised MDT-led processes must be in place for the screening of comorbidities and the detection of other significant diseases. These should include
identification, diagnosis, severity / complexity assessment, risk stratification /
scoring and appropriate specialist referral for medical management. Such medical
evaluation is mandatory prior to entering a surgical pathway.
• Morbid/severe obesity has been present for at least five years.
• The individual has recently received and complied with a local specialist obesity
service weight loss programme (non surgical Tier 3 / 4), described as follows:
o This will have been for duration of 12-24 months. For patients
with a BMI > 50 attending a specialist bariatric service, this period
may include the stabilisation and assessment period prior to
bariatric surgery. The minimum acceptable period is six months
but the appropriate maximum should be decided locally by the
specialist obesity weight loss programme and MDT with all suitable
non invasive options explored and trialled with individualised
patient focus and target.
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6. COMMUNITY, PATIENT & STAKEHOLDER VIEWS
6.1 Knowsley Families 4 Life Pilot Scheme
The Knowsley Families 4 Life pilot was a lifestyle programme that supported change through
physical fitness, and evidence based healthy eating principles. Children who were
overweight (91st – 97th centile) or ‘at risk’ were accepted onto the programme.
The pilot was well received with enthusiasm; children engaged in the sessions and enjoyed
all of the activities they tried. Attendance at these sessions was high at 68%. Feedback
suggested the sessions improved the children’s knowledge and attitudes towards exercise
and healthy eating, as well as providing improvements in their self-esteem. All
parents/carers interviewed said they would be happy to recommend the programme to
other parents/carers.
Key recommendations of the evaluation of the scheme were to:


Repeat assessments of the children to ascertain any physical and psychological
changes in their health and wellbeing.



Promote other clubs and activities (exercise, nutritional and wellbeing) for children
to attend once the twelve week programme has ended.

6.2 Family Futures Childhood Obesity Programme
Overall, families reported feeling shocked at being invited to attend a clinical assessment
because their child had been identified as obese. However, whilst many families attended
the medical assessment, most did not believe their child to be obese. Those who were most
likely to attend the programme thought that the obesity would have a long lasting effect on
their child’s health. Parents hoped that by attending the programme, it would provide them
with more practical ideas as to how to incorporate healthy lifestyle into daily living. The
parents stated that the programme would increase the child’s self-confidence and ability to
engage in activities with other children. Those who did not attend the programme, were
the least likely to perceive obesity to be a ‘serious’ health condition, and would have more
negative psychological beliefs about obesity, the programme, and would experience more
negative responses from friends and family.
Those who attended the programme provided praise for the friendly and approachable
staff. They thought that the relaxed atmosphere and engagement within the whole family
was positive.
6.3 Slimming World on Referral Evaluation
This report discusses the experiences and attitudes of patients accessing NHS Knowsley’s
commercial weight management scheme, Slimming World on Referral (SWoR). Overall, the
evaluation was highly positive outlining clear long-term health and lifestyle benefits for
individuals.
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Generally, both ‘Completers’ (patients who attended at least ten of the twelve sessions) and
‘Non-Completers’ (patients who attended less than ten sessions) were happy to have been
referred to Slimming World.
Completers expressed high levels of satisfaction both with Slimming World on Referral
(SWoR) and their individual weight/ health achievements. All had engaged well with the
scheme, particularly praising consultants for their non-judgemental approach, motivation
and constant support. All patients lost weight, had increased physical activity/mobility
levels and appeared emotionally positive. Many remained members of Slimming World
when their vouchers came to an end.
Non-Completers discontinued attending mainly for personal reasons; including timing
clashes with caring responsibilities, emotional issues and a preference for Weight Watchers.
Overall, patients reported feeling healthier, happier and had a sense of achievement since
starting SWoR. They felt relaxed at classes, had more confidence and felt empowered that
they were doing something to help themselves.
Importantly, patients did not feel under pressure and found that this helped to make them
want to continue their attendance. Almost all patients stated their intentions to complete
the twelve week referral and subsequently continue with Slimming World; however one
patient expressed financial concerns regarding the future weekly payment (£4.50 at the
time).
A high percentage of patients reported an increase in their physical activity levels including
walking, jogging, swimming, cycling and Activity for Life sessions. Other healthy lifestyle
changes included reducing alcohol intake, joining Fag Ends (Smoking Cessation service),
being more aware of the types and amounts of food they were consuming and increasing
fluid/ water intake.
Patients were grateful to have received SWoR vouchers and commented that Slimming
World motivated them to lose weight.
6.4 Childhood Healthy Weight; Qualitative Exploration of Staff Attitudes
Forty-one professionals were consulted on the issue of childhood healthy weight including
representation from:










Nutrition and Dietetics (inc. Paediatric)
School Health
Physiotherapy
Public Health
Smoking Cessation
Immunisation
Oral Health
Community Cooks
Nursery Nursing
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Health Promotion
Mental Health
Home Start

Practitioners felt that Knowsley deserved praise for the effort put into the service and felt
that it was doing more around the healthy weight agenda than surrounding areas, such as
offering one to one interviews with School Health Teams. However, Knowsley was failing to
publicise the good things being done in the borough.
Examples of good practice included Healthy Schools having one of the highest uptake rates
nationally, and School Nurses having a high uptake for weighing and measuring children.
Practitioners also felt that broaching the subject with patients and clients was difficult,
particularly due to the stigma attached with the word ‘obesity’. They said telling individuals
that they were obese was unhelpful and they would consciously avoid using the word in
consultation with clients until their GP had used it after a clinical diagnosis.
Baby clinic practitioners would use their baby growth book tools to indicate where a child
was above / below centile averages to highlight obesity or overweight situations to parents;
they felt that this avoided them appearing to make a personal judgement and helped them
address the issue.
Despite sometimes being aware of their child’s weight, it was felt that many parents did
need a practitioner to broach the subject to help parents identify a problem, where for
many families obesity had become the norm. However, many thought that parents would
not be considering the long term health issues for their children and didn’t understand the
need to eat healthily. Examples were given where a family had one overweight and another
slimmer child, practitioners found it difficult to convey that just because the child was slim
did not mean that they shouldn’t eat healthily.
There was concern about practitioner’s safety also; if a parent from a domestic violence
environment was coming into a clinic then the discussion about overweight/obesity could
be a trigger for violent reaction.
Practitioners also identified overlapping issues e.g. young person smoking advice – young
girls cite the reason they don’t want to give up is because they do not want to put weight
on; a vicious circle affecting healthy eating.
The brief intervention training which had been introduced for smoking was praised by
practitioners; most agreed that something similar should be adopted for weight issues.
It was unanimously agreed by practitioners that the local community’s apathy towards the
subject of obesity needed constant challenging by professionals. It was believed that if the
public commenced programmes then they would realise how fantastic they were, in the
same way that practitioners who have undertaken the programmes experienced
themselves. After undertaking these programmes, they felt empowered and better
equipped to sell to others. Examples were also cited of families who had successfully
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completed courses and had become volunteers themselves. This was considered one of the
best means for persuading other members of the public to attend.
6.5 Exploring the Dynamics of Childhood Obesity (2013)
The aim of this project was to establish baseline information on the relationship between
socio-economic position, age, gender, diet, levels of physical activity and risk groups against
which future trends and the effectiveness of policies in reducing childhood obesity could be
monitored.
There were seventy six participants in the study. Twelve were children aged 5-6 and 10-11
years who took part in focus groups held at their school. An additional fifteen children and
fifteen parents were observed/interviewed during a weight management intervention.
Twenty parents completed questionnaires; three of whom also took part in face to face
interviews. Fourteen professionals from diverse sectors including education, independent
training providers, research and commissioning took part in semi-structured interviews.
A number of themes emerged including:


Parental fears of children being injured or snatched during play and being injured
whilst cycling were highlighted throughout research.



Children were not allowed to go to a playground unaccompanied or play outside
unsupervised.



Children, particularly girls, felt unsafe spending their recreational time playing in the
green spaces in the borough.



Children were only allowed to ride their bikes outside their homes as parents were
afraid of road accidents.

Most parents reported that their children were physically active for between 4-7 hours per
week. All children enjoyed outdoor play, however external factors such as the quality and
variety of activities available could impact on the amount of outdoor play undertaken. The
most popular activity was swimming followed by football for boys and dance for girls. Other
popular activities were cycling, going to the park and roller skating.
Most children correctly identified healthy and unhealthy eating and drinking behaviour.
However children reported some unhealthy dietary choices including fizzy drinks with
chocolate, crisps and sweets being their favourite food items. Many children ate in fast
food restaurants but did not recognise that eating out formed part of their unhealthy eating
behaviours. It is also important to note that they were unsure about what constituted
eating out. Eating takeaway foods was not thought to be eating out.
There was some gender differentiation in play. Boys were more likely to engage with risky
activities and showed less concern about being hurt during play. Girls were less likely to
engage in unsupervised outdoor play than boys regardless of their weight status. All the
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children had age and gender specific needs in relation to play and would have liked to have
even consulted about the design and construction of their play areas. The older girls
preferred to roller skate but there were few places where they could use their roller skates.
The importance of social networks was highlighted by parents attending the Carnegie Club
with their children. They helped parents manage their child’s weight and to change their
behaviour. Male parents felt less supported than female parents. There were age specific
issues for teenagers who argued that they needed tailored services for their age group.
Professionals highlighted the fact that children with physical and/or learning disabilities
were not provided with appropriate health promotion material.
7. EVIDENCE OF WHAT WORKS
The Foresight Report1 found that obesity is more than just individual choice – it is also
influenced by environmental and social conditions. The Report advocates two key actions to
tackle obesity:
• Creating and maintaining an environment that supports and facilitates healthy
choices.
• Encouraging individuals to desire, seek and make different choices, recognising
that they make decisions as part of families or groups and behaviour is ‘cued’ by
others (includes organisational cultures and wider influences).
The Report also identified five policies which can have the greatest impact on levels of
obesity across a range of scenarios. These are1:
• Increasing walkability/cyclability of the built environment.
• Targeting health interventions for those at increased risk (dependent on ability to
identify these groups and if reinforced by public health interventions at the
population level).
• Controlling the availability of/exposure to obesogenic foods and drinks.
• Increasing the responsibility of organisations for the health of their employees.
• Early life interventions at birth or in infancy.
The Foresight Report1 and the National Obesity Strategy5 identify the following to be core
principles for a successful approach to tackling obesity:
• A system-wide approach.
• Local government taking a lead role in health improvement and involving
partners at a local level.
• Engaging and enabling stakeholders to play their full part.
• Empowering individuals.
• Long term sustained interventions.
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• Ongoing evaluation and building the evidence base.
Health improvement should take a life course approach with priority for early years and
children to help identify critical periods when people are more likely to change behaviour,
for example when starting school or becoming a parent and ensure action is taken within
the context of people’s lives. It is also important to take actions that reach the whole
population as well as adjusting the ‘intensity’ of activity to meet the needs of specific
groups13.
8. FUTURE CHALLENGES


Financial constraints due to reduction in Government funding.



Working with partner agencies who are also facing increasing resource constraints.



Potential difficulties with engaging schools, particularly those in the independent
sector.



Lack of Government policies on sugar content of food consistent with population
healthy weight maintenance.
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