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Executive Summary 

A disease can be defined as "a condition of the living animal or plant body or of one of 
its parts that impairs normal functioning". Obesity fulfils these criteria accOlmting for at 
least 2,500 deaths per year in Ireland and costing the economy €340 million euro 
annually. In addition to the physical effects of obesity it is associated with a major 
increase in social and psychological morbidity 

There is an epidemic of obesity both in developed and developing countries. The 
increasing prevalence of obesity is due to a combination of genetic and environmental 
factors. The rapid increase in recent years is almost certainly fuelled mainly by 
environmental factors including excessive intake of high calorie foods and drinks and 
lack of physical exercise. In 2000, the North/South Ireland Food Consumption Survey 
demonstrated that 18% of the Irish population is obese, a 67% increase over the 
preceding 10 years, and that a further 39% of the population is overweight. Among 15-
24 year olds in Ireland it is estimated that 8% of the population are obese. A young adult 
who is obese has a mortality rate at least 50% higher than someone of the similar age 
who is not obese and increasing obesity is associated with increasing mortality. This is 
due to the many medical diseases associated with obesity, which include diabetes (up to 
12 fold increase), heart disease (up to 5 fold increase), high blood pressure (up to 4 fold 
increase), elevated cholesterol, arthritis, respiratory diseases and many forms of cancer. 

The total combined costs of managing obesity in Ireland including direct costs incurred 
as a result of medical complications of diabetes and indirect costs incurred as a result of 
lost output in the economy due to premature death and sickness has been estimated at 
approximately €339 million per annum. 

Obesity is set to become the major health problem affecting our population this century. 
The existing service provision for obesity in this country is inadequate. At a national 
level, the existing service is unstructured and poorly resourced, particularly in secondary 
care. While there are a number of health initiatives that are related to obesity there is no 
national strategy for the prevention or management of obesity. A series of relatively 
simple measure focusing on education regarding the importance of healthy diet and 
regular exercise could help prevent the spread of this epidemic. 

Provision of structured systems to prevent and treat obesity, and obesity related illnesses 
must be a priority in the provision of a health service in Ireland. This document reviews 
the scale of the obesity problem as it exists in Ireland today in terms of prevalence, 
human and financial costs and the current service provision for obesity. A number of 
suggested approaches to dealing with the issue are appended but the key recommendation 
of this working group is that the Minister and his officers appoint a multidisciplinary and 
expert group to tackle Obesity in Ireland. This Group (or Task Force) would coordinate 
existing initiatives targeting Obesity while developing a strategic plan setting out goals, 
objectives and recommendations for the prevention and treatment of Obesity in future 
years. 
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1. Introduction 

Terms of reference of Obesity Working Party 

a) To focus public and health care professional attention and state resources on 
obesity as a distinct entity 

b) Descnbe the epidemic, as it currently is, its implications for the health of the 
nation and the health services and its impact on the individual and society at large. 
Forecast the existing trend out to 5 and 10 years and describe the impact on the 
health services and society generally. Detail the worrying epidemiology and 
prevalence among the various groups of our society. Extrapolate data by group 
out to 5 and 10 years respectively. 

c) Detennine what services are available within our health service. Descnbe how our 
health structures may be required to change in order to manage the obesity 
problem that currently exists. Descnbe what will inevitably happen if the problem 
is not tackled. Define a forum for education of the required groups and forge 
alliances with like minded groups. 

d) Recommend strategies for the treatment and prevention of obesity 
e) Have report fmalised by March 2003 

Members of the Obesity Working Party 

Dr. Donal O'Shea 
Dr. Tony O'Sullivan 
Dr. James McDonnell Reilly 
Dr. Mary Ryan 
Ms. Sinead McCarthy 
Ms.Yvonne Ryan 
Dr. Seamus Sreenan 
Dr. Vincent Maher 
Dr. Colm Costigan 
Dr. Marie Laffoy 

Group Working Method 

Consultant Endocrinologist 
General Practitioner 
General Practitioner 
Consultant Endocrinologist 
Nutritionist 
Nutritionist 
Consultant Endocrinologist 
Consultant Cardiologist 
Consultant Paediatrician 
Director of Public Health 

The working group are a party of interested Health Care Professionals who share a 
common interest in projecting the issue of Obesity onto the national agenda. The working 
group is chaired by Dr Donal O'Shea and supported by members of the group 
representing the multi disciplinary nature of the presentation of Obesity and its impacts 
within the population and the healthcare services in Ireland. 
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The group meets by arrangement on a monthly basis and is supported by Fulcrum 
Consulting Ltd, with the provision of secretarial services, scientific research services, and 
a facilitator for the meetings. Minutes of the groups meetings are recorded and circulated 
within one working week following the monthly meeting and the report updated to reflect 
individual and group progress. Fulcrum works with the group, under contract, and is paid 
a retaining fee for its services. Fulcrum invoices St Columcilles Diabetes Day Centre for 
the services in this regard. All other members of the group attend and contribute on a 
purely voluntary basis. 

The working party set out a 6-month time· frame for the production of an initial report on 
Obesity in Ireland and this report is now contained herein. 
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2. Obesity - an Overview 

Definition of Obesity 

Obesity has been defmed by the World Health Organisation's (WHO) International 
Obesity Task Force according to body mass index - 8MI (weight in kilos divided by 
height squared in meters). 

They have classified weight as follows: 

8MI 

Normal 20-25 

Overweight 25-30 

Obesity Grade 1 30-35 
Grade 2 35-40 
Grade 3 >40 

The health hazards of obesity are compounded by the influence of fat which is 
distnbuted around the waist, more typical of obese men than women. For this reason, 
the waist circumference and waist-hip ratio are also used to assess the risks associated 
with obesity. A report by the World Health Organization suggests that increased risk is 
present when the waist circumference exceeds 94 cm (37 inches) for men or 80 cm (32 
inches) for women. 

The Obesity Epidemic in Ireland 

4> The North/South Ireland Food Consumption Survey was carried out by the Irish 
Universities Nutrition Alliance, which is a formal alliance between the nutrition 
units at University College Cork, Trinity College Dublin and University of Ulster 
at Coleraine. In this survey, weight and height was measured by trained 
nutritionists and dieticians, in a representative sample of 1379 Irish adults aged 
18-64 years. 

• In the last 10 years body weight has significantly 
increased with an average weight gain ofO.55kg per 
year in men and 0.33kg per year in women. 
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4> This is equivalent to the entire population gaining approximately I gram of body 
weight per day over the last decade. 

4> Overweight and obesity has reached epidemic proportions in Ireland with nearly 
60% of the population either overweight or obese. 

30 

% 
20 

10 

o 

Changes in the Prevalence of Obesity 
between 1990 and 2000 

iii 1990 D2000 

All Men Women 

4> Obesity has nearly doubled in 
the last 10 years. 

4> A greater increase in obesity 
has occurred in men compared to 
women. 

4> Obesity in men has increased 
2.5 fold from 7.8% to 20% over 
the last decade. 

4> The proportion of obese 
women has increased 1.25 fold in 
10 years. 

4> In addition, the proportion of men and women in the nonnal weight category has 
decreased, with only half of women and approximately one third of men currently 
of normal weight. 

4> The increasing prevalence of overweight and obesity are of immense importance 
in relation to public health. The prevalence of obesity in men has increased so 
rapidly thatit now exceeds the prevalence of obesity in women, whereas in the 

. past it was lower. Obesity is an independent risk factor for heart disease, which 
resulted in 23% of deaths in Irish.men and 10% in Irish women aged up to 65 
years in 1997. Therefore, the dramatic increase in obesity amplifies the public 
health concerns regarding obesity. 

4> Strategies MUST be put in place to reduce the high prevalence of overweight and 
obesity. 
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Scale of Obesity Problem 

The World Health Organization has identified obesity as the major health issue of this 
century in the developed world. Obesity is undoubtedly set to emerge as one of the major 
health problems in Ireland over the next decade. Provision of structured systems to 
identify and treat obesity and obesity-related problems must be a priority in the strategy 
for provision of health services in this country. 

Obesity is a complex multifactorial condition that results from interaction between 
genetic and environmental factors. The association between obesity and increased 
morbidity from hypertension, type 2 diabetes mellitus, hyperlipidaemia, coronary heart 
disease, osteoarthritis, sleep apnoea, and respiratory problems has been clearly 
established. The incidence of cancers of the endometrium, breast, prostate, and colon is 
also increased in obese individuals. Increases in all-cause mortality have been firmly 
established in association with higher body weight. Apart from the physical consequences 
of obesity, considerable social and psychological morbidity accompanies this condition. 

In the United States, where approximately 97 million adults are overweight or obese, 
obesity represents the second commonest cause of preventable death. In terms of health 
care economics it has been estimated that the health costs saving that could be achieved 
by correcting obesity would be equivalent to the costs saved by eradicating smoking. 

Data from the recent North/South Ireland Food Consumption Survey demonstrate that 
18% of the Irish population (20% of men and 16% of women) are currently obese (body 
mass index> 30). This represents a 67% increase in the incidence of obesity since the 
previous survey in 1990. Although this report did not specifically focus on the health care 
implications of this change it does predict an epidemic of type 2 diabetes in the not-too
distant future. Inevitably the morbidity associated with obesity will lead to an increased . . . 

drain on health care resources in this region. 

Management of this problem requires a major shift in Irish patterns of eating and 
lifestyle. This proposal fully recognises the importance of mounting an effective public 
health campaign to educate the Irish public about the hazards of obesity. Efforts at 
primary prevention need to be increased in tandem with development of comprehensive 
services to treat established obesity and obesity-related complications. 
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Obesity in Childhood 

Excess body weight is now the commonest childhood disorder in Europe. It affects 
around one child out of six, but in the some parts affects one child in three. Well
documented major increases in adult obesity levels are now mirrored in rapidly rising 
levels among cbildren. In Ireland the statistics demonstrate that 8% of 16 year olds are 
obese - this is matched only by Greece and puts Ireland on a level approaching that seen 
in the USA. 

Overweight children are more likely to become overweight adults, with a greater risk of 
cardiovascular disease, diabetes and other disorders. Type 2 diabetes, until recently 
regarded as a weight-related disease of old age, is now being reported frequently in Irish 
children and in other European countries, including the UK, Sweden and Poland. 

Other complications of excess weight in childhood are hypertension, adverse blood lipid 
profLIes, sleep apnoea, orthopaedic problems and psychological ill health, which may be 
expressed in eating disorders, poor social relations and educational disadvantages. 

The 'obesogenic environment' 

Children are exposed from foetal stage onwards to a range of influences which increase 
their risk of becoming overweight. Those influences which are embedded in the child's 
social surroundings may be described collectively as the child's 'obesogenic 
environment' - tbe influences which lead a cbild to gain excess weight. 
Although some factors may not be readily changed through public policy, many can be 
altered with little effort. Regulatory bodies can change the social and cultural 
environment of children, especially where this influences food intake and exercise. 

Television viewing has been the focus of particular attention as it combines lack of 
physical activity, a greater probability of snack food consumption and early exposure to 
the marketing of foods of low nutritional content. 
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Figure I - Factors contributing to the Obesogenic Environment 

In addition to television programming, young children are subject to significant social 
influence at school as well as in the family; school food policies, physical exercise and 
health education activities are all likely to play an important role influencing potential 
weight gain. 

3. The Cost of Obesity 

The Human Cost of Obesity 

Obesity is an important risk factor for a number of chronic diseases that constitute the 
principal causes of death in the developed World, including heart disease, stroke and 
some cancers. It also contnbutes to other serious life shortening conditions such as Type 
2 diabetes. As well as physical symptoms, the psychological and social burdens of 
obesity can be significant: social stigma, low self-esteem, reduced mobility and a 
generally poorer quality of life are common experiences for many obese people. 

In addition 10 increasing the risk of ill health, obesity significantly increases the risk of 
mortality at any given age. One recent study has shown that the degree by which this risk 
is increased varies depending on physical fitness: an obese person with a low level of 
cardio respiratory fitness has a higher mortality risk than an obese person who is 
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otherwise physically fit. Evidence from studies suggests that for young adults in general 
the risk of mortality for someone with a BM! of 30 is about 50 per cent higher than that 
for someone with a healthy BM! (20 to 25), and with a BM! of 35 the risk is more than 
doubled. While the relationship between relative mortality risk and increasing BM! is 
strongest until the age of about 50, the effect of overweight on mortality persists into the 
ninth decade of lifelO. There is also a link between mortality risk and the duration of 
overweight - those who have been overweight for the longest are at highest risk 

The Financial Cost of Obesity 

In the UK the Auditor General estimated that in 1998 obesity accounted for 18 million 
days of sickness absence and 40,000 lost years of working life in 1998. This was a 
conservative estimate as it excluded both self-certified and uncertified sickness absence 
and took no account of sickness due to diseases for which the proportion of cases 
attributable to obesity cannot be quantified. Back pain associated with obesity was 
excluded, for example, as there are no data on relative risk on which to base estimates yet 
back pain is one of the most common causes of sickness absence. 
The auditor general also estimated that over 30,000 deaths were attnbutable to obesity in 
1998 - approximately six per cent of all deaths in that year. 30% of these deaths occurred 
before the state retirement age. Overall the estimated cost of obesity to the National 
Heaith Service was conservatively £Y:z billion in 1998. This estimate was low compared 
to the findings of studies undertaken elsewhere. Research estimates that, in. countries 
where the prevalence of obesity is similar to that in Ireland and England, the direct costs 
of obesity are between two and six per cent of national health care budgets(20). If this 
range applied in Ireland the direct costs to the country of treatment for obesity and its 
consequences would have been around 53 million euro. 

The indirect costs of obesity are dermed in terms of lost output in the economy due to 
sickness absence or death of workers have been estimated in the UK for 1998 based on 
time lost through sickness and premature death resulting from obesity, together with data 
on average incomes. The estimated indirect costs of obesity in England in 1998 was 5.4 
times the estimated direct cost which would correlate to 286m euro in Ireland - 60% was 
due to sickness and 40% due to premature mortality. Therefore the total combined cost of 
managing obesity in Ireland annually is of the order of 339 million euro. Sixty-one 
percent of these indirect costs are due to lost working days and the remainder due to 
premature mortality. If the current trend of increasing prevalence of obesity continues, 
this level of expenditure is likely to increase by a further 1/3 by 2010. 
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4. Current Service Provision 

Primary Care 

General Practice in Ireland comprises 2,200 general practitioners and around 400 practice 
nurses. Most general practitioners provide weight management services to patients with 
obesity complicated by secondary diabetes, heart disease or mobility problems. Few 
provide a direct weight management service to people without such complications. 

There are also 161 GP-based weight management clinics which are run by nutritionists. 
Of these clinics, 18 are run for full days and 143 for half days. The nutritionists are 
funded by Roche pharmaceuticals. 

With gradually improving access to community dietetic services, and the availability of 
new, safer agents to assist with weight reduction, general practitioners are increasingly 
offering structured, organised care to persons with a weight concern, involving initial 
assessment, regular weigh-ins, dietary advice and prescription. 

While obesity is a common co-existing risk factor for mobility problems and pathology in 
older people, its prevention and treatment do not figure significantly in the care provided 
in other sectors of the primary care systell1; mainly due to significantly stretched 
resources. Exercise and healthy-eating promotion do constitute a significant part of health 
maintenance advice provided by community OT, physiotherapy and public health nursing 
services, both for younger and older age groups. 

Working age people often receive advice from occupational health services, including 
direct training in the workplace from external agencies such as the Irish Heart 
Foundation. Clearly, all this is not enough. 

Secondary Care 

As in the primary care setting, obesity may be addressed as part of managing diabetes, 
ischaemic heart disease, hypertension or osteoarthritis. In this setting it is seen mainly as 
a co-morbidity and not approached in a structured manner. 

There is only one dedicated multidisciplinary hospital team in the country. This is based 
in St Columcille's Hospital in Loughlinstown. This consists of a dietician, psychologist, 
physiotherapist, physician and surgeon. Most general surgeons are skilled to perform 
gastric reduction surgery, but patient selection and follow up mean that the surgery is in 
general performed in a sporadic distribution outside of the setting of the appropriate 
multidisciplinary team. 

All hospital departments of nutrition will provide specific advice to patients referred for 
weight reduction. However the time for referrals is small outside of the workload 
generated by the inpatient and outpatient burden of general medical, diabetes and 
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cardiovascular problems. There are no dieticians appointed to specifically deal with the 
obesity problem (apart from the St Columcille's clinic). In addition the secondary care 
provision for obesity includes 7 specific hospital based nutritionist run clinics. These 
clinics run once to twice a month for a half day each and account for approximately 14 
days a year. These are funded by Roche Pharmaceuticals who employ the dieticians who 
run the clinics in association with the medical teams in the hospitals. These clinics are 
based mainly in Leinster. 

Self-Help Groups 

(a) Unislim 

Unislim is a wholly Irish company, which was established over 30 years ago in Ireland. 
The group currently operate between 600 and 700 weekly classes, depending on the 
season (including Northern Ireland). There are in excess of 50,000 members per year 
attending Unislim. The group philosophy is based on re-educating eating habits and 
adopting a healthy eating programme combined with regular exercise. 

(b) Weight Watchers 

Weight Watchers was established in 1963, driven by the understanding that group 
support powers individuals to change their behaviour bringing about long-term weight 
loss. 
Using the philosophy that success is achieved through a series of realistic goals the 
Weight Watchers programme uses a four-way approach: The Points Programme, group 
support, exercise and maintaining success for the future. The points programme is 
extremely flexible, allowing members to choose what they eat as long as they count it 
into their daily Points total. 
Worldwide, in any given week, more than one million members attend Weight Watchers. 
Here in Ireland, Weight Watchers hold 900 weekly classes throughout the 32 counties. 

(c) Overeaters Anonymous 

Overeaters anonymous (OA) is a proven program with no fees based on the principles of 
alcoholics anonymous (AA). It specifically addresses the area of compulsive overeating 
and uses the 12 step program employed by AA. OA has been in Ireland since 1978 and 
has 16 meeting points around the country. Six of these groups are in Dublin with the 
remainder scattered across the west and mid-lands. Address PO Box 2529, Dublin 5: 
Phone 01-2788106 (Answering service). 

Industry Funded 

Since Orlistat (Xenical) was launched on the Irish market in early 1999 a call support 
center was developed by Roche Ireland to provide additional advice and support on diet 
and lifestyle issues. This was created to provide a support to those doctors who had 
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limited resources to manage their overweight and obese patients in a multidisciplinary 
manner. The service is now in its second year and operates 8am to 8pm 365 days a year. 
Services like this in other countries have been shown to increase awareness of healthy 
living and educate the patients with regard to compliance with medication. 

Roche Ireland have recently introduced compliance software packages to create a specific 
system at pharmacy level which encourages the pharmacist to enroll the patient into this 
support. It may also advise the patient automatically of the freephone numbers to 
optimise the ability of the healthcare provider to cover items which the patient may 
require support on including additional counselling on weight management, compliance 
advice, detailed information on the patient information leaflet, advice for the pharmacist 
on dealing with overweight people and information regarding the support programme. 

Roche also employ the services of up to 14 dietitians and nurses in the provision ofa 
nutritional and lifestyle advice service and have recently presented the results of an audit 
of over 5,000 patients attending these one.to one clinics demonstrating their benefits. 

Abbot pharmaceuticals have designed the HELP programme to be used by Practice 
Nurses and other Healthcare professionals dealing with obese patients. It is designed to 
help the nurse monitor and manage patients on Sibutramine (Reductil), give patients 
information; advice and motivation to lose weight while they are on treatment and help 
patients keep their weight down in the long term by helping to change their behaviour. It 
is an information and support pack and is supported by HELP Newsletters to be given out 
at 2 weeks and 4 weeks and monthly thereafter. These newsletters are aimed at 
continually motivating the patient with helpful tips and advice on how to develop good 
habits to support weight maintenance. 
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5. Key Recommendation 

The key recommendation of this working group is that the Minister andhis officers 
appoint a multidisciplinary and expert group to tackle Obesity in Ireland. This Group (or 
Task Force) would coordinate existing initiatives targeting Obesity while developing a 
strategic plan setting out goals, objectives and recommendations for the prevention and 
treatment of Obesity in future years. 
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Appendix 1 

Specific Recommendations 

(a) Prevention 

Media influence 

I. All advertisements regarding high fat or high sugar foods should be balanced 
during children's viewing times. 

2. All advertisements that encourage children or adults to consume higher fat foods 
in place of healthier options should be balanced. 

3. All high fat food adverts should carry a health warning that if conswned in excess 
can lead to obesity, heart disease and diabetes. 

4. Media should give equal advertising opportunity to healthy food options. 

5. All advertising regarding the merits of various weight losing measures should be 
approved by a medically qualified committee. 

6. Food pricing should be examined as a mechanism of redirecting individuals 
towards healthier food choices and the advantages both fmancially and healthwise 
advertised accordingly. 

7. Sporting participation rather than competitiveness should be emphasized through 
the media. 

8. High alcohol conswnption is associated with obesity and other disorders which 
should be considered so that health warnings are put in place. 
(A ban on alcohol adverts should be examined as part of our national problems 
with a spin off in reducing obesity). 

Healthy Eating 

I. Appropriate nutrition education needs to be incorporated into the Social, Personal 
and Health Education curriculum in both Primary and Secondary schools, so that 
all children are aware of what constitutes a healthy diet, and of the health risks 
associated with a body weight which is outside the normal range. 
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2. Good eating habits established in childhood are more likely to.be maintained into 
adulthood than when attempts are made to change eating behaviour later in life. 
Thus, investment in strategies aimed at improving the diets of children could 
potentially positively affect lifelong eating habits. 

3. The school environment itself should reinforce key nutrition messages through: 
(i) Improving the nutrition quality of foods available in the school canteen, 
and encouraging the choice of healthier options through appropriate incentive or 
reward schemes. 

(ii) Setting standards for school lunches brought from home. 

(iii) Banning vending machines supplying foods and drinks which are high in 
fat and sugar, and regulating the sale of such foodstuffs in school Tuck Shops. 

(iv) Prohibiting the consumption of ·unhealthy· foods and drinks on the school 
grounds. 

(v) Establishing local initiatives to prohibit the sale of fast foods to 
schoolchildren during school hours. 

(vi) Establishing a local review group comprising teacher, parent and student 
representatives as well as school catering staff and a dietitian to develop specific 
and comprehensive 'anti-obesity' guidelines for individual schools, and to 
monitor progress in terms of achieving recommendations. 

4. Involving the child's parents in all school-based nutrition initiatives by setting up 
after-school meetings to discuss relevant nutrition issues will ensure that the 
rationale for these initiatives is clearly understood by parents 

5. Restrict television advertisements which overtly manipulate children to 
overconsume energy-dense foods and drinks of low nutritional value, and to 
examine ways in which television advertising can be effectively utilised to 
promote healthy eating amongst children and adults. 

6. Develop initiatives to reduce fast food consumption in Ireland: 
(i) Advertising and marketing campaigns which specifically target children 
and promote over-consumption offastfoods need to be restricted. 

(ii) Consumers should be advised directly through 'warnings' on tray mats in 
or on packaging that excessive or frequent consumption of fast foods (e.g. more 
than once per month) is potentially harmful and should be avoided. 

17 
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(iii) Taxing fast foods may help to facilitate reduced consumption in certain 
populations such as schoolchildren, adolescents and low income groups. 

7. There· is a need to introduce a system for labeling foodstuffs in a manner which 
will be clearly understood by consumers enabling them to make informed food 
purchase choices. 

8. Taxing "unhealthy- foods and drinks, and providing subsidies for healthy foods 
such as fruit and vegetables may facilitate a shift towards more healthful eating 
patterns. 

9. Improve the nutrition quality offood served in catering outlets including 
workplace canteens. and restaurants. The introduction of a nationwide award 
scheme for catering outlets providing and promoting healthy food options should 
be introduced. 

10. Initiatives designed to increase breast feeding initiation rates amongst Irish 
women, particularly amongst low income groups, and support those who choose 
to breast feed need to be developed. 

Education 

1. Teachers need to be taught the importance of healthy eating. dangers of obesity. 
There should be a new strategy on promoting a low fat diet from a young age, 
which would benefit the child. 

2. Promotion oflow fat diets in schools. e.g. No sweets or minerals to be consumed 
on school premises during school hours. Health foods should have a low fat, gold 
sticker on them and children could collect these. There then should be a prize for 
every school if they can collect 500 stickers for example, they could then enable 
them to get a computer. 

3. Initially, school principals and school boards need to be made aware of the danger 
of obesity to our young adult population. e.g. Issue letters to all parents in the year 
2003 to state that no high calorie foods can be consumed on the premises and 
create awareness of obesity. This could be carried out through the National 
Parents Council. 

4. A dietician should visit the schools once a year and this could be funded for 
example, by the local county council. 

5. Student education should take place either in transition school classes or by 
highlighting it in home economics. Home economics doesn't deal with obesity
only health eating. 
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6. Hold a National Obesity Day, a bit like a National Scientific Day where children 
from both national and secondary schools, could be invited to present posters, 
debates could be held on the same day about the five ways of promoting healthy 
eating and how to avoid obesity e.g. with sponsorship from companies like Flora. 

7. Advertising needs to be sensitive, for example, television advertisements to 
promote healthy eating. This could be carried out in conjunction with the 
National Dairy Council as low fat milk is a way of achieving a "healthy diet". 

8. Guinness and Carlsberg need highlight the. importance of a low fat diet in their 
advertising. They are already advertising that too much alcohol is dangerous so 
why couldn't they just add in that consumption of alcohol can lead to obesity. 

9. Television shows, for example Live at 3 or the Late Late Show could all be 
invited to do competitions with regard to raising awareness of obesity. 

10. Adult Courses on Health Education could be introduced, for example, a diploma 
on health eating and the importance of it. 

(b) Treatment 

Eating Habits 

I. The fundamental cause of obesity is eating more calories than are expended in 
daily life. Thus, a reduction in energy intake and! or an increase in energy 
expenditure should restore energy balance leading to a reduction in body weight 
over a period of time. 

2. Caloric intake should be reduced by 500-I,OOOkcalsl day below estimated energy 
requirements to produce a weight loss ofO.5-lkg/ week (500kcalsl day = 
3,500kcals/ week = O.5kg stored fat). The best way to lose weight is to do so 
slowly by moderately restricting food intake and adopting healthy eating habits 
which can be sustained long-term. 

3. Careful attention needs to be paid to the overall nutritional adequacy of weight
reducing diets prescnbed for overweight and obese children. Whilst treatment in 
adults focuses on weight loss, in children, the prevention of further weight gain 
should be the primary goal. 

4. With regard to diet composition, although most experts recommend a diet high in 
complex carbohydrates, restricted in total fat, and moderate in protein, popular 
diets that are low in carbohydrates and high in protein and fat continue to 
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proliferate. Fat is the most energy-dense nutrient, providing 9 kcals per gram 
compared with only 4 kcals per gram of carbohydrate and protein. Thus, until 
uncertainties sWTounding the use of high protein, high fat diets for the treatment 
of obesity have been addressed, i.e. their long-tenn efficacy, nutritional adequacy 
and effect on cardiovascular disease and diabetes risk, a diet low in fat and high in 
complex carbohydrates, should continue to be recommended as the treatment of 
choice for obese patients. 

5. All health professionals should be trained into the use of the Food Pyramid, 
enabling them to reinforce the principles of healthy eating with patients, and to 
support patients in making appropriate dietary changes. 

6. All individuals attempting to lose weight should be referred to a qualified dietitian 
for dietary advice. Research has shown that the greater the patient - dietitian 
contact, the greater the weight loss. There is a substantial deficit in both Primary 
and Secondary Care in tenns of the number of dietitians available to see patients 
for weight management. Thus, few patients attempting to lose weight have a 
dietetic consult, and most dietitians cannot offer their patients the level of follow
up e.g. monthly visits needed to achieve satisfactory weight loss. Clearly, this 
deficit needs to be addressed. 

7. All members of the Primary Care Team should be trained by a qualified dietitian 
ensuring that they are in a position to give appropriate and sound nutritional 
advice to patients. 

Treatment of obesity 

1. Measurement and documentation of 8MI and waist circumference at all health care 
attendances 

2. Inform all attendees of ideal body weight, overweight and obesity cut-off's 

3. Inform directly of health implications of excess weight 

4. Assess (does this need to be a psychologist or will other members of team do?) 
individuals perception of their weight and attitude to weight reduction and timing of 
this reduction 

5. Fonnal dietary assessment for all patients with 8MI > 27 Kg1M2 

6. Formal assessment of degree of physical activity 

7. Screen for full cardiovascular risk profile (BP, Lipids, Glucose) 
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8. Set agreed achievable target for weight over 12 month period (ideal aim 10% with 
benefits explained) 

.9. Issue distinct dietary and exercise advice for a 6 month trial (hypocaloric diet with 
increased physical activity) with a view to achieving agreed goal 

10. Discuss weight maintenance at outset.should goals be achieved 

II. Introduce pharmacotherapy where appropriate if goals not being· achieved by 3 month 
stage of diet and exercise intervention 

12. Where BM! > 40 consider gastric reduction surgery if none of the above .measures 
lead to significant reduction in weight 
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