From research to international
community implementation:
addressing childhood obesity on a
public health scale



Number of overweight and obese children:
- UK: 3 million (>30%)
- USA: 25 million (>30%)
_ Canada: 1.6 million (26%)
. Alberta: 218,000

_ Worldwide: 155 million



Put your hand
up if you think
this 10 year old
girl is:

a)Healthy weight
b)Overweight

c)Obese



* Multi component lifestyle interventions are
recommended Iin the UK, USA and Australia as 1st
line management of child obesity nice; sion; uspTF; NHMRC)

* In order to achieve a significant impact “we need to
move beyond individual interventions and drive

change on a public health (industrial) scale”
(Lord Darzi, 2008)



First line management options: individualized vs. group?

Assuming Canada’s 1.6 million overweight or obese children
were offered individualized consultations focused on lifestyle
advice (30 minutes per month for 1 year), you would need:

_ 48,000,000 minutes of consultation

_ 9,600,000 hours of consultation

_ 400,000 days of consultation

= 1,681 FTEs working solely on offering individualized advice

 Very expensive and the evidence suggests it doesn’t work
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Presentation Notes
Key message for this slide: We design Programs and services that make a lasting impact in what is a complex and evolving area 



(NB for speakers – this to make the point that people (e.g.. some competitors, commissioners, general public, the media) can over-simplify obesity and as a result, focus on services that provide little long-term benefit and/or build the perception that anyone can effectively tackle this problem)



Other points to make:

The evidence tells us that enforced solutions do not work in the long-term.  We use behavior change tools that encourage and support the individual to make change that is appropriate  to them rather than mandating change.  

 Weight is a sensitive and emotive issue.  We choose our language carefully to engage people to take action about their weight

 We’ve taken the complex problem of obesity and created a range of Programs and services that are effective in making a lasting impact

 Everything we design is developed by our in-house team of clinical experts – dieticians, nutritionists, psychologists and physical activity specialists - a team that has over 100 years combined experience in this field




MEND

Vind
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Nutrition

Do It!
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What MEND does

MEND empowers children
and adults to become
fitter, healthier and
happier and
to reach and maintain a
healthier weight.

We design programs and
services that offer long-
term and cost-effective

solutions to improve
health, fithess and self-
esteem.
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Key message for this slide:  Our Programs, training and resources are tailored to meet the specific needs of different audiences



Other points to make:



Everything we offer is the result of intensive research and is continuously monitored and improved.



Starting with our core offering:

 We offer services from birth (a postnatal weight loss Program for new mum’s and babies up to age 1) right through to adults 

 There are a few important common features to our Programs:

They’re all multi-component which means they combine the critical elements of nutrition, physical activity and behavior change

Programs for children are 10 weeks long followed by weight maintenance support

Programs for adults are 6 (more active health) and 12 weeks (MEND mums and adult weight management) long

For our child weight management Program

A parent or carer must attend sessions with their child



Training and long-term support:

MEND trains staff in local communities to run Programs using our material.  Our CPD certified training takes 2-4 days to complete including an individual assessment which all leaders must pass before they run a Program.  We’ve got a detailed curriculum and resources that examine obesity and all of the key elements of our Programs so that leaders can replicate Program results in their local area.



We also offer specialist training in how to raise the issue of weight – developed and delivered by our psychology team in response to feedback from leaders and health professionals that they need support to raise this sensitive topic with a parent, carer or adult.



School resources:

PSHE Citizenship – MEND was lucky to secure funding from insurance firm Legal and General to develop a teaching resource to support the Citizenship and PSHE elements of the National Curriculum for Key Stage 3 students (age 11-14) and the Healthy School Standards.  

Move it! – thanks to funding from the Big Lottery we were able to produce an interactive resource pack that reached over 230,000 children in it’s initial print run.  This was produced for all children irrespective of weight between the ages of 7-11.  More funding is needed to produce this resource in hard copy by all of the materials are still available for download at www.mendmoveit.org



Campaigns:

We’re very active in spreading the word about the importance of a healthy lifestyle – for example:

MEND Move it! week – is a national campaign that happens each July alongside National Childhood Obesity Week (jointly organised by MEND and the National Obesity Forum, the UK obesity charity).  Each year we provide a toolkit of fun activities and resources to our Program delivery partners and work with them to engage as many people as possible in getting more active during the week.  It’s a great opportunity to secure increased media attention, involvement of national and local celebrities and political figures and has a real focus on getting people out and active at events in their local community.

Change4Life – the UK government’s national campaign to get the nation eating well, moving more and living longer.  We have a close relationship with the Department for Health and support this campaign by promoting it’s messaging within our Programs and services and sending C4L resources to the thousands of families on the MEND Program database. 
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To enable effective group based
child obesity management to be
delivered by a wide range of
professionals in community settings
at sufficient reach to make a
meaningful difference
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From the outset MEND Programme was designed to allow evidence-based treatment to be delivered in community settings – we wanted to create something that was disseminable and did not sit for years in a researchers office.



To achieve this we used three guiding principles to construct the programme:



Based on the best available evidence from systematic reviews



Do not believe that treating childhood obesity is a benign endevour and so thought very carefully about how to translate what evidence says to something that is do-able without compromising the well-being and safety of the families who receive it.



Be guided by best practice as established by expert committees – if our intervention diverges then it may be due to the capacity to compromise safety or we adapt in light of new evidence. 


» Developed 2001

» Designed by
experienced
clinical obesity
specialists for
delivery by non-
obesity
professionals

* In partnership with
Great Ormond
Street Hospital for
Children &
University College
London Institute of
Child Health

Community
Group-based

Venues include:

YMCA,
recreation
centers,
schools, faith-
based
organizations

Afterschool &
primetime
evenings (e.qg.
5.30 — 7.30pm)
and weekends

«/-13 years

* Overweight or
obese (>85™" BMI
centile)

e Parental attendance
required

« Siblings included

e Parents and children
measured — parental
weight loss
outcomes

« Adaptation to
ensure culturally
suitable for families
from minority ethnic
groups, bilingual etc

*Intensive [l)<hase:
twice weekly 2hour
sessions over 10
weeks

* Maintenance
phase: upto 24
months



Multi-component

Intervention

-

modification:

Mind

Social learning theory and behaviour

Goals and rewards
Role modelling
Stimulus control
Positive parenting
K Self-esteem & confidence

~

-~

Nutrition

Customized healthy eating
e No forbidden foods — NOT a diet
Nutrition targets
Educating & empowering families
Supermarket tour- reading food labels
Portion sizes

( Fussy eating

J
N

/ Exercise \

Active play — Kids only
Fun!
Land & water based

Multi-skills — balance, agility and
coordination

Group play

Non-competitive

k: Improve self-esteem /
4 Do It! )

Putting learning into action

e Empowering families to make sustainable
lifestyle changes

e Encouraging and motivating families to do
it for themselves

e Creating agents of social change in
communities — kids, parents and leaders

/
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We are hoping that the current and planned RCT’s will fill in some of the missing gaps. For example we are currently starting to follow-up families from the Phase I RCT and the Phase II RCT will also look at 5 year follow-ups. 



This schematic illustrates the various research and evaluation activities surrounding the MEND Programme. 



Central concern of the present presentation is comparing the outcomes achieved by the intense phase.  Arguably, this is the bulk of the intervention and also the period with the greatest potential to go wrong – as it involves humans! For rest of programme we have a direct relationship with those we provide a service to. 








Sites: 5

Children: 117 (57% qirls)
Minorities: 48%

SES: 63.5% manual/unemployed
Mean age: 10.1 (£1.2) years
Mean BMI z-score: 2.8 (£0.6)

Statistically significant reductions in BMI, WC,
sedentary activities and improvements Iin
physical activity and self-esteem at 6 months —
sustained at 12 months (Sacher et al. Obesity. 2010)



UK rollout (2007-10)
2063 programs (>300 locations)




 What are the outcomes of the national
Intervention?

* Are the outcomes observed in the roll out
and RCT comparable?

 What are the effects of the intervention on
health inequalities?

 |S the Intervention cost-effective?

* \What can we learn about the scale-up and
spread of a national public health program?



Children: 15457

Girls: 54%

Minorities: 24% (uk: 7.9%)

Single parents: 34% (ux: 24%)

SES: 47% don’t own home (uk: 31%)
Mean age: 10.4 (x1.7) years
Mean BMI z-score: 2.8 (+0.6)

(UK %) = UK national average



« Potential number eligible for inclusion: 15457

e Data discarded on following criteria:
 BMI outliers
e Age (out of range, no age, got younger)
 Program dates
* NO post intervention data

 Total with valid pre- and post data at 3 months:
10173 (66%)
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Data from all children who have taken part in the programme up to 12/08



Approximately 68% of data is usable for analysis of BMI z-score outcomes.



Approximately 60% is usable when it comes to psychometric data.





Reliability may be compromised by:



Failure to enter data correctly



Failure to run programs as expected (e.g. shortening length of sessions!)


Changes In primary
outcomes (rollout)

e BMI
e \Walist circumference
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Feasibility (Sacher et al., 2005):

Pediatric dietitian, clinical Shift in skills

sychologist & physiotherapist .
el ’ PhY P and expertise:

RCT (Sacher et al., 2010):

Health, social, education & 'ncr_e_ased
exercise professionals scalability and
Improved cost-
Rollout (Sacher et al., 2011): effectiveness

Many additional non-specialists
e.g. community health workers,
recreation center staff
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Feasibility, RCT and rollout
comparison

e BMI
e \Walist circumference
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Change In waist
circumference at 3 months
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Physical activity
Sedentary behavior
Cardiovascular fitness
Nutrition

Psychological symptoms
Body esteem



Time spent in physical

activity

Physical activity (hours per week)
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Mean difference = 3.6 hours/week
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Time spent In sedentary
behaviors
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Program attendance, retention
and BMI SDS change

Feasibility RCT ~ F
Sample size (n) 11 117 10361
Mean attendance (%) 78 86 79
Retention (%) 91 97 89

» 90% of children reduce their BMI SDS after MEND 7-13






Parental BMI at baseline

v

Frequenc

200+
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S0+

]

Mean = 32 (£7.2)
n=1971

..

I I
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I I
000 4000 5000 GO0

Parental BMI

1
70,00

Parental Percentage
weight status

Underweight 0

Healthy weight 18%
Overweight 30%
Obese 52%

82% of parents overweight or
obese at baseline



Parental BMI change

Parental weight Mean BMI change
status (10 weeks)

Healthy weight -0.5%
Overweight -1.2%
Obese -1.2%
All groups -1.2%

» /3% of parents maintained or reduced their BMI



Long-term evaluation
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Independent study found:

*The ICER of the program is $2,672" per QALY gained,

considerably below the threshold for cost-effectiveness
of $50k*

*The program creates health and social outcomes with a
combined total value of $6,129 - $8,530 " per child

*The study concludes that MEND 7-13 is a cost effective
and cost saving intervention which provides returns on
public investment of 967% -1331%

* Converted from UK £ Y O R K
Health Economics
C ON S ORT I U M
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Objective: to adapt MEND 2-4, 5-7 and 7-13 programs in
partnership with AHS so that the programs:

e Consider the needs of overweight / obese children in
Alberta and Canada

 Align with dietary and physical activity guidelines e.g.
Canada’s Food Guide

« Take into account:
« Canadian research and health surveys
e Cultural factors
« Geographical considerations e.g. rural communities
« Minority ethnic groups e.g. Aboriginal communities

« Are thoroughly evaluated and continuously improved




Overview of Canadian
adaptation process
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« MEND 7-13 complete, rollout phase
« MEND 2-4 pilot phase, Q1 2012 rollout
« MEND 5-7 available in 2013




Alberta on the MEND!




Understanding the barriers and supports to
successful scale-up and spread of MEND in the
Canadian context is essential

mportant opportunity to study the MEND adaptation,
nilot and implementation in Alberta

Research conducted by Diane Finegood, Kim Raine,
John Spence

Wide range of knowledge users: AHS, MEND,
community organisations

Acknowledgement: funded by CIHR
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Presenter
Presentation Notes
Key message for this slide: We design Programs and services that make a lasting impact in what is a complex and evolving area 



(NB for speakers – this to make the point that people (e.g.. some competitors, commissioners, general public, the media) can over-simplify obesity and as a result, focus on services that provide little long-term benefit and/or build the perception that anyone can effectively tackle this problem)



Other points to make:

The evidence tells us that enforced solutions do not work in the long-term.  We use behavior change tools that encourage and support the individual to make change that is appropriate  to them rather than mandating change.  

 Weight is a sensitive and emotive issue.  We choose our language carefully to engage people to take action about their weight

 We’ve taken the complex problem of obesity and created a range of Programs and services that are effective in making a lasting impact

 Everything we design is developed by our in-house team of clinical experts – dieticians, nutritionists, psychologists and physical activity specialists - a team that has over 100 years combined experience in this field




What has been achieved?

60.000 -

year evidence base

3,000

3 RCTs in progress MEND Leaders trained

4,000+

Attended MEND’s obesity awareness training
; countries

participants have attended a MEND program



« Continue to develop evidence-based and
outcome driven lifestyle interventions for different
ages, stages and delivery channels

o Established an independent group, to guide
MEND'’s research strategy and conduct
Independent research
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MEND International
Research Group (MIRG)

MIRG members *

Nancy Butte
Diane Finegood
Eric Finkelstein
Deanna Hoelscher
Peter Hovmand
Terry Huang
Kristine Madsen
Kim Raine

Harry Rutter

Atul Singhal

John Spence
Boyd Swinburn
Nicholas Townsen

Baylor College of Medicine (US)
Simon Fraser University (Canada)
Duke University (Singapore)
University of Texas (US)
Washington University (US)
University of Nebraska (US)
University of California (US)
University of Alberta (Canada)
National Obesity Observatory (UK)
University College London (UK)
University of Alberta (Canada)
Deakin University (Aus)
University of Oxford (UK)
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GM Done 

Our activities are informed by an active research programme.�This brings together leading figures from authoritative institutions�MEND's International Research Group includes psychologists, health economists,  obesity specialists, health promotion experts, nutritionists, and systems analysts.�


o Continue to adapt and scale interventions in the
UK, Canada, USA, Australia, Denmark, New
Zealand and Saudi Arabia

o Gain better understanding of obesity by using a
wide range of methodologies — population level,
system dynamics, RCTs, longitudinal, gualitative,
etc.

« Compare interventions internationally and share
findings e.g. Aboriginal communities in Australia
and Canada
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Guy (RMc) – please move RFU to box with Sport England 



Key message for this slide:  MEND has secured partnerships with a wide range of impressive partners.



Other points to make:

 

 We are very proud of these partnerships

 Partnerships strengthen our approach and delivery model

 Partners work with us for many different reasons

Academics – who share our passion for research in the obesity field.  For example, Great Ormond Street Hospital and the UCL Institute of Child health.  Plus MEND now leads an international research group of leading academics that are working with us to further the evidence base

Private sector sponsors – who have a CSR strategy with objectives to improve health and wellbeing within communities or a desire to associate their brand with MEND’s healthy lifestyle messages.  For example, Bupa, our most recent corporate partner, is supporting a major two year project in east London that will provide MEND services for an entire London borough

Public sector partners – who need safe and effective services for their local population – mostly NHS primary care trusts and local authorities

Government agencies – who again are looking for high quality and cost effective services or expert advice on obesity policy and strategy

Third sector – we provide the intervention, they provide specialist expertise.  




Thank you!

mendcentral.org
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