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SUMMARY  

Whilst the health of Barnet people is generally better than average we should not be 
content with this: we can, and should, do better. In particular, and based on evidence 
of effectiveness and value-for-money, I consider that we should: 

� substantially reduce the prevalence of smoking amongst Barnet’s residents (that 
is, much more than we have already); 

� significantly reduce the number of people in Barnet who are overweight and who 
are obese; and 

� improve the life chances of the above-average proportion of children living in 
poverty in Barnet by enabling the parents and carers of pre-school children to 
provide them with a better home learning environment. 

In my report for 2012-13, I have focussed on ill-health prevention and done so in 
three areas where I consider that we can have the maximum impact on people’s well-
being. The first two areas, reducing the prevalence of both smoking and of 
overweight and obesity will have a direct impact on people’s well-being. The third 
area, improving the home learning environment for children who live in poverty, will 
have an indirect impact on their well-being because this will improve their educational 
attainment, which is a major determinant of health. Addressing these three topics can 
also reasonably be expected to reduce health and social care costs and free-up 
resources for other activities. 

Tobacco control 

Over the last few years, Barnet has consistently exceeded its NHS smoking 
cessation target. I wish to challenge both the NHS and the council in Barnet to deliver 
a step-change in tobacco control and to seek to reduce the prevalence of smoking in 
the borough to levels similar to those in California and in Sweden. This will 
substantially reduce mortality and morbidity amongst the people for whom we are 
responsible. For example, the substantial decline in smoking prevalence in California 
has been associated with declines in lung cancer, heart disease and other tobacco-
related illnesses. And in Sweden, reducing smoking prevalence has also reduced 
smoking in pregnancy, has led to a statistically significant reduction in the risk of low 
birth-weight babies and to a reduction in the prevalence of abdominal aortic 
aneurysm. 

In Barnet, I recommend that we seek to reduce the number of young people taking 
up smoking each year; encourage and enable smokers to quit; and contribute to 
protecting families and communities from second-hand smoke. Helping to stop young 
people from starting smoking is particularly important because the perpetuation of 
tobacco use through successive generations is one of the major causes of health 
inequality. 

Overweight and obesity 

We have taken little action in the past in Barnet to deal with the second-most 
significant challenge to our population’s well-being: overweight and obesity. Obesity, 
like smoking, is a major cause of health inequality and our work so far on reducing 
health inequalities will be undone if we do not also address the obesity epidemic as 
well. It is the complications of obesity that matter, the principle one of which is 
diabetes and its own principal consequences – heart disease, kidney failure and 
premature death. The overall risk of dying prematurely for a person with diabetes is 
at least double that of the risk for someone without this disease. Other complications 
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of diabetes include blindness and long-term reduced kidney function, both of which 
have severe consequences for the sufferer and significant cost implications for health 
and social care services. 

Being overweight or obese is due to eating more than the body needs, possibly 
leading some to consider that overweight and obesity are self-inflicted conditions 
caused simply by a lack of willpower. However,  there is now evidence that, in people 
who are significantly obese, the internal mechanisms that control the sense of satiety 

are automatically and permanently re-set, with the body’s normal function being 

dysregulated such that the obese person becomes ‘locked-in’ to their new body 
weight by a powerful physiological mechanism. Such people will literally be unable to 
lose a significant amount of weight without specialist help, including, for those with 
more extreme weight problems, surgical intervention. It is important to note that there 
is good evidence that surgery for obesity results in greater, and more sustained, 
weight loss than conventional treatments in both moderate and severe obesity, with 
reductions in conditions such as diabetes and high blood pressure and improvements 
in quality of life, and a reduction in long-term mortality. It is especially noteworthy that 
85% of the people reported in the National Bariatric Surgery Register who had 
diabetes at the time of surgery for obesity had no indication of this disease at two-
year follow-up and that other studies have shown this benefit to persist for many 
years. Principally because of the persisting benefits of surgery for obesity, it is one of 
the most cost-effective interventions for it. Indeed, modelling we have undertaken 
shows that, unequivocally, surgery for obesity in people who have already developed 
type 2 diabetes saves health service costs (and by implication, social service costs) 
after some five years. Not funding this treatment would increase health and social 
care costs after a similar period of time as well as worsen people’s wellbeing. 

I am particularly concerned that 10-11% of children who start school in Barnet are 
already obese and, even more worryingly, more than 17% are obese in Year 6. Not 
only is this likely to presage an increasing proportion of obese adults, it is likely to 
mean that the complications of obesity are likely to affect people at an increasingly 
younger age. It is noteworthy that the prevalence of diabetes is already above-
average in Barnet.  

In Barnet, I recommend that we prioritise the prevention and the management of 
overweight and obesity. This will require a multi-faceted approach and I have 
provided more detail of this in this report. 

The impact of child poverty on educational achievement and consequent health 

Finally, the impact of child poverty on educational achievement and consequent 
health is an important area for action in Barnet. There is an above-average 
proportion of children living in poverty in Barnet (23.7% vs 20.9% nationally) and 
numerically more children in Barnet live in poverty than do in, for example, either 
Islington or Camden, which are both boroughs with higher proportions of deprivation 
than Barnet.  

There is substantial evidence that people in higher socioeconomic groups generally 
experience better health and there is strong evidence that the relationship between 
educational achievement and health shows a similar gradient: people with better 
educational achievement generally enjoy better health. Children born into families 
with high socioeconomic status, whether their cognitive scores as babies are, on 
average, high or low, generally have higher cognitive scores by the age of about ten 
years. In contrast, those born into lower socioeconomic group families, on average, 
have lower cognitive scores at the age of 10 years, irrespective of their scores at ten 
months. Such educational inequalities persist at secondary age: children eligible for 
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free school meals are half as likely to achieve 5 GCSEs A*-C compared to those not 
eligible for free school meals. For many, we can expect these educational 
achievement differences to translate into health inequalities in later life. Importantly, 
there is a large body of evidence that children cannot take good advantage of their 
school-based education if their pre-school home learning environment is inadequate, 
but there is also good evidence that this is remediable.  

Various studies have shown that early childhood intervention programmes, such as 
providing parental support and training, learning activities and structured experiences 
for children and enhancing the home learning environment lead to statistically 
significant improvements, including improved developmental and intelligence scores 
and better cognitive development, creative thinking and concept development. There 
is also evidence that interventions that supplement the early lives of children of 
disadvantaged families promote schooling, reduce crime, foster work productivity and 
reduce teenage pregnancy, and that these interventions are cost-effective. 

The most significant of these interventions is for parents and carers to read to and to 
read with their children. Enabling parents and carers to be able to do this has been 
shown to lead to sustained, statistically significant, improvements in children’s 
reading and writing skills and to better behaviour in school as well as greater 
academic achievement. Thus, based on a good evidence-base, helping parents of 
families living in poverty in Barnet to improve both their parenting skills and the home 
learning environment can reasonably be expected to improve children’s success at 
school and to improve their life chances and thus prospects for future good health. 

It is also important to recognise that smoking is a particular issue for families living in 
poverty because a much higher proportion of disposable income is spent on tobacco 
in such families. Crucially, there is evidence that low-income households where 
parents smoke are much more likely to lack adequate basic amenities, such as food, 
shoes, coats, than non-smoking parents on Income Support. Targeting families living 
in poverty in non-stigmatising ways to enable smokers to quit will improve their health 
directly and make more money available for both basic amenities and an improved 
home learning environment for children. 

In Barnet, I recommend that we expand our current work on child poverty to enable a 
much higher proportion of parents and carers of children living in poverty to be able 
to provide a much more effective home learning environment for their children. 

Taking action to improve people’s health in Barnet further 

In each of the three main sections of this report (tobacco control, overweight and 
obesity, and child poverty) there are specific sections looking at the relevance to 
Barnet and what I recommend we should do. I hope that these, and the underlying 
evidence-base presented here, will be useful in enabling actions to improve the 
health of Barnet’s people still further. 

 

Dr Andrew Burnett 
Director for Public Health, Barnet  

April 2012 
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Annual report of the director for public health, Barnet 

Prevention is better than cure 

 

1 Introduction 

In my report on health in Barnet for the year 2012/13, I wish to emphasise the 
importance of all of us taking actions to prevent avoidable illness and disability at 
every opportunity.  

The aphorism “An ounce of prevention is better than a pound of cure” has been 
attributed to Benjamin Franklin in relation to his organisation of the Philadelphia 
Union Fire Company in 1736.1 Few would argue against the desirability of preventing 
fire rather than waiting for one to occur and then trying to put it out. Franklin’s 
observation is particularly apposite in the context of health services and, to some 
extent, to social care and some children’s services, where it seems that we spend so 
much time ‘fire-fighting’ that we probably feel we have little or no time for prevention.  

If we amend Franklin’s phrase to “A penny of prevention is better than a pound of 
cure” then we remind ourselves that preventing things that are avoidable not only 
reduces or eliminates some types of ill-health and disability and associated suffering, 
but can save money too. The potential for this in terms of NHS costs was writ large in 
2004 by Derek Wanless in his exhortation for a shift from a national sickness service 
to a national health service that was ‘fully engaged’ in prevention. The figures in his 
report2 are now out of date, but the principle remains: if we want to make sustainable 
financial reductions in health and social care costs then we have to do much more to 
prevent avoidable conditions occurring. Wanless depicted this in relation to the 
proportion of the country’s gross domestic product required for NHS services in three 
scenarios of ‘slow uptake’, ‘solid progress’ and ‘full engagement’ in prevention. This 
is shown in Figure 1, which is taken from his report, and shows that only with ‘full 
engagement’ of both public services and the public themselves can we expect the 
amount of funding needed for health services to level-off. I see no reason why this 
should not also apply to social care and children’s services costs and that, with an 
increasing proportion of elderly people in the population and the present economic 
situation, Wanless’s exhortation for our much greater involvement in preventing 
avoidable illness and disability is even more important now than it was in 2004. 

1.1 Context 

Overall, death rates from the main killers, heart disease and stroke, cancer, and 
respiratory disease, are dropping in Barnet and, as described in the Barnet Joint 
Strategic Needs Assessment,3 the health of the people of Barnet is generally good. 
However, there are significant health inequalities and, as identified in the Finding the 
Five Thousand project,i there are a large number of people in Barnet with 
unrecognised and, crucially, remediable, risk factors for certain diseases. There are 
also important inequalities in health in the borough, closely correlated with 
deprivation, and reflected in differences in life expectancy. 

                                                

i This is described in the current Barnet Joint Strategic Needs Assessment 
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For example, the difference in life expectancy for boys born in the most deprived 
parts of the borough compared with those in the most affluent is seven years (five 
years for girls) and this difference is statistically significant,4 as shown in Figure 2. 

Figure 1: Wanless’s prediction in 2004 of the impact of different levels of engagement 
in prevention on the proportion of gross domestic product required for the NHS. (The 
figures are now out of date but the vital message remains: prevention is cheaper than 
cure and frees resources for other things) 

 
Figure 2: Differences in male and female life expectancy at birth in different parts of 
Barnet 
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Such differences are not inevitable nor are they immutable. As discussed in section 
2.3, health inequalities can be reduced, and, for premature cardiovascular disease 
mortality, have been in Barnet. The important point is that there is scope in Barnet to 
reduce avoidable disease further, and to reduce both the associated suffering and 
the costs. For example, in a recently published review of the epidemiology of a wide 
range of cancers, it was identified that about one third overall can be attributed to just 
four lifestyle choices.5 This is depicted in Figure 3, taken from the report. 

Figure 3: The proportion of cancers in the UK attributable to different exposures 

 

 

 

 

 

 

 

 

 

 

 

Cancer is not the only disease, with cost implications for both health and social care 
services, that is a consequence of risky lifestyle choices. Heart disease and stroke, 
aortic aneurysm, peripheral vascular disease, respiratory disease, osteoarthritis, age-
related macular degeneration, diabetes, osteoporosis, liver failure and upper 
gastrointestinal diseases are all more likely to occur in people who smoke, or who 
are overweight or obese, or who have an inappropriate diet, or who take insufficient 
exercise, and/or who misuse alcohol. 

Most of these conditions occur more frequently in people living in deprived areas. 
Deprivation, for many, has its origins in child poverty and so does poor health. For 
example, three-year olds in families with a combined income of less than 
£10,000/year are two-and-a-half times as likely to develop life-limiting chronic illness 
as are three-year olds in families with an income of more than £52,000/year.6 They 
are also twice as likely to develop asthma and nearly three times as likely to develop 
a mental disorder.7 

The key areas of prevention that I wish to draw to the attention of Barnet Council, the 
Barnet Clinical Commissioning Group, education providers and health and social 
care providers for the purposes of service development in 2012/13 and beyond are: 

� tobacco control – smoking avoidance and smoking cessation; 

� overweight and obesity; and 

� the pre-school educational aspects of child poverty. 

I discuss each of these in the next three sections. 
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2 Tobacco control 

2.1 Background 

In a publication in 2004, Doll and Peto, the doctors who first brought attention to the 
significant harms to health caused by tobacco use, published the findings of a 50-
year prospective study of the hazards of cigarette smoking in doctors and the extent 
of the reduction in risk on stopping smoking at different ages in terms of premature 
mortality.8 They found that, in this relatively affluent group (in whom one would 
therefore not otherwise expect high mortality rates), that: 

� men born in 1900-1930 who continued to smoke cigarettes died on average ten 
years younger than lifelong non-smokers; 

� stopping smoking in this group at 60, 50, 40 and 30 years of age gained, 
respectively, 3, 6, 9 and 10 years of life expectancy; 

� the probability of dying between the ages of 35 and 69 years in this group were 
42% in smokers and 24% in non-smokers – a two-fold increase in risk of death in 
smokers. 

Put another way, it is unequivocally best not to start smoking, but it’s never too late to 
stop. 

2.2 Is smoking cessation cost effective? 

Enabling people to stop smoking is one of the most cost-effective interventions to 
improve health.  

Based on prices in 1998, the most expensive NHS smoking intervention (specialist 
smoking cessation support) cost £873 per life-year saved, whilst a review of more 
than 310 other medical interventions identified that the median societal cost for these 
was £17,000 per life year gained.9 And a review of the cost-effectiveness of 
implementing the American Agency for Health Care Policy and Research guidelines 
on smoking cessation found that smoking cessation is ‘extremely cost-effective’, with 
a cost per QALYii of $1,108–$4,542 (£705–£2,891) with the more intensive 
interventions being more cost-effective, suggesting that ‘greater spending on 
interventions yields more net benefit’.10  

A more recent systematic review of nine randomised controlled trials of smoking 
cessation in patients with chronic obstructive airways disease, that is, in people with 
established smoking-related morbidity, found that, compared with usual care, the 
costs per QALY of minimal counselling, intensive counselling and pharmacotherapy 
were, respectively, €16,900, €8,200 and €2,400 (£14,000, £6,856, £2,006).11 The 

                                                

ii Quality adjusted life years (QALYs) are a measure of cost per increase in utility that can be 
used in assessing the value-for-money of a clinical intervention. (A ‘utility’, from an 
economics perspective, is a measure of relative satisfaction or benefit, and thus is 
something that can increase or decrease. Cost-utility in a health care context is an 
economic evaluation of the degree to which quality of life is improved per pound spent using 
measures such as QALYs). A QALY is based on the number of years of life that would be 
added by the intervention. Each year in perfect health is assigned the value of 1.0 down to 
a value of 0.0 for death. If the extra years would not be lived in full health, for example if the 
patient would lose a limb, or be blind or have to use a wheelchair, the extra life-years are 
given a value between 0 and 1 to account for this. In some instances, a negative value is 
applied, when the health state is considered to be ‘worse than death’. 
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threshold normally used by the National Institute for Health and Clinical Excellence 
for cost effectiveness is £20,000-30,000 per QALY.  

On this basis, spending money on smoking cessation, especially on more intensive 
(specialist adviser) interventions, will reap benefits in terms of improved wellbeing, 
reduced health inequalities and more effective use of scarce resources. 

2.3 How is this relevant in Barnet? 

Currently, some 350 people die each year of smoking-related diseases in Barnet 
(based on pooled data for the years 2007-09).4 This is down from 440/year as 
reported by the London Health Observatory in 2001.12 This reduction is encouraging, 
and consistent with other data, for example the greater reduction in deaths from 
cardiovascular disease (heart attack and stroke) amongst people living in the most 
deprived parts of the borough in recent years. In Barnet, we have concentrated 
smoking cessation activity especially in these most deprived areas and it is plausible 
that the reduction in death rates in these places, which has closed this health 
inequality gap, is predominantly attributable to this. This is shown in Figure 4. 

Figure 4: Death rates from cardiovascular disease in Barnet GP-registered patients 
aged under 75 years in deprivation tertiles 

 
Prior to 2002, there were 20 electoral wards in Barnet, rather than the current 21, so 
the data were collected differently then. However, these older data show that there 
has been a substantial and sustained difference in death rates from cardiovascular 
disease between people living in the most affluent parts of the borough and the most 
deprived. These differences have remained unchanged from the early 1990s until 
quite recently. 

It is noteworthy that the association between increasing smoking quit rates and 
decreasing cardiovascular disease death rates some six to twelve months later has 
also been found elsewhere. For example, a study in Montana, USA, examined the 
impact of a local law banning smoking in workplaces and public places and found 
that, during the six-month period that the law was in effect that there were 16 fewer 
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hospital admissions for heart attack compared with the same period in the previous 
year when there were 40 (which is a 40% reduction).13 This decrease was statistically 
significant. Further, a review of hospital admissions for acute coronary syndromeiii in 
Scotland following the introduction of smoke-free legislation there found an overall 
reduction in admissions of 17% in the year following the introduction of legislation 
compared to the period preceding it, in contrast to a 4% drop in England over the 
same period when there was no such legislation in place.14 And in England, following 
the subsequent introduction of smoke-free legislation, and having adjusted for 
secular trends and variations in population size, there was a statistically significant 
2.4% reduction in admissions to hospital for heart attack attributable solely to the 
legislation.15 In Barnet, the impact on costs for emergency hospital admissions for 
heart attack in the first year following smoke-free legislation has been estimated to be 
a saving of £61,000 (estimated range £17,000-£104,000).16 (Note that this estimate 
only applies to the immediate hospital costs of dealing with a heart attack and not to 
the other health conditions associated with smoking nor to the social care costs 
associated with these.) 

Smoking tobacco increases the risk of heart attack but this risk falls rapidly in 
smoking quitters.17 The effects of tobacco smoke on the lining of blood vessels and 
on platelets (increasing the risk of the development of blood clots) occurs within 30 
minutes of exposure and is nearly as great in people inhaling second-hand smoke 
(‘passive smoking’) as it is in smokers.18,19,20 The effect on death rates shown in 
Figure 4 is likely to be related to a combination of increasing smoking cessation 
activity in Barnet in the preceding years and the introduction of smoke-free legislation 
in 2007, but it is important to note that the greater decreasing trend in cardiovascular 
deaths in Barnet follows smoking cessation activity for some years prior to this. 

But could the closure of this health inequality gap be related to other factors? The 
most likely ones are changes in the prescribing of drugs for raised cholesterol, for 
high blood pressure and for diabetes and/or an increase in surgical procedures to 
manage acute coronary syndrome. 

Figure 5, Figure 6 and Figure 7 present data showing trends in these activities in 
recent years. (There are no data available for years earlier than shown in these 
graphs.) 

Figure 5 shows Barnet GP prescribing of drugs, across the borough, for raised 
cholesterol (lipids), high blood pressure (hypertension) and heart failure, and for 
diabetes. All of these conditions increase the risk of death from heart attack and 
stroke. Whilst there is a trend of more of these drugs being prescribed, their impact 
generally takes some time to be seen and the rate of increase of prescribing does not 
correspond to the rate of decrease that we see in deaths in people living in the most 
deprived areas in Barnet as shown in Figure 4. Indeed, as the prescribing trends 
shown in Figure 5 apply across the borough, if there were a significant early effect of 
this prescribing trend we would expect to see a decrease in deaths from 
cardiovascular disease amongst all people in Barnet. However, Figure 4 shows us 
that death rates from cardiovascular disease amongst people living in the more 
affluent parts of the borough were relatively static during the years 2007-2010. I am 
not suggesting that these drugs do not reduce the risk of death from cardiovascular 

                                                

iii Acute coronary syndrome covers a spectrum of unstable coronary artery disease ranging from 
unstable angina to a complete heart attack. All have the same origin, that is the formation of a blood 
clot on a narrowed coronary artery. Management is similar, depending on the severity of the condition 
at the time of presentation 
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disease. There is good evidence that they do and their use should be encouraged. 
But their use does not seem to explain the closure of the health inequality gap that is 
shown in Figure 4. 

Figure 5: Barnet GP prescribing of various drugs that can be expected, over time, to 
have an impact on the incidence of cardiovascular disease 

 
In Figure 6 and Figure 7 we can see what has happened to hospital admissions for 
heart attack and stroke and for non-drug interventions to treat heart attack in Barnet 
GP-registered patients in recent years. These data are for people living in all parts of 
the borough. If the reduction in deaths shown in Figure 4 were due to hospital 
treatment, including non-drug interventions, then we might expect to see an increase 
in the number of admissions and, certainly, an increase in the number of procedures 
being undertaken. But what we see is actually are relatively static hospitalisation and 
intervention rates from 2005 to 2009, with a large decrease in 2010. We might also 
expect to see a decrease in deaths amongst people living in the more affluent parts 
of the borough, but we do not. Again, I am not suggesting that these interventions do 
not reduce the risk of death from cardiovascular disease. There is good evidence that 
they do and their use should be encouraged as well. But their use does not seem to 
explain the closure of the health inequality gap that is shown in Figure 4 either. 

Figure 6: Hospital admissions for heart attack and stroke in Barnet GP-registered patients  
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Figure 7: Cardiac interventions in Barnet GP-registered patients 
 

 

 

 

 

 

 

 
On the basis of the currently available evidence, the most likely explanation of the 
closure in the health inequality gap for cardiovascular disease in Barnet residents 
aged under 75 years would seem to be a combination of all of these factors but with 
the greatest effect being due to people quitting smoking. 

Is this plausible? If we look at what has happened elsewhere in the World, notably in 
California, where smoking prevalence has been reduced very substantially over the 
years, then I suggest that it is. California has reduced its smoking prevalence 
substantially, from just under 26% in 1984 to just under 12% in 2010.21 This is shown 
in Figure 8. (By contrast, Barnet’s smoking prevalence amongst adults was 16.6% in 
2009/10.4) According to the California Department of Public Health, the substantial 
decline in smoking prevalence in the state since tobacco education efforts started in 
1988 have been associated with declines in lung cancer, heart disease and other 
tobacco-related illnesses.22,iv This is born out in an independent study which found 
that since the introduction of California’s approach to smoking, the prevalence of both 
smoking and deaths from heart disease have dropped at a statistically significantly 
greater rate in this state than in the rest of the USA.23 

Figure 8: Smoking prevalence in California 

                                                

iv The State of California supports local health departments and community organisations to 
help reduce smoking, it supports ‘aggressive’ media campaigns and provides tobacco-
related education and surveillance. Since the introduction of the California Tobacco Control 
Program in 1988, it is estimated that more than one million lives have been saved and 
$86bn-worth of savings in health care costs have been made. See 
http://www.cdph.ca.gov/Pages/NR11-031.aspx (accessed 27 January 2012) 
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The situation in Sweden is also impressive. Sweden has one of Europe’s highest 
smoking cessation rates and one of the lowest prevalences of smoking in the 
industrialised world (11% in men, 14% in women).24 Table 1, taken from a study 
comparing Sweden with other European Union countries, predicts the impact on 
smoking-attributable deaths if these other countries were to achieve the Swedish 
smoking prevalence.25 (Note that Table 1 only refers to men aged 25 years and over. 
The paper from which it is taken includes an equivalent table for women. The 
predicted benefits are similar in women.) This potential benefit is striking: If we 
achieved a smoking prevalence in the UK equivalent to that of Sweden, we would 
reduce annual smoking attributable deaths by some 42%, that is a reduction in such 
deaths by nearly 45,000 amongst men aged 25 years and over each year and 15,500  
in women, a 41% reduction. It is also noteworthy that there is evidence that 
Sweden’s work in reducing smoking, which has also reduced smoking in pregnancy, 
has led to a statistically significant reduction in the risk of low birth-weight babies,26 
and to a statistically significant association between reduction in smoking prevalence 
and the prevalence of abdominal aortic aneurysm that was sufficient to suggest that 
the thresholds for screening could be raised and in future confined to smokers.27 

2.4 What do we need to do in Barnet? 

There are clear benefits from smoking cessation. There has been a demonstrable 
benefit from this in Barnet in recent years, and there is good evidence that increasing 
our efforts to control tobacco consumption (not just support smoking cessation) will 
lead to significant improvements in well-being and reduce health and social care 
costs.  

Following Department of Health guidance and declared intentions,28 in Barnet I 
consider that we should aim to: 

� stop the inflow of young people recruited as smokers; 

� motivate and assist every smoker to quit; and 

� protect our families and communities from tobacco-related harm. 

We cannot do all of this alone, but we can make a significant contribution by: 

� enforcement of regulations and law and trading standards concerning tobacco 
sale and tobacco use; 

� working with schools and community groups; 

� training and encouraging all front-line NHS and local authority personnel to use 
all opportunities to encourage people not to start smoking and to encourage and 
sign-post those who do to smoking cessation services; 

� ensure our contracts with providers actively promote reducing the prevalence of 
smoking; and 

� improving smoking cessation performance overall, but especially amongst 
pregnant women and in families living in poverty. 

Undertaking work to stop young people from starting smoking is particularly important 
because: 

− the perpetuation of tobacco use through successive generations is one of the 
major causes of health inequalities;28 and 

− whilst it might be argued that people have a right to choose to smoke, the 
majority of smokers start to do so before the age of 18 years29,30 and –  



10 

− nicotine is an addictive drug and tobacco use is its main means of self-
administration,31 

− the pharmacological and behavioural characteristics that determine tobacco 
addiction are similar to those that determine addiction to drugs such as heroin 
and cocaine,32 and thus it is difficult to argue that it is someone’s free choice to 
be dependent on a substance as addictive as heroin or cocaine that they 
became addicted to when under the age of 18 years; most adult smokers say 
they started smoking regularly before they turned 18.

33
 

We therefore need to try hard to reduce the prevalence of smoking in children and 
young people as much as possible if we are to improve health and wellbeing in the 
people of Barnet. 
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Table 1: Smoking prevalence and smoking-attributable deaths among men aged 25 years and over in the European Union in 1999 

At country-specific smoking prevalence   At Swedish smoking prevalence 

Country 
Population 

(millions) 

Smokers 

(millions) 

Proportion of 
smokers in 

population (%) 

Smoking-
attributable 
deaths 

Smokers 

(millions) 

Smoking-
attributable 
deaths 

Reduction in 
smoking-
attributable 
deaths (%) 

Austria 2.75 1.28 47 10,897 0.54 5,839 46 

Belgium 3.45 1.57 45 16,227 0.68 8,014 51 

Denmark 1.81 0.63 35 8,236 0.36 4,041 51 

Finland 1.70 0.69 41 5,293 0.34 3,723 30 

France 19.16 7.72 40 63,153 3.80 43,913 30 

Germany 28.77 11.47 40 112,274 5.66 63,362 44 

Greece 3.60 2.19 61 22,131 0.71 8,850 60 

Ireland 1.10 0.44 40 4,462 0.22 2,293 49 

Italy 20.30 7.07 35 76,234 3.99 47,797 37 

Luxembourg 0.15 0.06 38 475 0.03 304 36 

Netherlands 5.38 1.99 37 17,345 1.07 11,146 36 

Portugal 3.16 1.48 47 11,082 0.62 7,204 35 

Spain 13.43 6.36 47 53,681 2.65 31,172 42 

Sweden 3.01 0.59 19 7,396 0.59 7,396 – 

United Kingdom 19.61 6.97 36 76,771 3.88 44,793 42 

TOTAL 127.38 50.45 40 485,657 25.14 289,793 40 
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3 Overweight and obesity 

The Health Survey for England report shows that overweight and obesity has 
increased substantially and we are rapidly approaching a situation where two thirds 
of the population of England will be will be overweight or obese.34,v The trend in 
obesity in England is shown in Figure 9, which is taken from data from the Health 
Survey for England. Obesity substantially increases the risk of developing a number 
of conditions, which themselves create significant health risks. The most significant of 
these is diabetes; it has been estimated that obesity reduces life expectancy by some 
nine years and accounts for 30,000 deaths in the UK each year.35 Obesity therefore 
has significant implications for both health care services as well as well-being. 

Figure 9: Changes in obesity in England over time 

It is important to note that whilst the substantial increase in obesity in the UK in the 
last 20 years can be attributed in large part to reductions in physical activity (as 
depicted by the pictures of commuters at different times in Figure 10) and to changes 
in the type of food being eaten (with a major shift from carbohydrates to fat 
consumption) there is little evidence supporting the efficacy of health education 
programmes within the general population; behaviour modification is required in 
addition to education programmes.38 And for people who are obese, behaviour 
modification – in whatever guise it may take – probably does not have much impact 
either. For example, a trial of 76 obese women with a mean age of 42 years and a 
mean weight of 106kg, randomly allocated to receive either a very low calorie diet 
alone, behaviour therapy alone, or both in combination, found whilst that statistically 
significantly more women maintained their full end-of-treatment weight losses in the 

                                                

v The body mass index (BMI), which is the most commonly used way of measuring 
someone’s relative weight and height, is calculated by dividing weight (in kilograms) by the 
square of the height (in metres). Someone with a healthy weight has a BMI in the range 
18.5-24.9. A BMI of 25-29.9 is defined as being overweight. ‘Class I obesity’ is defined as a 
BMI of 30-34.9, ‘Class II obesity as a BMI of 35-39.9, and ‘Class III’ or ‘morbid’ obesity a 
BMI of 40 or greater 

By way of example, someone who is 5’9” tall (1.75m) and who weighs 12st 7lb (79.63kg) 
has a BMI of 26 and is clinically overweight. If this same person weighed 14st 13lb they 
would have a BMI of 31 and be clinically obese 
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behaviour group alone and the combined behaviour-very low calorie diet group this 
outcome was found in only about one third of participants and overall, weight loss 
reduced at 1-year and at 5-year follow-up.36 This suggests that calorie restriction 
alone is insufficient to enable significant weight loss and that whilst behaviour therapy 
can help, only a modest proportion of people benefit and even then, the weight loss 
is often not maintained.  

Figure 10: Changes in our levels of everyday physical activity, such as how we get to 
work, have contributed to the increased prevalence of obesity  

 

Why might this be? Whilst being overweight or obese is due to eating more than the 
body needs,vi possibly leading some to consider that overweight and obesity are self-
inflicted conditions simply caused by a lack of willpower, there is now evidence that, 
in people who are significantly obese, the internal mechanisms that control the sense 

of satiety are automatically and permanently re-set, with the body’s normal function 

being dysregulated such that the obese person becomes ‘locked-in’ to their new body 
weight by a powerful physiological mechanism.37  

There are two important considerations in the context of this re-setting of the internal 
controls that help us to regulate the amount that we eat. The first is that people with a 
normal weight and those who are overweight can, with not too much difficulty, vary 
their weight voluntarily by small amounts. But for an obese person to vary their 
weight by a proportionately similar amount requires a substantially greater change in 
weight; this is no simple matter and many people who are significantly obese are 
most unlikely to respond to non-surgical treatments for their obesity.37 The second 
reason is that it is important to encourage and enable people to manage overweight 
before it develops into obesity. 

3.1 Why does obesity matter to the health and social care economy?  

Obesity is significant because of the substantially increased risk of diseases that it 
causes. This has an impact on health inequalities as well as on health and social 
care costs. The most significant condition associated with obesity diabetes. The first 
report of the National Bariatric Surgery Register estimates that treating the 
consequences of obesity costs the health economy in England some £5bn each year 

                                                

vi We take in energy in what we eat and drink. We use up energy in what we do physically. If 
we take in more energy than we use up then the body stores it as fat.  
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and that this is likely to double in real terms by 2050.37 A major component of this 
cost is the management of diabetes and its consequences; diabetes is a serious, life-
shortening condition. The National Bariatric Surgery Register report shows that there 
is almost an exponential increase in the incidence relative risk of developing diabetes 
with increasing weight, as shown in Figure 11Error! Reference source not found., 
taken from the report. Diabetes increases the risk of premature death, especially 
from cardiovascular disease, in addition to the development of conditions such as 
peripheral vascular disease and blindness.  

Overall, taking the risks of diabetes and the other life-shortening conditions 
associated with obesity into account, it has been estimated that obesity reduces life 
expectancy by some nine years and accounts for 30,000 deaths in the UK each 
year.38  

Figure 11: The age-adjusted risk of developing diabetes with increasing body mass 
index
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Guh and colleagues undertook a detailed analysis of a large number of published 
studies of the diseases associated with overweight and obesity in order to estimate the 
the incidence of a variety of conditions in relation to overweight and to obesity.

41
 The 

results are shown in  

Table 2. The key points to note are: 

� whilst most findings were statistically significant (denoted in Table 2 with an 
asterisk), that is, these findings were unlikely to have occurred by chance, those 
that were not found to be statistically significant may have been so because the 
number of people involved were small; 

� in most instances, even being overweight increases the risk of developing each of 
the 18 conditions reviewed; 

� in many instances, the relative risk of overweight and of obesity in relation to the 
18 diseases reviewed was greater for women than for men; and 

� the greatest risk of both overweight and of obesity is that of developing Type 2 
diabetes. 
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Table 2: The incidence rate ratios
vii
 of various conditions occurring in people who are 

overweight and obese 

Condition Men Women 

 Overweight Obese Overweight Obese 

Breast cancer – – 1.13* 1.30* 

Endometrial cancer – – 1.15* 1.42* 

Ovarian cancer – – 0.61 1.35 

Colorectal cancer 1.88* 2.93* 1.25* 1.55* 

Oesophageal cancer 1.15 1.20 1.13 1.21 

Kidney cancer 1.40* 1.82* 1.82* 2.64* 

Pancreatic cancer 1.28 2.29* 1.24 1.60* 

Prostate cancer 1.14 1.05 – – 

Type 2 diabetes 2.40* 6.74* 3.92* 12.41* 

High blood pressure 1.28* 1.84* 1.65* 2.42* 

Stroke 1.23* 1.51* 1.15* 1.49* 

Coronary heart disease 1.29* 1.80* 1.72* 1.80* 

Congestive heart failure 1.31 1.79* 1.27 1.78* 

Asthma 1.20* 1.43* 1.25* 1.78* 

Chronic back pain 1.59* 2.81* 1.59* 2.81* 

Osteoarthritis 2.76* 4.20* 1.80* 1.96* 

Pulmonary embolism 1.91* 3.51* 1.91* 3.51* 

Gallbladder disease 1.09 1.43* 1.44* 2.32* 

* statistically significant increased risk 

The authors of this comprehensive estimate of the risks to people who are 
overweight and people who are obese developing one or more of these 18 conditions 
concluded that their findings confirmed that overweight and obesity “carry a profound 
health burden and will have a significant impact on health expenditure”. 

BMI is not the only factor to consider when assessing the risk of overweight and 
obesity. Waist circumference also plays a part, as shown in Table 3, taken from NICE 
guidance on overweight and obesity.42 Considering waist circumference helps to get 
over the problem of using BMI alone in some people. A number of athletes, for 
example, have very lean bodies but high BMIs because of high muscle mass, which 

                                                

vii The incidence rate ratio is the incidence rate of something occurring in someone exposed 
to a risk factor divided by the incidence of that same thing occurring in someone who is not 
so exposed. It provides a relative measure (‘relative risk’) of the exposure against not 
being exposed. In the context of overweight and obesity, this measure shows the 
increased risk of certain diseases in people who are overweight and who are obese in 
comparison with people who have a healthy weight  
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may or may not be a risk to their future health. But for people who are not athletically 
lean BMI is a good proxy of risk when combined with waist circumference. 

Table 3: The degree of health risk associated with overweight and obesity with 
different waist circumferences 

BMI Waist circumference 

 ‘Low’ ‘High’ ‘Very High’ 

Overweight No increased risk Increased risk High risk 

Obesity class 1 Increased risk High risk Very high risk 

Waist circumference definitions 
Men:  ‘Low’ = <94cm (37in); ‘High’ = 94-102cm (37-40in); ‘Very high’ = >102cm (40in) 
Women: ‘Low’ = <80cm (31.5in); ‘High’ = 80-88cm (31.5-34.5in); ‘Very high’ = >88cm (34.5in) 

3.1.1 What is diabetes and why is it significant to people’s well-being? 

The most common form of diabetes (diabetes mellitus; ‘sugar diabetes’),viii which is a 
long-term condition, occurs when the body becomes unable to use insulin effectively. 
Insulin is the hormone responsible for regulating blood sugar levels by controlling the 
flow of sugar into the cells of the body. About 10% of people with diabetes mellitus 
have Type 1 disease. The cause is unknown and it occurs when the pancreas – the 
gland that produces insulin in the body – fails to do this adequately. Put simply, it is 
treated with regular insulin injections.  

The majority of people with diabetes mellitus have Type 2 disease. This condition 
was once called ‘maturity onset’ diabetes because it was normally only seen in older 
people. It is now seen in an increasing proportion of young adults and even children, 
largely as a consequence of excess body weight and inadequate levels of physical 
activity.43 Put simply, it is treated with weight management and, usually, drugs that 
lower blood sugar levels. 

Diabetes mellitus causes severe damage to the lining of blood vessels and this is the 
main issue with the disease. Every cell in the body is dependent upon having an 
adequate blood supply to bring it oxygen and nutrients and to take away waste 
products. The blood also circulates a variety of substances, for example hormones, 
which control a variety of body functions. If the blood supply to a part of the body is 
compromised, for example through damage to the lining of the blood vessels 
(causing them to be narrowed or blocked) then cell damage and, ultimately, cell 

                                                

viii Most people are familiar with the word diabetes, but not all may be familiar with the two 
types of diabetes and why they are so named. Diabetes mellitus (that is, ‘sweet’) is the 
more familiar condition where the body becomes unable to control glucose levels in the 
blood. The less well-known diabetes insipidus (that is, ‘bland’) is usually caused by the 
pituitary gland failing to produce sufficient quantities of antidiuretic hormone (ADH). ADH 
helps to control the output of the kidneys. With inadequate levels of ADH circulating, the 
kidneys produce copious quantities of very dilute urine. Untreated patients with both 
conditions produce large quantities of urine; the word diabetes coming from the Greek 
word for siphon, because sufferers passed urine ‘like a syphon’. In the days before 
chemical tests were available to assess the contents of a patient’s urine, the only option 
was to taste it: people with ‘sugar’ diabetes had urine that tasted sweet, those with 
diabetes caused by insufficient ADH had urine that tasted insipid. Diagnostically, this early 
testing method was probably quite accurate, but perhaps not for those of a more fastidious 
nature 
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death, is inevitable. The consequences of diabetes, because of the damage to the 
lining of the body’s blood vessels, include:43 

� heart disease and stroke – 50% of people with diabetes die of cardiovascular 
disease; 

� neuropathy (that is, damage to sensory nerves) of the feet, which, combined with 
reduced blood supply, leads to ulceration on the feet and dry gangrene, which 
often necessitates amputation; 

� neuropathy affecting other parts of the body, affecting some 50% of people with 
diabetes, leading to numbness, tingling, pain and weakness especially affecting 
the feet and hands; 

� retinopathy (that is, damage to the light-sensitive lining of the eye) – after having 
diabetes for 15 years, some 2% of people will become blind and 10% will have 
severe visual impairment because of it: diabetes is the most common cause of 
blindness in people of working age; and 

� kidney failure – diabetes is the main cause of this and 10-20% of people with 
diabetes will die of kidney failure. 

The overall risk of dying prematurely in people with diabetes is at least double that of 
the risk in people without this disease. Diabetes is therefore a significant disease in 
terms of well-being and we should help people to avoid developing it.  

The health and social care consequences of supporting people with diabetes and its 
complications are very substantial, and rising, because the incidence of diabetes is 
increasing and because the cost of most treatments rise each year.  

Last year, the National Institute for Health and Clinical Excellence (NICE) published a 
review of the cost impact of diabetes.44 Noting that ‘it is not possible to quantify the 
full costs of diabetes’, and taking account of the healthcare costs excluding 
community care (that is, predominantly hospital treatment) and GP prescribing, NICE 
estimates that the health care costs of diabetes in England rose from £1.61bn in 
2006/7 to £2.08bn in 2009/10. This does not take account of the GP prescribing 
costs for the potential or actual complications of diabetesix nor for the social care 
costs of people suffering from the consequences of diabetes. 

NICE estimates that the average health care cost of treating diabetes is £27.50 per 
head of population. With 349,800 people living in Barnet45 this suggests that we are 
spending about £9.6m on managing diabetes in the NHS alone. But this is an 
underestimate: NICE’s calculation excludes the cost of treating patients with the 
complications of diabetes who are managed in non-diabetic services (such as GP 
prescribing of drugs to lower blood pressure and cholesterol), and it is based on the 
English average prevalence, yet Barnet’s prevalence of diabetes is above-average. 

3.2 How can obesity be managed? Can its complications, particularly 
diabetes, be reduced? 

3.2.1 Prevention 

Other than babies who are born to women who develop diabetes in pregnancy (such 
babies are often significantly large), none of us is born overweight or obese. We 
become overweight, with many subsequently become obese, in childhood or in 

                                                

ix For example, drugs to lower blood pressure and to lower cholesterol levels 
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adulthood. Obviously, the most important thing to do is to enable and encourage 
people to not become overweight in the first place.  

NICE has issued guidance on the prevention of overweight and obesity.42 Based on 
this, our priorities should be: 

� making the prevention and the management of overweight and obesity a priority 
at both strategic and operational levels in both health and social care services; 

� as employers, we should also promote the prevention and the management of 
overweight and obesity amongst staff through – 

− on-site catering facilities promoting the consumption of healthy foods and 
drinks (for example by signs, posters, pricing and positioning of products), 

− policies, information and facilities that promote physical activity (for example 
with travel plans, by encouraging and enabling active transport, by signposting 
and using décor that encourages stair use and for reception and other staff to 
direct visitors to the stairs as a default); 

� providing training and support for front-line personnel in health and social care to 
better enable them to promote healthy diets and exercise to their clients/patients 
and to help them manage overweight and obesity in their clients/patients; 

� ensure that similar approaches are taken by health and social care provider 
organisations through our contracts; 

� to promote interventions through policies on leisure services and facilities and 
open spaces, planning processes, other policies and the advice given by front-
line personnel to their clients/patients that  - 

− increase physical activity in ways that fit easily into people’s everyday life, and 
that are tailored to their preferences and circumstances, such as – 

• walking, 

• using stairs, 

• cycling; 

− improve diet and reduce energy intake through – 

• dietary modification 

• targeted advice 

• family involvement 

• goals to encourage beneficial change; 

� to work with shops, supermarkets, restaurants, fast food outlets, cafés and 
relevant voluntary organisations to promote healthy eating choices. 

Our approach to enabling people to avoid becoming overweight in the first place, and 
to reduce established overweight and obesity, needs to be long-term and multi-
faceted. It should include promotional and awareness-raising activities as well as 
developing a less obesogenic environment and providing individual advice to 
clients/patients at every suitable opportunity.  

It is also important to remember that overweight and obesity tend to be family 
problems rather than individual ones, and, especially in terms of avoiding and 
reducing overweight and obesity in our children, it is vital to engage whole families. 
Taking this approach is particularly important for front-line personnel working in 
children’s centres, nurseries, pre-school groups, schools and voluntary organisations 
working with children.  
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3.2.1.1 Management of overweight and obesity – non-surgical approaches 

Again, based on NICE guidance,42 managing overweight and obesity needs to: 

� have realistic goals, with people usually aiming to lose 5-10% of their weight; 

� aim for a maximum weight loss of 0.5-1kg each week; 

� focus on long-term lifestyle changes rather than on short-term quick-fixes; and 

� be multi-component, that is address both diet and physical activity, offering a 
variety of approaches – 

− encouraging a balanced, health-eating approach, 

− involving regular physical activity, particularly those that can be part of 
everyday life, such as brisk walking, using stairs rather than standing on 
escalators or using lifts 

− including behaviour-change techniques, such as keeping a diary, and 
providing advice on how to cope with lapses and with ‘high risk’ situations 

− recommending or providing on-going support and encouragement. 

Part of the success that we have had in Barnet with smoking cessation is ensuring 
that front-line personnel know how to raise the subject of a need for lifestyle 
modification and for them to be able to signpost patients/clients to appropriate 
services. It will therefore be necessary to ensure that suitable services are available, 
and these may include commercial, community and/or self-help weight management 
programmes. Obviously, people who have co-morbidities, for example, diabetes, 
hyperlipidaemia, hypertension, will need careful monitoring of such conditions to 
ensure that weight loss and medical management go hand-in-hand. 

3.2.1.2 Management of obesity – surgical approaches 

As referred to in section 3, for many people who are obese, behaviour modification 
alone is often of little benefit, probably because the internal satiety control becomes 

permanently re-set and the body’s normal food intake function is thus 

deregulated.37 In such people, there is substantial evidence of the clinical and cost 
effectiveness of bariatric surgery, particularly in terms of reducing or, to all intents 
and purposes, eliminating, a number of the more significant problems associated with 
obesity, most notably diabetes. This has considerable beneficial implications for 
health and social cares costs. 

For example, a systematic review of 26 studies (including three randomised 
controlled trials and three prospective cohort studies) on surgery for obesity by the 
Cochrane Collaboration, updating previous Cochrane reviews,46 found: 

� Good evidence that bariatric surgery results in greater, and sustained, weight loss 
than conventional treatments in both moderate (body mass index [BMI] >30) and 
severe obesity, with reductions in comorbidities including diabetes and high blood 
pressure and improvements in quality of life, and, in one publication, a reduction 
in long-term mortality – in the main, these differences were statistically significant. 

� Follow-up in the reviewed studies varied from 12 months to 10 years, with the 
differences in weight loss, BMI change and measures of quality of life between 
bariatric surgery and conventional treatment being maintained for at least ten 
years. 

� Remission of diabetes was found in 70-75% of surgical patients at two years vs 8-
13% in patients undergoing conventional treatment, and in ten year-follow-up 
studies this statistically significant difference in the recovery of diabetes was 
maintained. 
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� There were similar benefits for reductions in high blood pressure and raised blood 
cholesterol levels with surgery, and reductions in the incidence of other 
complications of obesity such as certain types of cancer, gall bladder disease and 
gout.  

� One study showed a statistically significant reduction in overall mortality from both 
cardiovascular and non-cardiovascular events at 16 years between surgical and 
conventional treatment of obesity.  

� The incidence of complications and adverse events was relatively low in both the 
surgery and the conventional treatment groups. 

A number of other papers published in peer review journals have identified significant 
benefits of bariatric surgery over conventional treatment. For example: 

� In an eight-year follow-up study of 141 patients undergoing bariatric surgery in 
Switzerland by Kruseman and colleagues, average weight loss eight years after 
bariatric surgery was -30.7 (+/- 13.8)kg with an excess weightx loss of greater than 
50% in 59% of patients.47  

� In contrast, in a randomised controlled trial (RCT) by Toumilehto and colleagues, 
522 middle-aged people with a mean BMI of 31 and impaired glucose tolerance 
were allocated to an intervention group receiving individualised counselling aimed 
at weight reduction or a control group.48 The mean weight loss at one year was -
4.2 +/- 5.1kg in the intervention (counselling) group and -0.8 +/-3.7kg in the 
conventional treatment group. This was a statistically significant difference. The 
proportion of subjects without diabetes during the trial was statistically significantly 
different, with fewer in the intervention group, in years 2, 3 and 4 of follow up but 
not at years 5 and 6. 

� Picot and colleagues undertook a health technology assessment of bariatric 
surgery in which they looked both clinical and cost effectiveness.49 They found 
statistically significant evidence that bariatric surgery is a more effective 
intervention for weight loss than conventional, non-surgical, treatments. In two 
RCTs reporting outcomes at two years, the mean proportional initial weight loss in 
the surgical groups was 20% and 21.6% whilst it was just 1.4% and 5.5% in the 
non-surgical groups. Most significant was their finding in relation to diabetes: 
weight loss reduces the risk of developing diabetes, and bariatric surgery has 
been found to resolve pre-operative diabetes in more than 75% of cases. 

� A systematic review and meta-analysis also found a significant reduction in the 
incidence of type 2 diabetes following bariatric surgery, with 82% of patients 
having resolution of their clinical and laboratory manifestations of diabetes in the 
first two years following surgery and 62% remaining free of diabetes more than 
two years after surgery.50 

� Bariatric surgery has been shown to improve outcomes in other obesity-related 
morbidities. For example, a longitudinal study from 1948 to 1985 of the impact of 
weight loss on the risk of symptomatic knee osteoarthritis in women found that a 
decrease in BMI of 2 units or more in the ten years preceding assessment 
reduced the risk of developing osteoarthritis by over 50%.51  

                                                

x Excess weight (in kilograms) is defined as ((initial weight – current weight) ÷ (initial weight – 
(25 x height))) x 100 and is normally expressed as a percentage. Note that 25 is the upper 
limit of a normal body mass index. Also note that a very heavy person may lose many 
kilograms of weight but their percentage excess weight loss will be lower than that of a less 
heavy person who has lost the same amount of weight 
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� In a publication of particular significance, the Swedish Obese Subjects (SOS) 
study by Sjostrom and colleagues, a prospective, controlled study of patients 
undergoing bariatric surgery matched with patients receiving conventional 
treatment, showed some long-term benefits of bariatric surgery.52 After two years, 
whilst weight had increased in the control group it had decreased in the surgery 
group by 23.4%. At ten years, weight in the control group had increased 1.6% but 
in the bariatric surgery group it had decreased by 16.1%.  

As shown in Figure 12, copied from Sjostrom’s paper, not only was there a 
substantial difference in weight loss between controls and those undergoing 
surgery, but statistically significant differences between the two types of bariatric 
surgery used, with bypass surgery producing better results than banding. 
Increasingly, patients in this country are having bypass surgery, which is more 
suitable for binge eaters, as well as being more effective in enabling sustained 
weight loss. 

Figure 12: Weight changes in subjects in the SOS trial over ten years 

 
The SOS Study findings were supported by a literature review and data pooling 
exercise from 43 reports providing follow-up for up to ten years undertaken by 
O’Brien and colleagues.53 As shown in 
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Figure 13, excess weight loss was substantial and this was maintained over ten 
years. The authors commented that ‘No other therapy for obesity in use today 
could approach this degree of weight loss over such a period of time’. 
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Figure 13: Pooled data showing the proportion of excess weight loss (%) and duration 
of follow-up for all bariatric procedures in O’Brien and colleagues’ review 

 

 

 

 

 

 

 

 

 

� In a five-year observational 2-cohort study, Christou and colleagues showed that 
bariatric surgery statistically significantly reduced both the development of new 
health-related conditions in morbidly obese patients and death.54  

They also showed that patients undergoing bariatric surgery made fewer physician 
visits than controls in the 5-year follow-up period. They estimated that the total 
health care costs of controls were 45% higher than that of bariatric surgery 
patients. 

The recently-published report of the National Bariatric Surgery Register37 also 
provides important information that is consistent with findings reported by studies 
published in peer review literature. Of the 6,483 people whose details are recorded 
on this register, 27.5% had type-2 diabetes, 16.5% were receiving treatment for 
obstructive sleep apnoea,xi and 69% had some functional impairment, for example 
they could not climb three flights of stairs without resting. It is important to recognise 
that the people on the registry are a select group – they have all had bariatric surgery 
– and they are therefore not necessarily representative of all people in the country 
with obesity. However, I consider the following points raised in the registry report to 
be especially noteworthy: 

� Analysis of this registry showed that, of the 1,783 peoplexii who had bariatric 
surgery and who had diabetes at the time of surgery, at two-year follow-up, 85.5% 
‘had returned to a state of no indication of diabetes’, meaning that they no longer 
needed medication.  

This will not only save the cost of diabetes medication (quoted by the report as 
being an average of £3,000/year), but these people will not require the relatively 

                                                

xi Obstructive sleep apnoea is a condition that interrupts breathing during sleep causing a 
drop in blood oxygen levels. The sufferer wakes sufficiently to restore normal breathing but 
on subsequently falling into a deeper sleep their breathing becomes obstructed again. This 
cycle of recurrent low levels of blood oxygen (each lasting from a few seconds to several 
minutes) can occur every few minutes during the night. Untreated, this condition caused 
daytime fatigue and difficulties in cognition, but, more importantly, increases the risk of 
heart failure and death. A common cause of obstructive sleep apnoea is overweight and 
obesity. The most common treatment is the use of continuous positive airways pressure 
using a mask and respirator 

xii That is 27.5% of 6,483 people 
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intensive follow-up that people with diabetes have, nor be at risk of developing the 
complications of diabetes, including peripheral vascular disease, neuropathy, 
blindness, heart attack and death.  

� The registry report noted that, one year after surgery, on average, patients had 
lost 57.8% of their excess weight, and that almost half with a functional 
impairment before surgery had returned to a state of no such impairment (that is 
they could climb three flights of stairs without needing to rest), and 60% with 
obstructive sleep apnoea were able to stop treatment for this condition. 

It is also important to note that even modest weight losses are associated with 
significant improvements in blood cholesterol, and this can be achieved with non-
surgical treatments.55 However, a review of much of the literature on the use of lipid-
lowering drugs (such as the group called statins) shows that there is not necessarily 
a relationship between lowered lipid levels and clinical outcomes such as fewer 
cardiovascular events, and that there may be a direct impact of some statin drugs on 
such outcomes and not just the lowered blood lipid levels.56 It is also noteworthy that 
both weight loss (using non-surgical interventions) and, separately, dietary sodium 
restriction, have been associated with reductions in the incidence of high blood 
pressure at seven years’ follow-up.57 However, I have not found any trials published 
in peer review journals that show a reduction in the incidence of diabetes following 
non-surgical treatments of obesity. 

3.3 Is managing overweight and obesity cost effective? 

The cost-effectiveness of managing overweight and obesity has been reviewed by 
NICE.58 The first point to note is that whilst the management of obesity itself is 
potentially beneficial, obesity management also plays a part in the management of a 
number of other conditions, including (but not limited to) heart attack;59 coronary 
heart disease, stroke and atrial fibrillation;xiii, 60 stress incontinence, diabetes, raised 
cholesterol levels, high blood pressure, back pain, arthritis;61 infertility, and sleep 
apnoea.xiv The management of these conditions, which, with others, are all 
associated with obesity, is probably part of the reason why, according to NICE, 
people who have a BMI of >30 have statistically significantly more contacts with their 
GP, practice nurses and hospital outpatient clinics and receive more NHS 
prescriptions than those who have a healthy weight.  

In its assessment of the cost-effectiveness of managing overweight and obesity, 
NICE does not directly comment on its associated social care costs, but notes that 
the National Audit Office has estimated the financial burden to society of obesity is 

                                                

xiii Atrial fibrillation, the commonest heart rhythm disorder, affects about 1% of the population. 
atrial fibrillation its treatment costs are substantial taking up about 1% of the NHS budget 
in 2004. Left untreated, atrial fibrillation is a significant risk factor for stroke and other 
conditions, including symptoms such as breathlessness, difficulty in breathing, palpitations, 
dizziness and fainting, and conditions such as heart failure  

xiv Obstructive sleep apnoea is a condition that interrupts breathing during sleep causing a 
drop in blood oxygen levels. The sufferer wakes sufficiently to restore normal breathing but 
on subsequently falling into a deeper sleep their breathing becomes obstructed again. This 
cycle of recurrent low levels of blood oxygen (each lasting from a few seconds to several 
minutes) can occur every few minutes during the night. Untreated, this condition caused 
daytime fatigue and difficulties in cognition, but, more importantly, increases the risk of 
heart failure and death. A common cause of obstructive sleep apnoea is overweight and 
obesity. The most common treatment is the use of continuous positive airways pressure 
using a mask and respirator 
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some £2bn, which is much more than the estimated NHS cost of some £480m 
because it includes lost productivity as well as direct service costs.  

Based on the NICE report, it is difficult to draw robust conclusions about the cost-
effectiveness of interventions such as diet, physical activity and behavioural 
treatment because of the paucity of published research, the poor generalisability of 
what has been published and the high sensitivity of cost-effectiveness calculations to 
the duration of benefit. That said, an Australian study has indicated that, at October 
2005 exchange rates, the incremental costxv per kilogram of weight lost following of 
six counselling sessions over 12 months was £4.13 for a doctor and dietician 
intervention and £3.09 for dietician-alone sessions in comparison with a control group 
receiving no intervention.62 It is not clear whether these findings would be applicable 
in the UK. And a study in the USA of the effectiveness of group and mixed family-
based treatment for childhood obesity found a statistically significantly greater weight 
loss per dollar spent and concluded that this was not cost-effective, but that it might 
be so for a more obese population.63 It is not clear whether these findings would be 
applicable in the UK either. However, a review of the control arm of a study of drug 
treatment of obesity, which underwent monthly monitoring by a GP for the first year 
and by a nurse for the second, found a cost per QALY of between £16,000 and £17, 
400, 64 which is well within the normal range used by NICE as a threshold for cost-
effectiveness for NHS-funded interventions. The NICE paper reporting this noted 
that, for various reasons, this was likely to be an under-estimate of the cost-
effectiveness of the intervention. 

NICE found a number of publications reporting relative weight losses at 12 months 
and costs per kilogram lost attributable to dietary changes. These ranged from 
0.4kg–13.4kg lost at 12 months with costs/kilogram lost ranging from £17–
£1215.65,66,67,68,69,70,71 Because of the heterogeneity of the interventions used in these 
various trials, NICE considered that they were ‘suggestive of cost-effectiveness but 
found that exercise alone was not cost-effective and that there was only ‘weak 
evidence’ of the cost-effectiveness of behaviour therapy compared to diet.  

Importantly, NICE noted that the longer a weight loss is maintained then the more 
cost-effective is the intervention that enabled it, and its recommendation is for a 
multi-faceted approach to non-drug/non-surgical management of overweight and 
obesity; this makes the differences between different approaches less important. Put 
another way, the differences between the various published trials makes it difficult to 
be definitive about one approach to weight management or another, but a 
simultaneous combination of different approaches is likely to be more beneficial 
because of a synergistic effect and the longer any weight loss is maintained then the 
more cost-effective the interventions will be. 

NICE considered the evidence for the use of a drug called sibutramine in the 
management of obesity. However, this drug has since been withdrawn on safety 
grounds. 

NICE reviewed the evidence for the clinical and cost-effectiveness of a drug called 
Orlistat in the management of obesity and found it to be cost-effective in comparison 
with non-pharmacological interventions, with an incremental cost effectiveness ratio 
of £22,099 to £39,308 per QALY, dependent on gender, initial BMI, the natural rate of 

                                                

xv The incremental cost is the change in cost associated with an intervention compared with 
doing nothing. It is usually expressed as the ratio of the costs of two different interventions 
with each expressed in terms of anticipated benefit, for example, quality-adjusted life years 
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weight gain and the rate of weight regain after conclusion of treatment when used 
over 48 months.72  

NICE also reviewed the evidence for the clinical and cost-effectiveness of bariatric 
surgery in comparison with non-pharmacological interventions and found this to be 
cost-effective with an incremental cost-effectiveness ratio per QALY of between 
£6,300 and £8,500,73 which is substantially cheaper than pharmacological therapy, 
probably because of the duration of benefit. The cost-effectiveness of bariatric 
surgery is discussed in greater detail in the next sections, 3.3.1 and 3.3.1.1. 

3.3.1 The cost-effectiveness of bariatric surgery and the impact of the NHS investing and 
not investing in this 

Picot and colleagues’ health technology assessment of bariatric surgery also looked 
at its cost effectiveness.49 Five original economic evaluations were assessed but 
were considered not to provide reliable and generalisable estimates of the 
incremental cost-effectiveness of bariatric surgery of various types in comparison 
with non-surgical treatment. The authors thus developed their own economic model 
which was extended to include the impact of cardiovascular disease as well as 
diabetes. Three different patient groups were considered: those with a BMI>40; those 
with a BMI of 30-40 who also had diabetes; and those with a BMI <35. Modelling was 
based on data obtained from various trials of such patients and looked at ‘optimistic’ 
and ‘pessimistic’ outcomes derived from different trials. The results are shown in 
Table 4, from which it can be seen that bariatric surgery is cost effective in people 
with a BMI of 30-35 with no complications if the benefits last 20 years or more (for 
which there is currently no evidence); it is cost effective in people with a BMI of 40 or 
greater, and cost effective in people with a BMI of 30-35 if they also have type-2 
diabetes. 

Table 4: Results of cost effectiveness modelling by Picot and colleagues 

Condition being treated 
Incremental cost 

effectiveness ratio (£/QALY 
gained) 

Comment 

Moderate obesity (BMI 30-35) 
60,754 at 2 years 

12,763 at 20 years 

The second figure assumes benefit 
lasts for 20 years. There is good 
evidence that bariatric surgery 
maintains weight loss at ten years in a 
majority of patients 

Morbid obesity (BMI >40) 1,897 – 4,127 
Optimistic/pessimistic calculations 
assuming 10 years’ benefit 

BMI 30-35 plus type-2 
diabetes 

18,930 at 2 years 

1,367 at 20 years 

The second figure assumes benefit 
lasts for 20 years. There is good 
evidence that bariatric surgery 
maintains weight loss at ten years in a 
majority of patients 
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3.3.1.1 Modelling the impact of funding/not funding bariatric surgery 

We have modelled the effect of funding and of not funding bariatric surgery across 
the five boroughs of NHS North Central London (NCL), that is, Barnet, Enfield, 
Haringey, Camden and Islington.xvi Using this larger population base provides more 
accuracy to the modelling and I consider it reasonable to assume that the findings 
are generally applicable to people living in Barnet.  

The average BMI of NHS NCL patients undergoing bariatric surgery at the 
Whittington Hospital is 48 and the median is 48.65. This approximates to the figures 
in the National Bariatric Surgery Register and we can reasonably assume that this 
proportion applies to patients receiving bariatric surgery in other hospitals.  

We do not know the BMIs of patients with diabetes undergoing bariatric surgery and 
thus have had to make assumptions. We have modelledxvii the costs and benefits of 
bariatric surgery for people with diabetes assuming that those undergoing surgery 
represent 1%, 5% and 10% of those with diabetes and obesity at BMIs of 30 or 
greater, 40 or greater and 50 or greater. The number of bariatric procedures 
undertaken on NHS NCL patients in 2010/11 is equivalent to approximately 0.5% of 
our estimate of people with diabetes with a BMI of 30 or greater, 3.5% of those with 
diabetes and a BMI of 40 or greater and 100% of those with diabetes and a BMI of 
50 or greater. 

Whatever the proportion of people with diabetes undergoing surgery at different 
BMIs, the outcome of this modelling shows that there is an increasing financial 
saving over the years. This is shown in Figure 14, Figure 15 and Figure 16. 

II consider it especially important to note that if we stopped funding bariatric surgery 
for people with diabetes, whilst there would be an initial saving (because we would 
not be paying for the operations) we would quickly incur additional costs because of 
the need to treat diabetes and its complications. The estimated financial effect of this 
is shown in Figure 17. 

Put another way, this modelling shows that, unequivocally, bariatric surgery in people 
who have already developed type 2 diabetes saves health service costs (and by 
implication, social service costs) after about five years, and, continuing to provide this 
treatment to others after this time leads to more savings than costs. Not funding this 
treatment would increase health and social care costs as well as worsen people’s 
wellbeing.  

                                                

xvi This modelling was led by Ian Newman, Business Analyst Manager, NHS North Central 
London (Barnet) 

xvii The population in NCL with obesity was modelled using Health Survey for England 2009 
data [Health Survey for England 2009 trend tables (see http://www.ic.nhs.uk/statistics-and-
data-collections/health-and-lifestyles-related-surveys/health-survey-for-england/health-
survey-for-england--2009-trend-tables [accessed 9 February 2012] ). Trends were 
identified from these data and combined with Greater London Authority population 
estimates (2008) to estimate the number of people with different body mass indices. The 
cost of bariatric surgery was taken from the average costs of these procedures for Barnet 
PCT patients in 2010/11. The proportion of people with diabetes for each level of BMI, the 
cost of treating people with diabetes and the evidence of benefit was taken from the 
National Bariatric Surgery Register. It was assumed that bariatric surgery procedures were 
undertaken at a similar rate for each group of patients throughout the year 
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Figure 14: Modelled costs/(benefits) of bariatric surgery performed on 1% of people in 
NCL with obesity and diabetes at different BMI levels  

 

Figure 15: Modelled costs/(benefits) of bariatric surgery performed on 5% of people in 
NCL with obesity and diabetes at different BMI levels 
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Figure 16: Modelled costs/(benefits) of bariatric surgery performed on 10% of people in 
NCL with obesity and diabetes at different BMI levels 

 
 

Figure 17: Modelled financial impact of stopping all NHS-funded bariatric surgery in the 
North Central London area 
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3.4 How is this relevant to Barnet? 

Currently, the proportion of adults who are obese in Barnet is below the national 
average (17.9% vs 24.2%), albeit our levels of obesity in Year-6 children is closer to 
the national average (17.5% vs 18.7%).4 However, there is no room for complacency; 
the proportion of children and adults who are overweight and obese in Barnet will 
continue to rise if we fail to take effective action to deal with this. In turn, this will lead 
to greater levels of obesity-associated disease and requirements for long-term care. 
As Guh and colleagues noted, this will “carry a profound health burden and will have 
a significant impact on health expenditure”41 and, we can infer, t will do so on social 
care spending too. 

Obesity is a significant cause of health inequality. Men and women in unskilled 
manual occupations are more likely to be obese than those in professional 
occupations; Asian children are four times more likely to be obese compared to 
children of white background; Black Caribbean women have obesity levels 50% 
higher than the national average and Pakistani women 25% higher than the national 
average.74 

Unless we enable people to avoid overweight, and unless we help people to manage 
established overweight and obesity, then we can expect health inequalities to widen 
in Barnet. There is evidence for this: a 28-year prospective cohort study of 8,353 
women and 7,049 men in Scotland undertaken by Hart and colleagues found that the 
death rate in women in lower social classes who were never-smokers was a third 
higher than for those in higher social classes and that this was partly due to obesity.75 
As suggested by Mackenbach, commenting on Hart and colleagues’ paper, if 
smoking were to be eliminated, there would still be substantial health inequalities, in 
the main attributable to obesity.76 It is most unlikely that we will eliminate smoking in 
Barnet (or anywhere else), but this study tells us that obesity in itself is a significant 
cause of health inequalities. 

Whilst Barnet’s obesity figures currently do not vary significantly from the national 
average, I also consider it of concern that so many children starting school in Barnet 
are already overweight or obese, and that even more are overweight and obese by 
the time they reach year 6. The proportion of overweight and obese children in our 
schools is shown in Figure 18 and Figure 19. If there is one encouraging feature from 
these data, it is that there has not been a significant upward trend in the proportion of 
overweight and obsess children in these classes in Barnet schools since 2006/07. 
But there is no downward trend either. If we are to address the overweight and 
obesity epidemic in Barnet then we need to take action to reduce the proportion of 
children in the borough starting school who are either overweight or obese and 
reduce – even more – the proportions who enter year-6 as overweight or obese.  

I consider it particularly important to note that, as shown by Figure 18 and Figure 19, 
the proportion of children who are overweight and who are obese is higher in year 6 
than in reception class. This means that more children are developing this problem in 
their early school years. We have a greater opportunity to influence this than we do 
the proportion of children who are overweight and obese entering our school system 
and it is important that we do so. 
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Figure 18: The prevalence of overweight and obesity in reception class children in 
Barnet schools 

 

Figure 19: The prevalence of overweight and obesity in year-6 children in Barnet 
schools 
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Figure 20 shows the increasing prevalence of diabetes recorded on GP registers in 
England in people aged over 17 years. The combined prevalence of diagnosed and 
undiagnosed diabetes in England is forecast to rise to 8.5% by 2020, but in Barnet, it 
is forecast to reach 8.5% seven years before this, by 2013, and to reach 9.6% by 
2020.77 The above-average prevalence of diabetes in Barnet, the most significant 
cause of which is obesity, is of concern: even with below-average obesity levels in 
the borough there is clearly much to be done to address a major health risk and 
future health and social care cost pressure.  

Figure 20: The increasing prevalence of diabetes mellitus in England (2004/05 – 2009/10 

 
 

 

 

 

 

 

 

 

We currently have no strategic approach to the management of overweight and 
obesity in Barnet akin to our approach to smoking cessation. This needs to be 
rectified if we are to improve people’s well-being and help to reduce future health and 
social care costs. We also need to take a more systematic approach to enabling 
people to avoid overweight in the first place. 

3.5 What do we need to do in Barnet? 

First and foremost, we need to recognise obesity as a problem of epidemic 
proportions that is increasing the incidence of various diseases and thus increasing 
health and social care costs, increasing health inequalities, and causing substantial 
reductions in people’s well-being. 

We need to encourage and enable people to: 

� be more physically active in their everyday lives; 

� eat sensibly to avoid becoming overweight; 

� to lose weight if they are overweight or obese; 

� to seek specialised help to lose weight if necessary. 

We also need to ensure that there are services available to support people to lose 
weight (and these might be commercial organisations) as well as ensure that front 
line health and social care staff are enabled to raise the subject with patients/clients 
effectively and signpost them to clinically appropriate services. 
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4 Reducing the health inequality impact of child poverty 

4.1 Background 

We know from The Marmot review, Fair Society Healthy Lives, that people in higher 
socioeconomic groups generally experience better health; there is a ‘social gradient’ 
in health.78 The Marmot review also tells us that the relationship between educational 
achievement and health shows a similar gradient: people with better educational 
achievement generally enjoy better health, a point confirmed by others.79  

The Marmot review also shows the impact of child poverty on cognitive ability in a 
diagram taken from work by Feinstein.80 This is shown in Figure 21, and shows that 
children born into families with high socioeconomic status, whether their cognitive 
scores at ten months of age are, on average, high or low, generally have higher 
cognitive scores by the age of about ten years. In contrast, those born into lower 
socioeconomic group families, on average, have lower cognitive scores at the age of 
10 years, irrespective of their scores at ten months. These differences are statistically 
significant. 

Such educational inequalities persist at secondary age: children eligible for free 
school meals are half as likely to achieve 5 GCSEs A*-C (including English and 
maths) compared to those not eligible for free school meals (30.9% vs. 58.9%).81 For 
many, we can expect these educational achievement differences to translate into 
health inequalities in later life. 

Figure 21: Inequality in early cognitive development in children in the 1970 British 
Cohort Study, at 22 months and 10 years 

 

4.2 The importance of the home learning environment 

Dearden and colleagues identified that improving health, and improving parenting 
skills and the home learning environment, could have short and long-term benefits for 
children,82 although this is not the whole explanation of the differences between the 
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cognitive skills gap between children from affluent backgrounds and those from 
deprived backgrounds nor will it completely eliminate such differences.83 That said, 
he most significant factor in a child’s achievement at school is the home learning 
environment, as shown in Table 5.84 

Table 5: Effect sizes for socio-economic status, mother’s and father’s education, and 
home learning environment on 5, 7 and 10 year outcomes 

  5-year olds 7-year olds 10-year olds 

  Literacy Numeracy Reading Maths Reading Maths 

Socio-economic status 0.29 0.43 0.37 0.39 0.26 0.32 

Mother’s education 0.35 0.23 0.33 0.33 0.46 0.27 

Father’s education NS NS 0.19 0.16 0.25 0.23 

Earned income 0.31 0.28 0.15 0.15 0.24 0.23 

Home learning 
environment 

0.73 0.65 0.60 0.60 0.49 0.45 

NS = not statistically significant 

The importance of the home learning environment on future educational achievement 
has been confirmed by others. For example Gregg and colleagues, whose 
researches into outcomes for children in middle childhood (such as cognitive ability 
(IQ and school performance), socio-emotional outcomes (self esteem, locus of 
control and behavioural problems) and physical health (risk of obesity)) has shown 
that children in low-income households are ‘disadvantaged across the full spectrum 
of outcomes compared with their better-off counterparts’ and that ‘the child care and 
school environments are negligible in importance compared with the role of the home 
environment provided by low income parents for outcomes at ages up to eight years’ 
[emphasis added].85 Byford and colleagues, who reviewed cohort studies concerning 
parenting practices and outcomes found particularly that the ‘intellectual home 
environment’, parental aspiration and cognitive stimulation of children at home were 
all positively and independently associated with childhood cognitive ability (and that 
coercive discipline was negatively and independently associated with it [which one 
might interpret as ‘spare the rod and support the child’]).86 This has been borne out 
by others: cognitively stimulating materials and activities at home are especially 
important in influencing a child’s cognitive development;87,88 the children of mothers 
who are ‘more warm and supportive’ and who provide cognitive stimulation at home 
have better language abilities as assessed by their teachers;89 and children’s verbal 
and intelligence scores are higher when their parents are more supportive and less 
authoritarian.90,91  

Various studies, including controlled ones (that is, one group receiving an 
intervention and the other not), have shown that early childhood intervention 
programmes, such as providing parental support and training, learning activities and 
structured experiences for children and enhancing the home environment lead to 
statistically significant improvements in the intervention groups including improved 
developmental and intelligence quotient,92 cognitive development,93 creative 
thinking94 and concept development.95 

According to a report from the European Expert Network on Economics of Education, 
experimental evidence from a variety of sources shows that interventions that 
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supplement the early lives of children of disadvantaged families are beneficial and 
can improve cognitive and socio-emotional ability, and that such interventions 
promote schooling, reduce crime, foster work productivity, reduce teenage 
pregnancy, and have high benefit-cost ratios and rates of return.96 The benefit 
against investment is greatest for interventions in the early years of life, as depicted 
in Error! Reference source not found. taken from this report.  

Figure 22 Rate of return on investment in human capital
96, xviii 

 

 

 

 

 

 

 

 

 

 

 

 
Diamond and colleagues evaluated the Tools of the Mind programme in the USA, 
which integrates supportive activities and training into almost all pre-school 
classroom activities.97 It includes a ‘buddy reading’ activity in which all children are 
given a picture book and take turns to tell a story about this in pairs, turning the 
pages and pointing to the pictures as they do so. It also includes ‘clean-up’ activities 
which encourages self-discipline by requiring the children to clear up quickly at the 
end of an activity in preparation for the next. Other aspects of the programme include 
role play, and training for teachers. Diamond and colleagues found that children on 
the Tools programme showed ‘impressive gains’ in executive functions (also called 
cognitive control), which are considered to be critical for success in future school life.  

In a review of the research on reading aloud to children, Duursma and colleagues 
identified ‘ample research evidence’ that this promotes the development of language 
and emergent literacy skills which, in turn, helps to prepare children for school.98 
They found evidence that parent-child literacy activities, such as shared book 
reading, stimulate children’s oral language skills and vocabulary and that this is likely 
to enable language development more than toy play or other adult-child interactions. 
This is not to belittle these other activities, but it emphasises the great importance of 
reading to and reading with pre-school children, which, according to Duursma and 
colleagues, not only helps children to ‘develop solid language and literacy skills’ but 

                                                

xviii For further evidence see: James J. Heckman, Schools, skills, and synapses, Economic Inquiry, Vol. 

46, Iss. 3, pp. 289-324, 2008. See http://ftp.iza.org/dp3515.pdf (accessed 12 March 2012) 
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promotes children’s ‘understanding of the world, their social skills and their ability to 
learn coping strategies’.  

In a review of the research literature concerning parental involvement, parental 
support and family education on school achievement for the then Department of 
Education and Skills, Desforges and Abouchaar identified that parental involvement 
shapes how children perceive school education and bolsters their motivation to 
succeed and, for younger children, this is supplemented by parents helping their 
children to develop skills, such as early literacy.99 Desforges and Abouchaar also 
looked at family learning through literacy and numeracy schemes established by the 
then Adult Literacy and Basic Skills Unit (now the Basic Skills Agency).xix They found 
that, for example, the Family Literacy Scheme, a 96-hour intensive teaching 
programme over 12 weeks, targeted at at-risk children (aged 3-6 years) and their 
parents, led to sustained, statistically significant improvements in the children’s and 
the parent’s reading and writing skills and to ‘significant boosts’ in parental 
achievement, confidence and competence in helping their children. Teachers rated 
the children on these courses to be superior to peers in classroom behaviour and 
equal to peers in other academic and motivational respects. Desforges and 
Abouchaar described these outcomes as ‘striking for cohorts whose attainments on 
entering the programmes was significantly less than the average’. They also found 
evidence that similar results were obtained with numeracy schemes and, based on 
initial evaluations, with literacy schemes for ethnic minority families. 

Feinstein and colleagues drew similar conclusions, that parenting skills in terms of 
warmth, discipline and educational behaviours are all major factors in contributing to 
a child’s success or otherwise at school, and that parents reading to their pre-school 
children, especially, is associated with higher scores in language, pre-reading, early 
number concepts and non-verbal reasoning at school entry.100 

Significantly, a study undertaken by Hunt and colleagues for the Department for 
Education found that whilst the majority of parents maintained the same level of early 
home learning once their child started in a childcare place, in families where the 
adults are not in employment, parents undertake less early home learning once their 
child starts in a childcare place.101  

4.3 How is this relevant to Barnet? 

Barnet is rightly proud of its schools and their attainments, but if we are to reduce 
health inequalities, one area that we must concentrate on is enabling children in 
Barnet’s poorest families to be able to take full advantage of what our schools have 
to offer.  

Twenty-three point seven per cent of children in Barnet (more than 18,000) are living 
in poverty, against a national average of 20.9%.102 There are more children living in 
poverty in Barnet than in Camden (14,640),103 which is more deprived than Barnet, 
and more than in Islington (16,710), which is substantially more deprived than 
Barnet.104  

There is a substantial body of research showing that children living in more deprived 
areas are less able to take full advantage of school education (and consequently 
achieve less) and that this impacts on their health. Put another way, not only will they 
experience poorer health but, proportionately, there will be higher health and social 

                                                

xix See http://www.skillsforlifenetwork.com/?atk=2530 (accessed 12 March 2012) 
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care costs because of this. Whilst this may not be entirely avoidable, there is also a 
large amount of evidence that a number of different interventions, primarily aimed at 
improving parenting skills (principally parent literacy and numeracy, and thus child 
literacy and numeracy) and improving the home learning environment can lead to 
sustained and statistically significant improvements in educational attainment. We 
can reasonably expect this to reduce future health inequalities and to reduce the 
need in this group for health and social care services. 

There are a lot of children in Barnet (more than 18,000) who are much less likely 
than their peers to be able to take advantage of the excellent school education 
available in the borough and who are more likely to experience health inequality as a 
consequence. 

Finally, it is also important to recognise that smoking is a particular issue in families 
living in poverty: 

� households with the lowest tenth of income spend six times as much of their 
income on tobacco as do households in the highest tenth;  

� more than 70% of two-parent households on Income Support buy cigarettes, 
spending 15% of their disposable income on tobacco;  

� excluding money spent on tobacco, Income Support alone is insufficient to support 
a minimum standard of living, especially in homes with children; and  

� low-income households where parents smoke are much more likely to lack 
adequate basic amenities, such as food, shoes, coats, than non-smoking parents 
on Income Support.105,106,107  

Targeting families living in poverty in non-stigmatising ways to enable smokers to quit 
will improve their health directly and make more money available for both basic 
amenities and an improved home learning environment for children. 

4.4 What do we need to do in Barnet? 

Barnet Council is running an early intervention programme to provide support to 
families in greatest need. Through the Family Nurse Partnership, other families are 
being supported from a health perspective. And there are a number of children’s 
centres in the borough. However, there are still many families living in poverty that 
are not able to access these services. In addition, and especially, we need to enable 
more parents and carers of children living in poverty to be able to read to their 
children; there is an adult literacy issue here. We also need to enable parents and 
carers of these children to develop greater parenting skills and to provide their 
children with a more effective home learning environment. 

We therefore need to: 

� work with the statutory, voluntary and commercial sector to enable greater literacy 
and numeracy skills in parents and carers in families living in poverty to improve 
the pre-school literacy and numeracy competence in children; 

� provide parenting support so that parents and carers of children living in poverty 
can improve the home learning environment to give children a better start in life; 

� use the resources of the Basic Skills Agency and programmes such as the Family 
Literacy Scheme and numeracy schemes to give children a better start in life; and 

� make special efforts to target and to enable smokers in families living in poverty to 
quit. 
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5 Conclusions and recommendations 

Whilst the health of Barnet people is generally better than average, we have to ask 
ourselves whether we are content with this or whether we could (and should) do 
better. There are significant health inequalities in the borough and the people 
affected experienced below-average health, and poorer health than, for example, the 
majority of those people living in the Borough’s most affluent areas. And, as local 
research has shown, there are a large number of people in Barnet with unrecognised 
– and thus unmanaged – risk factors for avoidable ill-health. For some, these risks 
are direct, for example, smoking, obesity; for others, they are ‘indirect’, for example 
poor educational achievement (principally attributable to a poor home learning 
environment) which significantly increases the risk of poorer health in youth, 
adulthood and older life. I therefore suggest that the answer to the question should 
be ‘Yes! We can do better and we should!’ If we take large-scale action in these 
areas we can improve the health of Barnet’s people further. Not only will this improve 
people’s well-being, it will both reduce health and social care costsxx and contribute to 
improving the borough’s prosperity; people who are fit and well are more able to work 
and to pay taxes and are less reliant (if at all) on state benefits and publically-funded 
services such as health and social care. 

5.1 ‘Direct’ ill-health prevention 

We have two very significant opportunities for disease prevention; adequately 
addressing these two areas will lead to significant further improvements in people’s 
well-being in Barnet and reduce the future need for health and social care services: 

1. tobacco control – that is, encouraging and enabling people, principally children, 
not to start smoking and, for smokers, encouraging and enabling them to quit; 
and 

2. reducing the prevalence of overweight and obesity, that is, encouraging and 
enabling people not to become overweight, and for those who are overweight and 
for those who are obese, to encourage and enable them to lose a significant 
amount of weight. 

Both of these lifestyle choices, for which there are clinically and cost-effective 
interventions to enable people to be healthier, need to involve primary, secondary 
and tertiary prevention. However, in the main, our interventions so far have 

                                                

xx Aneurin Bevan, the government minister responsible for the creation of the NHS in 1948, 
hoped that, as people’s health improved, the cost of the NHS would fall. [See 
http://www.nationalarchives.gov.uk/cabinetpapers/alevelstudies/management-1950.htm 
(accessed 14 March 2012)]. Indeed, it was the rising cost of the NHS that led to the 
introduction of prescription charges in 1952. The NHS (and probably social care) has 
always cost more each year as the potential to provide services and demand for them has 
increased. If Northcote Parkinson had been writing about the NHS rather than the Civil 
Service in his article on ‘Parkinson’s Law’ in The Economist in 1955, he might have said 
that ‘Patient demand expands to fill the resources available’. {A copy of Parkinson’s 
original paper can be found at http://www.berglas.org/Articles/parkinsons_law.pdf 
(Accessed 14 March 2012)] Of course, we know that patient demand for NHS care 
exceeds the resources available. But, crucially, we need to remember Sir Derek Wanless’s 
exhortion that we should create a national health service rather than continue with a 
national sickness service. This means, I suggest, that we should invest savings into more 
disease prevention activities rather fund things that previously have not been funded. Only 
in this way, as anticipated by Wanless, do we stand any chance of levelling-off the 
proportion of gross domestic product required for the health service. I suggest that the 
same principle is likely to apply to social and children’s care services 
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concerned those who are already smokers and/or who are already overweight or 
obese (that is, secondary and tertiary prevention).  

5.1.1 Tobacco control 

We need to put more effort into stopping children from taking up smoking because 
most smokers start to do so before they turn 18 years of age and smoking is as 
addictive as taking heroin. Put another way, most smokers become nicotine addicts 
as children ; it is easier not start smoking than it is to give up. 

We need to put more effort into helping people who smoke to give up. This will 
benefit both them and others, whose exposure to second-hand smoke will be 
reduced. To have the greatest impact, we need to concentrate our efforts especially 
on: 

� women who smoke when they are pregnant; 

� people living in more deprived areas, especially those who are living in poverty; 
and 

� people who have additional risk factors, such as – 

− overweight and obesity, 

− diabetes, 

− high blood pressure, 

− raised cholesterol levels, 

− a family history of cardiovascular disease. 

I would encourage the NHS in Barnet and Barnet Council to aim for Californian and 
Swedish levels of smoking prevalence. This will be a considerable challenge but, as 
shown in Table 1, we would substantially reduce mortality (and thus morbidity and 
the health and social care costs associated with this) if we were to achieve this. 

5.1.2 Enabling people to avoid overweight and obesity 

We need put more effort into helping people avoid becoming overweight and obese. 
We also need to put more effort into helping people who are overweight avoid 
becoming obese, and more effort into helping those who are obese to lose a 
significant amount of weight to reduce their health risks. To have greatest impact we 
need to concentrate our efforts especially on: 

� people living in more deprived areas; and 

� people who have additional risk factors, such as – 

− smoking, 

− diabetes, 

− high blood pressure, 

− raised cholesterol levels, 

− a personal history of cardiovascular disease, 

− a family history of cardiovascular disease and/or diabetes. 

I would encourage the NHS in Barnet and Barnet Council to develop and, crucially, to 
implement, a strategy that reduces overweight and obesity significantly across the 
borough. This needs to address both enabling children and adults to avoid becoming 
overweight and obese in the first place as well as enabling and supporting children 
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and adults who are overweight or obese to lose a significant amount of weight. I also 
consider it important to recognise the benefits of bariatric surgery in eliminating, long-
term, the signs and symptoms of diabetes in a very high proportion of people with 
obesity and diabetes. By inference, enabling people to control their weight effectively 
will also contribute to reducing the risks of diabetes in people whose weight is not so 
high that the only viable management option is bariatric surgery. 

5.2 ‘Indirect’ ill-health prevention: enabling greater educational attainment 
amongst children living in poverty in Barnet  

Educational attainment is one of the most significant determinants of health. An 
inadequate home learning environment of pre-school children significantly reduces 
their ability to benefit from the subsequent educational opportunities offered at 
schools, no matter how good those schools are.  

A major component of the home learning environment is parents and carers reading 
to and reading with their children. Another is parental aspiration and the degree of 
cognitive stimulation that they provide for their children at home.  

There is a large body of evidence that interventions that lead to improvements in the 
home learning environment of children living in some of the poorest families, 
principally by improving parenting skills (especially parent literacy and numeracy, and 
thus child literacy and numeracy),  statistically significantly improve their children’s 
cognitive, emotional and social ability. Importantly, such interventions have been 
shown to improve promote school performance, reduce crime, foster work 
productivity and reduce teenage pregnancy and to do so cost-effectively. 

I would encourage the NHS in Barnet and Barnet Council to actively identify families 
with children living in poverty and to take specific actions to improve parenting 
capability and confidence and, thereby, to improve the home learning environment 
for children in these families. 

 

 

 

 

 

 

 

 



41 

REFERENCES 
                                                

1 http://www.ushistory.org/franklin/info/index.htm (accessed 12 January 2012) 

2 Wanless D. Securing good health for the whole population: population health trends. 
HMSO. London, 2004 

3 http://www.barnet.gov.uk/joint-strategic-needs-assessment (accessed 12 January 2012) 

4 Department of Health. Health Profile 2011: Barnet. Department of Health. London. 2011 

5 Parkin DM, Boyd L, Darby SC, Mesher D, Saisieni P, Walker P. The fraction of cancer  
attributable to lifestyle and environmental factors in the UK in 2010.  Br J Cancer 2011; 
105:S1-S82 

6 Spencer MJ 2008 Unpublished data based on Millennium Cohort Study data  

7 McLoone, 1996; confirmed by Exeter and Boyle 2007 

8 Doll R, Peto R, Boreham J, Sutherland I. Mortality in relation to smoking: 50 years’ 
observations on male British doctors. Br Med J 2004: 328: 1519 

9 http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1765918/pdf/v053p000S2.pdf (Accessed 27 
January 2012) 

10 Cromwell J, Bartosch WJ, Fiore M, Hasselblad V, Baker T. Cost-effectiveness of the clinical 
practice recommendations in the AHCPR guideline for smokingcessation. JAMA 1997; 
278:1759-66 

11 Hoogendoorn M, Feenstra TL, Hoogenveen RT, Rutten-van Molken MPMH. Long-term 
effectiveness and cost-effectiveness of smoking cessation interventions in patients with 
COPD. Thorax 2010; 65:711-8 

12 London Health Observatory. Tobacco in London. The preventable burden. London Health 
Observatory. London. 2001 

13 Sargent RP. Shepard RM, Glantz SA. Reduced incidence of admissions for myocardial 
infarction associated with public smoking ban: before and after study. Br Med J 2004; 
328:977 

14 Pell JP, Haw S, Cobbe S, Newby DE, Pell ACH et al. Smoke-free legislation and 
hospitalisations for acute coronary syndrome. NEJM 2008; 359: 482-91 

15 Sims M, Maxwell R, Bauld L, Gilmore A. Short-term impact of smoke-free legislation in 
England: retrospective anlysis of hospital admissions for myocardial infarction. BR Med J 
2010; 340: c2161 

16 Feleke R, De Ponte P, Fitzpatric J, Jacobs B. Cost savings from a reduction of emergency 
admissions for myocardial infarction following smoke-free legislation in England London 
Health Observatory. London. 2010 

17 Lightwood J, Glantz S. Short term economic and health benefits of smoking cessation: 
Myocardial infarction and stroke. Circulation 1997;96:1089-96. 

18 Glantz SA, Parmley WW. Passive smoking and heart disease: epidemiology, physiology, 
and biochemistry. Circulation 1991;83:1-12. 

19 Glantz S, Parmley W. Passive smoking and heart disease: mechanisms and risk. JAMA 
1995;273:1047-53. 

20 Glantz S, Parmley W. Even a little second-hand smoke is dangerous. JAMA 2001;286:462-3. 

21 California Department of Public Health. See http://www.cdph.ca.gov/Pages/NR11-
031SmokingChart.aspx (Accessed 23 January 2012) 

22 http://www.cdph.ca.gov/Pages/NR11-031.aspx (Accessed 27 January 2012) 

23 Fichtenberg CM, Glantz SA. Association of the California Tobacco Control Program with 
declines in cigarette consumption and mortality from heart disease. NEJM 2000; 343: 1772-7 

24 http://www.forskningsgruppen.com/SydneyHandout.pdf (Accessed 27 January 2012) 

25 Rodu BR, Cole P. The burden of mortality from smoking: comparing Sweden with other 
countries in the European Union. Eur J Epidemiology 2004; 19: 129-31 

26 Cnattingius S, Haglund B. Decreasing smoking prevalence during pregnancy in Sweden: 
the effect on small-for-gestational-age births. Am J Pub Hlth 1997; 87:410-3 



42 

                                                                                                                                       

27 Svensjo S, Bjorck M, Gurtelschmid M, Gidlund KD, Hellberg A, Wanhainen A. Low 
prevalence of abdominal aortic aneurysm among 65 year-old Sewdish men indicates a 
change in the epidemiology of the disease. Circulation 2011; 124:1118-23 

28 Department of Health. A smokfree future. A comprehensive tobacco control strategy for 
England Department of Health. London. 2010  

29 Smoking Kills: A White Paper on Tobacco (1998). 
http://webarchive.nationalarchives.gov.uk/+/www.dh.gov.uk/en/Publicationsandstatistics/Pu
blications/PublicationsPolicyAndGuidance/DH_4006684 (Accessed 27 January 2012) 

30 Reed D.O. (1993). Preventing adolescent nicotine addiction: what can one do?. J Am Acad 
Phys Assist 1993;6: 703–710 

31 Royal College of Physicians. Nicotine addiction in Britain. Royal College of Physicians. 
London. 2000 

32 Office of the Surgeon General. The health consequences of smoking: nicotine additction: a 
report by the Surgeon General. Centre for Health Promotion and Education. United States 
of America. 1988 

33 Department of Health. A smokefree future: a comprehensive tobacco control strategy for 
England.  Department of Health. London. 2010 

34 Health Survey for England: 
http://www.dh.gov.uk/en/Publicationsandstatistics/PublishedSurvey/HealthSurveyForEnglan
d/index.htm (Accessed 7 February 2012) 

35 Holt RIG. Obesity – an epidemic of the twenty-first century: an update for psychiatrists. j 
Psychopharm 2005; 19(6) Suppl: 6-15 

36 Wadden TA, Sternberg JA, Letizia KA, Stunkard AJ, Foster GD. Treatment of obesity by 
very low calorie diet, behaviour therapy, and their combination: a five-year perspective. Int J 
Obesity 1989; 13 (suppl 2): 39-46 

37 The National Bariatric Surgery Registry. First Report to March 2010. Dendrite Clinical 
Systems. Henley-on-Thames. 2011 

38 Holt RIG. Obesity – an epidemic of the twenty-first century: an update for psychiatrists. j 
Psychopharm 2005; 19(6) Suppl: 6-15 

39 Chan et al. Obesity, fat distribution, and weight gain as risk factors for clinical diabetes in 
men. Diabetes care. 1994; 17: 961. 

40 Colditz G et al. Weight gain as a risk factor for clinical diabetes mellitus in women. Ann Int 
Med. 1995; 122: 481. 

41 Guh DP, Zhang W, Bansback N, Amarsi Z, Birmingham CL, Anis AH. The incidence of co-
morbidities related to obesity and overweight: a systematic review and meta-analysis. BMC 
Public Health 2009; 9: 

42 National Institute for Health and Clinical Excellence. Obesity: Guidance on the prevention, 
identification, assessment and management of overweight and obesity in adults and 
children. CG43 National Institute for Health and Clinical Excellence. London. Issued 2006. 
Modified 2010 

43 http://www.who.int/mediacentre/factsheets/fs312/en/ (Accessed 1 February 2012) 

44 National Institute for Health and Clinical Excellence. NICE cost impact and commissioning 
assessment for diabetes in adults. Quality Standards Progrmme National Institute for Health 
and Clinical Excellence. London. 2011 

45 Barnet JSNA. http://www.barnet.gov.uk/jsna_2011_full_assessment.pdf (Accessed 1 
February 2012) 

46 Colquitt JL, Picot J, Loveman E, Clegg AJ. Surgery for obesity (Review) The Cochrane 
Collaboration. John Wiiley & Sons Ltd. 2009  

47 Kruseman M, Leimgruber A, Zumbach F, Golay A. Dietary, weight and psychological 
change among patients with obesity eight years after gastric bypass. J AM Diet Assoc 
2010; 110: 527-34 



43 

                                                                                                                                       

48 Tuomilehto J, Lindstrom J, Eriksson JG, Valle TT, Hamalainen H et al. Prevention of type-2 
diabetes mellitus by changes in lifestyle among subjects with impaired glusoce tolerance. 
NEMJ 2001; 344: 1343-50 

49 Picot J, Jones J, Colquitt JL, Gospodarevskaya E, Loveman E at al. The clinical 
effectiveness and cost effectiveness of bariatric (weight loss) surgery for obesity: a 
systematic review and economic evaluation. Southampton Health Technology Assessment 
Centre, University of Southampton. Southampton. 2009 

50 Buchwald H, Estock R, Fahrbach K, Banel D, Jensen MD et al. Weight and type-2 diabetes 
after bariatric surgery: systematic review and meta-analysis. Am J Med 2009; 122: 248-56 

51 Felson DT, Zhang Y, Anthony JM, Naimark A, Anderson JJ. Weight loss reduces the risk of 
symptomatic knee osteoarthritis in woman. The Framingham Study. Ann Int Med 1992; 
116:535-9 

52 Sjostrom L, Lindroos A-K, Peltonen M, Torgerson J, Bouchard C et al. Lifestyle, diabetes 
and cardiovascular risk factors ten years after bariatric surgery. NEJM 2004; 351:2683-91 

53 O’Brien PE, McPhailT, Chaston TB, Dixon JB. Systematic review of medium-term weight 
loss after bariatric operations. Obesity Surgery. 2006; 16:1032-40 

54 Christou NV, Sampalis JS, Liberman M, Look D, Auger S et al. Surgery decreases long-
term mortality, morbidity and health care use in morbidly obese patients. Ann Surg 2004; 
240:416-24 

55 Anderson RE, Wadden TA, Bartlett SJ, Vogt RA, Weinstock RS. Relation of weight loss to 
changes in serum lipids and lipoproteins in obese women. Am J Clin Nutr 1995; 62: 350-7 

56 http://www.barnet.nhs.uk/ec/folders/PreviewDoc.asp?id=5202 (accessed 7 February 2012) 

57 He Jiang, Whelton PK, Appel LJ, Charleston J, Klag MJ. Long-term effects of weight loss and 
dietary sodium reduction on the incidence of hypertension. Hypertension 2000; 35:544-9 

58 National Institute for Health and Clinical Excellence. Obesity: the prevention, identification, 
assessment and management of overweight and obesity in adults and children. National 
Institute for Health and Clinical Excellence. London. 2006 

59 Eisenstein EL, McGuire DK, Bhapkar MV, Kristinsson A, Hochman JS, Kong DF et al. 
Elevated body mass index and intermediate-term clinical outcomes after acute coronary 
syndromes. Am J Med 2005; 118(9):981-990 

60 Murphy NF, Macintyre K, Stewart S, Hart CL, Hole D, McMurray JJ. Long-term 
cardiovascular consequences of obesity: 20-year follow-up of more than 15 000 middle-
aged men and women (the Renfrew-Paisley study). Eur Heart J 2006; 27(1):96-106 

61  Frost GS, Lyons GF. Obesity impacts on general practice appointments. Obes Res 2005; 
13(8):1442-1449 

62 Pritchard DA, Hyndman J, Taba F. Nutritional counselling in general practice: a cost 
effective analysis. J Epidemiol Comm Hlth 1999; 53(5):311-316 

63 Goldfield GS, Epstein LH, Kilanowski CK, Paluch RA, Kogut-Bossler B. Cost-effectiveness 
of group and mixed family-based treatment for childhood obesity. Int J Obes Relat Metab 
Disord 2001; 25(12):1843-1849 

64 Warren E, Brennan A, Akehurst R. Cost-effectiveness of sibutramine in the treatment of 
obesity. Med Decis Making 2004; 24(1):9-19 

65 Frey-Hewitt B, Vranizan KM, Dreon DM et al. The effect of weight loss by dieting or exercise 
on resting metabolic rate in overweight men. International Journal of Obesity 1990;14:327–
34 

66 Jones DW, Miller ME, Wofford MRL et al. The effect of weight loss intervention on 
antihypertensive medication requirements in the hypertension Optimal Treatment (HOT) 
study. American Journal of Hypertension 1999;12:1175–80 

67 Anderssen SA, Hjermann I, Urdal P et al. Improved carbohydrate metabolism after physical 
training and dietary intervention in individuals with the ‘atherothrombogenic syndrome’. Oslo 
Diet and Exercise Study (ODES). A randomized trial. Journal of Internal Medicine 
1996;240:203–9 



44 

                                                                                                                                       

68 Pritchard DA, Hyndman J, Taba F. Nutritional counselling in general practice: a cost 
effective analysis. Journal of Epidemiology and Community Health 1999;53:311–16 

69 Wood PD, Stefanick ML, Williams PT et al. The effects on plasma lipoproteins of a prudent 
weight-reducing diet, with or without exercise, in overweight men and women. New England 
Journal of Medicine 1991;325:461–6 

70 Stenius-Aarniala B, Poussa T, Kvarnstrom J et al. Immediate and long term effects of 
weight reduction in obese people with asthma: randomised controlled study. BMJ 
2000;320:827–32 

71 Wadden TA, Sternberg JA, Letizia KA et al. Treatment of obesity by very low calorie diet, 
behavior therapy, and their combination: a five-year perspective. International Journal of 
Obesity 1989;13 (Suppl. 2):39–46 

72 O’Meara S, Riemsma R, Shirran L et al. A systematic review of the clinical effectiveness 
and cost-effectiveness of orlistat in the management of obesity. Health Technology 
Assessment  2001;5:1–81 

73 Clegg AJ, Colquitt J, Sidhu MK et al. The clinical effectiveness and cost-effectiveness of 
surgery for people with morbid obesity: a systematic review and economic evaluation. 
Health Technology Assessment 2002;6:1–153 

74 Health Survey for England, 2002. Office of National Statistics. 
http://www.esds.ac.uk/findingData/snDescription.asp?sn=4912 (Accessed 15 February 
2012) 

75 Hart CL, Gruer L, Watt GCM. Cause specific mortality, social position, and obesity among 
women who had never smoked: 28 year cohort study. BMJ 2011;342:d3785 

76 Mackenbach JP. What would happen to health inequalities if smoking were eliminated? Br 
Med J 2011; 342: 3460 

77 Yorkshire and Humber Public Health Observatory. Diabetes Prevalence Model. Available 
from www.yhpho.org.uk/default.aspx?RID=81090 (Accessed 1 February 2012) 

78 http://www.instituteofhealthequity.org/ (Accessed 26 January 2012) 

79 Ansty KJ et al. Level of cognitive performance as a correlate and predictor of health 
behaviours that protect against cognitive decline in late life: The path through life study. 
Intelligence.  2009; 37: 600–6 

80 L  Feinstein Pre-school educational inequality? British children in the 1970 cohort. Centre 
for Economic Research. London. 2003 

81 Department for Education Statistical First Release 2009/10 

82 Dearden, L., Sibieta, L. and Sylva, K. (2010) The socioeconomic gradient in child outcomes: 
the role of attitudes, behaviours and beliefs from birth to age 5:  evidence from the 
Millennium Cohort Study www.ifs.org.uk  

83 Chowdry H, Crawford C, Dearden L, Joyce et al. Poorer children’s educational attainment: 
how important are attitudes and behaviour? Eds Goodman A, Gregg P. Joseph Rowntree 
Foundation. York. 2010 

84 Sylva, K., Melhuish, E., Siraj-Blatchford, I., and Taggart, B. Promoting equality in the early 
years, Report to the Equalities Review. Cabinet Office. London. 2007 

85 Gregg P, Propper C, Washbrook E. Understanding the relationship between parental 
income and multiple child outcomes: a decomposition analysis. London School of 
Economics. London,.2007 

86 Byford M, Kuh D, Richards M. Parenting practices and intergenerational associations in 
cognitive ability. Int J Epidemiol 2011. doi:10.1093/ije/dyr188 

87 Yeung, W. J., Linver, M. R., and Brooks-Gunn, J. (2002), “How Money Matters for Young 
Children's Development: Parental Investment and Family Processes” Child Development, 
73, 1861-1879 

88 Guo, G., and Harris, K. M. (2000), “The Mechanisms Mediating the Effects of Poverty on 
Children's Intellectual Development,” Demography, 37, 431-447 

89 Jackson AP, Schemes R. Single mothers' self-efficacy, parenting in the home environment, 
and children's development in a two-wave study. Social Work Research 2005;29(1):7-20 



45 

                                                                                                                                       

90 Shears J, Robinson J. Fathering attitudes and practices: Influences on children's 
development. Child Care in Practice 2005;11(1):63-79  

91 Tamis-LeMonda CS, Shannon JD, Cabrera NJ, Lamb ME. Fathers and mothers at play with 
their 2- and 3-year-olds: Contributions to language and cognitive development. Child 
Development 2004;75(6):1806-1820 

92 Ade S, Gupta SS, Malive C, Deshmukh P.R, Garg BS. Effect of improvement of pre-school 
education through Anganwadi center on the intelligence and development quotient of 
children. Indian J Pade 2012; PMID 20358312 development quotient of children. 

93 Burchinal NR, Campbell FA, Wasik BH, Ramey CT. Early intervention and mediating 
processes in cognitive performance of children of low income African and American family. 
Child Devt 1997; 68: 935-54 

94 Hejmedi A, Mohanty B. Effects of intervention training on some cognitive abilities of pre-
school children. Psychological Studies. 1992; 37: 31-7 

95 Manocha A. Intervention: a tool to improve cognition. Stud Home Com Sci. 2011; 5: 177-82 

96 Heckmann JJ. The case for investing in disadvantaged young children. Policy Brief 1/2012. 
European Expert Network on Economics of Education. Leibniz Institute for Economic 
Research at the University of Munich. 2012 

97 Diamond A, Barnett WS, Thomas J, Munro S. Preschool program improves cognitive 
control. Science 2007; 317: 1387-8 

98 Duursma E, Augistyn M, Zukerman B. Reading aloud to children: the evidence. Arch Dis 
Child doc:10.1136/adc.2006106336 

99 Desforges C, Abouchaar A. The impact of parental involvement, parental support and family 
education on puil achievements and adjustment: a literature review. Department of 
Education and Skills. London. 2003 

100 Feinstein L, Duckworth K, Sabates R. A model of the inter-generational transmission of 
educational success. Centre for Research on the Wider Benefits of Learning. London. 2004. 
http://eprints.ioe.ac.uk/5973/1/Feinstein2004Amodel.pdf (Accessed 12 March 2012)  

101 Hunt S, Virgo S, Klett-Davies M, Page A, Apps J. Provider influence on the early home 
learning environment (EHLE). Department for Education. London. 2010 

102 Department of Health. Health profile 2011: Barnet. Department of Health. London. 2011. 
See http://www.apho.org.uk/default.aspx?QN=HP_METADATA&AreaID=50266 (Accessed 
13 March 2012) 

103 Department of Health. Health profile 2011: Camden. Department of Health. London. 2011 
See http://www.apho.org.uk/resource/view.aspx?RID=50215&SEARCH=camden&SPEAR= 
(Accessed 13 March 2012) 

104 Department of Health. Health profile 2011: Islington. Department of Health. London. 2011 
See http://www.apho.org.uk/resource/view.aspx?RID=50215&SEARCH=islington&SPEAR= 
(Accessed 13 March 2012) 

105 King J. Family spending 1996-97. London: The Stationery Office, 1997  

106 Marsh A, McKay S. Poor smokers. London: Policy Studies Institute, 1994 

107 Bradshaw J. Household budgets and living standards. York: Joseph Rowntree Foundation, 
1993  


