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Candidate task

Who are you and what is the task?

You are a public health consultant working in a large urban health board.  You have been asked to verbally brief a radio reporter on teenage drinking, specifically referring to a report presented at a recent EU summit.

[image: image1.png]Who s your audience?
A radio reporter, The Interview is not v but being recorded and points made can be
repeated|darifed.

How long have you got?

& minutes of preparation using briefing pack and nstructons to candicate.

Up to 4 minutes verbal presentation folowed by 4 minutes discussion with the reporter, The
reporter may ask questions curing the first 4 minutes.




Outline of situation

You are working in a public health department in a large urban health board.  The problem of teenage drinking was highlighted at a recent EU health summit.  The reporter would like you to explain the information contained in the EU evidence summary and comment on the problem in the UK and Scotland.

You have a briefing pack and blank paper to make notes.

Candidate guidance 

Candidate task

You are required to prepare a four-minute presentation followed by a four-minute discussion with the radio reporter around the topic of teenage drinking.

Look at the information provided, including the data on emergency admissions in Scotland. Plan a verbal response to the reporter.  The interview will not be broadcast live and so can be edited prior to broadcast.
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[image: image2.png]Pay particular attention to being clear, concise and professional in your report and cover these
three areas:

1) summarise the fincings for  public racio audience. e Bref, This includes making sure
they understand what teenage pregnancy actually means i this context;

2) state what acditional nformation might you sesk in exploring ths futher and what steps,
vou vl be taking next;

3) what public health message(s) might you want to communicate o the stening public
given this opportunity.
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Candidate briefing pack

Contents:

1. Evidence summary on young people and alcohol presented to a recent EU health summit

2. Scottish data on hospital admissions for acute intoxication

1. Excerpt from: 

Young people and alcohol: evidence summary
Based on unpublished research by the Institute of Alcohol Studies 
Young people’s drinking in Europe

The political interest in young people’s drinking has been an important driver of policy both within countries and at an EU-level in recent years. This has not only made it important to be aware of the evidence on young people’s drinking patterns and trends, but it has also led to robust comparative data that have been available since the mid-1990s.  In reviewing the evidence, it is important to consider what is meant by ‘young’ people, since there are a number of possible definitions.  Some countries define young people as from 0 to 25 years of age, while others use the age range 13 to 25/30.  The European Commission Youth Programme is concerned with people aged 15 to 25.  Key sources of data on young people’s drinking are the European School Survey Project on Alcohol and Other Drugs (ESPAD) studies of 15-16 year old school pupils, and the Health Behaviour of School-age Children (HBSC) studies of 11, 13 and 15 year olds.

Cross national research in Europe shows that more than 9 in 10 students aged 15-16 have tried alcohol (Currie et al, 2000; King et al, 1996), and that the average age of first trying alcohol is 12.5 years (Currie et al, 2004).  However, the starting age of drinking varies considerably across Europe: students from eastern and central Europe start drinking alcohol at a younger age that those from northern and southern Europe.  Overall, beer and spirits are the most popular drinks for young people.  Alcopops are three times as popular in the EU15
 than in the EU10
 (Hibell et al, 2004).

The average amount of alcohol drunk on the last drinking occasion by students aged 15-16 is 60g of pure alcohol.  The average for EU10 is slightly lower, and in southern Europe it is significantly lower at 38g.  In Ireland and the UK the average amount is over 80g (IAS unpublished research).  Students in the Nordic countries, Denmark, UK, Ireland, Slovenia and the Baltic countries have the highest levels of binge drinking and drunkenness. Students in southern Europe are about five times less likely than those elsewhere in the EU15 to report being drunk more than 20 times, but only half as likely to report drinking five or more drinks on a single occasion (Hibell at al, 2004).  Commentators have noted that intoxication is a subjective term that may be influenced by cultural norms, so that visible drunkenness and lack of control may be suppressed in southern European youth culture despite heavy consumption within drinking rituals (Pyörälä, 1995; Beccaria and Sande, 2003).  Overall, 13% of 15 to 16 year old students in the EU report being drunk more than 20 times in their life, and 18% have drunk more than five drinks on a single occasion three times or more in the last month (Hibell et al, 2004).

Older young people (18 to 34 years old) have the highest levels of alcohol consumption compared with the rest of the population in northern Europe, Ireland and UK, and a lower level elsewhere, including the new central European member states (Mäkelä et al, 2001; Hemström et al, 2001; Mäkelä et al, 2004).  In most studies, drinking to intoxication has the highest frequency for this age group – particularly in northern Europe, Ireland and UK, and in nearly all countries this age group is more likely to drink beer than older age groups (Hupkens et al, 1993; Hemström et al, 2001)

Gender

In Europe, boys are more likely than girls to have tried alcohol by age 11, be drunk by age 13, to binge drink, to be drunk and to drink more on each drinking occasion.  The differences in use of alcohol between boys and girls varies across Europe, so that for example in southern Europe boys are more likely than elsewhere to binge drink more often than girls, to start drinking younger, and to drink more on the last drinking occasion than girls (King at al, 1996).  In 2003, for the first time, the ESPAD survey found that binge drinking in Ireland and UK, and reported drunkenness in Finland, UK and Iceland were more frequent in girls than boys (Hibell et al, 2004).

Trends in young people’s drinking

Binge drinking in young people has increased across much of Europe in the last 10 years, although the change is by no means uniform (see Figure 1). 
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Figure 1: Changes in the use of alcohol: being drunk 20 times or more in a lifetime 1999-2003 (Source ESPAD surveys (Hibell et al, 2004).
 
Risk factors

Several individual characteristics have been found to increase the likelihood of drinking and drunkenness in young people, although these often work in different directions in different countries.  The strongest associations with alcohol use is with smoking: for both genders aged 11-15, never smoking is strongly associated with never drinking, frequent smoking is associated with frequent drinking (particularly frequent beer drinking), and both ever smoking and frequent smoking are strongly associated with frequent drunkenness.

Adolescents’ expectations of the consequences of drinking have been related to the likelihood of binge-drinking at the individual level (Kuntsche at el, 2004).  About 25% more students think that positive consequences (e.g. feel happy) are likely or very likely than negative consequences (e.g. do something I regret).

Alcohol-related harms

An analysis of alcohol-related mortality amongst young people aged 15 to 29 in the WHO European region found that alcohol is a major contributor to deaths in young people (Rehm and Gmel, 2002).  For men in particular, the pattern of drinking as well as the average level of consumption were important.  The researchers suggest that alcohol use may be the biggest behavioural risk factor for death in this age group.

Overall, 8% of male and 4% of female 15-16 year old students in the European Union report fights as a consequence of their own drinking, although the proportions are lower in southern Europe, for girls, and lower in the EU10 (Hibell et al, 2004).  Similarly, 4% of the students report getting into trouble with the police due to their drinking, with higher rates for central European students and northern European girls than elsewhere.  Other results from the ESPAD survey suggest that over 5% of 15-16 year old students have regretted having sex whilst under the influence of alcohol.  3.6% report unprotected sex due to drinking – with girls in some countries being substantially more likely than boys to report this (UK, Sweden, Iceland, Finland).  To a lesser extent, students also report having problems at work/school (2.4%) or with their teachers (1.2%) due to their drinking.  

2. Data for all Scotland from NHS QIS Clinical indicators report:

[image: image6.png]Table 3-2  Trends in emergency admission rates for people with a primary or
secondary diagnosis of acute intoxication and harmful use by age
group, for the period 1 April 1996 to 31 March 2004

Emergency admissions (rate per 10,000 population)
Year (Apr-Mar)
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Background:

Health Scotland has recently released a report entitled, ‘Towards a Healthy Weight Action Plan for Scotland’.   A local journalist has got hold of the paper and wants to have a pre-recorded interview, which can be edited for later broadcast. 

Candidates role:

A Public Health Consultant

Audience:

A local journalist

Task: 

Meet the local journalist to explain the important issues raised in the report.  Include in your discussion the following:

· The importance of obesity and the current trends.

· Reasons for the current trends and why previous efforts have not yielded significant results.

· How you will locally implement the recommendations in the report.

Information provided: A copy of the paper.


Towards a Healthy Weight Action Plan for Scotland

A report from NHS Health Scotland
February 2006


This report  was edited by  Dr Laurence Gruer OBE, Director of Public Health Science with major contributions from Jill Muirie, Senior Public Health Adviser, and Clare Beeston, Public Health Adviser. We acknowledge the help of Matthew Haggis and his colleagues at Creative Exchange and the encouragement and financial support  of the Health Improvement Directorate at the Scottish Executive. We are immensely grateful to the 83 participants at the event in June 2005 and the 42 email respondents to our subsequent consultation.

1. Introduction and summary of conclusions
1.1
Over the past twenty years or more, rates of obesity and overweight among both adults and children have been increasing in most countries of the world except the very poorest. Scotland is no exception. The 2003 Scottish Health Survey found that  from 1995 to 2003 the proportion of men who were either overweight or obese rose from 56 to 64% and of women from 47 to 57%. Among boys, the proportion who were overweight or obese rose from 29% to 35% between 1998 and 2003 whereas for girls there was no change. 

1.2
Given its many adverse effects, it is widely accepted that obesity is one of the most serious threats to Scotland’s current and future health and requires urgent action. As obesity results from individuals consuming more energy than their bodies can use, it is generally agreed that both inputs ie food and nutrition and outputs i.e. physical activity need to be addressed. Scotland’s Diet Action Plan, Eating for Health, published in 1996, has taken a comprehensive, evidence-based approach to improving Scotland’s diet. Let’s Make Scotland More Active, published in 2003 has set out a plan for encouraging and enabling people in Scotland to become more physically active. Whilst the recommendations of both plans have the potential to make an important contribution to tackling obesity, neither has a specific focus on obesity. The Scottish Executive thus recognises there is a need to take a fresh look at the particular issues raised by obesity with the aim of determining what additional measures might  be required. 

1.3
As a preliminary stage in this process, the Scottish Executive invited Health Scotland to hold a meeting which would bring together a wide range of professionals and other individuals with an interest in obesity. The meeting was held on June 7 in the Glasgow Royal Concert Hall and was attended by 83 participants. The sectors and professions they represent are summarised in the table below. 

	NHS area or local authority public health 

or health promotion specialists
	30

	National public health specialists
	12

	Scottish Executive officials
	11

	Clinical staff
	8

	Academics and researchers
	10

	National statutory agency managers
	5

	Voluntary agency managers
	5

	Private agency manager
	1

	Food industry manager
	1


1.4
The aim of the meeting was not to rehearse yet again the seriousness of the problem. Instead it was to enable discussion around the types of action that should be taken. To facilitate this discussion, Health Scotland prepared a short paper which did two things. First, it briefly described the problem and its perceived causes.  Then it set out a series of proposals drawn from a number of recently published international, national and regional strategies for tackling obesity. The proposals were grouped under the following headings: families and young children; education; health services; the food industry; the workplace; local authorities; transport; and monitoring and evaluation. Most of the meeting was devoted to small group discussions in which each set of proposals was considered in detail for their potential effectiveness and practicality and other suggestions for appropriate action were sought. The paper and the proposals were also posted on  Health Scotland’s website to enable those who were unable to attend the meeting to contribute their views. 

1.5
This report starts by summarising Health Scotland’s briefing paper. It then distils the main points made by the participants and the 42 email responses to the paper. Among participants and respondents, there was a range of views regarding the causes of the obesity epidemic, reflecting the uncertainty of current knowledge.  This points to a need for further rigorous research to provide a clearer rationale for effective action.  It was also recognised that very few interventions had so far been found to be effective. All major interventions will need to be carefully evaluated to determine their impact.

1.6
Despite this uncertainty,  there was a consensus that  a multi-dimensional and  multi-sectoral approach is required, building upon the action already being undertaken in Scotland through the existing strategies and aimed at or  influencing healthy eating and physical activity.  The overall aim should be to enable people of all ages and all social and economic circumstances -

· to eat in a way that provides just enough energy for their needs whilst satisfying their other nutritional requirements.

· to  engage in regular physical activity that contributes to maintaining energy balance and general fitness.

1.6
There was agreement that providing people with information about healthy eating and physical activity is important but insufficient. Much needs to be done to help people maintain a healthy weight without undue thought, effort or expense and in ways which address the complex biological, psychological and social factors which influence our eating patterns. The need to provide effective help and support for people who are already overweight and wish to reduce their weight was also highlighted. 

1.7
These broad conclusions point to five main areas for action:

Healthy eating

a)
There should be ongoing educational campaigns aimed at parents, other adults and children of all ages that communicate the main facts about healthy eating including energy balance and contribute to a shift in cultural attitudes towards eating. 

b)
We need substantial and long term engagement with all sectors of the food industry and those involved in marketing and providing food to make it much easier than at present for people of all ages to chose  and eat an enjoyable, nutritious and affordable diet that is in balance with their energy needs and, conversely, to avoid products and eating patterns that can readily contribute to unintended weight gain. Given the limitations on our ability to  influence UK and multi-national companies and UK and EU legislation, we need to explore as fully as we can the scope for doing this in Scotland. 

Healthy physical activity

c)
There needs to be ongoing educational campaigns that encourage people of all ages and capabilities to incorporate more regular physical activity into their lives and contribute to a shift in cultural attitudes towards physical activity.

d)
We require long-term thinking about how to enable as many people as possible to undertake regular physical activity that contributes to energy balance and general fitness and is also compatible with  their  capabilities and circumstances. This needs to involve a wide range of interests including transport  and urban planners, local authorities, educational authorities  and the  leisure industry

Achieving healthy weight

e)
We need to expand the infrastructure of  services that can provide people with access to  safe, effective and affordable methods of  weight  reduction and subsequent weight maintenance. These need to take account of the frequent relationship between compulsive excessive eating and  psychological factors such as  depression and low self-esteem.

Next steps

1.8
Since the meeting in June, a major review of the Scottish Diet Action Plan has been initiated and is expected to be completed in late Spring 2006. This is considering the progress that has been made in the past 10 years towards meeting the Plan’s objectives. It will also be assessing the continuing relevance of the Plan in the light of recent trends since the plan was launched. Of these, the substantial increase in overweight and obesity is undoubtedly the most important. It is therefore anticipated that the review will  recommend ways in which the plan should be modified to address this. Once the conclusions of the review are known, it is recommended that a short-life working group is set up on behalf of the Scottish Executive to develop  a  structured and prioritised action plan that builds on these and links with the Physical Activity Strategy.  

This report, the discussion paper and references, an overview PowerPoint presentation and a summary of the June 7 event can be found at the following web address: www.healthscotland.com/healthyweight.

2. Setting the Scene: a summary of the paper – Developing a Healthy Weight Action Plan for 

Scotland

2.1. Obesity contributes to a wide range of limiting and life-threatening diseases such as heart disease, Type 2 diabetes, stroke, some cancers, osteoarthritis, kidney and gallbladder disease and respiratory and musculoskeletal problems. It can also lead to social discrimination and a range of mental health problems. Its costs are great: to individuals in terms of their health and wellbeing; to governments directly in terms of health care costs; and indirectly to society through the economic effects of limiting conditions related to obesity. 

2.2
The prevalence of obesity in increasing in all affluent and many poorer countries and in all sectors of society. This trend is reflected in Scotland, with a growing prevalence of obesity in adults of both sexes and children of all ages. Whilst there is no social class relationship identified with overweight or obesity in men, amongst women those in the manual social classes are more likely to be obese than those in non-manual classes. Rates of obesity and overweight are higher among children from more disadvantaged areas. 

2.3      Healthy weight is maintained when energy inputs and outputs are balanced. Overweight, and ultimately obesity, result when more energy is consumed than can be utilised. There are a number of complex, interacting biological, psychological, social and economic factors which  influence people’s eating patterns and energy requirements and contribute to unintended weight gain.  

2.4 There are very few reliable data on physical activity against which to assess changes in energy expenditure in the last few decades, but it is clear that a large proportion of the population of this and many other countries have a more inactive lifestyle than a few decades ago due to sedentary occupations and leisure pursuits and increasing reliance on motorised transport. However, reviewing historical and international data suggests that while obesity levels have been rising against a background of  low physical activity by a high proportion of the population, the contribution of a recent reduction in physical activity to the currently rapidly rising obesity rates worldwide is less certain.

2.5 Over the past 25-30 years, there have been remarkable changes in both the quantity and content of food available and the way it is marketed and consumed in many countries, including the UK.  At a population level, the amount of food available in, for example, the European Union and the United States is now well above average per capita requirements. However, as with physical activity and energy output, accurate measures of energy consumption by representative samples of the population are notoriously hard to obtain, so it is difficult to relate these changes to measurable changes in energy input. What is clear is that the opportunity and encouragement to consume highly-processed, energy-dense, low residue food has increased, yet our energy requirements are lower than ever before, with the result that a large proportion of the population is now consuming more energy than they can expend. The consequence is that the majority of adults and a growing proportion of the children in the UK are now overweight, and this increase in prevalence shows no sign of slowing down. Furthermore, despite widespread awareness and concern, and the support of a burgeoning diet and fitness industry, only a small proportion of overweight people succeed in returning to and maintaining a healthy weight.

2.6 In recent years, the Scottish Executive has made substantial commitments to improving diet and activity levels of people in Scotland through the development and implementation of both healthy eating and physical activity strategies. However, although this considerable body of work addresses many relevant issues, it has not been designed to address obesity specifically. Analysis of existing work through an ‘obesity lens’ therefore offers opportunities to identify gaps and suggest areas for more focused action or greater investment.

2.7 For any strategic approach to be effective in supporting the achievement and maintenance of healthy weight it must recognise the complex and widespread nature of the obesity problem outlined above. Ideally, it should aim to make all aspects of the environment less obesogenic and create the conditions for families and individuals to sustain a balance between their energy inputs and outputs, preferably without having to think much about it if at all.

3 Summary of the main points made by respondents on the scene setting aspect of the paper.
The vast majority of the email responses welcomed the paper “Developing a Healthy Weight Action Plan for Scotland” and saw it as appropriate, timely and warranted. They agreed that making all aspects of the environment less obesogenic was the key although the focus needed to be on the “how” rather than the “what”. There were a number of common themes in the views expressed on the scene setting aspect of the paper.

3.1 Recognition of, and integration with, other strategies and action plans
By far the largest number of general comments related to the need for any future obesity strategy to recognise, and integrate with, the large number of related strategies, action plans and local projects. There was a feeling that the paper did not acknowledge much of what was already going on and respondents repeatedly highlighted the need to link to existing, related strategies and policies already in place (e.g. Health for All Children, Sure Start, Health Promoting Schools, Hungry for Success, Active Schools, Health Promoting Health Service/Hospitals, Scotland’s Health at Work, Scottish Healthy Choices Award) and map local examples of good practice. There was less consensus on the need for a separate obesity strategy, or whether it was more co-ordination and integration with exiting strategies and plans that was required.

3.2 Mental health and emotional wellbeing

A number of respondents felt that the lack of an explicit mention of the two-way link between mental health and emotional wellbeing and overweight/obesity was an omission that needs to be explored. Others highlighted the particular needs of individuals with severe and enduring mental illness, particularly in terms of the side effects of medication and the exacerbation of social isolation through weight gain in this client group.

3.3 Balance between physical activity and nutrition

One respondent questioned the literature review on energy expenditure and energy intake, and considered that the literature did support the view that decline in physical activity was an important contributor to obesity, while another considered changes in car use rather than car ownership to be a more plausible explanatory variable. A number of respondents felt that the role of physical activity in preventing obesity had been under-estimated and not been given as much prominence as the role of diet, and that any future strategy should rectify this with a balance between diet and physical activity.  Given the range of views on this key aspect, further careful review of the relevant international and national evidence will be important.

3.4 Deprivation

A small number of respondents felt more emphasis should have been given to deprivation and other determinants of health, and the need to target disadvantaged communities and groups was mentioned.

3.5 Treatment
A number of respondents expressed views around treatment. The need for more creative support for those who are already overweight or obese was highlighted, particularly given the role of treatment in the prevention of overweight/obese individuals becoming more overweight/obese. However, others felt the failure of diets should be given greater prominence, particularly in the light of the fact that most of the recommendations for the health service deal predominantly with treating overweight.

3.6 Evidence base
Several respondents felt there is a need to build the evidence base, particularly in some areas e.g. weight management and young people. One respondent emphasised the need to take bold decisions to stop funding ineffective initiatives.

4 Responses to the proposals for action by workshop participants and email respondent
4.1 
The workshop event recognised the international consensus that an effective response must be multi-dimensional and multi-sectoral, with the overall aim of enabling as many of the population as a whole to achieve energy balance in the long term. The proposals for action were drawn from existing international, national and regional policy documents and organised under eight headings to reflect the range of interests that have to be engaged. No attempt was made to prioritise them, nor to assess the extent to which they were evidence-based or had been evaluated. The proposals are reproduced here and are referenced in the original paper available at www.healthscotland.com/healthyweight 

4.2 
Families, Childcare and Pre-5 children


Proposals
a. Provide information and support for parents, grandparents and carers of children under 5 on healthy eating (including breastfeeding and early nutrition/infant weaning) 

b. Develop, disseminate and promote physical activity guidelines/standards for children under five 

c. Develop and distribute resources for parents and carers to help them encourage physical activity and active play in the home environment 

d. Provide nationally coordinated programmes in healthy eating and active living to support parents of young children

e. Develop and disseminate information for parents at different stages of their child’s development on healthy eating, active living and healthy weight which is relevant for themselves as well as their child

f. Develop integrated programmes with young people, teachers and parents to reduce excessive television watching and computer games

Responses

Both participants and email respondents found the six action proposals overly focused on information provision and dissemination and doubted whether information alone is effective in promoting change. Existing information does not always reach the people who need it, and there may be specific distribution and literacy issues that need to be addressed. The focus needs to be on practical proposals and support for change rather than providing more advice. 

Specific suggestions for action include:

· Pregnancy is a time of particular risk for weight gain which can lead to an increased risk of birth complications and subsequent difficulty in losing weight post-natally. An expert group to discuss the best way of tackling the issue while guarding against ‘diets’ in pregnancy was suggested, as were targeted interventions, such as exercise on referral for pregnant women, health visitors supporting weight management post-natally and crèche facilities at exercise classes for post-natal women.

· The importance of breastfeeding as a means of reducing the risk of childhood obesity was felt to warrant more emphasis, and it was suggested that more support and advice around breastfeeding and weaning could be provided as part of Sure Start. 

4.3 Education
     
Proposals

a. Introduce, support and widely promote standards for school meals, vending machines, tuck shops, fund raising, sponsorships, and special events and by strengthening nutrition education and cooking skills in the curriculum 

b. Include in the curriculum lessons on how to understand food labelling and how to distinguish food advertising and marketing from objective fact 

c. Develop programmes to support children and adolescents to be advocates for healthy eating

d. Develop, support and promote the implementation of physical activity guidelines/standards for children and adolescents, and increase the amount and reach of physical education in schools and in further education

4.4 Both workshop participants and email respondents recognised that many of the priority actions are already happening through existing policy or local projects, and the need to recognise Hungry for Success and Active Schools was frequently mentioned. However, there is a need to mobilise the support and leadership of head teachers so that existing initiatives are supported as well as giving these initiatives time to prove themselves.

4.5 Barriers to progress and implementation cited include:

· The increasing pressure for schools to deliver on a wide range of competing issues despite a static or sometimes contracting number of key staff. In particular, some respondents highlighted a shortage of Home Economics teachers, community dieticians and voluntary sector workers to deliver classes on cooking skills.

· Public Private Partnerships (PPP) contracts sometimes include revenue from catering and vending, encouraging the promotion of energy dense choices that yield maximum revenue. Standards need to be built into the guidelines and contracts, but there is currently no public health input. 

· Emphasis should be on enforcing standards rather than just promoting and supporting

· Contradictions between school policies and practice e.g. Hungry for Success and presence of a school tuck-shop.

· The rural nature of some parts of Scotland means that active travel not feasible in all areas.

4.6 Specific suggestions for action include:

· Legislation: exclusion areas around school grounds to prohibit mobile chip vans and ice cream vans; ban on food industry corporate involvement in schools.

· Strategy and policy: Nationally agreed guidelines for vending and tuck shops; banning junk food from schools, including in lunch boxes; local school Food and Health policy which includes snacks from home; preventing primary children from leaving school at lunch time; develop and implement a youth work strategy that links with health; lobby for safe play areas and extend the concept of home zones with a view to all residential areas being safe play areas.

· Practice: All programmes to be part of a whole school approach; establish local School Nutrition Action Groups, team commercial fitness experts with schools; re-establish school based sports and develop more school sports areas; develop an interactive website on safer cycling routes and incorporate a mechanism to report accident black spots for the Local Authority to act on. 

· Training e.g. nursery and schoolteachers to receive nutrition training.

4.7 Health Services Proposals
a. Ensure that health agencies provide the lead in creating workplace environments that support healthy food choices (including in canteens and vending facilities) and active living, and improve workplace policies to assist parents with breastfeeding, healthy eating and active living in their families

b. Assist hospital and health services to be accredited as ‘baby friendly’ hospitals and community services and extend programmes for healthy eating (including breastfeeding and early nutrition) and active living into antenatal and postnatal care

c. Provide education opportunities and promote guidelines in the prevention, treatment and management of overweight and obesity (of children and adults) to all primary health care professional groups and students

d. Identify barriers and facilitators to the implementation of national guidelines on obesity management and adopt any recommendations in both primary and secondary care 

e. Increase the number of specialist and community based support programmes to which GPs can refer for management of overweight for all age groups, including young people and families (these should be culturally and gender appropriate). The possibility of partnerships between NHS and reputable commercial weight management services should be considered as part of this 

f. Consider whether incentives would help encourage the identification of opportunities for prevention within existing clinical services, e.g. an improved financing structure which encourages and enables health professionals to dedicate more time to prevention

Responses
Does the Baby Friendly Initiative make a difference to breast feeding? A recent ISD document reported no difference in breast feeding rates between baby friendly hospitals and others. The workshop participants felt that Community Health Partnerships should take responsibility for leading in this area. It is recognised by both sets of comments that the NHS has primary responsibility to provide the core service for those individuals already experiencing compromised health associated with weight gain, and a range of treatment options should be funded and available. Also of note, the proposal to develop partnerships with reputable commercial weight management organisations was supported, with the proviso from a number of respondents that it should be evidence based/evaluated and recognise that different programmes will suit different individuals.

4.8 Barriers to progress and implementation cited include:

· Outsourced catering in NHS establishments with little legislative or contractual requirements on food content

· The new GMS contract does not prioritise weight management and anecdotal evidence suggests is having an adverse impact on time spent on weight management.

· Lack of protected time and resources for carrying out public health functions, or competition for time with other public health roles e.g. school nurses often tied up in carrying out immunisations.

4.9 Specific suggestions for action include:

· Strategy and policy: NHS to lead by example, for example: remove displays of junk food in NHS restaurants and restrict the promotion of such food by private retailers operating on NHS premises; support active travel of employees by paying maximum mileage to cyclists, subsiding purchase of bikes by staff and not relocating to out of town sites or holding meetings in venues accessible only by car; Incentives in Primary Care through contracts while developing capacity to deliver.

· Practice: develop partnerships with local greengrocers to establish the sale of fresh fruit and vegetables on NHS premises; develop exercise on referral to include weight management, with all professionals able to refer, not just GPs; include routine assessment of physical activity and dietary habits, similar to smoking assessment; physical activity advisers attached to GP practices, similar to smoking cessation advisers; more co-ordinated specialist clinical services for treatment, especially for children, Revise SIGN 8; develop role of secondary care in opportunist identification and referral. 

· Training: obesity education for all Health Care professionals, including training by psychologists on psychological models of motivation and information on support options available locally; incorporating modules on physical activity and diet in NVQs. In particular, obesity is a topic missing from current dietician training. Follow-up support post training was thought to improve implementation to changes to practice. 

4.10 Food Industry
Proposals

a. Adopt pricing strategies that promote healthy eating, including the phasing out of price promotions favouring unhealthy foods, in food retailing establishments, and stop product placement which gives undue emphasis to unhealthy foods. There should be an increased focus on consumer education, including point of sale advice, to improve understanding of food labels, dietary guidelines, and the links between weight, energy intake and physical activity levels

b. Ensure national food and agriculture policies are consistent with the protection and promotion of public health and that they are examined for potential health effects of the food supply.  Specifically, better incentives to produce fruit and vegetables should be offered whilst schemes which provide artificial subsidies to benefit large scale production of superfluous oils, fats and sugars should be phased out

c. Reduce serving sizes and energy density of less healthy meals and snacks and support the food manufacturing industry in developing less energy dense products 

d. Improve food labelling for all foods, and ensure that there is a clear and consistent system in place that can be easily understood by consumers. Consideration should be given to whether this should incorporate mandatory measures

e. Develop a regulatory framework to minimise misleading food, health and nutrition claims 

f. Consider establishing a signposting programme which uses endorsed logos showing products that meet nutrition standards

Responses

Comments from the workshop were limited by the lack of representation from the food industry, there was an email response from the Scottish Food and Drink Federation that reaffirmed the industry’s commitment to working constructively with consumers and the Government on self-regulation. Some of the proposals are already being progressed, for instance through the Food Standards Agency or the European Union. There is strong support from other respondents for the government taking firmer steps to influence how food is produced, marketed and sold. One respondent felt there was no need for more legislation but instead for a focus on personal responsibility.  The food industry had a key role, but some felt it should not be ‘blamed’ for obesity but instead praised and rewarded for participation in any initiatives that promotes healthy eating. 

4.11 Barriers to progress and implementation cited include:
· Scotland has limited scope to affect changes due to wider influences in Europe and worldwide.

· While the proposal to reduce portion sizes was welcomed by many, there were reservations as to how it would be achieved in practice given the varying energy requirements based on sex, size and activity level.

4.12 Specific suggestions for action include:
· Legislation: more regulation and taxation on unhealthy food.

· Labelling: extend labelling to fast food; Label calories as a proportion of Guideline Daily Amounts (GDA); mandatory code for health and nutrition claims; tighter criteria to avoid current misuse of signposting.

· Strategy and Policy: retail pricing strategies that promote healthy eating; incentives to increase UK fruit and vegetable production; develop local market tradition with fresh and local produce; increase accessibility to fresh fruit and vegetables in both rural areas and urban areas where local retailers have been adversely affected by supermarkets.
· Practice: changing what’s on offer on children’s menus, offering smaller portions of adult meals rather than items such as chicken nuggets.
4.13 Workplaces and working age adults
Proposals

a. Develop and implement breastfeeding support polices and programmes in all government organisations at local and national levels with the health department leading by example and actively encouraging this in other organisations 

b. Encourage all public and private sector organisations to adopt healthy and sustainable food procurement policies 

c. Increase workplace programmes that promote active travel e.g. walking/cycling to work, with government agencies taking the lead 

d. Support and encourage all public sector organisations, as well as private and non-government sectors, to provide supportive healthy eating and active living workplace environments, improve workplace policies to assist parents with healthy eating and active living in their families and provide support for those seeking to lose weight

e. Incorporate media literacy on health into adult education programmes

Responses

Workplaces are seen as having potential in terms of an untapped resource and the ability to reach large numbers. However, the importance of ensuring all actions encompass ‘pre’ and ‘un’ employed working age adults, as well as looking at the differing needs of the urban and rural working population, and cultural and disability issues was highlighted by the workshop. The importance of tailoring workplace polices to the ageing demographics and longer living, later retiring working adults was also emphasised. The promotion of an holistic active lifestyle both in an out of work was advocated, with improved access to occupational health, lifestyle coaching, healthy food options and an active lifestyle is deemed to be the key.

4.14 Barriers to progress and implementation cited include:

· Working culture and practice:  full-time working, long distance commuting and long working hours, can reduce the opportunity to shop, cook and eat together as a family. This needs to be changed. 
· Active travel may not be an option in rural areas, or for some occupations that require using a car for their work.
· Occupational Health (OH) services are often poorly funded, especially in small organisations. They are often overstretched, and not always well advertised or accessible. Most of the workforce in Britain does not have access to Occupational Health Services.

· Limited resources restricting ability of smaller workplaces to implement actions.

4.15 Specific suggestions for action include:

· Strategy and policy: national strategy for vending in the public sector, continued support of Scotland’s Health at Work and Scottish Healthy Choices.

· Practice: screening for obesity in public sector workplaces; incentives for individuals, organisations and local shops to work together to provide healthy alternatives at the same or lower cost; activities sponsored by employers e.g. discounts at local clubs, subsidised purchase of bikes, not subject to personal taxation as an ‘employee benefit’; free water in workplaces and water in drinks machines; using public sector workplaces to pilot workplace initiatives e.g. workplace weight management groups supported by organisational changes to facilitate attendance; supporting the training and networking of ‘lifestyle coaches’ together with tailored health checks during employment, linked with occupational health.

4.16 Media, marketing and general public
Proposals

a. Ensure that balanced information is available to consumers to enable them to make healthy food choices easily and ensure that appropriate health promotion and education programmes are available (which are sensitive to literacy levels, communication barriers, and local culture, and can be understood by all segments of the population) 

b. Protect children from the ‘aggressive’ advertising and marketing techniques that sustain the pressure to adopt unhealthy patterns of food consumption and activity and ban the marketing of energy dense food and drinks in schools

c. Develop and implement a national programme of marketing and communication activities which support healthy weight through healthy eating (highlighting the role that energy dense foods, carbonated, sugary drinks and alcohol play) and physical activity (focusing on building activity into daily life).  This should focus not just on prevention but also on the benefits that improvements in diet and activity have for those with weight related diseases 

d. Increase participation of children, staff in health and education settings, parents and the community in creating solutions to the obesity problem

Responses

There is agreement that the overarching aim of action in this area should be shifting cultural norms. There is strong support for regulation of advertising, with some advocating banning all advertising, not just that aimed at children. There is less support for another national programme for marketing and communication activities that support healthy eating and physical activity, although there was recognition that lessons could be learned from tobacco and alcohol communications and experience from other parts of the world. The value of packaging the message in positive terms, such as reconnecting with food and the physical environment, rather than negative restrictions on eating was considered a way to improve individuals’ response to the message

4.17 Specific suggestions for action include:

· Learn lessons from industry on marketing techniques to better understand consumers, client groups and market segmentation in this area: identifying what the ‘offer’ is and the right messenger for each target group. Understand what is effective in terms of marketing around physical activity and healthy eating.

· Legislation: regulate commercial sponsorship and restrict what celebrity icons can advertise; taxation of unhealthy foods and establish tax breaks for healthy alternatives and active living; ban junk food advertising aimed at children, and possibly others

· Identify media trained advocates from health, local authority, academia and across the spectrum

· Establish fellowships for journalists in obesity and health

· Engage the food industry more and offer incentives to encourage change, emphasising the positive public relations.

4.18 Local Authority, including built environment and transport
      Proposals

a. Create and implement policies in public sector organisations, and especially leisure and community services and outlets providing food to children, to provide and promote healthier drinks, meals and snacks in canteens and vending machines 

b. Increase and improve access to safe physical activities for all life stages that are accessible and community based

c. Encourage stair use and review building codes to allow better access and availability of stairs (within current disability legislation requirements) 

d. Encourage urban design and neighbourhood renewal that promotes physical activity by developing policies and strategies to create urban built environments that are conducive to active travel, active recreation and healthy eating. This should include reassessment of constraints that place unnecessary limitations or undermine opportunities for activity within the physical infrastructure

e. Strengthen the ability of national and local government and community planning to provide improved support for healthy eating and physical activity, including active travel

f. Undertake assessment/prediction of new policies likely to impact on healthy weight including transport and urban planning policies and proposals 

g. Ensure that, where relevant, assistance with living skills includes support with food preparation and developing healthy eating habits

Responses

4.19 While there was Local Authority participation at the workshop, there was no input from staff with a planning or transport remits, and no email response on behalf of a Local Authority.

4.20 The workshop group advocated transport polices and a national transport strategy which encourages walking and cycling. All the proposals were thought to be equally valid with an important part to play, and the need to maintain a balance between “quick wins” and sustainable strategic plans is affirmed.

4.20.1 Barriers to progress and implementation cited include:

· Roads in rural areas often not suitable for pedestrians and cyclists.
· Bad urban design where car accessibility more important than healthy living.
· Safety and accessibility issues e.g. poorly lit and signposted stairs.

4.20.2 Specific suggestions for action include:

· Strategy and policy: healthy food choices in all local authority premises, especially leisure facilities – Food Standards Agency to extend standards to all food provided in public sector, not just educational establishments; bolder food purchasing/procurement policy and practice; partnerships with local retailers to sell fresh fruit and vegetables on local authority premises; integrate health into local and retail planning and development; green communal areas within housing schemes mandatory; support European car free day and other initiatives to decrease car use as make cycling more attractive; support Open Space Guidance and shift from sport and play provision to open space and community engagement. 

· Research and monitoring: more research on the impact of urban design; Health Impact Assessment of planning proposals; build obesity monitoring into Joint Health Improvement Plans and Regeneration Outcome Agreements
4.21 Monitoring and evaluation
Proposals

a. Develop specifications for national nutrition and physical activity monitoring and surveillance systems, including culturally appropriate components.

b. Design a comprehensive, regular, coordinated monitoring system for height and weight status (particularly of young people) and a series of validated indicators of key behaviours and environments related to healthy eating and active living.

c. Conduct strategic and policy research to inform decision–making and fast-track the sharing and application of new research evidence.

d. Include an assessment of the risk of unintended effects on vulnerable populations in any evaluation of the use of financial incentives or subsidies to influence the availability of, and access to, healthy foods and physical activity facilities.

e. Monitor the cost and availability of healthy food choices, particularly in more deprived areas, and any changes that occur over time.

Monitor access to physical activity opportunities particularly in more disadvantaged areas.

Responses

4.21.1 The inclusion of monitoring and evaluation was welcomed and seen as essential, but adequate funding is required as is clarity on which agency/partnership is responsible for the different components. A number of respondents stressed the need to avoid overambitious targets. There are a variety of surveys/data collection already available which could be used to measure success of national and local programmes, but need to be improved through adaptation of data collection methods, and training, appropriate equipment and incentives for the researchers. The frequency of obesity, diet and physical activity monitoring needs to be increased to understand the trends. The need to be able to monitor diet longitudinally, not just through cross-sectional surveys was thought by workshop participants to be important.

4.21.2 Barriers to progress and implementation cited include:

· The recent Hall 4 changes means that there will be less monitoring of children on a routine basis, and the cessation of standard pre-school monitoring of Body Mass Index (BMI) is not helpful.

· Under-reporting and a low response limits the use of the National Diet and Nutrition Survey (NDNS)

· Gaps in data, particularly around specific age groups e.g. 16-25 years.

4.21.3 Specific suggestions for action include:

· The Scottish Household Survey, if expanded to encompass a health module, could provide more frequent monitoring at a local authority level if a simple short set of questions were agreed.

· The Child Health Surveillance System, if fully developed into a comprehensive national system, could provide national monitoring data for pre-school and school age children.
· Amend Hall 4 to allow monitoring of obese children at 3 time points.
· Measuring waist circumference instead of BMI needs few resources. Fitness testing at school could be repeated every term

· Mapping of current data available for monitoring physical activity, food intake and overweight and obesity, so that gaps can be identified and action proposed.
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Note: examiners notes below

OSPHE Scenario: Asthma and air pollution – candidate’s instructions

Background:

You are a public health practitioner in a large inner city health authority. Recently, a “congestion charge” has been introduced resulting in a 20% decline in car traffic during daylight hours within the charging zone. The local newspaper has been following the progress of the congestion charge closely and wants to run a feature on whether it has had a beneficial effect on health for the people living in the area who had complained of heavy air pollution from cars. Data on asthma consultations has been obtained by the local newspaper journalist from the information services department of your health authority. He has sent the data to you with a request to interview you regarding its implications and your views on the relationship between air pollution and ill health generally.

Task:

Study the table below and 

1. prepare a short verbal presentation on the meaning of the results shown

2. comment on whether they can be regarded as evidence that the congestion charge has reduced the occurrence of asthma locally 

3. comment on what other factors might have an influence on the results shown in the table

	Age group
	0-14years
	15-64 years
	65+ years
	All ages

	Population
	2243
	5801
	2054
	10098

	Persons consulting for asthma of any severity during the 12 months:

	prior to the congestion charge
	179
	232
	66
	477

	after the congestion charge
	190
	240
	70
	500

	Consultations for acute asthma during the:

	prior to the congestion charge
	68
	83
	24
	175

	after the congestion charge
	35
	75
	18
	128


The journalist will then ask you for some information regarding the link between air pollution and health. He will also ask if you would be in favour of extending the charging zone to cover a wider area. Prepare a short answer for both of these.

003 examiner

MGT_OSPHE Scenario: Asthma and air pollution – examiner’s instructions

The actor playing the journalist should expect the candidate to cover some of the following points in their presentation in a lay-friendly, non-jargon way:

· The prevalence of asthma as indicated by overall numbers of people consulting for it has remained unchanged but the rate of consultation for acute asthma has fallen amongst children and the elderly

· These changes may or may not be restricted to the congestion charging zone as we do not have information on the geographical distribution of them

· As a result, the data cannot be said to positively support the hypothesis that the charging zone has improved respiratory health in the local area – further investigation would be required before this could be claimed.

· The changes could be a reflection of other factors such as changes in the epidemiology of asthma (acute attacks becoming less common everywhere) or in medical care (better preventive services resulting in less acute attacks) or in diagnostic criteria or coding.

· We would need to compare rates with a similar area unaffected by the congestion charge

· We would also need to know if there was evidence of a definite improvement in air quality post-charging

· Prescribing data on inhalers may be useful

At some point the actor should ask:

· What is the relationship between air pollution and ill health?

The link between air pollution and respiratory symptoms is complex but there is thought to be a definite relationship between the level of PM10 particles (less than 10 microns in diameter) and other toxins such as sulphur dioxides. If the congestion charge reduces these, then there is likely to be a beneficial effect on health although this may be difficult to quantify exactly.

· Would you be in favour of extending the charging zone?

Widening the charging zone may produce benefits for those living within it but may reduce the quality of life for those living on its perimeter as they may experience a compensatory increase in traffic. The candidate should present a balanced view of the risks and benefits and reserve judgement until fuller facts are known
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NB – I haven’t attached Lancet article (item 2: Lancet 2002;360: 1531-1539)

The Candidate Task

You are required to advise what actions will need to be considered in order to roll-out a screening programme for Abdominal Aortic Aneurysm in your Health Board area.

You will be asked to provide a verbal summary for a health services planner who has been involved with other local screening programmes.

Your summary should include the following:

· Why this screening programme is important

· Current national developments

· Potential impact on primary and secondary care services

Competencies addressed

1. Presenting communication skills in a typical Public Health setting
2. Listening communication skills in a typical Public Health setting 
3. Demonstrating ascertainment of key Public Health points from the material provided and using it appropriately and in relation to wider Public Health information resources
4. Giving a balanced view and/or explaining appropriately key Public Health concepts in a Public Health setting.
5. Appropriately and sensitively handling uncertainty, the unexpected, conflict and/or responding appropriately to challenging questions.
At the Station

The marker will ask you for your candidate number, introduce you and ask you to begin your presentation. The role player will ask you questions during your presentation.

The candidate briefing pack should stay in the room.

Candidate Briefing Pack

1. National Screening Committee policy position document

2. Lancet 2002;360: 1531-1539

Extract from UK National Electronic Library for Health

National Screening Committee - abdominal aortic aneurysm screening

Abdominal aortic aneurysm

Population:
Men aged 65 

Primary test:
Ultrasound examination of the abdomen 

National Screening Committee Policy Position - Feb 2006*: 

Abdominal aortic aneursym (AAA) screening was discussed at a NSC meeting in November 2005. An extract from the minutes of that meeting is given below: 

"Members discussed the proposals in the paper to screen for AAA and asked  for their thanks to be recorded for the work of Alan Scott, Sir Muir Gray and the Department of Health’s analytical team. The following points were raised.   Good quality support would be needed to enable GPs to reach fully informed decisions with their patients. This would include providing information on the choices and risks at each stage of the decision-making process and incorporate an assessment of the implications of morbidity. Advice would be needed on how to handle patients who are not fit for surgery. 

Reconfiguring the services by centralising surgery was expected to lead to greater throughput, the development of expertise and improvement of mortality rates. It was noted that the National Confidential Enquiry into Peri-operative Deaths had recommended that clinicians, purchasers, trusts and strategic health authorities should review  whether elective AAA surgery should be concentrated in fewer hospitals. However this might mean that emergency cases would need to travel further if vascular surgery services were only available in fewer localities. 

There was likely to be a long lead-in time before any screening service was introduced and it was highly probable that the new service would need to be entirely funded from local resources. Further modelling work and consequential costings would be necessary. The existing IT systems from other programmes might be able to support the rollout.  

Subject to these provisos and the necessary further work members accepted the proposals in the paper that:-


-  a screening programme should start with men aged 65; those over 65 who requested screening would be eligible to be offered a test

 


- the programme should not be offered to women at present because the mortality from ruptured AAAs was at present low."

 

A meeting is being organised to consider these points and the AAA screening policy will be reviewed at the end of March 2006.

* This position is currently under review 

Significant change since March 2004? 

Yes, screening programme being discussed

Evidence
A systematic review on screening for abdominal aortic aneurysm, produced by the U.S. Preventive Services Task Force examines the evidence. See: Screening for abdominal aortic aneurysm: a best-evidence systematic review for the U.S. Preventive Services Task Force 

A randomised controlled trial into the effect of abdominal aortic aneurysm screening on mortality in men. See: The Multicentre Aneurysm Screening Study (MASS). Lancet 2002 Nov 16;360(9345):1531-9. PubMed abstract
NSC meeting November 2005

Creator
National Screening Committee

Publication Date
01 Feb 2006

Review Date
01 May 2006

The following Specialist Libraries also reference this resource
Guidelines Finder
Publisher
National Screening Committee, UK
Resource Format
text/html
Publication Type
Service Guidance
Keywords 
Adult
Aged
Aortic Aneurysm, Abdominal
Health Policy
Topics
Adult > Not routinely offered > Abdominal aortic aneurysm
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Print off http://www.nice.org.uk/pdf/guidanceactknee.pdf

Practice OSPHE Scenario: ACI

Background

Your Chief Executive has received a letter of complaint from a member of the public, asking why your health board is not providing a new orthopaedic procedure: autologous chondroctye implantation (ACI). The procedure has recently been appraised by the National Institute of Health and Clinical Excellence (NICE).  The Chief Executive has asked you to meet with the woman, to explain why the procedure is not available locally.

Candidate role
A public health consultant

Audience

A 25 year old woman who sustained a sports-related injury to her right knee two years ago. 

Task

Meet with the member of the public and explain the health board’s decision not to offer the procedure. Include the following points in your discussion:

· The role of NICE

· A summary of what the procedure involves

· Findings from the NICE appraisal / reasons for the health board’s decision

Information provided

NICE technology appraisal:

http://www.nice.org.uk/pdf/guidanceactknee.pdf
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OSPHE Scenario: Water Fluoridation

Background

Recentfigures have shown a decline in dental health amongst children in your population, with those living in deprived areas particularly affected.  You and your public health colleagues believe that water fluoridation would help to address this problem but your Chief Executive is worried that this would be unpopular with the public.  He has asked to meet with you to discuss the issue further.

Who are you?

A public health consultant working in a health board with a high level of socio-economic deprivation.

Who is your audience?

The Chief Executive of the health board.

Task

Prepare a four minute verbal presentation to convince the Chief Executive that water fluoridation would benefit your population, then answer any questions he may have on the subject.

 
Alternatives to water fluoridation 

Fluoride can be made available to individuals via other mechanisms. They all require ongoing positive personal action by the individual concerned (and in the case of younger children by a parent or other carer). Some also require action by a dental professional. In other words, to be effective, they need people to alter their behaviour and sustain that behaviour change. 

The Cochrane Library has recently (2003) published several systematic reviews which help to describe the level of impact these various other measures have on decay levels. A direct comparison with the York Report is not possible because of differences in the ways in which results were reported, but the following summarises the position: 

Brushing teeth with toothpaste containing fluoride between 1000 and 1S00ppm will reduce decay by approximately 24%. There are additional benefits because of the improvement to gum health from tooth brushing. 

Professionally applied varnishes will reduce caries by approximately 33% in milk teeth and approximately 46% in permanent teeth. These are very strong varnishes containing 22,500ppm, which have to be applied repeatedly and by professionals. They are not suitable for use in very young children. 

The use of fluoride gels will reduce decay by approximately 19%. They, too, have to be applied repeatedly and by professionals. 

Fluoride-containing tablets and drops have been shown to be effective in preventing caries in clinical trials but their use as an 'at home' treatment has been disappointing due to poor compliance. There is also some good evidence that they are associated with more dental fluorosis. Given the emphasis on the need to provide fluoride on the surface of the teeth over an extended period their use cannot be recommended routinely. 

School milk fluoridation has been trialled in a number of countries, including two trials reported in the UK. The evidence from those UK trials is equivocal. Salt fluoridation has been used in a few countries, most notably Switzerland, but has not been tested in the UK. In any event the advocacy of salt consumption would not be appropriate in the UK for health reasons. 

Dental decay can also be largely prevented on an individual basis by dietary means. However there is no evidence that it is possible to alter people's diet to this extent on a population basis and it is therefore not currently a practical public health option. 

In summary, an alternative to water fluoridation is fluoridated toothpaste -the other techniques are not practical as public health measures. But water fluoridation delivers greater reductions in decay than toothpaste and reaches the whole population rather than just those who adhere to a regular cleaning regime using fluoride toothpaste. It is also cheaper -water fluoridation costs around 50p per person per year; a year's supply of toothbrushes and toothpaste costs around £10. So there are important reasons to consider water fluoridation as the preferred method of preventing tooth decay on a population basis and improving the health and welfare of poorer communities. 

Medical problems of water fluoridation
The York Report not only reviewed the evidence about the effectiveness of water fluoridation in preventing dental decay but also considered evidence about adverse effects. The York team found no evidence of an association between bone fractures, infant mortality, or cancer and water fluoridation. York also said that some other possible negative outcomes such as 10 and congenital defects required further high quality research. 

Following publication of the York Report the Government asked the Medical Research Council (MRC) to advise on any further priorities for research into water fluoridation. The MRC report (2002) recommended routine monitoring of factors such as cancer as a matter of good practice. No further research was recommended for bone fractures unless research demonstrates important differences between the bio-availability of naturally occurring and added fluoride. MRC concluded that research on a number of other possible negative health outcomes was of low priority. The Chief Medical Officer and Chief Dental Officer are to report to Ministers on the implications of the MRC report for government policy on fluoridation in the autumn. 

In considering the possibility of adverse health effects length of exposure may be relevant. There is over 40 years experience in England (as in Birmingham) of artificial fluoridation, but generations of experience in some communities of natural fluoride levels matching those used in water fluoridation schemes. No evidence of harm has been demonstrated in areas of England with natural fluoride at around 1 ppm but it is important to be sure that such results are transferable to areas with artificial water fluoridation. The MRC recommended that natural and artificial fluoridation were investigated further by looking to see if there were any differences in bio-availability of fluoride in the two situation. This work has been commissioned by the Department of Health and the results are awaited. If the bio-availability is shown to be the same then it will be possible to look to long term studies of water fluoridation over generations (rather than our 40 year experience) in naturally fluoridated areas and use the results on general health found there to predict outcomes in artificially fluoridated areas. If the bio- availability is the same there is no reason to suppose that health outcomes would be different in naturally fluoridated areas and in ones where the level has been topped-up to reduce dental decay. 

Dental fluorosis 

Dental fluorosis is characterized by an alteration of dental enamel which affects some of the teeth and may be minor or severe. It results in white or in its severe form brownish spots on teeth resulting from poor mineralization and porosity of the enamel. The problems it causes are generally more aesthetic than pathological and, in the less severe forms, are even considered to be more aesthetically pleasing. With water at levels up to 1 ppm the severe forms of fluorosis are extremely rare and associated with other uses of fluoride. From an aesthetic point of view, the critical phase for the development of fluorosis is from 20 months to five years during the development of the most visible teeth, the incisors and canines. Dental fluorosis can occur in both fluoridated and non- fluoridated areas and can be attributed to fluoride supplementation and early tooth brushing behaviours as well as to water fluoridation 

Dental fluorosis was identified by the York Report as the one adverse effect for which there was evidence. They reported a dose response effect -the more fluoride in the water the more people have fluorosis and the more severe it is. The analyses of world-wide research from the York report showed that around 15% more people in fluoridated areas had fluorosis and that 4% more might have fluorosis of aesthetic concern. In the UK, the current prevalence of dental fluorosis is probably lower than that reported by York from their studies of world- wide research and the consensus expert view is that other forms of fluoride taken on an individual basis such as ingested toothpaste and fluoride drops and tablets are important risk factors. In the UK experts believe that the swallowing of adult- strength fluoride toothpaste by very young children contributes significantly to the problem of dental fluorosis. For a number of years dentists in the UK have advised parents of young children at low risk of dental decay to use a small pea- sized amount of lower fluoride toothpaste under parental supervision. There is evidence that parents are following this advice. In a recent study, the prevalence of aesthetically important dental fluorosis in fluoridated Newcastle was 3% and in non-fluoridated Northumberland was 0.5%, considerably less than the historical data from many countries which were considered by the York team. What is of major importance is to ensure that in an area where water fluoridation is introduced extensive publicity is undertaken to ensure that other forms of systemic fluoride use (tablets and drops) are stopped.
Evening Times
Friday 19 November 2004

City may go it alone and put fluoride in tap water

By John McCann

(See original article)
GLASGOW health chiefs could still "go it alone" and introduce fluoride to drinking water. 

As reported in later editions of last night's Evening Times, First Minister Jack McConnell has ruled out adding fluoride to mains water supplies across Scotland. 

But bosses at NHS Greater Glasgow are still determined to add the chemical to improve the city's poor dental health record. 

And today it emerged existing laws could allow them to fluoridate water, regardless of opposition from the public, local councils and even the water commissioner. 

Mr McConnell's announcement followed a question from Green MSP Patrick Harvie. 

He said: "The First Minister has made it clear he will not change the legislation during this parliament, but that means the issue will come up again in a few years. 

"It is time for the health board to realise there is no support from above and no support from the people it serves and to say 'let's not do it'. 

"I am calling on the Executive and health board to make a clear statement saying 'no, never' to fluoride in drinking water." 

Under the Water (Fluoridation) Act 1985 local health boards simply have to notify the public, local councillors and the water commissioner before considering their views and applying to Scottish Water for permission to add the chemical. 

It is then for the water authority to decide whether the process goes ahead. 

An Executive spokesman confirmed the arrangement and added: "Scottish Water has discretion to accept or reject the proposal." 

He added: "As a result, it is not a decision for ministers to make. 

But Scottish Water insisted it would approach ministers for a decision after assessing the technical and cost issues of any proposal. 

A spokesman said: "As a public body it is likely we would look to the Scottish Executive for guidance in the event a decision is required." 

The Executive spokesman said oral health remained a "key issue" and said other proposals to improve the state of children's and adults' teeth would be considered soon." 

Fluoridation is at the centre of NHS Greater Glasgow's Oral Health Strategy, which will be decided on next month.

The board refused to consult on the specific issue of fluoride, despite calls from its own members to do so. 

The move was put forward in August by planning director Catriona Renfrew who argued: "Water fluoridation is the single most effective measure to counter dental decay." 

Dr Frank Angell, chairman of the area dental partnership said: "The sooner we get a debate on it, the better." 

The health board wouldn't say whether it would try to "go it alone", but a board spokeswoman said: "The scientific arguments for fluoride are very powerful indeed. 

"There are, however, ethical and moral issues about additives to drinking water and, clearly, the views of the public must be heard." 

FLUORIDATION OF WATER AND DENTAL DECAY

A BRIEFING PAPER BY THE 
CHIEF MEDICAL OFFICER, PROFESSOR SIR LIAM DONALDSON, AND THE CHIEF DENTAL OFFICER, PROFESSOR RAMAN BEDI

How fluoride works 
Extensive research has been undertaken on the mechanisms by which fluoride prevents dental decay. The predominant effect is direct on the tooth surface (a topical effect). Through its interaction with the surface of enamel, fluoride in saliva and in dental plaque inhibits de-mineralisation, and promotes re-mineralisation on the surface of the tooth.  Fluoride also works through a systemic effect by being built into the enamel during the development of the teeth and is, therefore, of extra importance during the first 12 years of life. 

Why water fluoridation? 
Fluoride can be delivered to individuals as a dental preventive measures through a variety of mechanisms, one of which is drinking water, in which the fluoride level is adjusted to one part per one million parts of water (1 ppm or 1 mg/litre). 
 
Water fluoridation works through both mechanisms of fluoride action - systemically (being built into the tooth structure) while the teeth are being formed and then topically (in contact with the tooth surface) throughout life. An important public health benefit of this method of providing fluoride is that any person with a fluoridated central water supply will receive fluoride without needing to take any personal action. The method is cheap - typically no more than about 50p per person per year with the cost met entirely by the NHS rather than falling on individuals. 

In 1999 the Government asked the University of York to carry out a consideration of the available evidence using the technique known as systematic review. From the evidence they included in their review the team concluded that fluoridation resulted in, approximately, an additional 15% of children having no evidence of tooth decay and an average of 2.2 less teeth affected by decay. It also suggested that in areas with higher levels of decay there would be a greater reduction in caries. The editors of the Cochrane Oral Health Group -a group of researchers who carry out reviews of health care measures -have recently estimated that the effect reported in the York report is that of a "preventive fraction" or percentage decay reduction in the order of 40%. 


Alternatives to water fluoridation 
Fluoride can be made available to individuals via other mechanisms. They all require ongoing positive personal action by the individual concerned (and in the case of younger children by a parent or other carer). Some also require action by a dental professional. In other words, to be effective, they need people to alter their behaviour and sustain that behaviour change. 

The Cochrane Library has recently (2003) published several systematic reviews which help to describe the level of impact these various other measures have on decay levels. A direct comparison with the York Report is not possible because of differences in the ways in which results were reported, but the following summarises the position: 

Brushing teeth with toothpaste containing fluoride between 1000 and 1S00ppm will reduce decay by approximately 24%. There are additional benefits because of the improvement to gum health from tooth brushing. 

Professionally applied varnishes will reduce caries by approximately 33% in milk teeth and approximately 46% in permanent teeth. These are very strong varnishes containing 22,500ppm, which have to be applied repeatedly and by professionals. They are not suitable for use in very young children. 
The use of fluoride gels will reduce decay by approximately 19%. They, too, have to be applied repeatedly and by professionals. 

Fluoride-containing tablets and drops have been shown to be effective in preventing caries in clinical trials but their use as an 'at home' treatment has been disappointing due to poor compliance. There is also some good evidence that they are associated with more dental fluorosis. Given the emphasis on the need to provide fluoride on the surface of the teeth over an extended period their use cannot be recommended routinely. 

School milk fluoridation has been trialled in a number of countries, including two trials reported in the UK. The evidence from those UK trials is equivocal. Salt fluoridation has been used in a few countries, most notably Switzerland, but has not been tested in the UK. In any event the advocacy of salt consumption would not be appropriate in the UK for health reasons. 

Dental decay can also be largely prevented on an individual basis by dietary means. However there is no evidence that it is possible to alter people's diet to this extent on a population basis and it is therefore not currently a practical public health option. 

In summary, an alternative to water fluoridation is fluoridated toothpaste -the other techniques are not practical as public health measures. But water fluoridation delivers greater reductions in decay than toothpaste and reaches the whole population rather than just those who adhere to a regular cleaning regime using fluoride toothpaste. It is also cheaper -water fluoridation costs around 50p per person per year; a year's supply of toothbrushes and toothpaste costs around £10. So there are important reasons to consider water fluoridation as the preferred method of preventing tooth decay on a population basis and improving the health and welfare of poorer communities. 

  
Medical problems of water fluoridation
The York Report not only reviewed the evidence about the effectiveness of water fluoridation in preventing dental decay but also considered evidence about adverse effects. The York team found no evidence of an association between bone fractures, infant mortality, or cancer and water fluoridation. York also said that some other possible negative outcomes such as 10 and congenital defects required further high quality research. 

Dental fluorosis 
Dental fluorosis is characterized by an alteration of dental enamel which affects some of the teeth and may be minor or severe. It results in white or in its severe form brownish spots on teeth resulting from poor mineralization and porosity of the enamel. The problems it causes are generally more aesthetic than pathological and, in the less severe forms, are even considered to be more aesthetically pleasing.  With water at levels up to 1 ppm the severe forms of fluorosis are extremely rare and associated with other uses of fluoride. 

Dental fluorosis was identified by the York Report as the one adverse effect for which there was evidence. They reported a dose response effect -the more fluoride in the water the more people have fluorosis and the more severe it is. The analyses of world-wide research from the York report showed that around 15% more people in fluoridated areas had fluorosis and that 4% more might have fluorosis of aesthetic concern. In the UK, the current prevalence of dental fluorosis is probably lower than that reported by York from their studies of world- wide research and the consensus expert view is that other forms of fluoride taken on an individual basis such as ingested toothpaste and fluoride drops and tablets are important risk factors.  What is of major importance is to ensure that in an area where water fluoridation is introduced extensive publicity is undertaken to ensure that other forms of systemic fluoride use (tablets and drops) are stopped. 

Conclusion 
Fluorides prevent tooth decay, which remains a significant public health problem in parts of England. From a public health perspective, water fluoridation is the delivery method of choice to bring about population improvements in dental health, and should be considered locally when it is desired to reduce inequalities in levels of dental decay.
GGT008

See reading GGT 008

Candidate’s Instructions

A local group of GPs have expressed dissatisfaction with services for treatment of back pain. Your Director of Public Health has asked you to look into the problem and present a short summary of your plan to the Senior Public Health Team. Use the attached information and the following questions to guide your response.

How will you approach this issue?


What other information do you need to proceed?

How can the team take this forward?

Prepare a 4 minute presentation which you will present informally to your Public Health Colleagues and then spend the remaining 4 minutes discussing the issues. 

Attached Information 

Guide to Management of back pain (question 8)

Examiner’s Instructions 

Public health Competencies covered: 

Guide to marking of responses:

1. Identification of  extent of problem

· Local and national data on back pain; prevalence and incidence, HES data

· Literature review & any National guidelines

· Meet with GPs to identify issues they are concerned about; also meet with physios, orthopaedic surgeons, patients etc

· Establish what is current care pathway and options for referral & any local protocols or guidelines used
2. What next?











· Key stakeholders to meet 


· Health needs assessment  if indicated

· Current services provided & referral patterns

· Equity of access 










3. Action plan development 

· Different or more provision needed?

· Target high risk patients

· Ensure clear pathway; local guidelines/protocols if needed

· Barriers to success 

· Resources needed to achieve

· Strategy plan to PEC/Board for implementation





4. Monitoring & evaluation

· Audit/evaluation planned to ensure is being implemented

GGT 009

See reading GGT 009 (separate doc) and role player’s instruction below

Candidate’s instruction

A local Indian family have been recommended to have their children immunised with BCG. But they know that white neighbours are not recommended to receive the vaccine. The local Indian community leaders are concerned about apparent discrimination and want an explanation. 

Enclosed document 

· TB chapter from the Green book

· DH policy letter 

Your task is: you have 8 minutes to cover the following: expect questions at any stage during the discussion.

· Explain what is TB, its risk factors and BCG vaccination

· Explain the reasoning behind the enclosed DH’S document

·  Convince the community leader that there is no element of racial discrimination behind this decision.  

009 Role player instructions

You are the leader of the Indian community. Many members of your community have complaint that this new policy has not been explained to them adequately and they think there might be racial discrimination behind this decision.

You are very concerned and you need sound explanation to give to your community. You have very little idea on TB and BCG vaccination.  

Ask the candidate if your white neighbours’ children will be given the BCG vaccine under any circumstances?

No go area: 

Do not show aggression or not believing what has been said.  

GGT010

LEW 1  Practice OPHSE  - consists of candidate sheet, one data sheet and one 2 page pdf file. (question 10)

Candidate sheet

Outline of situation

You are meeting with a member of the local branch of “Age Aware”, a well informed lay group concerned with ‘stamping out ageism’ in public services. The member has reviewed the surgical procedures performed for breast cancer in your local health region for which you provide public health advice. The data was obtained from a surgical audit report, featured in the annual director’s report for health in 2006. The member considers the data to show clear evidence of ongoing discrimination against older women.

What is the task

You are to conduct an 8- minute meeting with the fundraiser to 

· Explain the options available for the treatment of breast cancer and why this issue is important

· Interpret the data presented, addressing in particular the issue of age

· Explain any anti-discrimination policies or strategies in your health region 

LEW 1:  OPHSE candidate data sheet

Table 1:  Percentage of women in different age groups receiving mastectomy or breast conserving surgery (BCS) between year 1 (1992) and year 14 (2005)

	
	Age group
	25-49
	 
	Age group
	50-64
	 
	Age group
	65-74
	 
	Age group
	75+
	 
	All ages
	
	

	YEAR
	Mastectomy
	BCS
	cases
	Mastectomy
	BCS
	cases
	Mastectomy
	BCS
	cases
	Mastectomy
	BCS
	cases
	Mastectomy
	BCS
	cases

	year 1
	64.30%
	15.60%
	589
	62.60%
	10.60%
	883
	52.80%
	11.60%
	638
	25.00%
	15.20%
	560
	52.80%
	12.90%
	2670

	year 5
	32.10%
	48.60%
	648
	31.90%
	47.50%
	1204
	38.20%
	32.20%
	631
	14.80%
	21.30%
	689
	29.50%
	39.00%
	3172

	year 10
	29.60%
	57.10%
	648
	31.20%
	55.10%
	1066
	35.30%
	33.00%
	624
	21.10%
	18.20%
	715
	29.30%
	42.40%
	3053

	year 12
	35.50%
	55.60%
	653
	31.30%
	59.00%
	1323
	42.40%
	39.20%
	589
	27.50%
	18.30%
	688
	33.40%
	46.10%
	3253

	year14
	40.60%
	50.40%
	603
	31.80%
	59.10%
	1234
	42.00%
	37.90%
	588
	29.30%
	20.80%
	707
	34.80%
	44.80%
	3132


� Countries that formed the European Union until the end of April 2004


� The 10 new EU states that joined in 2004


� To present changes in countries which participated both in the 1999 and the 2003 surveys, coordinate diagrams have been created for a number of variables, in which the x-axis represents the results from the 1999 survey and the y-axis the 2003 results.  Points above the line represent an increase; points below a decrease.  Where the change is small, points are yellow.
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