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Obesity Prevention
Finding the right words
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Obesity Trends* Among U.S. Adults
BRFSS, 1990, 2000, 2010

(*BMI >30, or about 30 Ibs. overweight for 5'4” person)

1990 2000
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Source: Behavioral Risk Factor Surveillance System, COC.
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WorkshoprPian

1.

Why people choose not to listen to advice to change
unhealthy behaviour

7EU PAOEAT OO Al 160 DPOAOAT O 1
Barriers to referrals from General Practice and Primary Health
care

2. Interactive activity

3. Anything else??




The two most significant barriers to successful
welght management interactions and consultation

One type of intervention you currently think works
well
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The lblamecgame...

The industry

Poor lifestyle behaviour choices

Genetics

Poor education and information

Sugar! Sugar! Sugar!

Insufficient exercise

Yo yo diets

Let the scientists and experts fight over that...

In the meantime® OO AOAT 60 EAAAEI C AAOEAA [

stuck
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Leamningffromeeachother?

Australian study saydraffic lights, reducing advertising are most cost
effective- less so, diet and exercise interventions

NZ - Syllabus to be added as integral GP training to maximise nutritional
advice, to describe a diabetic or cholesterol lowering diet, discuss weight
loss strategies , diet and lifestyle.

Outcomes based

NHS Chairman Educate people about the cost of their health
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TADS
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The BigrRicture
O-1 OA OEAT W 100 I £ Q bPOAI
behaviour initiated iteensd ©
(WHO 2002)

Morbidity and mortality driven largely by chronic conditions and
behaviouralfactors....diabetes, obesity etc

2014: WHO states we should be concentrating on
childhood obesity rather than a constant attention to

TADS

adult obesity
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TADSraining and_ DevelopmentServces) S
BehaviouraH=ealth-#raining

¢ 1995: TADS foundaticiTobacco, Alcohol and Other Drugs
University of Auckland (and World Health Organization)

engaging general practices in implementing brief
Interventions

at community and national level

¢ TADS Qevelopment and implementation of Bl training for
0( #h -Pacifi©&nt Youth

¢ Funded by NZ Ministry of Health Mental Health
Directorate

TADS
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TADS had a philosophical and funding commitment
to holistic wellness and prevention (primary health
care)

BUT

the brief interventions approach was based on
advice and treatment for addictions (medical care)

TADS
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TADSHResearch Qualitative:andtAction

We started with patients 5 years wide consumer input

Evaluations from 6000 trained participants, focus groups, PH&,T OE
Pacific, Youth and literature searches

Continually assessed and refined ideas, methods and materials inside
and outside training workshops

Supported by District Health Boards, NZ Ministry of Education, NZ
Ministry of Health Public Health Directorate for the pilot research

Patients in essence became the researchers

TADS
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Missingi in2Action

¢ No international screening tools specific to lifestyle behaviour and
mental health risks

¢ Many missed opportunities in general practice and little or no
attention to prevention

Needed: - ! T 11 OEOAAOQOAT EI C Al OOU
of personal behavioural practices (the TADS PACT

- Alanguage of engagement as a generic form of
communication (the TADS BOI approach)
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The lbarriers ta change.. a

Patients:
4 Advice, information, health messages not helpful

4 Emphasis on health professionals rather than patiattitudes, behaviour
and language

+ O2AAAUS AT AOGT 80 1 AAI OxEI Il ETC
4 Screening reduces trust
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Practitioners:

4 Lacked confidence.? how to raise the issue

» &OOOOOAOEI | 888 OAEAEZZLEAQOI 06 PAOEA
4 Often too late and not enough time or compensation
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Agree”?
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Practitioner)
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AAT AAOACI OEUA OEAI AO O EI x
(Primary Health Care Nurse)
OFE £ AOA ET 1 x1 OEA] AT A OEA
| T OA IEEAIU Ol 1 EOOAT O 1A ,

(Practice Nurse)

OEA ) EAOA Ei PAOOAA AT 1 OCE AA
ignore my advice, this is their choice and patient responﬂy IS
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A @mily doctors to raise the issue with overweight patients ... GPs
should be trained and paid to start conversations about weight

A hard-hitting obesity campaigns similar to smoking cessation

A earlier intervention and encourage members of the public to take
sensible steps to help themselves

A reluctant to start the conversatiorsubject is emotive
A awarded quality outcome framework points, to increase salary for

Y r r pd r ~

TADS
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Weight managementinieractions

1. What is the main outcome you hope to achieve from each weight
management conversation?

2. What aretwo essential ingredients for engaging with a patient?
3. Nametwo of the biggest obstacles to achieving this:

a) for your patient and
b) for you
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Order of Importanee??

Weight loss meds

Dieting

Physical activity

_ifestyle behaviour change
Bariatric and other surgery
Address mental health issues
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The convetrsationringeneralpractice

Advice
Instruction
Motivation
Goal setting
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The change fram:Bita BO! -

Brief Interventions(Bl)

A

A

A

A

A

A

Based on addictions, treatment

Practitioner driven
Short term aim

Targeted behaviours and only
OEl OA OAO OEOESH®
Time inefficient

Frequent consultations and
duplication

Brief Opporiunistic interactiontBOI)

A

A

Based on early prevention
Driven by the patient person focused

Long term aim

All ages, ethnicities, multi behaviours
including mental health risks

Time effective (in the context of other
work)

Opportunistic interactionsno
duplication and no appointments
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Personftfacysed.c.op patient-centred?

¢ Person focused: Preventative and holistic, not disease focused, driven f
and foremost by the patient in any behavioural change encounter and
identifies what is happening in the relationship (Starfield 2011; Docherty
2013)

¢ Patient centred: a patient's desire for information and for sharing decisic
making, based on their disease or iliness (Stewart 2001)

TADS
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Early jprevention{pochertys.2013)

The invisible but essential playmaker that should be present in all
preventative strategies, public health policy and behavioural change
approaches

The embryonic and potentially unhealthy personal behavioural practices
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The most significant piece of the prevention and behavioural change
conundrum which has never been addressed

The TADS PACTand BOI process address this fullyerson focused

TADS
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etting to the Source....the TADS PACT

tobacco other physical weidht
smoking drugs activity g
mild/mod gambling relationships
anxiety
stress alcohol _ mild/mod
violence depression
sexgal medication psycho-
practices adherence anger social

TADS




