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Thesis Abstract
This thesis is concerned with the intractability of adult obesity for hypnotherapy and is
presented in two parts the first being concerned with the nature of the problem and the
second with developing a solution. The thesis first considers the impact of adult obesity
on the English economy and National Health Service. The limited response of the
National Health Service is examined and a review of evidenced-based (non-surgical or
pharmacological) interventions in obesity is carried out. The genera! intractability of
adult obesity is investigated with regard to the misguiding influence of the energy
balance equation and psychological issues including the implications of food-related

attitudinal ambivalence. Determination of the nature of the problem concludes with an

historical overview of hypnotherapy for adult obesity prior to an examination of the
evidence for hypnotherapy in adult obesity and of factors which may diminish its

effectiveness. The second part of this thesis reports the development of a system of

confidential IMR based one-to-one hypnotherapy in a group setting as a means of

reducing treatment costs for adult obesity for patients from lower socioeconomic
groups, where the condition is most prevalent. In addition the system provides a facility
to treat food-related attitudinal ambivalence which is reasoned to result in resistance to

hypnotic suggestions aimed at stopping hyperphagia. Inferential analysis conducted

during the empirical part of the study has shown that the new one-to-one hypnosis in a
group setting is no less effective than normal group hypnosis. Further limited inferential
analysis suggests that the new system of hypnotherapy was instrumental in generating

improvements in a range of psychological, behavioural and biological variables
associated with participants’ hyperphagia. This work contributes to hypnotherapeutic
knowledge and practice by the conceptualization and development of one-to-one

hypnotherapy in a group setting and the facility to treat food-related attitudinal

ambivalence.
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"I am enough of an artist to draw freely upon my imagination. Imagination is more
iImportant than knowledge. Knowledge is limited. Imagination encircles the world.”
Albert Einstein, 1879-1958.

Chapter One

Introduction to the thesis

This thesis focuses on adult obesity, the nature and effectiveness of hypnotherapy with
particular regard to adult obesity, and the design and initial development of a system to
address these problems. The research described in the thesis was motivated by

personal clinical experience of two issues: first the need to increase access to
treatment for lower socioeconomic groups, wherein ironically obesity is most prevalent,
by reducing charges, and second the poor efficacy of hypnotherapy for hyperphagia
leading to obesity in adults, which seemed to concur with the low level of
hypnotherapeutic efficacy apparent in the obesity literature. Patients presenting for
hypnotherapy to help them control their excessive intake of fattening foods appeared
attitudinally ambivalent about making positive adjustments to their diet. Whilst their
desire and intent to reduce their weight seemed genuine and unequivocal, their ability
to sustain positive changes to their diet usually turned out to be superficial. The use of
the phrase ‘food-related attitudinal ambivalence’ may succinctly encapsulate the
problem described. Typically patients seen seemed to be influenced by diametrically
opposed motivations which functioned simultaneously: one towards slimness and the
other towards maintaining their hyperphagia. Obese hyperphagic patients appeared to
be resilient to hypnotic suggestions designed to curtail their ingestion of high energy
foods even though they displayed the usual symptoms of being hypnotized. It was felt
that this ineffectiveness might be explained by the prevailing international opinion

amongst clinical hypnotists and governing bodies: that a person’s free will can not be



compromised by hypnotism (e.g. Conn, 1972; Hartland, 1974; Kroger, 1977 p. 36;
Waxman, 1989 p. 39; Lynn and Rhue, 1991b; Vingoe, 1995; Kirsch, et al., 1999 p. 7:
James, 2000 p. 51; British Psychological Society, 2001). On the basis of the
observations mentioned above the following way of conceptualizing the problem was
established:
“The conventionally accepted status of free will to hypnotism negates
hypnotherapy for hyperphagia leading to obesity when the obese patient is

ambivalent about making positive changes to their diet.”

In addition to the perceived problem of food-related attitudinal ambivalence it has been

shown that in developed countries obesity is most prevalent amongst lower socio-

economic groups (e.g. House of Commons, 2004; Joint Health Surveys Unit NatCen,
2003; NAO, 2001; WHO, 1998), which means that one-to-one hypnotherapy for obesity
Is often an unaffordable option for many people. On the surface group hypnotherapy
appears to present an economical alternative to one-to-one hypnotherapy but there are
ethical and practical limitations with this method. Group hypnotherapy cannot address
individuals’ motivations for overeating without breaching patient confidentiality. Also

iIdeo motor response (IMR), an essential procedure in hypnotherapy for hyperphagia,

cannot be closely monitored. These factors limit group hypnotherapy to providing a ‘one

size fits all' approach which would be inadequate. Observation of this problem led to a

second conceptualization:

“The economical advantage of group hypnotherapy for adult obesity Is

compromised by its ethical and practical limitations.”

The conceptualization process led to the formulation of two questions which provided

the fundamental impetus for the research contained in this thesis:



1. How can hypnotherapy for adult obesity be made more accessible to the less
financially well off members of society for whom obesity is most prevalent?

2. If an obese patient who unequivocally wants to reduce their weight is
attitudinally ambivalent about curtailing their hyperphagia how can

hypnotherapy be effective if it can not compromise free will?

Subsequently the following two research aims were drawn up to answer the questions

above:

1. Devise a system to facilitate confidential individual hypnotherapy with IMR

procedures in a group setting.

2. Devise a facility to manage food-related attitudinal ambivalence.

Whilst working to meet the research aims three additional issues emerged which
required attention. The first issue was the need to address a condition referred to as
‘counter regulation’ or, more informally, the ‘what-the-hell effect’, which commonly
affects dieters and causes them to lapse from their diets and which has not been
formally considered by hypnotherapists in the past. The second issue concerned the
absence of any suitable means of measuring food-related attitudinal ambivalence
whiist the third issue was the absence of a standard method for assessing or

categorising presenting cases of obesity. Each of these extra concerns is dealt with in

the final chapter of the thesis as suggestions for future research.

The problems associated with obesity in relation to the United Kingdom are usually
reported separately for England, Ireland, Scotland or Wales. Unfortunately the
production of official reports about the ongoing obesity situation in each of the four

countries is not coordinated resulting in a significant lead and lag effect in available

data. In terms of obtaining recent comprehensive information about the national effects

of obesity there seems to be more availability with regard to England. Further to this



the present research is concerned with hyperphagia and the motivating factors
underlying it as the clinical condition. It is considered important therefore that cultural
effects undoubtedly play an influential role in the way people behave with food in
different countries or regions within countries (Bell and Valentine, 1997; Sokolov,
1991). This might have a bearing on the development of a new hypnotherapeutic
intervention aimed at eliminating hyperphagia. In view of these considerations it was
decided to concentrate primarily on the effects of obesity in England. Given that this

research was conducted at a Welsh university an opportunity sample of participants
resident in Wales took part. This was not anomalous with using English data to
contextualise the extent of the problem as national or cultural factors were not
implicated in their participation. In addition to the global problem of adult obesity the
burgeoning degree of child obesity is also fully appreciated. However being primarily
concerned with intervening in hyperphagia it was felt that psychological factors

underpinning the condition would most likely be different for children than adults. As

such it was decided to concentrate the work on adult obesity.

The thesis has been written in two parts with the first being concerned to consider the
nature and characteristics of adult obesity and to conduct an extended examination of
why the intractability of the condition persists. This is followed by a review of
hypnotherapy as an intervention in adult obesity and a discussion to determine what
may logically be the reasons for its low clinical efficacy. The reasoning process
undertaken during the first part of the thesis is taken forward into the second part in

order to innovate and conceptualize solutions to the problems raised in Part 1. This

was followed by a series of empirical studies to evaluate the concepts developed.
There appears to be no other work in the hypnotherapy research literature which either

recognises this problem or attempts to remedy it. As such this work is an attempt to

provide an original approach to the problem and an innovative solution. In this way it is



hoped that the work makes a contribution to the development of knowledge and

practice in the field.



Chapter Two
Adult Obesity in England

Obesity may have always been a part of human existence judging from the evidence of
a variety of recovered prehistoric artefacts. A prime example is the Venus of Willendorf:
a small statuette of an obese woman which dates back to about 22,000 BC. As a

clinical phenomenon modern perceptions about obesity can be traced to William
Banting (1796-1878) who produced the first diet book in 1863 entitled “Letter on

Corpulence”. Since Banting, obesity, or corpulence as it was then called, has continued

to present a refractory condition for anyone trying to prevent or eliminate it.

The argument was made 46 years ago that most obese patients will not stay in
treatment for obesity, of those who stay in treatment, most will not lose weight, and of

those who do lose weight, most will regain it (Stunkard, 1958). The situation that
motivated this depressing observation had not improved almost a quarter of a century
later when an equally well-respected investigator observed “if cure from obesity is
defined as reduction to ideal weight and maintenance of that weight for 5 years, a
person is more likely to recover from most forms of cancer than from obesity”

(Brownell, 1982 p. 820). Unfortunately Stunkard and Brownell's observations remain

just as valid today. According to the World Health Organization (1998) we are currently
facing an escalating ‘global epidemic’. Whilst trends in the global intractability of obesity
are reflected throughout the whole of the United Kingdom where some 25% of men and
20% of women are currently obese (National Diet and Nutrition Survey, 2004) this
thesis focuses on the challenge it presents for England which was exemplified by a

recent British parliamentary report that stated:

‘With quite astonishing rapidity, an epidemic of obesity has swept over England. To
describe what has happened as an epidemic may seem far-fetched. That word is

normally applied to a contagious disease that is rapidly spreading. But the proportion
of the population that is obese has grown by almost 400% in the last 25 years.




Around two-thirds of the population are now overweight or obese. On present trends,
obesity will soon surpass smoking as the greatest cause of premature loss of life. It
will bring levels of sickness that will put enormous strains on the health service,

perhaps even making publicly funded health service unsustainable.”
The United Kingdom Parliament Select Committee on Health (Third report 10 May 2004)

2.1The nature of adult obesity

Obesity is an excess of body fat and is defined currently as a body mass index (BMI)

greater than 30. BMI can be calculated from the equation:
BMIi = Weight (kg) + Height (m) 2

A person is considered to be: underweight if their BMI is less than 18.5 kg/m? normal

weight when their BMI is between 18.5 and 24.9 kg/m?, overweight when their BMI is

between 25 and 29.9 kg/m?, and obese when their BM! exceeds 30 kg/m? (e.g. WHO,
1998). In contrast to viewing overweight and obesity as distinct clinical domains it has
been shown that adopting a more unified nosological approach by classifying body
fatness into three clinical grades of obesity provides for a better perspective on the
health risks of obesity (Garrow, 1981). It is evident that a significant negative effect on
longevity begins somewhere in the BMI range 25 to 30 kg/m? which has been classified
as Grade 1 Obesity. A classification of Grade 2 Obesity is applied above BMI 30 kg/m?
and Grade 3 Obesity when BM! is above 40 kg/m? (British Nutrition Foundation, 1999).
In addition to the relationship that exists between degree of obesity and ill health,
regional fat distribution is also important in determining the risks of obesity to health.
Bjorntorp (2002) suggests it is important to distinguish the subgroups of central,
abdominal, or visceral obesity from peripheral, gluteofemoral obesity as visceral
obesity is associated with most of the established risk factorsﬁ for cardiovascular
disease, Type 2 diabetes mellitus, and stroke. Regional fat distribution has been noted

to have implications for the development of serious diseases by other researchers in



the field (e.g. Garrow, 1999; Blumenkrantz, 1999; Folsom, et al, 1993; Kissebah &

Peiris, 1989; Gillum, 1987a, 1987b; Welin, et al., 1987; Evans, 1984; Krotkiewski, et al.,

1983).

The most frequently used methods of obesity related anthropometry are body mass

Index (BMI: Keys, et al., 1972), waist to hip ratio (WHR: Kissebah, et al., 1982) and

waist circumference (Han, et al.,, 1997a, 1997b; Lean, et al., 1995, 1998). It is widely
accepted that BMI, WHR and waist circumference can be used to indicate fatness and
are effective predictors for the health risks posed by obesity. Whilst the usefulness of
BMI is supported by many epidemiological studies its clinical value in delineating
fatness is limited. Excess weight does not necessarily mean excess fat and as such a
well-muscled athlete might, according to their BMI, be classed as obese. It should also
be noted that BM! is an indicator of total body fat but is not an indicator of the
anatomical distribution of body fat with its subsequent implications for morbidity and
mortality but WHR has been developed as a measure of regional fat distribution
(Kissebah, et al., 1982). WHR is calculated, with the patient usually lying supine, by
measuring the circumference of the waist mid way between the lower costal margin
and the iliac crest and dividing this by the circumference of the hips measured in similar

fashion over the widest part of the gluteal region. Population cut off points are different

between cultures but it is accepted that 1.0 and 0.85 are borderlines for men and
women respectively amongst Caucasians (Bjorntorp, 2002). Although WHR can

provide clinicians with crucial prognostic evidence it should be noted that WHR taken at

face value could be misleading. During the weight gaining process fat deposition might

occur to a greater extent in the gluteal region than around the waist, which would
reduce WHR thereby providing an erroneous indication of reduced risk. This anomaly

raises concerns about the clinical efficacy of the “waist to hip ratio” as a monitor and
supports findings presented by Seidell (1989) which shows that a high waist-hip ratio

reflects small hips as well as large waist. It should also be noted that when



contemplating the value of WHR this method cannot distinguish between sub-
cutaneous fat and intra-abdominal fat which, as previously mentioned, is thought to be
more relevant to cardiovascular disease, Type 2 diabetes mellitus and stroke. Hans ef
al. (1997a) have shown that waist circumference alone may be a more reliable
indicator of intra-abdominal fat deposition and in particular measurement of the
abdominal sagital diameter, although there is as yet insufficient data to substantiate
this reliably (Garrow, 2002). The World Health Organization has decreed that men risk
obesity-associated metabolic complications if they have a waist circumference 2 94cm

and that women experience this risk if their waist measurement is 2 88cm.

Generally in terms of the way fat is distributed around the body two main types of
obesity have been recognised: Android Obesity and Gynoid Obesity. The former type is
likened to the shape of an apple and the latter to the shape of a pear. In Android
Obesity the shoulders, face, arms, neck, chest and upper portion of the abdomen will
be bloated and the stomach, arms shoulders and breast will give a stiff appearance.

The back will seem to be erect but the neck will be compressed and the chest will

protrude due to the bulk of the stomach. In comparison to the upper body the hips,

thighs and legs will be thinner beyond proportion. In Android Obesity the vital organs
most likely to be affected are the heart, liver, kidneys and lungs. Although this type of

obesity is found more in males it is common in females too. Gynoid Obesity Is also

common to both sexes with females being most usually affected. In this type of obesity

excess flesh is distributed on the lower part of the body. The flesh is somewhat flabby
in the abdomen, thighs buttocks and legs. The face and neck mostly give a normal
appearance and in some persons the cheeks may even be drawn. Usually as these
persons grow old the whole figure assumes a stooping posture and the spine is never

erect due to the heaviness of the hips and thighs. In Gynoid Obesity the vital organs

most affected are the kidneys, uterus, intestines, bladder and bowels which all may

also affect the heart (Hashmi International, 2005).



Whilst the fundamental reason for obesity is yet to be discovered it is broadly accepted
to be a complex syndrome with multifactorial origins involving interactions between a
susceptible genotype and an adverse obesogenic environment (e.g. Prentice, 1999,
National Heart Lung and Blood Institute, 2000). Prentice (1999) refers to the energy

balance equation as the basis for obesity and observes:

“One of the few statements about obesity that can be made with absolute certainty
is that obesity can only occur when energy intake remains higher than energy

expenditure, for an extended period of time. This is usually stated as a chronic

displacement of the energy balance equation:
Energy intake — Energy expenditure = Change in body energy stores

This is the incontrovertible foundation stone upon which any theories of obesity
must be built. All putative mechanisms must ultimately act through increasing

energy intake, decreasing energy expenditure or both.”

Obesity: A report by the British Nutrition Foundation Task Force, (1999, p.37).

2.2The impact of adult obesity in England

Prevalence

The National Audit Office (NAO) in their report entitled ‘Tackling Obesity in England’
(2001) indicated that over half of women and two thirds of men in England were either
overweight or obese. In England, the prevalence of obesity has continued to climb
unremittingly in line with similar trends across the rest of the U.K. (Ogden, 2000). In
1980, 6% of men and 8% of women in England were thought to be obese which rose to
13% and 16% respectively by 1993 (Gregory et al, 1990; Breeze et al, 1994; Bennett el
al, 1995). By 1998, levels of obesity in England had risen to 17% of men and 21% of

women (DoH 1999). This suggested that, should the average rate of increase in the

prevalence of obesity between 1980 and 1998 continue, about 20% of men and 25% of

10



women in England would be obese by 2005 and over a quarter of the adult population
of England by 2010. However the Health Survey for England (2003) carried out by the
National Centre for Social Research at University College London suggests these
figures must be adjusted upwards. According to this later work the differential between
male and female prevalence rates in England, which has been in evidence since 1980,
has almost closed with 22.9% of males and 23.4% of females being obese. Across

Britain as a whole this alteration in gender prevalence rates in England is even

more marked where males have overtaken females to the extent that 25% of men and

20% of women are seen as obese (National Diet and Nutrition Survey, 2004).

There are indications that the rise in the prevalence of obesity in England is steeper
than in Europe generally even though lifestyles and cultures are comparable. Whereas
European prevalence rates, which were thought generally between 1983 and 1986 to
be in the region of 15% for men and 22% for women (WHO, 1998), have been shown
to have risen between 10 and 40% between the late 1980s and late 1990s (Brown,
2000), rates in England have nearly doubled. England is now near the top of the
European obesity table. If this trend continues, England’s obesity problem will soon

match that of the U.S.A. where prevalence rates for obesity are now running at about

30% (NCCDPHP, 2005).

Financial Cost

The NAO report showed that the costs to the National Health Service (NHS) alone
generated by obesity in England were in the order of £0.5 billion for 1998. This
amounted to 1.5% of the total NHS expenditure for that year and comprised costs of
£9.5 million attributable mainly to GP consultations directly associated with obesity,
whilst the bulk of expenditure was taken up with treating conditions related to obesity.

The three major obesity-related cost drivers identified by the NAO were hypertension,

11



coronary heart disease and Type 2 diabetes, which in 1998 accounted for £368 million,
whilst osteoarthritis and stroke accounted for a further £52 million of costs. The NAO
made it clear in their report that the actual cost to the NHS of treating obesity in
England was likely to be in excess of their figures in that some aspects of obesity-
related costs were difficult to assess reliably and had therefore been omitted. As an
example, they referred to the potentially high cost of treating obesity-related depression
and hyper-lipidemia, which had both been omitted from the report because there was
Inadequate data on relative risk. With the cost of anti-depressants standing at £279
million per year and lipid regulating drugs costing £190 million per year, the NAO
suggested that, should even a small proportion of this cumulative £469 million annual
expenditure be attributable to obesity, the cost of treating obesity in England would rise
considerably. In other countries where the prevalence of obesity was similar to that in
England, the direct costs of treating obesity was significantly higher, accounting for
between 2% and 6% of national health care budgets (Rissanen, 1996). If Rissanen’s
fiscal proportions were shown to be more appropriate, it would mean that the cost of

treating obesity in England in 1998 would have risen for the NHS to between £0.7

billion and £2.1 billion.

In addition to the financial pressure on national health services, obesity exerts further
pressure on industry and commerce through lost working days attributable to obesity-
related illnesses. According to the NAO, in England alone, obesity accounted for at
least 18 million days of sickness absence in 1998. The calculated effects of obesity on
working days lost were probably higher than the NAO report suggests, as estimates did
not take into account self-certified and uncertified absenteeism due to sickness. There
was also likely to have been a grey area in which absences occurred due to obesity-
related illnesses but for which proportional attributions cannot be clearly quantified. For
instance, back pain, often associated with obesity and one of the commonest causes of

work absenteeism, was excluded by the NAO report, but which, if included, would likely

12



have increased totals substantially. The impact of obesity on the U.K. economy
Increases remorselessly when associations are made with death rates. The NAO
calculated that in 1998 nine thousand people died of obesity-related ilinesses in
England before the state retirement age, which they determined was a loss of forty
thousand work years. Overall, thirty thousand deaths attributable to obesity were

recorded in England in 1998, which represented 6% of the total U.K. deaths for that

year. The NAO interpretation of this death rate was that two hundred and seventy five

thousand years of life were lost to obesity in England in 1998 or 9 years of life for each

person who succumbed to obesity-related death. The NAO estimated the indirect costs

of obesity through related lost workdays and pre-retirement death rates was £2.1

billion, of which £1.3 billion or 61% was due to sickness absenteeism related to obesity
and the remainder £0.8 billion due to premature mortality. In concluding their report on

the estimated costs of obesity in England, the NAO proposed that when combining the
direct and indirect costs of obesity, the cumulative figure was In the region of £2.6
billion. They further proposed that if the upward trend in the prevalence of obesity

continued at a similar rate until 2010, the cumulative cost of obesity in England would

reach £3.6 billion.

The NAO's financial figures for 1998 were recalculated by The Clerk’s Department for

the House of Commons Select Committee during preparation of their Third Report on
Health (May 2004). The recalculation showed the overall cost of obesity had risen to

between £3.3 and £3.7 billion. This is £0.7 - £1.1 billion (27% - 42%) more than the

NAO'’s estimate for 1998. The report suggests this figure should still be regarded as an

underestimate. They note that their recalculation is for the 20% of the adult population

who are already obese but that if those who are overweight were to be included the

cost may double to £6.6 - £7.4 billion per year.
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2.3 NHS response to adult obesity in England

In addition to providing data about the prevalence and costs of obesity in England, the
NAO report detailed the strategic focus of English health authorities and considered the

extent to which local health care providers were tackling obesity at the primary,

secondary and tertiary levels. The NAO conducted a postal survey in 1999 to establish
the views and positions of the 100 health authorities in England regarding their
commitment to tackling obesity. The survey generated a 94% response rate and the
results indicated that 32 health authorities had identified obesity as a local priority, of
which 26 had taken action to address it. Of these, 13 had put in place a dedicated
strategy to prevent and treat obesity whilst the other 13 had incorporated action to treat
obesity into broader strategies addressing associated diseases. The NAO also found
that 14 health authorities were in the process of developing strategies to tackle obesity
whilst 48 others did not intend to develop an obesity strategy as they felt they had more
urgent priorities. It appeared that about half of the 48 health authorities who
demonstrated a lack of intent sought to qualify their response by insisting that they
addressed obesity implicitly by encouraging physical activity or healthy eating as part of
their coronary heart programmes. In summary, the NAO report indicated the number of
health authorities in England taking direct action against obesity in 1999 was fewer

than 14%.

During the summer of 1999 the NAO also conducted a postal survey of 1200 general

practices in England. A questionnaire was sent to both a named doctor and a practice
nurse at each location. The NAO estimated the likely response rate for the survey
would be 30%, which they suggested was ambitious for G.P. surveys, and they
expressed their satisfaction with the outcome of 36% of doctors (428) and 52% of

practice nurses (627). Responses indicated that general practitioners and practice

nurses were unsure about what constituted best practice in treating and managing
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obesity, including the use of drug therapy. The NAO survey indicated the proportion of
general practitioners who were prescribing anti-obesity drugs to be 40%. During follow-
up interviews, that were conducted amongst 20 responding general practitioners and
associated practice nurses, a majority of doctors felt that drug therapy was a useful aid
In accelerating weight reduction for a minority of patients. However, most felt that they
lacked the skills necessary to determine if patients were motivated enough to benefit
from such therapy by maintaining a calorie controlled diet. This was and continues to
be a recommended condition of supplying Orlistat; one of the new generations of anti-

obesity drugs, first licensed in Europe in 1998. The survey revealed that at primary
care level obesity was usually treated by the application of ‘in-house’ weight
management programmes consisting of diets with weight monitoring and advice about
appropriate life styles including physical exercise. About half of general practices
appeared to make available unsolicited information about food and nutrition in the form
of leaflets and wall-mounted posters placed in surgery waiting areas. The survey
identified that specialist expertise, often necessary in the treatment of obese patients,
was normally found outside general practice and it was acknowledged that patients’
access to suitable obesity treatments often depended on their ability to pay for their
own treatment. The survey indicated that general practitioners lacked confidence when

seeking to refer patients for specialised obesity treatment because they felt uninformed

about the degree of clinical efficacy of available treatment options. They also made it
clear that they were unhappy with the scope of available referral options, which
highlighted further the uncertainty surrounding obesity, which seemed prevalent in
general practice medicine. The NAO listed the 6 most commonly used options for G.P.
referral of patients in order of highest use to be: 1) state-registered dietician, 2) private

sector slimming organisation, 3) physician, 4) community-based programme/self help

group, 9) trained exercise specialist and 6) surgeon.
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Patients seeking treatment for obesity or related conditions were likely to receive a
level and quality of care that fluctuated not only between general practices but also

between individual doctors and practice nurses within surgeries.

The NAO report indicated there was very little obesity-related activity within the NHS at
the secondary and tertiary care levels. An unpublished survey carried out by the NHS
Clinical Obesity Group in May 1998 identified 12 obesity clinics in England, 8 of which
were run by physicians and 4 by surgeons. Additionally the survey revealed that there
were 4 physicians and 28 surgeons in England seeing patients for their obesity outside
NHS obesity clinics. Whilst surgery could carry a high degree of clinical efficacy, the
NAO reports that it was used rarely with about 200 operations being performed in
England each year, usually only on the most severe cases of obesity and often funded

privately. The rate of surgery performed within the NHS, where the primary diagnosis
was obesity, has risen year on year with 538 operations being carried out in the year
2002-03 (H. M. Government, 2004). Overall, the NAO report conveyed a sense that
NHS hospital-based services apparently are missing the intrinsic characteristics of

obesity by concentrating on its confounding contribution toward the aetiology of other

diseases such as Type 2 diabetes, hypertension and stroke.

In contemplating the NAO report it would be difficult to adopt a positive attitude about
the future. There is apparently nothing on the horizon to stop the cumulative obesity
rate in England from exceeding the estimated 25% by 2010 and nothing to check the
burgeoning drain on the economy, which now seems almost inestimable. The
differences in the overall percentage costs of obesity (Rissanen, 1996) between
England and other comparable countries may indicate that the NAO may have been

over-cautious in their assessment of the costs of treating obesity in England or it may

have indicated that other countries had been over-zealous in calculating theirs.

Alternatively the differentials illustrated by Rissanen (1996) may have been indicative
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of NHS under-funding of obesity treatment in England depending on whether one
adopts a reactive or pro-active view. A lack of universal procedural standards for
treating and managing obesity has been evident at the primary care level despite GPs
and practice nurses appearing keen to deal with obesity per se unlike their hospital-
based contemporaries who have seemed more concerned with associated ilinesses.

They have also displayed a positive attitude towards education and training in the
areas of obesity treatment and management practices. However, in epistemological
terms, given the current unreliability of clinical efficacy in obesity treatments, it is

difficult to envisage which knowledge base might be used to underpin such training.

The Parliamentary Select Committee on Health in its Third Report (2004) was severely

critical of the inadequate response by the NHS to obesity in the United Kingdom.

Paragraphs 393 and 394 of the report stated:

The evidence we received during the course of this inquiry has convinced us that
despite its overwhelming importance, obesity remains a low priority for the
majority of service commissioners and providers in the NHS. The National Health

Service has a responsibility both to take strategic action to prevent obesily, as
part of its public health remit, and to provide adequate treatment for those already
suffering from overweight or obesity, as it would for those suffering from any other

medical condition. It appears to us to be failing in both of these areas, and this
needs to change as a matter of urgency, (Para 393).

We are fully aware that obesity is mentioned in existing National Service
Frameworks, but we believe that these scant mentions are woefully inadequate to
provide a strategic framework through which to tackle what has been described
as 'the biggest public health threat of the twenty-first century’. We also understand
that a public health White Paper will be published in the summer, but again we

fear that the extent and seriousness of the obesity problem will be lost by
including obesity only as part of a wider umbrella of general public health
initiatives, (Para 394).

The United Kingdom Parlfiament Select Committee on Health (Third report 10
May 2004)

A recent study by the Counterweight programme (2004) has demonstrated the validity
of the concerns expressed by the Parliamentary Select Committee that the response to

obesity by the medical establishment particularly at the primary care level continues to
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be woefully inadequate. This study concluded that obesity is under-reported and under-
recognised in primary care. The impression one gets from the trends associated with
obesity in England, similarly to the rest of Britain and to other countries, is that little
actual progress has been achieved in halting the intractability of adult obesity during
the past half century. Subsequently, it seems that at a national and international level

the battle against obesity is at present being lost. It is hoped that the conversion of the
English health authorities into an array of twenty-eight Strategic Health Authorities

(StHAs) in 2002 will in some way eventually result in at least a more co-ordinated

response to the problem of obesity in England.

In answer to the criticisms and recommendations made by the Parliamentary Health

Select Committee the Government issued a White Paper in December 2004 entitled
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