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1.
1.1

Introduction
Context
1.1.1

This report has been prepared by The Public Health Action Support Team (PHAST) in response to a
request by Cynthia Lyons, Deputy Director of Public Health, NHS East Sussex.
1.1.2 PHAST is a not-for-profit group of experienced public health consultants who provide evidence
based, high quality, outcome-focused public health services and support.
1.1.3 The overall work package comprises a collection of seven literature reviews addressing the seven
priority areas outlined in the Health and Wellbeing Strategy for East Sussex 20121. See Table 1.1.
1.1.4 This report deals with Priority Area 1: The best possible start for all babies and young children.
The sub-topics within this priority area are:
a.

Interventions to support smoking cessation during pregnancy

b.

Interventions to support breastfeeding initiation and continuation

c.

Interventions to support parents of babies with special educational needs/ disabilities

d.

Interventions to improve rates of infant immunisation & vaccination

e.

Interventions to achieve healthy weight during childhood (addressing obese & underweight
children)

1.1.5

The literature review focus on delivering a summary of clear and concise evidence statements
based on the 5-10 most recent and relevant systematic reviews or meta-analyses for each subtopic. The review provides commissioners with a robust basis for decision making and directing
needs assessments based on the evidence that is well accepted across the scientific community.
1.1.6 The review has been based on the framework methods previously developed for East Sussex. The
review has been systematic and clearly documented, but does not represent the standards of a full
systematic review. Due to the broad scope and finite resources available the review is necessarily
a rapid review. This means that whilst the review aims to identify the most important and relevant
messages that are well supported by the scientific literature; the findings do not extend to: all
interventions and outcomes; nuances for different populations and contexts; or areas where the
evidence is inconclusive.
1.1.7 The main outputs of the literature review are a series of evidence based recommendations which
are set out in Section 2. Following this: Section 3 describes the detailed methods statement for the rapid
review; Section 4 sets out the detailed results; and finally full details of search terms and sources are set
out in the appendices.

1 East Sussex Health and Wellbeing Board. Healthy Lives, Healthy People. East Sussex Health and Wellbeing
Strategy 2013-2016. October 2012. Available at: http://www.eastsussex.gov.uk
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Table 1.1: The seven priority areas and their sub-topics for the overall literature review
Priority area

1

2

3

The best
possible start
for all babies
and young
children
Safe, resilient
and secure
parenting for
all children
and young
people
Enabling
people of all
ages to live
healthy lives
and have
healthy
lifestyles

Sub-topic
a.

Inte rven tion s to support smoking cessation du ri ng pregnan cy Inte rven ti ons

b.

to support bre astfeedin g initi atio n and con tinu ation Inte rven tion s to

c.

support parents of babi es with speci al edu catio nal needs/ di sabil ities

d.
e.

Inte rven tion s to i mpro ve rate s of infan t immun i sation & vaccin atio n
Inte rven tion s to achieve health y weight du ring childhood (addressing obese

a.

& underweight child ren)
Interventions to support parents who are struggling

b.

Quality training as an intervention for those who work with vulnerable families

c.
d.

Effective parenting interventions to support children/ young people
Interventions to reduce the number of young people entering the criminal justice
system
Interventions to improve outcomes for children in families supported by social care
services

e.
a.

Interventions to reduce the number of young people/ adults drinking alcohol at a high
risk level

b.

Interventions to lower rates of smoking amongst young people/adults

c.

Interventions to support primary prevention of smoking in children/ young adults

d.

Interventions to support people to change behaviour (all ages)

e.

Interventions to promote physical activity (all ages)
f. Interventions to promote healthy eating (all ages)

a.

4

5

Interventions to prevent falls, accidents and injuries amongst children and young
people

Preventing
b.
and reducing
falls, accidents c.
and injuries
d.

Enabling
people to
manage and
maintain their
mental health
and wellbeing

Interventions to prevent falls, accidents and injuries (adults)
Interventions to prevent falls, accidents and injuries (elderly)
Integration of services to manage falls, accidents & injuries (elderly)

e.

Interventions to prevent road traffic injuries

a.

Interventions to promote early identification, diagnosis, support and treatment of
mental health conditions (all ages)
Interventions to promote community based mental health services and support (all
ages)
Interventions to promote utilisation of comprehensive care plans for people with
severe mental health needs (all ages)

b.
c.
d.
e.
f.

6

Supporting
those with
special
educational
needs,
disabilities and
long term
conditions

a.
b.
c.
d.
e.

Interventions to reduce the incidents of self-harm and suicide (all ages)
Interventions to improve the physical health of people with mental health conditions (all
ages)
Interventions to promote better mental health outcomes and quality of life for carers (all
ages)
Interventions to support person centred care in the community for people with special
educational needs
Interventions to support person centred care in the community for people with
disabilities
Interventions to support person centred care in the community for people with long term
conditions
Interventions to support self-management for people with long term conditions
Interventions to promote better physical health outcomes and quality of life for carers (all
ages)

5

f.

High quality
and choice of
end of life
care

7

Integrated services as an intervention to avoid inappropriate attendance at A&E/
admissions/ bed days

a.

Interventions to increase the number of people identified as approaching end of life

b.

Interventions to increase the number of people identified as approaching end of life with
advanced care plans
Interventions to promote the number of people dying in their preferred place of care &
reduce the number dying in hospital

c.
d.

Interventions to promote end of life care staff training

e.

Interventions to support people who are bereaved

2.

Recommendations

2.1

Interpreting recommendations
2.1.1 The objective of this section is to make evidenced based recommendations that support
commissioners with a robust basis for decision making.
2.1.2 Scoring of recommendations is based on the SIGN methodology as set out in the methods
statement, section 3.4. Recommendations graded ‘A’ are based on the highest quality evidence and
those graded ‘D’ the least.
2.1.3 Recommendations for interventions are made where there is ‘high’ or ‘moderate’ strength
evidence provided by ‘1++, 1+ or 2++’ quality studies. For details of scoring of ‘strength of evidence’
and ‘quality of studies’ see sections 3.4.4 and 3.4.3.
2.1.4 The ‘Evidence’ column provides links to the sources set out in Appendix 2 that support each
recommendation.
2.1.5 It is recommended that commissioners review the entire evidence base set out in this report, but
that service planning focus on those issues highlighted by this recommendations section.
2.1.6 Recommendations are based on evidence from systematic reviews and meta-analyses.
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2.2

Recommendations for interventions to support smoking cessation during
pregnancy

This evidence review recommends:
Intervention
Smoking cessation interventions
2.2.1
Promote the 5 A’s”, which involve the following interventions:
• Ask all pregnant women if they smoke
• Advise all pregnant women who smoke about the risks of smoking in
pregnancy and emphasising the benefits of quitting
• Advise all pregnant women who smoke about the risks of smoking in
pregnancy and emphasising the benefits of quitting
• Assess the pregnant women’s readiness to change and set a quit date
• Ask and assist again at each subsequent encounter

Grade

A6

A

2.2.2
•
•
•

Promote the following interventions to help pregnant women quit
smoking:
Cognitive behaviour therapy
Motivational interviewing
Structured self-help and support from NHS stop smoking services

Evidence

A1

A

2.2.3

Promote smoking cessation programs in all maternity care
settings.

A7

A

2.2.4

Promote telephone counselling as an intervention to stop
pregnant women stop smoking.
Promote the provision of incentives to quit. This has been effective
in other countries in helping women who are pregnant to quit smoking
(research is required to see whether it would work in UK).

A8

A

2.2.5

2.2.6

Promote interventions to increase smoking cessation among the
partners of pregnant women, with the additional aim of facilitating
cessation by the women themselves

2.2.7

Promote group therapy, where patients can provide support to
each other.
Midwives
2.2.8
2.2.9

Ensure midwives identify pregnant women who smoke through
discussion and the use of CO tests.
Ensure midwives provide information in a variety of formats to
pregnant women who smoke about the risks to the unborn child of
smoking when pregnant and the hazards of exposure to secondhand smoke for both mother and baby.

2.2.10 Ensure midwives refer all pregnant women who smoke, have
stopped smoking within the last 2 weeks, or have a CO reading
of 7 ppm or above to NHS Stop Smoking Services and given the
NHS Pregnancy Smoking Helpline number and local number when
available.
2.2.11

A

A6

A

A8

A1

Ensure midwives who deliver intensive stop-smoking interventions
are trained to the same standard as NHS stop-smoking advisers.
7

Health and support services

A

A1

A

A1

Ensure midwives check if referral was taken up at the next
appointment and if not offer another referral to NHS Stop Smoking A1
Services

2.2.12 Ensure midwives identify if anyone in the household smoke and if
so suggest they contact the NHS stop smoking services.
2.2.13

A1

A

A
A1

A1

A

A

2.2.14

Ensure those responsible for providing health and support services
for pregnant women should: Identify pregnant women who smoke;
provide information about the risks of smoking; refer them to NHS
A1
Stop Smoking Services; give the NHS Pregnancy Smoking Helpline
number and local number when available.
Stop smoking services
2.2.15 Ensure stop smoking services telephone all women who have been
referred for help and attempt to see those who cannot be
A1
contacted by telephone.
2.2.16 Ensure stop smoking services address any factors which prevent
the women from using smoking cessation services.
2.2.17

A1

Ensure stop smoking services provide structured self-help
materials via the telephone helpline If women are reluctant to
attend the clinic or support.

A1

2.2.18 Ensure stop smoking services: send information on smoking and
pregnancy to those who opt out during the initial telephone call.

A1

Ensure NHS Stop Smoking Services are delivered in an impartial,
sensitive, client-centred manner. They should take into account
factors such as age, ethnicity, culture and language.
2.2.20 Ensure NHS Stop Smoking Services are tailored to meet individual
needs and take place at times and in locations that make them
easily accessible.

A

A
A

A

A

2.2.19

2.2.21 Ensure NHS Stop Smoking Services collaborate with the family
nurse partnership pilot and other outreach schemes to identify
additional opportunities for providing intensive and on-going
support, and work in partnership with agencies that support
women who have complex social and emotional needs.
2.2.22 Ensure NHS Stop Smoking Services identify partners that smoke and
provide clear advice about the danger that other people’s tobacco
smoke poses to the pregnant woman and to the baby – before and
after birth.
2.2.23 Ensure NHS Stop Smoking Services recommend not smoking
around the pregnant woman, mother or baby including not
smoking in the house or car.
2.2.24 Ensure NHS Stop Smoking Services offer partners who smoke help
to stop sing a multi-component intervention that comprises three
or more elements and multiple contacts.

A1

A1

Community
2.2.27 Promote strategies in the wider community to reduce social
inequalities.
2.2.28 Address social inequality; there is a strong association between
social inequality and continued smoking by pregnant women;
smoking is the major preventable cause of inequalities in life
expectancy.
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A

A1

A

A1

A

2.2.25 Ensure NHS Stop Smoking Services choose an appropriate
medication for the partner that seems most likely to succeed.
2.2.26 Ensure NHS Stop Smoking Services discuss the risks and benefits of NRT
with pregnant women who smoke, particularly those who do not wish
to accept other help from NHS Stop Smoking Services. Use only if
smoking cessation without NRT fails.

A

A1

A

A1

A

A1

A

A1

A6

A

A

2.2.29 Support population-wide strategies for smoking control in the
whole community to reduce the initiation of smoking by young
people

A6

A

This evidence review does not recommend:
Intervention
2.2.30 Giving pregnant women feedback on the effects of smoking on the
unborn child and on their own health is not effective.
2.2.31 There is no evidence to show that intensive counselling produces
significantly better outcomes than brief counselling sessions.
2.2.32

2.2.33

Behavioural intervention programs included multi-media
education campaigns, telephone quit lines, financial incentives,
and biomarker feedback achieve a very modest success rate
Interventions involving additional group sessions during pregnancy
have been reported as being poorly attended in most settings

2.2.34 A number of different smoking cessation materials are available to
help patients quit smoking without the direct input of health
professionals, counsellors or group support. A Cochrane review
found that any beneficial effect of these compared with no
intervention is likely to be small.

9

Evidence

Grade

A1

A

A8

A

A4

A7

A8

A

A

A

2.3

Recommendations for interventions to support breastfeeding initiation and
continuation

This evidence review recommends:
Intervention
Multifaceted approach
2.3.1
Promote a multifaceted approach or a coordinated programme of
interventions across different settings to increase breastfeeding
rates
2.3.2

Ensure there is a written, audited and well-publicised
breastfeeding policy that includes training for staff and support for
those staff who may be breastfeeding. A health professional
responsible for implementing this policy should be identified.

Evidence

Grade

B1

A

B1

A

B2

A

B2

A

Health professional training
2.3.3

2.3.4

2.3.5

2.3.6

2.3.7

Ensure that all relevant healthcare professionals have
demonstrated competency and sufficient on-going clinical
experience in supporting breastfeeding women, including a sound
understanding of the physiology of lactation, neonatal metabolic
adaptation and the ability to communicate this to parents.
Ensure that all healthcare providers have a written breastfeeding
policy that is communicated to all staff and parents. Each provider
should identify a lead healthcare professional responsible for
implementing this policy.
Ensure that healthcare professionals have sufficient time to give
support to a woman and baby during initiation and continuation of B2
breastfeeding.
Ensure health professionals are trained as part of a coordinated
programme of interventions across different settings to increase
breastfeeding rates
Ensure health professionals who provide information and advice
to breastfeeding mothers have the required knowledge and skills.

Ensure support workers receive training in breastfeeding
management from someone with the relevant skills and
experience before they start working with breastfeeding mothers.
Pregnant women

A

B1

A

B1

A

B1

A

2.3.8

2.3.9

Provide education and information to pregnant women on how to
breastfeed, followed by proactive support during the postnatal
period

2.3.10 Ensure midwives and health visitors provide pregnant women and
their partners with breastfeeding information, education and
support on an individual or group basis. This should be provided
by someone trained in breastfeeding management and should be
delivered in a setting and style that best meets the woman’s
needs.

B1

A

B1

A

New mothers
2.3.11 Ensure new mothers are contacted directly within 48 hours of
their transfer home (or within 48 hours of a home birth).
2.3.12 Ensure new mothers are offered on-going support according to
their individual needs (this could be delivered face-to-face, via
telephone or through local groups).
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B1

A

B1

A

Promoting breastfeeding after birth
2.3.13
Ensure GPs, obstetricians and midwives encourage breastfeeding
during individual antenatal consultations. They should pay
particular attention to the needs of women who are least likely
to breastfeed (e.g. young women, those who have low
educational achievement and those from disadvantaged groups).
2.3.14

Ensure a midwife or health visitor trained in breastfeeding
management provides informal group sessions in the last
trimester of pregnancy on how to breastfeed effectively by
covering feeding position and how to attach the baby correctly.

Ensure that midwives or health visitors check that a mother can
demonstrate how to position and attach the baby to the breast and
can identify signs that the baby is feeding well before she leaves
hospital (or before the midwife leaves the mother after a home
birth).
2.3.16 Ensure that midwives or health visitors provide breastfeeding
support at home, record all advice in the mother’s hand-held
records.
2.3.17 Ensure that midwives or health visitors advise mothers that a
healthy diet is important for everyone and that they do not need
to modify their diet to breastfeed.

B1

A

B1

A

B1

A

2.3.15

2.3.18

Ensure nurses deliver early postpartum support to initiate
breastfeeding
2.3.19
Ensure that midwives or health visitors do not provide written
materials in isolation but use them to reinforce face to- face advice
about breastfeeding.

2.3.20

Ensure midwives, health visitors, paediatric nurses, nurses working
in special-care baby units, and nursery nurses show all
breastfeeding mothers how to hand-express breast milk and
advise mothers on how expressed milk can be stored &
subsequently prepared

Breastfeeding programmes
2.3.21
Promote the UNICEF/WHO Baby Friendly Hospital Initiative (BFI)
training to improve breastfeeding duration

B1

B1

A

A

B9

B

B1

A

B1

A

B12

B

2.3.22

Promote structured breastfeeding programmes in acute maternity care
settings to improve breastfeeding initiation.

B4

A

2.3.23

Promote all forms of extra support to improve breastfeeding
initiation, duration or exclusivity.

B3

A

2.3.24

Promote face-to-face support (over telephone support) among
healthy breastfeeding mothers with healthy term babies.

B3

A

2.3.25

Promote peer counselling interventions (alone or in combination
with a health professional) to improve breastfeeding initiation,
duration or exclusivity.

B5

B

2.3.26

Promote interventions that aim to increase maternal self-efficacy

B8

B

2.3.27

Promote breastfeeding education and support spanning from
antenatal to postnatal period involving women’s social network
(including women’s partners or mothers).

B8

B

2.3.28

Promote educational interventions with hands on activities and role
playing to enhance maternal self-efficacy

B8

B

2.3.29

Promote breastfeeding promotion programs delivered via the

B11

B

11

internet as an alternative to time-consuming and expensive
provider-based breastfeeding education and support.
Prenatal education
2.3.30 Promote breastfeeding specific clinic appointments to improve
breastfeeding initiation, duration or exclusivity.

B5

B

2.3.31 Promote group prenatal education to improve breastfeeding
initiation, duration or exclusivity.

B5

B

2.3.32 Promote interventions for minority women that include: group
prenatal breastfeeding education, breastfeeding specific clinic
appointments, peer counselling interventions and nutrition
programs for women, infants and children.
2.3.33 Promote professional support interventions spanning from
pregnancy to the intrapartum period and throughout the
postnatal period over short term interventions.

B5

B13

Adolescent mothers
2.3.34 Ensure adolescent mothers receive
• Practical and tangible assistance from nurses
• Practical help when initiating breastfeeding
B9
• Emotional support (convey empathy, trust, and concern)
• Network support
Neonatal
2.3.35 Promote close, continuing skin-to-skin contact between mother
and infant for infants in neonatal units to promote breastfeeding/
breast milk feeding
Promote multifaceted interventions for infants in neonatal units to B10
improve breastfeeding rates.
Formula milk
2.3.37
Ensure that that all parents and carers who are giving their babies
formula feed are offered appropriate and tailored advice on
formula feeding
2.3.38
Ensure that formula milk is not given to breastfed babies unless
medically indicated. Commercial packs containing formula milk or
advertisements for formula should not be distributed.

B

B

B

B10

B

2.3.36

2.3.39

Ensure breastfeeding women are offered skilled support in
preventing, identifying and treating breastfeeding concerns
(including nipple pain, engorgement, mastitis, Inverted nipples,
tongue tie, sleepy baby).

B

B2

A

B2

A

B2

A

This evidence review does not recommend:
Intervention

Evidence

Grade

2.3.40 There is evidence that support that is only offered if women seek
help is unlikely to be effective.

B3

A

2.3.41 There is evidence that postpartum professional support delivered
by nurses was found to be the least effective intervention type.

B5

2.3.42 Written breastfeeding education materials as a stand-alone
intervention are not recommended.
2.3.43

Formula milk should not be given to breastfed babies unless
medically indicated. Commercial packs containing formula milk
samples/ advertisements should not be distributed.
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B2

B2

B

A

a

2.4

Recommendations for interventions to support parents of babies with special
educational needs/ disabilities

This evidence review recommends:
Intervention
Commissioners and Managers
2.4.1
Ensure the social and emotional wellbeing of under-5s is assessed
as part of the joint strategic needs assessment. This includes
vulnerable children and their families.
2.4.2

2.4.3

2.4.4

Promote integrated commissioning of universal and targeted
services for children aged under 5. This includes services offered by
general practice, maternity, health visiting, school nursing and all
early years’ providers.
Ensure vulnerable children at risk of developing (or who are
already showing signs of) social and emotional and behavioural
problems are identified as early as possible by universal children
and family services
Ensure children and families with multiple needs have access to
specialist services, including child safeguarding and mental health
services.

Evidence

C1

Grade

A

C1

A

C1

A

C1

A

Tools
2.4.5

Promote population-based models (such as PREview, a set of
planning tools published by the Child and Maternity Health
Observatory) should be considered as a way of determining need
and ensuring resources and services are effectively distributed.
Local Authority’s
2.4.6
Ensure local authority scrutiny committees for health and
wellbeing review delivery of plans and programmes designed to
improve the social and emotional wellbeing of vulnerable children
aged under 5
2.4.7

2.4.8

Ensure family welfare, housing, voluntary services, the police and
others who are in contact with a vulnerable child and their family
are aware of factors that pose a risk to the child's social and
emotional wellbeing and raise any concerns they have with the
family GP or health visitor.
Support local authority children's services in ensuring that all
vulnerable children can benefit from high quality childcare outside
the home on a part- or full-time basis and can take up their
entitlement to early childhood education, where appropriate.

C1

A

C1

A

C1

A

C1

A

Health Visitors or Midwives
Ensure that health professionals in antenatal and postnatal
services, school nurses and early year’s practitioners identify
C1
factors that may pose a risk to a child's social and emotional
wellbeing.
2.4.10
Ensure that a trained nurse visits families in need of additional
support a set number of times over a sustained period of time,
sufficient to establish trust and help make positive changes.
C1
Activities during each visit should include: maternal sensitivity,
the mother–child relationship, home learning, parenting skills and
practice.
2.4.9
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A

A

2.4.11

Ensure during the home visit the nurse focuses on, where possible,
developing the father–child relationship as part of an approach that
involves the whole family.

C1

2.4.12

Ensure health visitors or midwives regularly check the parents'
level of involvement in the intensive home visiting programme.

2.4.13

Ensure health visitors or midwives explain to parents that home
visits aim to promote the healthy development of the child. They
should take into account the parents' first language and make
provision for those who do not speak English. They should also be
sensitive to a wide range of attitudes, expectations and
approaches in relation to parenting.

C1

A

Ensure that health visitors or midwives enable both parents to
fully participate in home visits, by taking into account their
domestic and working priorities and commitments.

C1

A

C1

A

C1

A

C1

A

C1

A

C1

A

C1

A

2.4.14

Ensure that health visitors and midwives work in partnership with
other early years practitioners to ensure families receive
coordinated support.
2.4.16 Ensure that health visitors and midwives promote evidence-based
interventions, such as baby massage and video interaction
guidance, to improve maternal sensitivity and mother–infant
attachment.

C1

A

A

2.4.15

2.4.17

Ensure that health visitors and midwives encourage parents to
participate in other services delivered by children's centres and as part
of the Healthy Child Programme.
Child care and early year’s services’

2.4.18
Ensure that child care and education services:
• Offer flexible attendance times, so that parents or carers can take up
education, training or employment opportunities
• Address any barriers that may hinder participation by vulnerable children
such as geographical access, the cost of transport or a sense of
discrimination and stigma
• Run by well-trained qualified staff, including graduates and qualified
teachers
• Based on an ethos of openness and inclusion.
Managers and providers of child care and early year’s services’
2.4.19 Ensure managers and providers of early education and childcare
services enable all vulnerable children to benefit from high quality
services which aim to enhance their social and emotional
wellbeing and build their capacity to learn. Services should • Promote the development of positive, interactive relationships between staff
and children
• Ensure individual staff get to know, and develop an understanding of,
particular children's needs (continuity of care is particularly important for
younger children)
• Focus on social and emotional, as well as educational, development
2.4.20 Ensure managers and providers of early education and childcare
services that • Provide a structured, daily schedule comprising a balance of adult-led and
child initiated activities
•
•

Ensure parents and other family members are fully involved
Ensure the indoor & outdoor environment is spacious &well maintained
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2.4.21

2.4.22

Ensure health and early years providers have a process is in place
to systematically involve parents and families in reviewing services C1
and suggesting how they can be improved.
Ensure health and early years practitioners are systematic and
persistent in their efforts to encourage vulnerable parents to use
early year’s services. Activities should include -

•
•
•

Targeted publicity campaigns
Making contact by using key workers and referral partners
Encouraging other parents to help get them involved

•
•

Sending out repeat invitations
Using local community venues, such as places of worship and play centres
to encourage them to participate and to address any concerns about
discrimination and stigma
Home visits by family support workers.

•

A

Ensure health and early years practitioners use outreach methods
to maintain or improve the participation of vulnerable parents and C1
children in programmes and activities.
2.4.24 Ensure health and early years practitioners work with community
and voluntary organisations to help vulnerable parents who may
find it difficult to use health and early year’s services.

C1

A

2.4.23

A

C1

A

Parents and Children
2.4.25

2.4.26

Ensure parents who lack confidence or who are isolated receive
particular encouragement. This includes those with drug or alcohol C2
problems and those who are experiencing domestic violence.
Ensure parents are included in psychological therapies that reduce
pain in children with painful conditions.

2.4.27 Ensure parents are included in CBT programmes focussed on
improving the primary symptom complaints
2.4.28 Promote problem solving therapy delivered to parents to
improving parent problem solving skills and parent mental health.
2.4.29
Promote group-based parenting programmes (statistically
significant short-term improvements in depression, anxiety, stress,
anger, guilt, confidence and satisfaction with the partner
relationship).

A
C2

A

C2

A

C2

A

C3

A

Parents of babies with special educational needs/ disabilities
2.4.30 Promote parenting and stress management interventions for
parents of children with developmental disabilities.

C8

B

2.4.31 Promote early intervention programmes for children from birth to
nine years who have a physical disability.

C10

C

2.4.32

Promote parent training as a centre piece for interventions geared
toward children with intellectual disability (ID).

C11

B

2.4.33

Ensure developmental disabilities is paired with instructions and
teaching occurring at school or through early intensive behavioural
intervention programs.

2.4.34

Promote parent training for the parents of children with Attention
Deficit Hyperactivity Disorder (ADHD) aged 5 to 18 years. It may
also reduce parental stress and enhance parental confidence.
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C11

C12

B

B

This evidence review does not recommend:
Intervention

Evidence

2.4.35 There is no evidence on the effectiveness of psychological
therapies that include parents in most outcome domains of
functioning, for a large number of common chronic illnesses
in children.
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C2

Grade

A

2.5

Recommendations for interventions to improve rates of infant immunisation &
vaccination

This evidence review recommends:
Intervention
Reminder/recall systems
2.5.1
Promote interventions that incorporate tailored invitations for
immunisation and reminder/recall systems followed up by
telephone or text message.
2.5.2
Promote patient reminder and recall in the following order
1. Person-to-person telephone reminders
2. Letter reminders
3. postcard reminders

Evidence

Grade

D1

A

D3

A

More intensive reminder and recall, such as those using multiple reminders,
appeared to be more effective than single reminders.
Home visits
2.5.3

Promote home-visit interventions that consist of a healthcare
professional or trained community support worker visiting parents in
their homes to discuss immunisation and offer to give their children
vaccinations there and then (or arrange a convenient time in the
future).

D2

2.5.4

Promote a home vaccination service targeted at children not upto-date with immunisation schedule

D1

2.5.5

Promote home visits for groups that may not use primary care
services, for example, travellers or asylum seekers.

D2

A

B
A

Knowledge and Education
2.5.6

Ensure children aged under 19 years and their parents are
provided with tailored information, advice and support to ensure
they know about the recommended routine childhood vaccinations
and the benefits and risks. This should include details on the
infections they prevent. Information should be provided in
different formats.
2.5.7

Ensure children aged under 19 years and their parents have an
opportunity to discuss any concerns they might have about
immunisation. This could either be in person or by telephone and
could involve a GP, community paediatrician, health visitor, school
nurse or practice nurse.

D2

A

D2

A

2.5.8

Ensure children aged under 19 years and their parents are
provided with accurate, up-to-date information in a variety of
formats on the benefits of immunisation against vaccinepreventable infections. This should be tailored for different
D2
communities and groups. Parents find health professionals, NHS
literature, friends and the media including television and the
Internet to be important sources of information on immunisation.
2.5.9
Promote interventions that encourage parents to base their
decisions less on emotional variables, such as anticipated
responsibility or regret, and to assess the benefits and risks of
immunising on the basis of scientific evidence.

2.5.10 Ensure health professionals have enough time to discuss
immunisation
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School

D1

A

D7

C

B

2.5.11 Encourage head teachers to ask about immunisation status on
school entry, and recommend that parents have their children
fully immunised before school entry.
2.5.12 Encourage school nursing teams to work with GP practices and
schools to check the vaccination status of children and young
people when they transfer to a new school or college.
2.5.13 Ensure school nursing teams explain to parents of children and
young people that are not up-to-date with their vaccinations why
immunisation is important.

D1

C

D2

A

D2

2.5.14 Encourage schools to become venues for vaccinating local children D2
2.5.15

Promote vaccination requirements for child care, school, and
college attendance

A
A

D10

B

hospital-based opportunistic immunisation
2.5.16 Promote opportunistic immunisation of children in accident and
emergency departments, or during a hospital admission.

D1

A

Multicomponent
2.5.17 Promote targeted multicomponent community-based interventions
that include: community or client education also included client
reminders, provider education, expanded hours or access in
clinical settings, provider reminders, reducing out-of-pocket
costs, client-held vaccination records, WIC interventions,
medical and psychosocial assessments, nutrition services, and
home visits.

D10

B

Monitoring and feedback of vaccination status
2.5.18

2.5.22

Ensure that the vaccination status of all children aged under 19 is
checked at every appropriate opportunity. Checks should take
place during appointments in primary care, hospital in- or
outpatient and accident and emergency departments, walk-in
centres or minor injuries units. Use the personal child health
record (‘Red book) as appropriate.

D2

A

2.5.19 Ensure PCTs and GP practices have a structured, systematic method
for recording, maintaining and transferring accurate information
on the vaccination status of all children aged less than 19.
Vaccination information should be recorded in patient records,
the personal child health record and the child health information
system.

D2

A

2.5.20 Ensure private providers are encouraged and enabled to give the relevant
GP practice or PCT details of all vaccinations administered to children
and young people, so they can be recorded in the appropriate
information system.

D2

A

2.5.21 Ensure the databases for recording children and young people’s
immunisation status is regularly updated and maintained
Ensure the Healthy Child team, led by a health visitor working with
other practitioners checks the immunisation record of each child
aged up to 5 years. They should carry out this check when the
child joins a day nursery, nursery school, playgroup, Sure Start
children’s centre or when they start primary school. The check
should be carried out in conjunction with childcare or education
staff and the parents.
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D2

D2

A

A

2.5.23 Promote audit and feedback of children and young people’s
immunisation status and vaccination coverage.

D4

B

D2

A

Ensure that all immunisation services staff are appropriately
trained.
2.5.26
Ensure that health professionals who deliver vaccinations have
received training that complies with the ‘National minimum
standard for immunisation training.
2.5.27 Ensure that health professionals working with children and young people
have the appropriate knowledge and skills to give advice on the
benefits and risks of immunisation.

D2

A

D2

A

D2

A

2.5.28 Ensure that staff are appropriately trained to document
vaccinations accurately in the correct records.

D2

A

D10

B

D2

A

D2

A

D2

A

D2

A

D2

A

Health professional
2.5.24

Ensure that there is an identified healthcare professional in the
PCT and every GP practice who is responsible – and provides
leadership – for the local childhood immunisation programme.

2.5.25

2.5.29

2.5.30

Promote registered nurses, physician assistants, and medical
assistants to independently screen patients, identify opportunities
for immunisation, and administer vaccines under physician
supervision.
Ensure all staff involved in immunisation services for children aged
under 19 have access to the ‘Green book'.

Access and capacity of immunisation programmes
2.5.31

2.5.32

Ensure good access to immunisation services by extending clinic
times, ensuring children and young people are seen promptly and by
making sure clinics are child and family friendly.
Ensure that enough immunisation appointments are available so
that all local children under the age of 19 can receive the
recommended vaccinations on time.

2.5.33

Ensure that the age composition of the practice population is
monitored so that there is enough capacity to provide timely
immunisations.
2.5.34 Ensure good access to immunisation services for those with transport,
language or communication difficulties, and physical or learning
disabilities.
MMR
2.5.35 There is evidence of differences in knowledge and beliefs between D1
MMR-accepting and MMR-refusing parents.
2.5.36 There is evidence to support combination vaccines, such as MMR or
the five-in-one, can help to improve immunisation coverage by
reducing the number of injections needed at each vaccination
appointment and possibly reducing injection-related discomfort.

A

D7

B

D2

A

D2

A

Hepatitis B
2.5.37 Ensure PCTs should have an identified person responsible for
coordinating the local hepatitis B vaccination programme
2.5.38 Ensure that babies born to hepatitis B-positive mothers should be
given the first dose of the vaccine promptly, whether they are
delivered in hospital or at home. They should then receive all
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other recommended doses, a blood test to check for infection and,
where appropriate, hepatitis B immunoglobulin, in line with the ‘Green
book

This evidence review does not recommend:
Intervention
2.5.39 There is mixed evidence as to the effectiveness of client/family
incentives (or disincentives) at increasing uptake of immunisations
in children of low-income families.
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Evidence

Grade

D1

B

2.6

Recommendations for interventions to achieve healthy weight during
childhood (addressing obese & underweight children)

This evidence review recommends:
Intervention
Commissioning
2.6.1 Encourage commissioners to develop a coordinated approach to
the prevention of obesity and focus on all the following areas

Evidence

(focusing on just one at the expense of others may reduce
effectiveness):
2.6.2 Raise awareness of the health problems caused by obesity and the
benefits of being a healthier weight among partners and the public
2.6.3 Provide training to meet the needs of staff and volunteers.
2.6.4 Influence the wider determinants of health, including, for
example, ensuring access to affordable, healthier food and drinks,
E2
and green space and built environments that encourage physical
activity
• Promote activities aimed at both adults and children in a broad range of
settings
• Provide lifestyle weight management services for adults, children and
families
• Provide clinical services for treating obesity.
• Ensure obesity prevention programmes are highly visible and easily
recognisable, and well communicated
2.6.5

2.6.6

2.6.7

A

Ensure commissioners and organisations promote through the
health and wellbeing board, a coherent, community-wide, multiagency approach is in place to address obesity prevention and
management.

E2

A

Encourage clinical commissioning groups to identify an obesity or
public health lead to work with the public health team on joint
approaches to tackling obesity.

E2

A

Support the identification of a senior council member to be a
champion for children and young people’s physical activity.

Community engagement
2.6.8
Encourage public health teams to use community engagement and
capacity-building methods to identify, train, and provide resources to
networks of local people, champions and advocates who have the
potential to co-produce action on obesity as part of an integrated
health and wellbeing strategy
2.6.9

Grade

Encourage coordinators and community engagement workers to
jointly plan how they will work with population groups, or in
geographic areas, with high levels of obesity. Plans should
consider the motivations and characteristics of the target groups,
in relation to obesity. Coordinators should also map where public,
private, community and voluntary organisations are already
working in partnership to improve health or on other relevant
issues.

E3

A

E2

A

E2

A

Training
2.6.10

Directors of public health should ensure frontline staff set aside
dedicated time to deliver specific aspects of the obesity agenda
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E2

A

and receive training to improve their understanding of the
needs of the local community and improve their practical
implementation skills.
2.6.11

2.6.12

Ensure health professionals have the appropriate knowledge and
skills to give advice on the nutritional needs of women and the
importance of a balanced diet before, during and after pregnancy
Ensure health professionals are trained in strategies for changing
people’s eating behaviour, particularly by offering practical, foodbased advice.

Ensure health professionals (Midwives, obstetricians, GPs, health
visitors and dieticians) discuss the woman’s diet and eating habits
early in pregnancy.
Healthy eating interventions

E1

E1
E11

A

A
B

2.6.13

E1

A

E1

A

E1

A

E1

A

E3

A

E3

A

Ensure physical activity initiatives aimed at children and young
people are regularly evaluated. Evaluations should measure
uptake among different groups.

E3

A

Support the provision of places and facilities (both indoors and
outdoors) where children and young people feel safe to take part in
physical activities

E3

A

E3

A

2.6.14 Encourage health professionals to inform pregnant women with a
pre-pregnancy body mass index (BMI) over 30, and those who
have a baby or who may become pregnant with a BMI over 30,
about the increased risks this poses to themselves and their babies
and encourage them to lose weight before becoming pregnant or
after pregnancy.
2.6.15
Ensure all people working with infants and pre-school children up
to the age of 5 years should implement a food policy which takes a
‘whole settings’ approach to healthy eating. They should encourage
children to handle and taste a wide range of foods that make up a
healthy diet
2.6.16
Encourage commissioning agencies, local authorities, and public
health nutritionists and dieticians to provide support (both practical
and financial) to develop and maintain community-based initiatives
which aim to make a balanced diet more accessible to families with
children under 5 years on a low income. Examples include: food
cooperatives, ‘cook and eat’ clubs, ‘weaning parties’ and ‘baby
cafes’.
Physical activity
2.6.17

2.6.18

2.6.19

2.6.20

Ensure the children and young people’s plans, joint strategic needs
assessments, local, development and planning frameworks,
sustainable community plans and strategies all explicitly address the
need for children and young people to be physically active.
Ensure there is a coordinated local strategy to increase physical
activity among children and young people, their families and
carers. The strategy should help to achieve local area
agreement targets

2.6.21 Encourage employers or supervisors of people who provide
programmes or opportunities for children and young people aged
18 and under to be physically active to ensure staff and volunteers
have the skills, including interpersonal skills, to design, plan and
deliver physical activity sessions ,including active play sessions,
that meet children and young people’s different needs and
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abilities. Those leading activities should make them enjoyable
2.6.22

Support physical activity programmes for all ages of children that
ensure children have the opportunity to explore a range of
physical activities to help them identify those they can enjoy by
themselves and those they can do with friends and family.
Parent involvement

2.6.23 Support interventions combining general parenting components
with lifestyle components.

E3

A

E9

B

Evidence

Grade

This evidence review does not recommend:
Intervention
2.6.24 Programs which offer additional support during pregnancy are
unlikely to prevent the pregnancy from resulting in a low birthweight or preterm baby. Additional support was defined as some
form of emotional support and information or advice or both,
either in home visits or during clinic appointments, and could
include tangible assistance to clinic appointments, assistance with
care of other children at home).
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E4

A

3.

Methods statement:

3.1

General approach
Overview
3.1.1 PHAST adopted a focussed, pragmatic rapid review approach consistent with the time & financial
resources. The method was systematic and clearly documented, but it did not attempt to meet all
standards of a comprehensive systematic review.
3.1.2 The rapid reviews consisted of the following stages:

.

Review of systematic reviews and meta-analyses to identify the 5-10 most robust publications relevant to
each topic. Where such evidence did not exist randomised controlled trial evidence was identified where
possible.
3.1.3 International literature has been included where it is relevant and generalisable i.e. largely this
has been research conducted in ‘Western-style’ countries and not from developing countries.

.

Evidence searches are from literature published since 2003 (last 10 years).

.

The evidence searches have been based on an agreed inclusion criteria and search strategy.

.

Commentary has been provided on the quality and relevance of the evidence.
The key stages
3.1.4 Identification of the seven priority areas, including inclusion and exclusion criteria for: sub-topics;
populations (age, gender, ethnicity, geographical or social context); interventions; and outcomes.
3.1.5 Review of NICE guidance2 relevant to each sub-topic, including: any review work supporting
relevant NICE guidance; any key recommendations or evidence statements; and the use of key
terminology that should form part of the search strategy.
3.1.6 Search term selection for each sub-topic of the review based on a review the U.S. National Library
of Medicine3. See Appendix 1: Search terms.
3.1.7 PUBMED4 and NHS Evidence5 publication searches based on Appendix 1 search terms, including:
records of search strings, number of hits and number of inclusions; a review of titles and abstracts for
relevance; and sourcing of selected full articles.
3.1.8 Full publication review, including: scoring of publication quality based on the publications
methodology section; identification of succinct evidence statements (quotes where possible) drawn
primarily from the results and conclusion sections; and scoring of evidence statements for the strength of
evidence. See Appendix 2.
3.1.9 Completion of Section 3 (Results) using Appendices 2, based on the key evidence statements for
each topic.
3.1.10 Completion of Section 2 (Recommendations) based on summarises of the results for each subtopic, including: grading of the recommendations according to the recommendations
classification methodology (Grade A recommendations first); clear identification of relevant NICE
guidance; and clear links to the evidence statements that support each recommendation (using
Appendix codes (e.g. [A1]).

2
3
4
5

http://www.nice.org.uk/Guidance/Topic
http://www.nlm.nih.gov/mesh/2012/mesh browser/MBrowser.html
http://www.ncbi.nlm.nih.gov/pubmed/advanced
http://www.evidence.nhs.uk/
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3.2

Scope
3.2.1 This report deals with Priority Area 1: The best possible start for all babies and young children.
The sub-topics within this priority area are:
a.

Interventions to support smoking cessation during pregnancy

b.

Interventions to support breastfeeding initiation and continuation

c.

Interventions to support parents of babies with special educational needs/ disabilities

d.

Interventions to improve rates of infant immunisation & vaccination

e.

Interventions to achieve healthy weight during childhood (addressing obese &
underweight children)

3.2.2 The overall work package aim is to carry out a series of rapid evidence and literature reviews that
will address the seven priority areas outlined in the Health and Wellbeing Strategy for East Sussex
2012.
3.2.3 The objectives are:
•

To collate, analyse and summarise national and international published evidence relevant to each priority
area.

•

To assess the quality of the available evidence for each topic area.

•

To present information on the research question that pertains to both health and social care needs.

•

To report on the evidence for effectiveness of services and interventions.

•

Within each of the priority areas the sub-topics listed in Table 1.1 review evidence to support health and social
care interventions and services.

3.3

Search Strategy
3.3.1 The review searched the following databases: PubMed; NHS Evidence; Cochrane Library; AMED;
CINAHL; HMIC; Embase; Medline; PsycINFO.
3.3.2 Where appropriate the reference lists of selected high quality recent studies were reviewed and
selected citations followed up.
3.3.3 See Appendix 1 (Section 5) for a list of the search terms used for each of the sub-topics.

3.4

Evidence classification
Type of evidence
3.4.1 The review focused on: systematic reviews, meta-analyses and randomised controlled trials.
3.4.2 In reviewing sources of information to include, the following hierarchical evidence classification
system was used based on the quality of the study design, (with systematic reviews being the strongest
type of evidence and grey literature the weakest):

•

Systematic reviews (or meta-analyses)

•

Individual randomised controlled trials

•

Quasi-experimental studies

•

Controlled observational studies

•

Observational studies without control group

•

Reviews (non-systematic)

•

Grey literature
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Quality of studies
3.4.3 The level of evidence was classified based on the Scottish Intercollegiate Guidelines Network
(SIGN) 6 methodology. SIGN work in collaboration with the National Institute of Clinical Excellence
(NICE) to develop evidence based clinical practice guidelines for the National Health Service
(NHS). SIGN has in part based its assessments on the MERGE (Method for Evaluating Research
and Guideline Evidence) checklists developed by the New South Wales Department of Health7 . As
this review does not include a full systematic assessment of study quality, a professional
judgement has been made in relation to perceived levels of bias and probabilities of causal
relationships, based on a high level assessment of each source’s methodology. Scorings are
therefore indicative rather than definitive.
Table 3.1: Study Quality Classification
1++

High quality meta-analyses, systematic reviews of RCTs, or RCTs with a very low risk of bias

1+

Well-conducted meta-analyses, systematic reviews, or RCTs with a low risk of bias

1-

Meta-analyses, systematic reviews, or RCTs with a high risk of bias

2++

High quality systematic reviews of case control or cohort or studies
High quality case control or cohort studies with a very low risk of confounding or bias and a high
probability that the relationship is causal

2+

Well-conducted case control or cohort studies with a low risk of confounding or bias and a moderate
probability that the relationship is causal

2-

Case control or cohort studies with a high risk of confounding or bias and a significant risk that the
relationship is not causal

3

Non-analytic studies, e.g. case reports, case series

4

Expert opinion

Strength of evidence
3.4.4 The strength of evidence reported for each source has been scored using a simplified version of
the Cochrane GRADE approach8. This scoring reflects how complete the scientific literature is in
relation to an issue, not the quality of the reporting review study. There are four ratings: ‘high’,
‘moderate’, ‘low’ and ‘very low’. ‘High’ signifies the strongest evidence and ‘very low’ the weakest.
Where appropriate a range of ratings have been used. Scorings for strength of evidence used
professional judgement based on an assessment of the overall quality and weight of evidence
reported in the selected systematic reviews or evidence summaries. This review has not
exhaustively examined the primary sources for each population, intervention or outcome
subcategory within each topic. Scorings are therefore indicative rather than definitive. Factors
taken into consideration in scoring the strength of evidence are listed in the right hand column of

6 See: http://www.sign.ac.uk/guidelines/fulltext/50/annexb.html
7 Liddle J, Williamson M, Irwig L. Method for evaluating research and guideline evidence. Sydney: New South
Wales Department of Health; 1996
8 Higgins JPT, Green S (editors). Cochrane Handbook for Systematic Reviews of Interventions Version 5.1.0 [updated
March 2011]. The Cochrane Collaboration, 2011. Available from www.cochrane-handbook.org
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3.4.5

Table 3.2 below. The greater the number or severity of such factors, the lower the rating for
strength of evidence.
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Table 3.2: Evidence Strength Classification
Rating

Factors that may decrease the strength rating of the evidence

High

•

Moderate

•
•

Low

•
Very low

•
•

High quality studies identifying that the strength of evidence is
moderate, low or very low.
Limitations in the design and implementation of available studies
suggesting high likelihood of bias.
Indirectness of evidence (indirect population, intervention, control,
outcomes).
Unexplained heterogeneity or inconsistency of results (including
problems with subgroup analyses).
Imprecision of results (wide confidence intervals).
High probability of publication bias.

Grades of recommendations
3.4.6

This review’s recommendations for each topic have been classified based on the overall quality of
identified evidence using the SIGN methodology:

Table 3.3: Recommendation Strength Classification
A

At least one meta-analysis, systematic review, or RCT rated as 1++, and directly applicable to the
target population; or a body of evidence consisting principally of studies rated as 1+, directly
applicable to the target population, and demonstrating overall consistency of results

B

A body of evidence including studies rated as 2++, directly applicable to the target population, and
demonstrating overall consistency of results; or extrapolated evidence from studies rated as 1++ or 1+

C

A body of evidence including studies rated as 2+, directly applicable to the target population and
demonstrating overall consistency of results; or extrapolated evidence from studies rated as 2++

D

Evidence level 3 or 4; or extrapolated evidence from studies rated as 2+

28

4.

Results

4.1

Interpreting results
4.1.1

Each evidence statement is accompanied by four codes presented in columns to the right of each
statement. These codes provide the reader with a quick summary of: the type of study from which
the evidences statement is derived; the quality of that study; the strength of the evidence
statement; and finally a reference ID that links to the full citation and further details of the study
in the appendices. See the methods section for further details.

Abbreviations
Type of evidence
Systematic review
Meta-analysis
Randomised control trial
Quasi-experimental study
Controlled observational study
Observational study without control group
Review (non-systematic)
Grey literature
Cost-utility analysis

SR
MA
RCT
QES
COS
OS
R
GL
CA

Strength of evidence
High
Moderate
Low
Very low

H
M
L
VL
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4.2

Evidence of the effectiveness of interventions to support smoking cessation
during pregnancy
4.2.1

The following evidence statements set out effective interventions that have been identified in the
scientific literature.

Study Quality

Ap pe n d ix ID

Study type

Evidence Strength

Theme 1: Midwives knowledge and skills to support smoking cessation during pregnancy

2010 NICE guidance recommends that midwives identify pregnant women who smoke
through discussion and the use of CO tests.

SR

1++

H

A1

2010 NICE guidance recommends that midwives provide information in a variety of
formats to pregnant women who smoke about the risks to the unborn child of
smoking when pregnant and the hazards of exposure to second-hand smoke for both
mother and baby.

SR

1++

H

A1

2010 NICE guidance recommends that midwives refer all pregnant women who
smoke, have stopped smoking within the last 2 weeks, or have a CO reading of 7
ppm or above to NHS Stop Smoking Services and given the NHS Pregnancy Smoking
Helpline number and local number when available.

SR

1++

H

A1

2010 NICE guidance recommends that midwives check if referral was taken up at the
next appointment and if not offer another referral to NHS Stop Smoking Services

SR

1++

H

A1

2010 NICE guidance recommends that midwives identify if anyone in the household
smoke and if so suggest they contact the NHS stop smoking services.

SR

1++

H

A1

2010 NICE guidance recommends that: All midwives who deliver intensive stopsmoking interventions are trained to the same standard as NHS stop-smoking
advisers. They should also be provided with additional, specialised training and
offered on-going support and training updates.

SR

1++

H

A1

2010 NICE guidance recommends that: All midwives who are not specialist stopsmoking advisers are trained to assess and record people’s smoking status and their
readiness to quit. They should also know about the health risks of smoking and the
benefits of quitting – and understand why it can be difficult to stop. In addition, they
should know about the treatments that can help people to quit and use these skills to
initiate a referral to NHS Stop Smoking Services.

SR

1++

H

A1

2010 NICE guidance recommends that: Ensure midwives and NHS stop-smoking
specialist advisers who work with pregnant women know how to ask questions in
such a way that encourages them to be open about their smoking, recommend
quitting rather than cutting down and have received accredited training in the use
of CO monitors.

SR

1++

H

A1

2010 NICE guidance recommends that: Ensure brief stop-smoking interventions and
intensive one-to-one and group support to stop are incorporated into pre- and postregistration midwifery training and midwives’ continuing professional development, as
appropriate.

SR

1++

H

A1

Evidence statements
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2010 NICE guidance recommends that: Ensure all healthcare and other professionals
who work with the target group are trained in the same skills – and to the same
standard – as those required of midwives who are not specialist smoking cessation
advisers. That they know what support local NHS Stop Smoking Services offer and
how to refer the women being targeted. Understand the impact that smoking can
have on a woman and her unborn child and understand the dangers of exposing a
pregnant woman and her unborn child – and other children – to second-hand smoke.

SR

1++

H

A1

Appendix I D

Evidence Stre ngth

A1

Ap pe n d ix ID

H

Evidence Strength

Study Quality
1++

Study Quality

Theme 3:
NHS Stop
Smoking
Services
specialist
adviser’s
knowledge
and skills
to support smoking cessation during pregnancy

SR

Study type

Evidence statements
2010 NICE guidance recommends that those responsible for providing health and support
services for the target group of women should: Identify pregnant women who smoke;
provide information about the risks of smoking; refer them to NHS Stop
Smoking Services; give the NHS Pregnancy Smoking Helpline number and local
number when available.

Study type

Theme 2: Health professional and provider knowledge and skills to support smoking cessation
during
pregnancy

Evidence statements
2010 NICE guidance: telephone all women who have been referred for help and
attempt to see those who cannot be contacted by telephone.

SR

1++

H

A1

2010 NICE guidance: address any factors which prevent the women from using smoking
cessation services.

SR

1++

H

A1

2010 NICE guidance: provide structured self-help materials via the telephone helpline If
women are reluctant to attend the clinic or support.

SR

1++

H

A1

2010 NICE guidance: send information on smoking and pregnancy to those who opt out
during the initial telephone call.

SR

1++

H

A1

31

Evidence Strength

Appe n d ix ID

There is evidence to support strategies to change the attitudes, knowledge and
behaviour with respect to smoking cessation. They include the following.
Information about the harmful effects of smoking on the fetus and infant, the mother
herself or other family members (verbal, written or both).
Advice by a health professional to ’stop smoking’.
Supplementation of advice by reinforcement at subsequent antenatal visits.
Supplementation of advice by group counselling.
Supplementation of advice by the provision of peer support.
Supplementation of advice by recording smoking status, or measuring by-products of
smoking at other antenatal visits.

Study Quality

Evidence statements

Study type

Theme 4: Type of interventions to support smoking cessation during pregnancy

SR

1++

H

A7

Supplementation of advice by feedback of the effects of smoking on the fetus (fetal
movements, fetal breathing, fetal heart rate).
Supplementation of advice by positive information about the fetus and fetal
development (for example, describing the ultrasound in detail).
Individualised advice and support for smoking cessation based on ’stages of change’.
Provision of pregnancy-specific self-help manual on strategies for quitting. Provision of
the following as an adjunct to information and advice:
• nicotine replacement therapy;
•
telephone follow up with reinforcement of advice and strategies for quitting;
• Rewards and incentives.

Study Quality

Ap pe n d ix ID

Study type

Evidence Strength

Theme 5: Interventions that are effective in helping women who are pregnant to quit smoking:

SR

1++

H

A1

2010 NICE guidance recommends that the provision of incentives to quit has been
effective in other countries in helping women who are pregnant to quit smoking
(research is required to see whether it would work in the UK).

SR

1++

H

A1

2010 NICE guidance recommends that interventions using a ‘stages of change’ approach
have had mixed success and that giving pregnant women feedback on the effects of smoking
on the unborn child and on their own health is not effective.

SR

1++

H

A1

Evidence statements
2010 NICE guidance recommends that the following interventions are effective in
helping women who are pregnant to quit smoking:
•
cognitive behaviour therapy
•
motivational interviewing
•
Structured self-help and support from NHS Stop Smoking Services.
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Evidence Strength

Appe n d ix ID

SR

1+

H

A4

It is highly unlikely that women are not already aware that smoking is harmful to their
babies, which perhaps explains why these types of interventions, such as distribution of
educational materials, have not been found to be very effective

SR

1+

H

A4

Wanting to have a normal healthy baby after becoming pregnant is a powerful
motivation for some women to quit smoking. Even if they are unable to totally quit,
many women are able to at least cut down the number of cigarettes smoked during
pregnancy without any interventions.

SR

1+

H

A4

Behavioural interventions report only modest success rates at assisting pregnant
women in quitting smoking.

SR

1+

H

A4

Smoking cessation programs need to be implemented in all maternity care settings.

SR

1++

H

A7

Interventions involving additional group sessions during pregnancy have been
reported as being poorly attended in most settings, though accepted in two trials
in Scandinavia.

SR

1++

H

A7

Evidence statements

Study type

Study Quality

Theme 7: Counselling
Interventions that are
effective in helping
women who are
pregnant to quit
smoking:

Ap pe n d ix ID

Study Quality

Behavioural intervention programs included multi-media education campaigns,
telephone quit lines, financial incentives, and biomarker feedback achieve a very
modest success rate

Evidence Strength

Study type

Theme 6: Behavioural Interventions that are used to helping women who are pregnant to
quit smoking:

There is little evidence to indicate that counselling in isolation is efficacious for smoking
cessation in pregnant women.

R

1+

M

A5

In 2005, the American College of Obstetrics and Gynaecology recommended that
pregnant women who are light to moderate smokers undergo a short counselling
session with pregnancy-specific educational materials.

R

1+

M

A5

Evidence statements

33

Individual counselling is the mainstay of non-drug management of smoking cessation.
Telephone counselling has been shown to be beneficial, at least in the short term, in
helping patients to stop smoking, but there is no evidence to show that intensive
counselling produces significantly better outcomes than brief counselling sessions.

SR

1+

H

A8

1+

M

A8

A small survey of preferences amongst pregnant women showed that this group of
patients favour face-to-face counselling supported by self-help materials.

SR

1+

M

A8

Study type

Study Quality

Theme 8: Interventions that provide NRT (Nicotine Replacement Treatment) to support
smoking
cessation
during
pregnancy

Ap pe n d ix ID

SR

Evidence Strength

A study in pregnant smokers failed to prove a significant impact of telephone counselling
over a brief ‘best practice’ counselling session lasting < 5 min. However, a
sub group analysis suggested telephone counselling was significantly more effective for light
smokers (< 10 cigarettes per day) and for women who had already attempted to quit
smoking during the current pregnancy.

SR

1++

H

A1

2010 NICE guidance recommends that the NHS Stop Smoking Services discuss the risks
and benefits of NRT with pregnant women who smoke, particularly those who do not
wish to accept other help from NHS Stop Smoking Services. Use only if smoking
cessation without NRT fails. If they express a clear wish to receive NRT, use professional
judgement when deciding whether to offer a prescription. Only prescribe NRT for use
once they have stopped smoking. Advise pregnant women who are using nicotine
patches to remove them before going to bed. Neither varenicline or bupropion should be
offered to pregnant or breastfeeding women.

SR

1++

H

A1

There are insufficient studies investigating the fetal impacts of either bupropion or
varenicline use in pregnancy to draw any conclusions about the safety of using either.

SR

1+

H

A2

There is insufficient evidence to draw conclusions on the efficacy or safety of adding
NRT to behavioural support for smoking cessation in pregnancy; however, there are
statistically non-significant findings which suggest that, with more research evidence it
could prove to be so.

SR

1+

H

A2

There are no studies on the efficacy or safety of adding either varenicline or bupropion to
behavioural support for smoking cessation in pregnancy and neither can be recommended
for use in pregnancy.

SR

1+

H

A2

There is currently insufficient evidence to demonstrate that NRT, used by pregnant
women for smoking cessation, is either effective or safe.

SR

1+

H

A3

Pharmacological treatments appear to have a higher success rate than behavioural
interventions, although smoking cessation in pregnancy trials has not demonstrated
overall high success rates.

SR

1+

H

A4

Evidence statements
2010 NICE guidance recommends that there is mixed evidence on the effectiveness of
NRT in helping women to stop smoking during pregnancy. The most robust trial to date
has found no evidence that it is effective (or that it affects the child’s birth weight). In
addition, there are insufficient data to form a judgement about whether or not NRT has
any impact on the likelihood that a child will need special care or will be stillborn.

34

Available data suggest that the use of nicotine replacement therapies (NRTs) is less
harmful than continued smoking. However, NRTs remain contraindicated during
pregnancy in most countries. One exception to this is the UK, where the cautious use of
NRTs is recommended in pregnant women following a detailed discussion of the risks
and benefits with their healthcare provider.

1+

H

A5

1++

H

A6

Bupropion has been available as an aid to smoking cessation in the UK since 2000, but has
been available since 1985 in the USA. Bupropion has been studied in pregnancy, and no
evidence has been found that it is a major teratogen.

SR

1+

H

A8

The management of smoking cessation in pregnancy should be targeted at minimizing
the exposure of the fetus to harmful agents. There is most benefit to be gained by
stopping smoking before 16 weeks into the pregnancy, although there will still be
benefits if smoking ceases further into the pregnancy. Pregnant women metabolize
nicotine at a faster rate than non-pregnant women. This is likely to reduce the efficacy
of NRT

SR

1+

H

A8

Given the strong association between social inequality and continued smoking by
pregnant women, and bearing in mind that smoking is the major preventable cause of
inequalities in life expectancy, strategies in the wider community to reduce social
inequalities, as recommended in the Closing the Gap in a generation: Health Equity
through Action on the Social Determinants of Health (WHO 2008b).
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Study Quality

Evidence statements
2010 NICE guidance recommends that NHS Stop Smoking Services are delivered in an
impartial, sensitive, client-centred manner. They should take into account factors such as
age, ethnicity, culture and language.
Ensure services are tailored to meet individual needs and take place at times and in
locations that make them easily accessible.
Collaborate with the family nurse partnership pilot and other outreach schemes to
identify additional opportunities for providing intensive and on-going support, and work
in partnership with agencies that support women who have complex social and
emotional needs.

Study type

Theme 9:
Interventions that
address inequalities
to support smoking
cessation during
pregnancy

Ap pe n d ix ID

SR

Evidence Strength

Nicotine replacement therapy (NRT) does not appear to have a significant advantage over
other types of interventions in terms of smoking cessation in subgroup analysis, but there
has been no direct comparison of NRT outcomes with any other strategy

SR

1++

H

A1

SR

1++

H

A6

Appendix I D

Evidence Stre ngth

Study Quality

Study type

Theme 10:
Commissioning
decisions to support
smoking cessation
during pregnancy

Evidence statements

A6

Ap pe n d ix ID

H

Evidence Strength

1++

Study Quality

Theme 11:
Interventio
ns directed
at partners
or others in
household
to reduce passive smoking during pregnancy

SR

Study type

The US, UK and Australia have developed guidelines recommending all pregnant
women receive interventions to promote smoking cessation in pregnancy. These
guidelines generally incorporate a number of interventions, and are currently based on
the “5 A’s”, which involves: asking all pregnant women if they smoke; advising all
pregnant women who smoke about the risks of smoking in pregnancy and emphasising
the benefits of quitting; advising all pregnant women who smoke about the risks of
smoking in pregnancy and emphasising the benefits of quitting; assessing the pregnant
women’s readiness to change and setting a quit date; asking and assisting again at
each subsequent encounter.

Evidence statements
2010 NICE guidance recommends that NHS Stop Smoking Services: Identify partners
that smoke and provide clear advice about the danger that other people’s tobacco smoke
poses to the pregnant woman and to the baby – before and after birth.

SR

1++

H

A1

2010 NICE guidance recommends that NHS Stop Smoking Services: Recommend not
smoking around the pregnant woman, mother or baby including not smoking in the
house or car.

SR

1++

H

A1

2010 NICE guidance recommends that NHS Stop Smoking Services: Offer partners who
smoke help to stop using a multi-component intervention that comprises three or more
elements and multiple contacts.

SR

1++

H

A1

2010 NICE guidance recommends that NHS Stop Smoking Services: Choose an
appropriate medication for the partner that seems most likely to succeed.

SR

1++

H

A1
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There is a growing interest in interventions to increase smoking cessation among the
partners of pregnant women, with the additional aim of facilitating cessation by the
women themselves (Gage 2007; Stanton 2004). In some cases this reflects cultural and
demographic patterns of smoking, where smoking rates are still highest amongst men. A
review by Park 2004 evaluates the effect of interventions to promote partner support on
smoking cessation.

SR

1++

H

A6

Study Quality

Many women quit smoking spontaneously upon learning that they are pregnant; these
women are typically lighter smokers before pregnancy than those who continue to
smoke. Consequently, those who use counselling probably have higher nicotine
dependence levels. In addition, pregnant women concerned with post-cessation weight
gain are less likely to quit

SR

1+

H

A5

A recent systematic review of qualitative studies found that pregnant women have
negative perceptions of cessation services provided by health professionals.

SR

1+

H

A5

Evidence statements

Appendix I D

Study type

Evidence Stre ngth

Theme 12: Pregnant women perception of smoking cessation interventions

Ap pe n d ix ID

Evidence Strength

Evidence statements

Study Quality

Study type

Theme 13: Self-help interventions to support smoking cessation during pregnancy

A number of different smoking cessation materials are available to help patients quit
smoking without the direct input of health professionals, counsellors or group support.
These methods provide written materials, and perhaps additional media such as audio
visual materials. A Cochrane review found that any beneficial effect of these compared with
no intervention is likely to be small.

SR

1+

M

A8

There is evidence for a greater effect when the material is tailored to the individual
patient’s characteristics and personal motivations, but any beneficial effect remains
small.

SR

1+

M

A8

No evidence of benefit was found for adding self-help materials to face-to-face
counselling, or to nicotine therapy.

SR

1+

M

A8

There is evidence that group therapy, where patients can provide support to each
other, is more effective than simple self-help.

SR

1+

M

A8
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Evidence Stre ngth

Study Quality

Study type

Theme 14:
Preconception
interventions to
support smoking
cessation during
pregnancy

1+

H

A5

Despite the potential benefits of preconception interventions, a 2001/2 survey of
Canadian obstetrician–gynaecologists and family physicians found that less than half
discussed the risks of smoking during pregnancy with women of childbearing age who
were not pregnant.

SR

1+

M

A5

Study Quality

In the ideal situation, the patient would stop smoking in readiness for a planned
pregnancy. In managing a pregnant patient, it is important to consider the potential
risks of any therapy to the developing fetus. With this in mind, medication should only
be used if essential, and the choice of medication prescribed should be guided by the
safety record of the therapies concerned.

SR

1+

M

Appendix ID

SR

Evidence Strength

The safety concerns regarding the use of pharmacotherapies in pregnant women highlight
some of the potential benefits of introducing smoking cessation interventions in the
preconception period.

Study type

Evidence statements

A8

Theme 15: Alternative smoking cessation interventions to support smoking cessation
during pregnancy

Evidence statements
When poorly constructed studies are excluded, hypnotherapy has not been shown to have
a greater effect on 6-month cessation rates than other methods. A recent review found no
consistent evidence that acupuncture, acupressure, laser therapy, or electro- stimulation
are effective for smoking cessation. However, not all trials in this area showed negative
results, and until further study is carried out, it may be inappropriate to dismiss
acupuncture as being ineffective.
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SR

1+

M

A8

Theme 16: Population interventions to support smoking cessation during pregnancy

H

A6

Ap pe n d ix ID

1++

Evidence Strength

SR

Study Quality

Given the clear difficulties which most women still smoking at the first antenatal visit
have in stopping smoking, midwives, general practitioners, and obstetricians need to
support population-wide strategies for smoking control in the whole community to
reduce the initiation of smoking by young people: action to prevent sales of tobacco
products to young people, prohibition of smoking in all public places, increases in
tobacco taxation, workplace smoking cessation programs and bans on tobacco
sponsorship of prestigious sporting and cultural events as outlined in the WHO

Study type

Evidence statements

MPOWER package (WHO 2008a)

Evidence of the effectiveness of interventions to support breastfeeding
initiation and continuation
The following evidence statements set out effective interventions that have been identified in the
scientific literature.

Study type

Study Quality

Theme 1: Coordinated programme of interventions to support breastfeeding initiation
and
continuatio
n

Ap pe n d ix ID

4.3.1

Evidence Strength

4.3

2008 NICE guidance recommends that commissioners and managers of maternity and
children’s services should adopt a multifaceted approach or a coordinated programme
of interventions across different settings to increase breastfeeding rates.

SR

1++

H

B1

2008 NICE guidance recommends that a coordinated programme of interventions across
different settings to increase breastfeeding rates should include activities to raise
awareness of the benefits of and how to overcome the barriers to breastfeeding.

SR

1++

H

B1

2008 NICE guidance recommends that a coordinated programme of interventions
across different settings to increase breastfeeding rates should include training for
health professionals.

SR

1++

H

B1

2008 NICE guidance recommends that a coordinated programme of interventions across
different settings to increase breastfeeding rates should include breastfeeding peersupport programmes.

SR

1++

H

B1

2008 NICE guidance recommends that a coordinated programme of interventions across
different settings to increase breastfeeding rates should include joint working between
health professionals and peer supporters.

SR

1++

H

B1

2008 NICE guidance recommends that a coordinated programme of interventions
across different settings to increase breastfeeding rates should include education
and information for pregnant women on how to breastfeed, followed by proactive
support during the postnatal period (the support may be provided by a volunteer).

SR

1++

H

B1

Evidence statements
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Study type

Study Quality

Evidence Stre ngth

Append ix ID

Theme 2: Commissioners and managers knowledge to support breastfeeding initiation
and continuation

2008 NICE guidance recommends that commissioners and managers of maternity and
children’s services should implement a structured programme that encourages
breastfeeding, using BFI as a minimum standard (www.babyfriendly.org.uk).The
programme should be subject to external evaluation.

SR

1++

H

B1

2008 NICE guidance recommends that commissioners and managers of maternity and
children’s services should ensure there is a written, audited and well-publicised
breastfeeding policy that includes training for staff and support for those staff who may be
breastfeeding. A health professional responsible for implementing this policy should be
identified.

SR

1++

H

B1

2008 NICE guidance recommends that commissioners and managers of maternity and
children’s services PCTs should ensure health professionals who provide information and
advice to breastfeeding mothers have the required knowledge and skills.

SR

1++

H

B1

2008 NICE guidance recommends that commissioners and managers of maternity
and children’s services PCTs should ensure support workers receive training in
breastfeeding management from someone with the relevant skills and experience
before they start working with breastfeeding mothers.

SR

1++

H

B1

2008 NICE guidance recommends that commissioners and managers of maternity and
children’s services PCTs should ensure all those who work in maternity and children’s
services, including receptionists, volunteers and ancillary staff, are made fully aware of the
importance of breastfeeding and help to promote a supportive environment.

SR

1++

H

B1

2008 NICE guidance recommends that commissioners and managers of maternity and
children’s services should provide local, easily accessible breastfeeding peer support
programmes and ensure peer supporters are part of a multidisciplinary team.

SR

1++

H

B1

2008 NICE guidance recommends that commissioners and managers of maternity
and children’s services should ensure peer supporters: attend a recognised,
externally accredited training course in breastfeeding peer support, contact new
mothers directly within 48 hours of their transfer home (or within 48 hours of a
home birth), offer mothers on-going support according to their individual needs
(this could be delivered face-to-face, via telephone or through local groups), can
consult a health professional and are provided with on-going support, gain
appropriate child protection clearance.

SR

1++

H

B1

2008 NICE guidance recommends that commissioners and managers of maternity
and children’s services should consider training peer supporters and link workers to
help mothers, parents and carers follow professional advice on feeding infants aged
6 months and over. The advice should promote an increasingly varied diet using food
of different textures in appropriate amounts (in addition to milk), in response to the
baby’s needs.

SR

1++

H

B1

Evidence statements
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AppeEvidencendixStIDrength

Study Quality

Evidence statements
2008 NICE guidance recommends that midwives and health visitors should ensure
pregnant women and their partners are offered breastfeeding information, education
and support on an individual or group basis. This should be provided by someone
trained in breastfeeding management and should be delivered in a setting and style
that best meets the woman’s needs.

Study type

Theme 3: Midwives and health visitor knowledge and skills to support breastfeeding initiation
and continuation

SR

1++

H

B1

2008 NICE guidance recommends that during individual antenatal consultations GPs,
obstetricians and midwives should encourage breastfeeding. They should pay
particular attention to the needs of women who are least likely to breastfeed (e.g.
young women, those who have low educational achievement and those from
disadvantaged groups).

SR

1++

H

B1

2008 NICE guidance recommends that a midwife or health visitor trained in
breastfeeding management should provide an informal group session in the last
trimester of pregnancy. This should focus on how to breastfeed effectively by
covering feeding position and how to attach the baby correctly.

SR

1++

H

B1

2008 NICE guidance recommends that midwives, health visitors, midwifery and health
visitor support workers should ensure a mother can demonstrate how to position and
attach the baby to the breast and can identify signs that the baby is feeding well. This
should be achieved (and be documented) before she leaves hospital or the birth centre (or
before the midwife leaves the mother after a home birth).

SR

1++

H

B1

2008 NICE guidance recommends that midwives, health visitors, midwifery and health
visitor support workers should continuing and proactive breastfeeding support at home,
recording all advice in the mother’s hand-held records.

SR

1++

H

B1

2008 NICE guidance recommends that midwives, health visitors, midwifery and
health visitor support workers should provide contact details for local voluntary
organisations that can offer on-going support to complement NHS breastfeeding
services.

SR

1++

H

B1

2008 NICE guidance recommends that midwives, health visitors, midwifery and health
visitor support workers should advise mothers that a healthy diet is important for everyone
and that they do not need to modify their diet to breastfeed.

SR

1++

H

B1

2008 NICE guidance recommends that midwives, health visitors, midwifery and health
visitor support workers should not provide written materials in isolation but use them to
reinforce face to- face advice about breastfeeding.

SR

1++

H

B1

2008 NICE guidance recommends that midwives, health visitors, paediatric nurses,
nurses working in special-care baby and neonatal units, and nursery nurses should
show all breastfeeding mothers how to hand-express breast milk.

SR

1++

H

B1
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2008 NICE guidance recommends that midwives, health visitors, paediatric nurses,
nurses working in special-care baby and neonatal units, and nursery nurses should
advise mothers on how expressed milk can be stored and subsequently prepared.

SR

1++

H

B1

2006 NICE guidance recommends that all maternity care providers should implement an
externally evaluated, structured programme that encourages breastfeeding, using the
Baby Friendly Initiative as a minimum standard.

SR

1++

H

B2

There is evidence that existing midwifery breastfeeding promotion strategies often
include social support but do not adequately address attempts to modify breastfeeding
intention and self-efficacy.

SR

1+

M

B8

2006 NICE guidance recommends that all relevant healthcare professionals should
have demonstrated competency and sufficient on-going clinical experience in
supporting breastfeeding women including a sound understanding of the physiology
of lactation and neonatal metabolic adaptation and the ability to communicate this to
parents.

SR

1++

H

B2

2006 NICE guidance recommends that all healthcare providers should have a written
breastfeeding policy that is communicated to all staff and parents. Each provider
should identify a lead healthcare professional responsible for implementing this
policy.

SR

1++

H

B2

2006 NICE guidance recommends that healthcare professionals should have
sufficient time to give support to a woman and baby during initiation and
continuation of breastfeeding.

SR

1++

H

B2

Study type

Study Quality

Evidence Stre ngth

Append ix ID

Theme 4:
Structured
programs to
support
breastfeedin
g initiation
and
continuation

There is evidence for improvement in breastfeeding initiation following introduction of
a structured breastfeeding programme (effect sizes varied) in acute maternity care
settings.

SR

1+

M

B4

There is evidence that structured programmes compared with standard care positively
influence the initiation and duration of exclusive breastfeeding and any breastfeeding
in acute maternity care settings.

SR

1+

M

B4

Evidence statements

42

There is evidence that in health care settings with low breastfeeding initiation and
duration rates, structured programmes may have a greater benefit in acute maternity
care settings.

SR

1+

M

B4

Study Quality

Study type

Theme 5:
Intervention
s that
provide
support to
promote
breastfeedin
g initiation
and
continuation

Evidence statements
There is evidence that all forms of extra support analysed together showed an
increase in duration of ’any breastfeeding’ (includes partial and exclusive
breastfeeding) among healthy breastfeeding mothers with healthy term babies.

SR

1++

H

B3

There is evidence that all forms of extra support together had a positive effect on
duration of exclusive breastfeeding among healthy breastfeeding mothers with
healthy term babies.

SR

1++

H

B3

There is evidence that extra support by both lay and professionals had a positive
impact on breastfeeding outcomes among healthy breastfeeding mothers with
healthy term babies.

SR

1++

H

B3

There is evidence that all forms of extra support, analysed together, showed an
increase in the length of time women breastfed without introducing any other types
of liquids or foods among healthy breastfeeding mothers with healthy term babies.

SR

1++

H

B3

There is evidence that support that is only offered if women seek help is unlikely to be
effective. This indicates that women should be offered predictable, scheduled, on- going
visits among healthy breastfeeding mothers with healthy term babies.

SR

1++

H

B3

There is evidence that postpartum professional support delivered by nurses was
found to be the least effective intervention type.

SR

1+

M

B5

There is evidence that social support is a modifiable factor that influences women’s
breastfeeding decisions.

SR

1+

M

B8

There is evidence that face-to-face support was associated with a larger treatment
effect than telephone support among healthy breastfeeding mothers with healthy
term babies.

SR

1++

H

B3

43

Study Quality

Evidence Stre ngth

Append ix ID

There is evidence that peer counselling interventions (alone or in combination with a
health professional) were found to improve breastfeeding initiation, duration or exclusivity
among minority women.

SR

1+

M

B5

There is evidence, based on the perceptions and experiences of women, to support
the importance of person-centred communication skills in supporting a woman to
breastfeed.

MA

1+

M

B7

There is evidence, based on the perceptions and experiences of women, to support the
importance of relationships in supporting a woman to breastfeed (either professional or
peer).

MA

1+

M

B7

Study Quality

Evidence Strength

Evidence statements

Study type

Theme 7:
Intervention
s that
provide
education to
promote
breastfeedin
g initiation
and
continuation

Append ix ID

Study type

Theme 6: Interventions that provide peer support to promote breastfeeding initiation
and continuation

Evidence statements
There is evidence that educational interventions support and promote breastfeeding
practices.

SR

1+

M

B8

There is evidence that educational interventions that aim to increase maternal selfefficacy are reported to be more effective than those that focus on enhancing
knowledge.

SR

1+

M

B8

There is evidence to suggest that breastfeeding education and support spanning from
antenatal to postnatal period involving women’s social network (including women’s
partners or mothers) have positive influence on breastfeeding intention and selfefficacy.

SR

1+

M

B8

There is evidence that educational interventions with hands on activities and role
playing have been identified as self-efficacy enhancing experiences.

SR

1+

M

B8

44

There is evidence that informational support is important when assisting adolescent
mothers with breastfeeding. Informational support includes information, suggestions,
directives, or advice.

SR

1+

M

B9

There is evidence that breastfeeding promotion programs delivered via the internet
may have the potential to improve breastfeeding and so be an appealing
alternative to time-consuming and expensive provider-based breastfeeding
education and support.

SR

1+

L

B11

There is evidence that the UNICEF/WHO Baby Friendly Hospital Initiative (BFI) training
might have the potential to influence breast feeding duration.

SR

1+

L

B12

2006 NICE guidance recommends that written breastfeeding education materials as a
stand-alone intervention are not recommended.

SR

1++

H

B2

Study type

Study Quality

Evidence Strength

Ap pe n d ix ID

Theme 8: Interventions that provide counselling to promote breastfeeding initiation and continuation

There is evidence that peer counselling interventions (alone or in combination with a
health professional) were found to improve breastfeeding initiation, duration or
exclusivity among minority women.

SR

1+

M

B5

There is evidence that breastfeeding specific clinic appointments were found to
improve breastfeeding initiation, duration or exclusivity among minority women.

SR

1+

M

B5

Evidence statements

Study type

Study Quality

Evidence Strength

Ap pe n d ix ID

Theme 9: The needs of pregnant women to support breastfeeding initiation and continuation

2008 NICE guidance recommends that pregnant women and new mothers,
particularly those who are least likely to start and continue to breastfeed. For
example, young women, those who have low educational achievement and those
from disadvantaged groups.

SR

1++

H

B1

There is evidence that breastfeeding self-efficacy is a modifiable factor that influences
women’s breastfeeding decisions.

SR

1+

M

B8

There is strong evidence that older age, being married, being well educated and a
higher income are each associated with longer breastfeeding duration.

SR

1+

H

B8

There is evidence that obese mothers are more likely to have delayed lactogenesis and
reduced lactation; hence weight control and breastfeeding promotion should be
reinforced before and during pregnancy.

SR

1+

M

B14

Evidence statements
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Evidence Stre ngth

Evidence statements

Study Quality

Study type

Theme 10: The use of formula milk and pacifiers to promote breastfeeding initiation and continuation

2006 NICE guidance recommends that formula milk should not be given to breastfed
babies unless medically indicated. Commercial packs containing formula milk or
advertisements for formula should not be distributed.

SR

1++

H

B2

2006 NICE guidance recommends that all parents and carers who are giving their babies
formula feed should be offered appropriate and tailored advice on formula feeding

SR

1++

H

B2

There is evidence that pacifier use in healthy breastfeeding infants had no significant
effect on the proportion of infants exclusively breastfed at three months and at four
months of age and also had no effect on the proportion of infants partially breastfed at
three months and at 4 months of age.

SR

1++

H

B6
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Evidence Stre ngth

Append ix ID

2006 NICE guidance recommends that women should be offered skilled support in
expression and storage of breast milk.

Study Quality

Evidence statements

Study type

Theme 11: Skilled support in expression of milk to promote breastfeeding initiation and continuation

SR

1++

H

B2

pe n d ix ID

Evidence Strength Ap

Study Quality

Study type

Theme 12:
Breastfeeding concerns
that may affect
breastfeeding initiation
and continuation

1++

H

B2

Ap pe n d ix ID

Study type

Theme 13: Prenatal
education and support
to promote
breastfeeding initiation
and continuation

SR

Evidence Strength

2006 NICE guidance recommends that women should be offered skilled support in
preventing, identifying and treating breastfeeding concerns (including nipple pain,
engorgement, mastitis, Inverted nipples, tongue tie, sleepy baby).

Study Quality

Evidence statements

Evidence statements
There is evidence that group prenatal education was found to greatly improve
breastfeeding initiation, duration or exclusivity among minority women.

SR

1+

M

B5

There is evidence that breastfeeding intention is a modifiable factor that influences
women’s breastfeeding decisions.

SR

1+

M

B8

There is evidence that professional support interventions spanning from pregnancy to the
intrapartum period and throughout the postnatal period were more effective than
interventions concentrating on a shorter period.

SR

1+

M

B13
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pe n d ix ID

Evidence Strength Ap

Study Quality

Study type

Theme 14:
Long term
benefits of
breastfeedin
g initiation
and
continuation

1+

M

B9

Evidence Strength

Ap pe n d ix ID

Theme 15:
Adolescent
mother
education
and support to promote breastfeeding initiation and continuation

SR

Study type

There is evidence that nurses in the early postpartum can promote the long-term
health of adolescents and their children through the social support they offer
adolescent mothers as they initiate breastfeeding.

Study Quality

Evidence statements

Evidence statements
There is evidence that instrumental support, such as practical and tangible
assistance from nurses, is essential when supporting adolescent parents.
Instrumental support behaviours important to adolescents included practical help
when initiating breastfeeding.

SR

1+

M

B9

There is evidence that emotional support is essential to facilitating adolescents'
breastfeeding experiences. Emotional support behaviours convey empathy, trust, and
concern.

SR

1+

M

B9

There is evidence that esteem (appraisal) support is one of the supports identified to be
most helpful for adolescent mothers. Esteem (appraisal) support behaviours encompass
offering encouragement through affirmation and feedback.

SR

1+

M

B9

There is evidence of the importance of network support in increased breastfeeding
duration among adolescents.

SR

1+

M

B9
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Study type

Study Quality

Evidence Stre ngth

Append ix ID

Theme16: Neonatal interventions to promote breastfeeding initiation and continuation

There is evidence that for infants in neonatal units, breastfeeding/ breastmilk feeding is
promoted by close, continuing skin-to-skin contact between mother and infant.

SR

1+

M

B10

There is evidence that for infants in neonatal units, breastfeeding/breastmilk feeding is
promoted by effective breastmilk expression.

SR

1+

M

B10

There is evidence that for infants in neonatal units, breastfeeding/breastmilk feeding is
promoted by peer support in hospital and community.

SR

1+

M

B10

There is evidence that for infants in neonatal units, breastfeeding/breastmilk feeding is
promoted by multidisciplinary staff training.

SR

1+

M

B10

There is evidence that for infants in neonatal units, breastfeeding/breastmilk feeding is
promoted by Baby Friendly accreditation of the associated maternity hospital.

SR

1+

M

B10

There is evidence that that for infants in neonatal units, the greatest improvements in
breastfeeding rates are associated with multifaceted interventions.

SR

1+

M

B10

Evidence statements

Study type

Study Quality

Evidence Strength

Append ix ID

Theme 17: Multicomponent interventions to promote breastfeeding initiation and continuation

There is evidence that intervention packages using various methods of education and
support from well-trained professionals are more effective than interventions
concentrating on a single method.

SR

1+

M

B13

There is evidence that during pregnancy, effective interventions are interactive,
involving mothers in conversation.

SR

1+

M

B13

There is evidence that the Baby Friendly Hospital Initiative (BFHI) as well as practical
hands off -teaching, when combined with support and encouragement, are effective
approaches.

SR

1+

M

B13

There is evidence that home visits, telephone support and breastfeeding centres
combined with peer support are effective postnatally.

SR

1+

M

B13

Evidence statements

49

4.4

Evidence of the effectiveness of interventions to support parents of babies with
special educational needs/ disabilities
4.4.1

The following evidence statements set out effective interventions that have been identified in the
scientific literature.

Study type

Study Quality

Evidence Strength

Ap pe n d ix ID

Theme 1: Commissioners and managers knowledge to support parents of babies with
special educational needs/ disabilities

2012 NICE guidance recommends that directors of public health, directors of
children's services and commissioners of maternity care should ensure the social and
emotional wellbeing of under-5s is assessed as part of the joint strategic needs
assessment. This includes vulnerable children and their families.

SR

1++

H

C1

2012 NICE guidance recommends that managers of intensive home-visiting
programmes should conduct regular audits to ensure consistency and quality of
delivery.

SR

1++

H

C1

SR

1++

H

C1

Evidence statements

2012 NICE guidance recommends that Health and wellbeing boards should ensure
arrangements are in place for integrated commissioning of universal and targeted
services for children aged under 5. This includes services offered by general practice,
maternity, health visiting, school nursing and all early years providers. The aim is to
ensure:
•
vulnerable children at risk of developing (or who are already showing signs of)
social and emotional and behavioural problems are identified as early as possible by
universal children and family services

Study Quality

SR

1++

Ap pe n d ix ID

Study type

Theme 2: Tools used to
support parents of
babies with special
educational needs/
disabilities

Evidence Strength

•
targeted, evidence-based and structured interventions are available to help
vulnerable children and their families – these should be monitored against outcomes
•
children and families with multiple needs have access to specialist services,
including child safeguarding and mental health services.

Evidence statements
2012 NICE guidance recommends that population-based models (such as PREview, a set of
planning tools published by the Child and Maternity Health Observatory) should
be considered as a way of determining need and ensuring resources and services are
50

H

C1

effectively distributed.

Study type

Study Quality

Evidence Stre ngth

Appendix I D

Theme 3: Local authority’s knowledge to support parents of babies with special educational
needs/ disabilities

2012 NICE guidance recommends that local authority scrutiny committees for health and
wellbeing should review delivery of plans and programmes designed to improve the
social and emotional wellbeing of vulnerable children aged under 5.

SR

1++

H

C1

2012 NICE guidance recommends that Family welfare, housing, voluntary services, the
police and others who are in contact with a vulnerable child and their family should be
aware of factors that pose a risk to the child's social and emotional wellbeing. They should
raise any concerns with the family GP or health visitor.

SR

1++

H

C1

2012 NICE guidance recommends that local authority children's services should
ensure all vulnerable children can benefit from high quality childcare outside the
home on a part- or full-time basis and can take up their entitlement to early
childhood education, where appropriate. The aim is to give them the support they
need to fulfil their potential.

SR

1++

H

C1

Evidence statements

Study type

Study Quality

Evidence Strength

Ap pe n d ix ID

Theme 4: Health professional’s knowledge and skills to support parents of babies with
special
educational
needs/
disabilities

SR

1++

H

C1

2012 NICE guidance recommends that health professionals in antenatal and postnatal
services should identify factors that may pose a risk to a child's social and emotional
wellbeing. This includes factors that could affect the parents' capacity to provide a loving
and nurturing environment.

SR

1++

H

C1

2012 NICE guidance recommends that health visitors, school nurses and early years
practitioners should identify factors that may pose a risk to a child's social and
emotional wellbeing, as part of an on-going assessment of their development. They
should use the 'Early years foundation stage' assessment process to help identify and
share any needs and concerns. Specifically, they should look for risk factors that were
not evident at an earlier stage.

SR

1++

H

C1

The trained nurse should visit families in need of additional support a set number of
times over a sustained period of time (sufficient to establish trust and help make
positive changes). Activities during each visit should be based on a set curriculum
which aims to achieve specified goals in relation to: maternal sensitivity, the mother–
child relationship, home learning, parenting skills and practice.

SR

1++

H

C1

Evidence statements
2012 NICE guidance recommends that all health and early years professionals should
develop trusting relationships with vulnerable families and adopt a non-judgmental
approach, while focusing on the child's needs.
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The nurse should, where possible, focus on developing the father–child relationship
as part of an approach that involves the whole family.

SR

1++

H

C1

Study Quality

SR

1++

H

C1

2012 NICE guidance recommends that health visitors or midwives should regularly
check the parents' level of involvement in the intensive home visiting programme.

SR

1++

H

C1

2012 NICE guidance recommends that health visitors or midwives should explain to
parents that home visits aim to ensure the healthy development of the child. They
should take into account the parents' first language and make provision for those who
do not speak English. They should also be sensitive to a wide range of attitudes,
expectations and approaches in relation to parenting.

SR

1++

H

C1

2012 NICE guidance recommends that health visitors or midwives should try to ensure
both parents can fully participate in home visits, by taking into account their domestic and
working priorities and commitments. They should also try to involve other family members,
if appropriate and acceptable to the parents.

SR

1++

H

C1

2012 NICE guidance recommends that health visitors and midwives should consider
evidence-based interventions, such as baby massage and video interaction guidance, to
improve maternal sensitivity and mother–infant attachment.

SR

1++

H

C1

2012 NICE guidance recommends that health visitors and midwives should encourage
parents to participate in other services delivered by children's centres and as part of the
Healthy Child Programme.

SR

1++

H

C1

2012 NICE guidance recommends that health visitors and midwives should work in
partnership with other early years practitioners to ensure families receive coordinated
support. This includes psychologists, therapists, family support workers and other
professionals who deliver services provided by children's centres and as part of the Healthy
Child Programme.

SR

1++

H

C1

Evidence statements
2012 NICE guidance recommends that health visitors or midwives should offer a series of
intensive home visits by an appropriately trained nurse to parents assessed to be in need of
additional support.
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Study type

Evidence Stre ngth

Theme 5: Nurse, Midwives health visitors’ knowledge and skills to support parents of babies
with
special
educational
needs/
disabilities

Theme 6: Child care and education services’ knowledge to support parents of babies with
special educational needs/ disabilities

Evidence statements

SR

1++

Study Quality

• offer flexible attendance times, so that parents or carers can take up education,

Study type

Child care and education services should:
H

C1

Ap pe n d ix ID

Evidence Strength

training or employment opportunities
• address any barriers that may hinder participation by vulnerable children such as

Study Quality

Ap pe n d ix ID

Study type

Theme 7: Managers and providers of child care and early year’s services’ knowledge and
skills to
support
parents of
babies with
special
educational
needs/
disabilities

Evidence Strength

•
•

geographical access, the cost of transport or a sense of discrimination and stigma
be run by well-trained qualified staff, including graduates and qualified teachers
Be based on an ethos of openness and inclusion.

SR

1++

H

C1

SR

1++

H

C1

2012 NICE guidance recommends that health and early years providers should put
systems in place to deliver integrated universal and targeted services that support
vulnerable children's social and emotional wellbeing. This should include systems for
sharing information and for multidisciplinary training and development.

SR

1++

H

C1

2012 NICE guidance recommends that health and early years providers should ensure a
process is in place to systematically involve parents and families in reviewing services and
suggesting how they can be improved. As part of this process, vulnerable parents and
families should be asked about their needs and concerns and their experiences of the
services on offer.

SR

1++

H

C1

2012 NICE guidance recommends that health and early years practitioners should be
clear about their responsibility for improving the social and emotional wellbeing of
vulnerable children and their families. This involves developing and agreeing pathways
and referral routes that define how practitioners will work together, as a
multidisciplinary team, across different services within a given locality.

SR

1++

H

C1

Evidence statements
2012 NICE guidance recommends that managers and providers of early education and
childcare services should ensure all vulnerable children can benefit from high quality
services which aim to enhance their social and emotional wellbeing and build their
capacity to learn. Services should:
• promote the development of positive, interactive relationships between staff and
children
• ensure individual staff get to know, and develop an understanding of, particular
children's needs (continuity of care is particularly important for younger children)
• Focus on social and emotional, as well as educational, development.
2012 NICE guidance recommends that In line with the Department for Education's
statutory framework for the early years foundation stage, managers and providers of
early education and childcare services should:
•
•
•

Provide a structured, daily schedule comprising a balance of adult-led and child
initiated activities
Ensure parents and other family members are fully involved
Ensure the indoor and outdoor environment is spacious, well maintained and
pleasant.
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2012 NICE guidance recommends that health and early years practitioners should be
systematic and persistent in their efforts to encourage vulnerable parents to use early
year’s services. Activities should include:
• Targeted publicity campaigns
• Making contact by using key workers and referral partners
• Encouraging other parents to help get them involved

SR

1++

H

C1

• Sending out repeat invitations
• Using local community venues, such as places of worship and play centres to
encourage them to participate and to address any concerns about discrimination and
stigma
• Home visits by family support workers.
1++

H

C1

2012 NICE guidance recommends that health and early years practitioners should work with
community and voluntary organisations to help vulnerable parents who may find it difficult to
use health and early years services. The difficulties may be due to their social circumstances,
language, culture or lifestyle.

SR

1++

H

C1

Study type

Study Quality

Theme 8:
Interventions to
support parents of
babies with special
educational needs/
disabilities

Ap pe n d ix ID

SR

Evidence Strength

2012 NICE guidance recommends that health and early years practitioners should use
outreach methods to maintain or improve the participation of vulnerable parents and
children in programmes and activities.

SR

1++

H

C1

There is no evidence on the effectiveness of psychological therapies that include
parents in most outcome domains of functioning, for a large number of common
chronic illnesses in children.

SR

1++

VL

C2

There is good evidence for the effectiveness of including parents in psychological
therapies that reduce pain in children with painful conditions.

SR

1++

H

C2

There is good evidence for the effectiveness of CBT that includes parents for improving the
primary symptom complaints when available data were included from chronic illness
conditions.

SR

1++

H

C2

There is good evidence for the effectiveness of problem solving therapy delivered to
parents on improving parent problem solving skills and parent mental health.

SR

1++

H

C2

There is evidence that parenting programmes improve the short-term psychosocial
wellbeing of parents. Group-based parenting programmes led to statistically significant
short-term improvements in depression, anxiety, stress, anger, guilt, confidence and
satisfaction with the partner relationship.

SR

1++

H

C3

There is evidence that parenting interventions may be an effective intervention for
parents of children with Cerebral Palsy.

SR

1+

L

C5

The triple P Positive Parenting Program is a multilevel parenting program to prevent and
offer treatment for severe behavioural, emotional, and developmental problems in
children. Triple P Level 4 intervention is indicated if the child has multiple behaviour
problems in a variety of settings and there are clear deficits in parenting skills

MA

1+

M

C7

Evidence statements
Parents who may lack confidence or are isolated will require particular encouragement. (This
includes those with drug or alcohol problems and those who are experiencing domestic
violence.)
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There is evidence that Level 4 of Triple P interventions reduced disruptive behaviours
in children. These improvements were maintained well over time, with further
improvements in long-term follow-up.

MA

1+

M

C7

These effects support the widespread adoption and implementation of Triple P that is
taking place in an increasing number of countries in quite diverse cultural contexts
around the world.

MA

1+

M

C7

1++

Appendix I D

Study Quality

SR

Evidence Stre ngth

Study type

Theme 9: Group based interventions to support parents of babies with special educational
needs/
disabilities

C6

Ap pe n d ix ID

Study type

Theme 10:
Interventio
ns to
manage
stress of
parents of
babies with
special
educational needs/ disabilities

M

Evidence Strength

There is some evidence for the use of group-based parenting programmes to improve the
emotional and behavioural adjustment of children with a maximum mean age of
three years eleven months. However, there is limited data available concerning the
long-term effectiveness of these programmes.

Study Quality

Evidence statements

Evidence statements
There is evidence of consistent positive benefits in the form of reductions in parents'
distress of parenting and stress management interventions for parents of children with
developmental disabilities.

MA

1+

M

C8

These effects were comparable to those reported in other syntheses of parenting
interventions for parents of children without disabilities.

MA

1+

M

C8

There is evidence to support the claim that there are established evidence-based
interventions for reducing psychological distress at least in middle-class mothers in the
short term.

MA

1+

M

C8

There is limited but promising evidence for parenting and stress management
interventions for fathers of children with developmental disabilities.

MA

1+

L

C8

There is limited but promising evidence for the longer-term effects of parenting
and stress management interventions for parents of children with developmental
disabilities.

MA

1+

L

C8
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Research evidence suggests that standard service models (e.g., respite care, case
management) probably help to reduce parental stress in parents of children with
intellectual disabilities.
The strongest evidence base is for cognitive behavioural group interventions as a stress
intervention for parents of children with intellectual disabilities, especially for the reduction
of stress in mothers.

R

R

2+

L

C9

2+

L

C9

2+

L

C9

There is evidence that providing long-term care involves biopsychosocial risks.
Counselling of parents should identify them and advocate strategies for prevention.

SR

2++

M

C4

Study Quality

Evidence statements
There is evidence that positive outcomes for both children and families have resulted from
early intervention programmes for children from birth to nine years who have a physical
disability.

Study type

Theme 11 Early intervention programmes to support parents of babies with special
educational
needs/
disabilities

SR

1+

L

Appendix I D

R

Evidence Stre ngth

There is some evidence for the potential value of parent-led support networks as a
stress intervention for parents of children with intellectual disabilities.

C10

Ap pe n d ix ID

Evidence Strength

Study Quality

Theme 12:
Parent
training
interventio
n
programme
s to
support
parents of babies with special educational needs/ disabilities

Study type

However, the methodological weaknesses of these studies mean that they provide
inconclusive evidence of the effectiveness of these programmes.

Evidence statements
There is evidence that parent training should serve as a centre piece for interventions
geared toward children with intellectual disability (ID).
Regarding parent training methods for children with developmental disabilities, the
specific format of therapy varies widely from group to individual parent training,
manuals, curriculums, video and live instruction. There is evidence that all of these
variations appear to have an important role to play in treatment, and are cost effective.
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R

2+

M

C11

2+

M

C11

There is evidence that parent training for children with developmental disabilities can be
paired with instructions and teaching occurring at school or through early intensive
behavioural intervention programs. Parents have routinely indicated favourable attitudes
about such training. In addition to enhancing treatment effectiveness, this is also a good
way to demystify the therapy process.
There is evidence that parent training may have a positive effect on the behaviour of
children with Attention Deficit Hyperactivity Disorder (ADHD) aged 5 to 18 years. It may also
reduce parental stress and enhance parental confidence.

R

2+

M

C11

SR

1++

M

C12

4.5

Evidence of the effectiveness of interventions to improve rates of infant
immunisation & vaccination
4.5.1

The following evidence statements set out effective interventions that have been identified in the
scientific literature.

Study Quality

Ap pe n d ix ID

Study type

Evidence Strength

Theme 1: Reminder/recall systems to improve rates of infant immunisation & vaccination

There is evidence to support Interventions that incorporate reminder/recall systems are
effective in improving uptake of immunisations.

SR

1++

H

D1

There is mixed evidence as to the effectiveness of reminder/recall interventions
targeting children aged less than 2 years who are not up-to-date with the
recommended vaccination schedule.

SR

1++

M

D1

2009 NICE guidance recommends that children aged less than 19 years and their
parents are sent tailored invitations for immunisation. When a child or young person
does not attend appointments, tailored reminders and recall invitations are sent and
followed up by telephone or text message.

SR

1++

H

D2

In patients receiving routine childhood vaccinations, reminder or recall interventions
increased the likelihood of being vaccinated or up-to-date with immunizations

SR

1++

H

D3

All types of patient reminder and recall were found to be effective, while letter
reminders were somewhat more effective than postcard reminders among mailed
reminders. Person-to-person telephone reminders were the most effective single
approach. Letter reminders were close to the level of effectiveness of phone reminders,
the effectiveness of postcard, and postcard combined with telephone reminders were
equivalent. More intensive reminder and recall, such as those using multiple reminders,
appeared to be more effective than single reminders.

SR

1++

H

D3

There is evidence to support reminder and recall interventions, including postcards, letters
and telephone calls, increased the number of children who were vaccinated or up-to-date
with their immunisations. Although costly, providing several reminders and reminding
people over the telephone were the most effective.

SR

2++

H

D7

There is strong evidence to support reminder/ recall interventions are effective in
improving vaccination coverage.

SR

1+

M

D10

SR

1+

M

D10

Evidence statements

There is evidence to support parent reminders for upcoming visits and recall notices
have increased immunization rates in many settings, such as private physician offices
and public clinics; for children enrolled in health maintenance organizations; and for
children from diverse backgrounds and economic groups, including urban and rural, and
white, black, and Hispanic populations
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Evidence Stre ngth

Study Quality

Study type

Theme 2:
Home visits
to improve
rates of
infant
immunisati
on &
vaccination

1++

M

D1

There is evidence that a home vaccination service targeted at children not up-to-date
with immunisation schedule for children who were behind on the recommended
immunisation schedule significantly improved vaccination coverage compared with
children who did not receive a home-based vaccination service.

SR

1++

M

D1

2009 NICE guidance recommends that home visits are considered to discuss
immunisation with parents who have not responded to reminders, recall invitations or
appointments. Offer to give their children vaccinations there and then (or arrange a
convenient time in the future). Such visits could include groups that may not use
primary care services, for example, travellers or asylum seekers.

SR

1++

H

D2

There is evidence to support home-visiting interventions are effective in improving
vaccination coverage. However, at least when applied only to improve vaccination coverage,
home-visiting interventions can be highly resource-intensive relative to other available
options for improving vaccination coverage.

SR

1+

M

D10

Study Quality

There is evidence to support nurse and/or physician reminders in written or electronic form
during the visit have been shown to decrease missed opportunities to immunize during
those visits.

SR

1+

M

Theme 3: Community outreach programme to improve rates of infant immunisation & vaccination
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Ap pe n d ix ID

SR

Evidence Strength

There is evidence to support home-visit interventions that consist of a healthcare
professional or trained community support worker visiting parents in their homes to
discuss immunisation.

Study type

Evidence statements

D10

Evidence statements
There is evidence that a community outreach programme for pregnant black and minority
ethnic group women centred on home visits from trained community health
advocates supplemented with three accompanied visits from nurses increased
vaccination rates

SR

1++

M

D1

Study Quality

There is evidence that many parents lack knowledge about immunisations and vaccinepreventable diseases, their incidence in the UK and their severity.

SR

1++

M

D1

There is a lack of quantitative evidence on the effectiveness of interventions that focus
solely on the provision of information for parents and carers about childhood vaccines or
vaccine-preventable diseases for increasing immunisation uptake. However, many
multicomponent interventions include provision of information either in printed materials or
as part of a more interactive educational exercise.

SR

1++

M

D1

SR

1++

H

D2

SR

1++

H

D2

SR

1++

H

D2

There is evidence to support parents need key information about the immunisation
process, including the safety of multiple and single-antigen vaccines, reassurance that
minor illness is not a reason to delay vaccination, duration of protection and
justification for boosters .

SR

2++

M

D7

There is evidence to support interventions should also encourage parents to base their
decisions less on emotional variables, such as anticipated responsibility or regret, and to
assess the benefits and risks of immunising on the basis of scientific evidence.

SR

2++

M

D7

Evidence statements

Appendix I D

Study type

Evidence Stre ngth

Theme 4: Knowledge and education to improve rates of infant immunisation & vaccination

2009 NICE guidance recommends that children aged under 19 years and their
parents are provided with tailored information, advice and support to ensure they know
about the recommended routine childhood vaccinations and the benefits and risks. This
should include details on the infections they prevent. Information should be provided in
different formats, for example, for those whose first language is not English.

2009 NICE guidance recommends that parents and young people have an opportunity to
discuss any concerns they might have about immunisation. This could either be in person or
by telephone and could involve a GP, community paediatrician, health visitor, school nurse
or practice nurse.

2009 NICE guidance recommends that for children and young people aged less than 19
years, provide accurate, up-to-date information in a variety of formats on the benefits of
immunisation against vaccine-preventable infections. This should be tailored for different
communities and groups

Evidence suggests that the majority of parents discuss immunisation with a health
professional before uptake. There is also evidence to suggest that some health
professionals would like more time to discuss immunisation

59

1++

L

Ap pe n d ix ID

SR

Evidence Strength

Study Quality

Evidence statements

Study type

Theme 5: Parent interventions to improve rates of infant immunisation & vaccination

D1

There is evidence which suggest that parents find health professionals, NHS literature,
friends and the media (including television and the Internet) to be important sources of
information on immunisation
There is evidence to support the provision of clear information on any risks that there are
in connection with vaccines.

2+

M

D8

There is evidence to support parent education and expanded access to services, such as
after-hours or weekend clinics, are effective when combined with other interventions to
decrease missed opportunities for immunization during visits.

1+

M

D10

Study type

Theme 6:
Incentives
to improve
rates of
infant
immunisati
on &
vaccination

Appendix I D

D1

Evidence Stre ngth

L

Study Quality

1++

SR

1++

M

Ap pe n d ix ID

SR

Evidence Strength

Study Quality

There is mixed evidence as to the effectiveness of client/family incentives (or
disincentives) at increasing uptake of immunisations in children of low-income families.

Study type

Evidence statements

D1

Theme 7: School interventions to improve rates of infant immunisation & vaccination

Evidence statements
There is evidence that the majority of head teachers would be in favour of asking about
immunisation status on school entry, and would be prepared to recommend that parents had
their children fully immunised before school entry.

60

SR

1++

L

D1

There is evidence from one RCT (quality -) that active follow-up of pre-school children who
were not up-to-date with their vaccinations, was effective at increasing uptake of
immunisations compared with reminder letters alone.

SR

1++

L

D1

2009 NICE guidance recommends that, school nursing teams, working with GP practices and
schools, should check the vaccination status of children and young people when they
transfer to a new school or college.

SR

1++

H

D2

2009 NICE guidance recommends if children and young people are not up-to-date with their
vaccinations, school nursing teams, in conjunction with nurseries and schools, should
explain to parents why immunisation is important.

SR

1++

H

D2

2009 NICE guidance recommends head teachers, school governors, managers of
children’s services and PCT immunisation coordinators should work with parents to
encourage schools to become venues for vaccinating local children.

SR

1++

H

D2

There is evidence to support school-located vaccinations have been shown to be costeffective and cost saving, and represent a promising way to achieve the Advisory
Committee on Immunisation Practices expanded recommendation for influenza vaccination
of all school-age children.

SR

1+

M

D6

There is evidence to support vaccination requirements for child care, school, and
college attendance are effective in improving vaccination coverage and immunity
and/or in reducing rates of disease.

SR

1+

M

D10

SR

1++

H

D1

SR

1++

L

D1
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Study Quality

There is evidence parents felt that opportunistic immunisation of children in accident and
emergency departments, or during a hospital admission, was both inappropriate and
distressing.

Study type

Evidence statements
There is strong evidence that hospital-based opportunistic immunisation strategies are
effective for increasing uptake of recommended vaccinations in children admitted to
hospital.

Evidence Stre ngth

Theme 8: Hospital interventions to improve rates of infant immunisation & vaccination

Study Quality

Ap pe n d ix ID

Study type

Evidence Strength

Theme 9: MMR interventions to improve rates of infant immunisation & vaccination

There is evidence of differences in knowledge and beliefs between MMR-accepting and
MMR-refusing parents.

SR

1++

M

D1

There is mixed evidence from four studies (three RCTs and one BA study) as to the
effectiveness of reminder/recall interventions at increasing MMR uptake in children who
had not received their first MMR vaccination.

SR

1++

H

D1

In interviews regarding MMR vaccination parents identified a number of factors likely to
support informed decision making. These included drop-in sessions at local nurseries or
schools dedicated to answering parents’ concerns about vaccine safety.

SR

2++

L

D7

There is evidence to support combination vaccines, such as MMR or the five-in-one, can help
to improve immunisation coverage by reducing the number of injections needed at each
vaccination appointment and possibly reducing injection-related discomfort.

SR

2++

M

D7

Evidence statements

61

Study Quality

There is evidence that multicomponent national immunisation campaigns are effective
at increasing uptake of vaccinations. There is also evidence that coverage improved
more in areas with low socio-economic status compared with areas with high
socioeconomic status

SR

1++

M

D1

There is evidence multicomponent intervention for children not up-to-date with
vaccinations significantly increased completeness rates for the recommended
vaccination series compared with children who did not receive the intervention.

SR

1++

M

D1

There is strong evidence to suggest that targeted multicomponent community-based
interventions are effective at increasing uptake of childhood immunisations.

SR

1++

H

D1

2009 NICE guidance recommends that for children aged less than 19 years a multifaceted,
coordinated programme is adopted across different settings to increase timely
immunisation among groups with low or partial uptake.

SR

1++

H

D2

There is strong evidence to support multicomponent Interventions that include
education improve vaccination coverage in children, adolescents, and adults.

SR

1+

M

D10

The multicomponent interventions included community or client education also
included client reminders, provider education, expanded hours or access in clinical
settings, provider reminders, reducing out-of-pocket costs, client-held vaccination
records, WIC interventions, medical and psychosocial assessments, nutrition services,
and home visits. According to the Guide’s rules of evidence, strong scientific evidence
exists that multicomponent interventions that include education are effective in
improving vaccination coverage. However, the contribution of individual components to
the overall effectiveness of these interventions cannot be attributed.

SR

1+

M

D10

There is evidence to support multicomponent interventions that include provider
education were strongly recommended, although their effectiveness needed further
evaluation. Paediatricians can improve immunization quality and rates by combining
clinical and staff education with other practice wide system changes.

SR

1+

M

D10

Evidence statements
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Ap pe n d ix ID

Study type

Evidence Strength

Theme 10: Multicomponent interventions to improve rates of infant immunisation & vaccination

Study Quality

Ap pe n d ix ID

Study type

Evidence Strength

Theme 11: Monitoring and feedback of immunisation status to improve rates of infant
immunisation & vaccination

2009 NICE guidance recommends that the immunisation status of children aged less than
19 years is checked at every appropriate opportunity. Checks should take place during
appointments in primary care, hospital in- or outpatient and accident and emergency
departments, walk-in centres or minor injuries units. Use the personal child health record
(PCHR, also known as the ‘Red book’) as appropriate.

SR

1++

H

D2

2009 NICE guidance recommends that PCTs and GP practices have a structured,
systematic method for recording, maintaining and transferring accurate information on
the vaccination status of all children aged less than 19. Vaccination information should
be recorded in patient records, the personal child health record and the child health
information system. The same data should be used when reporting vaccinations to the
child health department and when submitting returns to the PCT for GP and practice
payments. This will ensure records in both systems are reconciled and consistent.

SR

1++

H

D2

2009 NICE guidance recommends that private providers should be encouraged and
enabled to give the relevant GP practice or PCT details of all vaccinations
administered to children and young people, so they can be recorded in the
appropriate information system.

SR

1++

H

D2

2009 NICE guidance recommends that, the databases for recording children and young
people’s immunisation status should be regularly updated and maintained

SR

1++

H

D2

2009 NICE guidance recommends that up-to-date information on vaccination coverage is
available and disseminated to all those responsible for the immunisation of children and
young people. This includes those who are delivering the vaccinations.

SR

1++

H

D2

2009 NICE guidance recommends that, the Healthy Child team, led by a health visitor
working with other practitioners should check the immunisation record of each child aged
up to 5 years. They should carry out this check when the child joins a day nursery,
nursery school, playgroup, Sure Start children’s centre or when they start primary school.
The check should be carried out in conjunction with childcare or education staff and the
parents.

SR

1++

H

D2

The effect of audit and feedback on childhood immunizations uptake rates found that audit
and feedback, alone or in combination with other interventions, were associated with
improvements in immunization rates. The effectiveness of A&F in adults may not however
be applicable to childhood vaccines.

SR

1+

M

D4

There is evidence to support immunization information system should be used to
ensure that a record of the immunization is available to the child’s regular medical
provider.

SR

1+

L

D6

There is strong evidence to support assessment and feedback of vaccination coverage
information to providers are effective in improving vaccination coverage.

SR

1+

M

D10

There is evidence to support quality improvement efforts, including repeated
measurement of immunization levels of an office practice’s 1- and 2-year-old
children, allow clinicians to objectively assess their effectiveness in vaccine
administration and evaluate the effectiveness of changes implemented to improve
practice wide immunization rates.

SR

1+

M

D10

Evidence statements

63

Study Quality

2009 NICE guidance recommends that there is an identified healthcare professional in the
PCT and every GP practice who is responsible – and provides leadership – for the local
childhood immunisation programme.

SR

1++

H

D2

2009 NICE guidance recommends that:
•
All staff involved in immunisation services are appropriately trained.
•
Health professionals who deliver vaccinations have received training that
complies with the ‘National minimum standard for immunisation training.
•
Health professionals working with children and young people have the
appropriate knowledge and skills to give advice on the benefits and risks of
immunisation.
•
Staff are appropriately trained to document vaccinations accurately in the
correct records.

SR

1++

H

D2

There is evidence to support requests for registered nurses, physician assistants, and
medical assistants to independently screen patients, identify opportunities for
immunization, and administer vaccines under physician supervision (where permissible
by local regulations) are effective at raising immunization rates.

SR

1+

M

D10

Evidence statements
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Evidence Stre ngth

Theme 12: Health professional interventions to improve rates of infant immunisation & vaccination

Study Quality

Ap pe n d ix ID

Study type

Evidence Strength

Theme 13: Green book interventions to improve rates of infant immunisation & vaccination

2009 NICE guidance recommends all staff involved in immunisation services for children
aged under 19 have access to the ‘Green book'. Also ensure updates to the childhood
immunisation programme and schedule are monitored and services adapted
appropriately.

SR

1++

H

D2

2009 NICE guidance recommends that any factors which may make it less likely that a
child aged less than 19 years will be up-to-date with vaccinations should be recorded in
their patient records and the personal child health record.

SR

1++

H

D2

Evidence statements

64

SR

1++

H

D2

2009 NICE guidance recommends that enough immunisation appointments are available
so that all local children under the age of 19 can receive the recommended vaccinations
on time.

SR

1++

H

D2

2009 NICE guidance recommends that children aged less than 19 years and their
parents know how to access immunisation services.

SR

1++

H

D2

2009 NICE guidance recommends that the age composition of the practice population
should be monitored so that there is enough capacity to provide timely immunisations.
Waiting lists are unacceptable.

SR

1++

H

D2

2009 NICE guidance recommends that for children and young people aged under 19
years, improve access to immunisation services for those with transport, language or
communication difficulties, and those with physical or learning disabilities.

SR

1++

H

D2

Study Quality

SR

1++

Ap pe n d ix ID

Study type

Theme 15: Hepatitis B vaccination interventions to improve rates of infant
immunisati
on &
vaccination

Appendix I D

Study Quality

2009 NICE guidance recommends that access to immunisation services should be
improved for children aged less than 19 by extending clinic times, ensuring children and
young people are seen promptly and by making sure clinics are child and family friendly.

Evidence statements

Evidence Strength

Study type

Evidence Stre ngth

Theme 14: Access and capacity to immunisation programmes to improve rates of infant
immunisation & vaccination

Evidence statements
2009 NICE guidance recommends that PCTs should have an identified person
responsible for coordinating the local hepatitis B vaccination programme for babies at
risk of hepatitis B infection.

65

H

D2

2009 NICE guidance recommends that babies born to hepatitis B-positive mothers
should be given the first dose of the vaccine promptly, whether they are delivered in
hospital or at home. They should then receive all other recommended doses, a blood
test to check for infection and, where appropriate, hepatitis B immunoglobulin, in line
with the ‘Green book

SR

1++

H

D2

Ap pe n d ix ID

Evidence Strength

Evidence statements

Study Quality

Study type

Theme 16: Lay health workers interventions to improve rates of infant immunisation & vaccination

There is evidence of moderate quality that Lay Health Workers can increase the
proportion of children with immunisation schedule up to date.

SR

1++

M

D9

There is evidence to support lay health workers increase the uptake of immunisation
coverage.

SR

1+

M

D5

66

4.6

Evidence of the effectiveness of interventions to achieve healthy weight during
childhood (addressing obese & underweight children)
4.6.1 The following evidence statements set out effective interventions that have been identified in the
scientific literature.

Study Quality

2008 NICE guidance recommends that professional bodies should ensure health
professionals should have the appropriate knowledge and skills to give advice on the
nutritional needs of women and the importance of a balanced diet before, during and after
pregnancy

SR

1++

H

E1

2008 NICE guidance recommends that professional bodies should ensure health
professionals are trained in strategies for changing people’s eating behaviour,
particularly by offering practical, food-based advice.

SR

1++

H

E1

There is evidence to support training for health professionals before intervention
delivery gives effective outcomes in treating childhood overweight or obesity (3 to
17 years old) in either a primary care setting or with the involvement of a primary
healthcare professional

SR

2++

M

E11

Evidence statements
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Study type

Evidence Stre ngth

Theme 1: Interventions to educate and train health professionals to achieve healthy
weight for children

2008 NICE guidance recommends that early in pregnancy, health professionals
should provide tailored information on the benefits of a healthy diet and practical
advice on how to eat healthily throughout pregnancy. The advice should include: eat
five portions of fruit and vegetables a day and one portion of oily fish (for example,
mackerel, sardines, pilchards, herring, trout or salmon) a week.
There is evidence that programs which offer additional support during pregnancy are
unlikely to prevent the pregnancy from resulting in a low birthweight or preterm
baby. Additional support was defined as some form of emotional support (e.g.,
counselling, reassurance, sympathetic listening) and information or advice or both,
either in home visits or during clinic appointments, and could include tangible
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Ap pe n d ix ID

Study Quality

2008 NICE guidance recommends that early in pregnancy, health professionals
(Midwives, obstetricians, GPs, health visitors and dieticians should discuss the
woman’s diet and eating habits and find out and address any concerns she may have
about her diet.

Study type

Evidence statements

Evidence Strength

Theme 2: Interventions to educate women during pregnancy to achieve healthy weight for children

SR

1++

H

E1

SR

1++

H

E1

SR

1++

H

E4

assistance to clinic appointments, assistance with care of other children at home).
2008 NICE guidance recommends that health professionals should advise
breastfeeding women that losing weight by eating healthily and taking regular
exercise will not affect the quantity or quality of their milk.

SR

1++

H

E1

Study Quality

Ap pe n d ix ID

Study type

Evidence Strength

Theme 3: Interventions that target pregnant women with a BMI over 30 to achieve healthy
weight for
children

SR

1++

H

E1

2008 NICE guidance recommends that health professionals (Obstetricians,
gynaecologists, GPs, midwives, health visitors, nurses, dieticians, those working in
contraceptive services or on weight management programmes) should provide
pregnant women who have a pre-pregnancy body mass index (BMI) over 30, and
those with a BMI over 30 who have a baby or who may become pregnant with a
structured programme that:
• Addresses the reasons why women may find it difficult to lose weight,
particularly after pregnancy.
• Is tailored to the needs of an individual or group.
• Combines advice on healthy eating and physical exercise (advising them to
take a brisk walk or other moderate exercise for at least 30 minutes on at
least 5 days of the week).
• Identifies and addresses individual barriers to change.
• Provides on-going support over a sufficient period of time to allow for
sustained lifestyle changes.

SR

1++

H

E1

2008 NICE guidance recommends that health professionals should refer pregnant women
with a BMI over 30 to a dietician for assessment and advice on healthy eating and
exercise. Do not recommend weight-loss during pregnancy.

SR

1++

H

E1

Evidence statements
2008 NICE guidance recommends that health professionals (Obstetricians,
gynaecologists, GPs, midwives, health visitors, nurses, dieticians, those working in
contraceptive services or on weight management programmes) should inform
pregnant women with a pre-pregnancy body mass index (BMI) over 30, and those
who have a baby or who may become pregnant with a BMI over 30, about the
increased risks this poses to themselves and their babies and encourage them to
lose weight before becoming pregnant or after pregnancy.

68

Theme 4: Interventions for individuals working with children up to 5 to achieve healthy
weight for children

•

•

Providing practical classroom-based activities.
Ensuring a variety of healthier choices are offered at mealtimes, and snacks
offered between meals are low in added sugar and salt (for example,
vegetables, fruit, milk, bread and sandwiches with savoury fillings).

SR

1++

H

E1

SR

1++

H

E1
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Study Quality

•

Study type

Evidence statements
2008 NICE guidance recommends that those working with infants and pre-school
children up to the age of 5 years (Teachers, teaching assistants, nursery nurses, homebased child carers and those working in pre-school day care settings such as nurseries,
crèches and playgroup) should implement a food policy which takes a ‘whole settings’
approach to healthy eating, so that foods and drinks made available during the day
reinforce teaching about healthy eating.
2008 NICE guidance recommends that those working with infants and pre-school
children up to the age of 5 years (Teachers, teaching assistants, nursery nurses, homebased child carers and those working in pre-school day care settings such as nurseries,
crèches and playgroup) should take every opportunity to encourage children to handle
and taste a wide range of foods that make up a healthy diet by:

Evidence Stre ngth

(Teachers, teaching assistants, nursery nurses, home-based child carers and those working in
preschool day care settings such as nurseries, crèches and playgroup)

Ensuring carers eat with children whenever possible.
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Study Quality

Ap pe n d ix ID

Study type

Evidence statements
2008 NICE guidance recommends that commissioning agencies, local authorities, local
strategic partnerships, voluntary agencies and local businesses that fund or provide
community projects, and public health nutritionists and dieticians should ensure that
parents of families with children aged up to 5 years (in receipt of Healthy Start
benefit) are offered practical support and advice on how to use the Healthy Start
vouchers to increase their intake of fruit and vegetables.
2008 NICE guidance recommends that commissioning agencies, local authorities, local
strategic partnerships, voluntary agencies and local businesses that fund or provide
community projects, and public health nutritionists and dieticians should help families
with children aged up to 5 years by ensuring that support is provided (both practical
and financial) to develop and maintain community-based initiatives which aim to
make a balanced diet more accessible to people on a low income. Examples include:
food cooperatives, ‘cook and eat’ clubs, ‘weaning parties’ and ‘baby cafes’.

Evidence Strength

Theme 5: Interventions for commissioners and organisations to achieve healthy weight for children

SR

1++

H

E1

SR

1++

H

E1

2008 NICE guidance recommends that commissioning agencies, local authorities, local
strategic partnerships, voluntary agencies and local businesses that fund or provide
community projects, and public health nutritionists and dieticians should help families with
children aged up to 5 years by work with local retailers to improve the way fresh fruit and
vegetables are displayed and promoted.

SR

1++

H

E1

2012 NICE guidance recommends that commissioners and organisations should ensure,
through the health and wellbeing board, a coherent, community-wide, multi- agency
approach is in place to address obesity prevention and management.

SR

1++

H

E2

2012 NICE guidance recommends that all clinical commissioning groups should be
encouraged to identify an obesity or public health lead to work with the public health
team on joint approaches to tackling obesity.

SR

1++

H

E2

SR

1++

H

E2

2012 NICE guidance recommends that commissioners should fund both targeted
and universal services that can help people achieve or maintain a healthy weight. The
specific package of services should be based on local needs, but should include both
'top-down' approaches such as planning cycle routes and food procurement
specifications and 'bottom-up' approaches such as running activities in local parks and
breastfeeding peer support (as appropriate).

SR

1++

H

E2

2012 NICE guidance recommends that local authority chief executive officers should
ensure there is an effective public health team in place to develop a coordinated
approach to the prevention of obesity. This should include:
• A director or lead public health consultant to provide strategic direction
• A senior coordinator who has dedicated time to support the director or
consultant in their work on obesity and oversee the local programme. The
coordinator should have:
• Specialist expertise in obesity prevention and community engagement
• The skills and experience to work across organisational boundaries

SR

1++

H

E2

2012 NICE guidance recommends that commissioners should focus on all of the
following areas (focusing on just one at the expense of others may reduce
effectiveness):
•
•
•

•
•
•

Raising awareness of the health problems caused by obesity and the benefits of
being a healthier weight among partners and the public
Training to meet the needs of staff and volunteers (prioritising those who are
working directly with local communities)
Influencing the wider determinants of health, including, for example, ensuring
access to affordable, healthier food and drinks, and green space and built
environments that encourage physical activity
Aiming activities at both adults and children in a broad range of settings
Providing lifestyle weight management services for adults, children and
families
Providing clinical services for treating obesity.
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Study Quality

SR

1++

H

E2

2012 NICE guidance recommends that coordinators should advise commissioners on
contracts that support the local obesity agenda to ensure a 'joined-up' approach. They
should encourage commissioners to promote better integration between providers
through the use of joint contracts and supply chain models that provide a range of
local options. The aim is to tackle the wider determinants of obesity and support local
people to make changes in their behaviour to prevent obesity.

SR

1++

H

E2

2012 NICE guidance recommends that directors of public health should ensure
coordinators engage frontline staff (such as health visitors, environmental health officers
and neighbourhood wardens) who can contribute to local action on obesity.

SR

1++

H

E2

2012 NICE guidance recommends that visible, strategic leadership to tackle obesity at
all levels and ensure an effective team is in place, should be undertaken by directors
of public health and public health teams, chairs of local health and wellbeing boards,
executive directors of local authority services, council leaders and elected members,
leaders of local voluntary and community organisations, clinical commissioning group
leads for obesity (where they exist),clinical commissioning representatives on local
health and wellbeing boards, local education and training boards.

SR

1++

H

E2

Evidence statements
2012 NICE guidance recommends that health and wellbeing boards should work with
partners to optimise the positive impact (and mitigate any adverse impacts) of local
policies on obesity levels. This includes strategies and policies that may have an indirect
impact, for example, those favouring car use over other modes of transport, or decisions
to remove park wardens, that affect people's use of parks.
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Study type

Evidence Stre ngth

Theme 6: Interventions across different management levels and organisations ('joined-up'
approach) to achieve healthy weight for children

Study Quality

Ap pe n d ix ID

Study type

Evidence Strength

Theme 7: Interventions for community and frontline staff to achieve healthy weight for children

Community 'health champions' (volunteering with community or voluntary
organisations) and other people who work directly with the community (such as
health trainers and community engagement teams) to encourage local participation
and support delivery of the programme.

SR

1++

H

E2

2012 NICE guidance recommends that the local coordinator and communications
leads should ensure information from monitoring and evaluation is accessible and
easy to use by everyone in the community, including those involved with obesity
prevention, local groups and networks, the media and the public. This includes
presenting information in accessible formats and different languages.

SR

1++

H

E2

Evidence statements

71

1++

H

E2

2012 NICE guidance recommends that directors of public health should ensure
frontline staff set aside dedicated time to deliver specific aspects of the obesity
agenda and receive training to improve their understanding of the needs of the local
community and improve their practical implementation skills.

SR

1++

H

E2

2012 NICE guidance recommends that coordinators and community engagement
workers should jointly plan how they will work with population groups, or in geographic
areas, with high levels of obesity. Plans should consider the motivations and
characteristics of the target groups, in relation to obesity. Coordinators should also map
where public, private, community and voluntary organisations are already working in
partnership to improve health or on other relevant issues.

SR

1++

H

E2

2012 NICE guidance recommends that coordinators, supported by the director of public
health, should encourage and support partnership working at both strategic and
operational levels. They should ensure partner organisations are clear about their
contribution and responsibilities. They should consider asking them to sign an agreement
that pledges specific relevant actions in the short and long term.

SR

1++

H

E2

SR

1++

Study type

Theme 8:
Interventions
for local
government
to achieve
healthy
weight for
children

Ap pe n d ix ID

SR

Study Quality
Evidence Strength

2012 NICE guidance recommends that public health teams should use community
engagement and capacity-building methods to identify, train, and provide resources to
networks of local people, champions and advocates who have the potential to coproduce
action on obesity as part of an integrated health and wellbeing strategy

Evidence statements
2012 NICE guidance recommends that local government communications leads
should ensure obesity prevention programmes are highly visible and easily
recognisable, and well communicated.

72

H

E2

Ap pe n d ix ID

Evidence Strength

Study Quality

Study type

Theme 9:
Interventions
that promote
physically
active
children to
achieve
healthy
weight for
children

Evidence statements
2009 NICE guidance recommends that Chairs of children’s trusts, Chairs of local
strategic partnerships, Chief executives of primary care trusts (PCTs), Directors of
children’s services, Directors of public health ensure the children and young people’s
plans, joint strategic needs assessments, local, development and planning
frameworks, sustainable community plans and strategies all explicitly address the
need for children and young people to be physically active.

SR

1+

H

E3

2009 NICE guidance recommends that Chairs of children’s trusts, Chairs of local
strategic partnerships, Chief executives of primary care trusts (PCTs), Directors of
children’s services, Directors of public health should ensure there is a coordinated local
strategy to increase physical activity among children and young people, their families
and carers. The strategy should help achieve local area agreement targets.

SR

1+

H

E3

2009 NICE guidance recommends that physical activity initiatives aimed at children and
young people are regularly evaluated. Evaluations should measure uptake among different
groups.

SR

1+

H

E3

2009 NICE guidance recommends the identification of a senior council member to be a
champion for children and young people’s physical activity.

SR

1+

H

E3

2009 NICE guidance recommends that directors of children’s services, directors of
leisure and cultural services, directors of planning and regeneration, Governors and
heads of schools and colleges, ensure physical activity facilities are suitable for
children and young people under 18 with different needs.

SR

1+

H

E3

2009 NICE guidance recommends that directors of children’s services, directors of
leisure and cultural services, directors of planning and regeneration, Governors and
heads of schools and colleges, office managers and other decision-makers involved
with buildings and outdoor spaces within the public, voluntary, community and
private sectors, planning and regeneration service managers and project managers
and representatives from crime and disorder reduction partnerships, should provide
children and young people with places and facilities (both indoors and outdoors)
where they feel safe taking part in physical activities.

SR

1+

H

E3

2009 NICE guidance recommends that directors of children’s services, directors of
leisure and cultural services, directors of planning and regeneration, Governors and
heads of schools and colleges, office managers and other decision-makers involved
with buildings and outdoor spaces within the public, voluntary, community and private
sectors, planning and regeneration service managers and project managers and
representatives from crime and disorder reduction partnerships, should actively
promote public parks and facilities as well as more non-traditional spaces (for example,
car parks outside working hours) as places where children and young people can be
physically active.

SR

1+

H

E3

73

2009 NICE guidance recommends that town planners should make provision for
children, young people and their families to be physically active in an urban setting.

SR

1+

H

E3

2009 NICE guidance recommends that directors of children’s services, directors of
leisure and cultural services, directors of planning and regeneration, Governors and
heads of schools and colleges, office managers and other decision-makers involved
with buildings and outdoor spaces within the public, voluntary, community and
private sectors, planning and regeneration service managers and project managers

SR

1+

H

E3

and those involved in developing the ‘Unitary development plan’ (UDP) or other
strategic planning documents, and representatives from crime and disorder reduction
partnerships, should ensure the spaces and facilities used for physical activity meet
recommended safety standards for design, installation and maintenance. For
example, outdoor play areas should have areas of shade from the sun and sheltered
areas where children can play to reduce the impact of adverse weather.
Employers or supervisors of people who provide programmes or opportunities for
children and young people aged 18 and under to be physically active should ensure
informal and formal physical activity sessions for children and young people (including
play) are led by staff or volunteers who have achieved the relevant sector standards
or qualifications for working with children. This includes the requirements for child
protection, health and safety, equality and diversity.

SR

1+

H

E3

Employers or supervisors of people who provide programmes or opportunities for
children and young people aged 18 and under to be physically active should ensure
staff and volunteers have the skills (including interpersonal skills) to design, plan and
deliver physical activity sessions (including active play sessions) that meet children
and young people’s different needs and abilities. Those leading activities should
make them enjoyable. The leaders should also be inspiring. They should raise
children and young people’s aspirations about what they can participate in – and the
level of ability they can achieve. In addition, leaders should help foster children and
young people’s personal development.

SR

1+

H

E3

Employers or supervisors of people who provide programmes or opportunities for
children and young people aged 18 and under to be physically active should use
community networks and partnerships to encourage, develop and support local
communities and volunteers involved in providing physical activities for children
and young people

SR

1+

H

E3

Employers or supervisors of people who provide programmes or opportunities for children
and young people aged 18 and under to be physically active should provide regular and
relevant development opportunities for employees and volunteers. The impact on
practitioner performance and on children and young people’s experiences should be
monitored.

SR

1+

H

E3

Education and training organisations should establish continuing professional
development (CPD) programmes for people involved in organising and running formal
and informal physical activities. The education and training should enable them to:
•
Give children and young people information and advice on physical activity,
taking into account their needs (for example, their developmental age, physical
ability and any medical conditions they may have)
•
Give children and young people confidence in their own abilities and motivate
them to be physically active (this includes encouraging them to set goals, where
appropriate)
•
Understand the practical issues and problems that may discourage families or
groups of children and young people from getting involved. (This may include, for
example, time constraints, access issues – including accessibility for those with a
disability – and the cultural appropriateness of activities)
•
Develop and foster partnership working and get the local community
involved.

SR

1+

H

E3

Public, voluntary, community and private sector managers and decision-makers
responsible for – or able to influence – opportunities for children to be physically
active should ensure opportunities, facilities and equipment are available to encourage
children to develop movement skills, regardless of their ability or disability

SR

1+

H

E3

Public, voluntary, community and private sector managers and decision-makers
responsible for – or able to influence – opportunities for children to be physically

SR

1+

H

E3
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active should provide children with access to environments that stimulate their need to
explore and which safely challenge them. (Examples include adventure playgrounds,
parks, woodland, common land or fun trails.) Also provide them with the necessary
equipment. The aim is to develop their risk awareness and an understanding of their
own abilities as necessary life skills.
Public, voluntary, community and private sector managers and decision-makers
responsible for – or able to influence – opportunities for children to be physically
active should ensure children have the opportunity to explore a range of physical
activities to help them identify those they can enjoy by themselves and those they
can do with friends and family.

SR

1+

H

E3

Public, voluntary, community and private sector managers and decision-makers
responsible for – or able to influence – opportunities for children to be physically
active should provide daily opportunities for participation in physically active play by
providing guidance and support, equipment and facilities. Keep children motivated to
be physically active by updating and varying the way physical activities are delivered
(including the resources and environments used).

SR

1+

H

E3

Children’s centre staff, early years providers such as playgroup (crèche) leaders and
child minders, and parents and carers should provide a range of indoor and outdoor
physical activities for children on a daily basis, including opportunities for unstructured,
spontaneous play.

SR

1+

H

E3

Children’s centre staff, early years providers such as playgroup (crèche) leaders and
child minders, and parents and carers should provide physical activity opportunities
at intervals throughout the day in pre-school establishments; during playtimes and
lunch breaks at school; as part of extra-curricular and extended school provision; and
during leisure time (including weekends and holidays) in wider community settings
and the private sector.

SR

1+

H

E3

There is evidence that physical activity interventions have little effect on the overall
activity levels of children.

MA

1+

M

E5

There is evidence that with small to negligible increases in children’s total activity
volume, with small improvements in the time spent in moderate or vigorous intensity
activities (~4 minutes more walking or running per day), the clinical effect of which is
likely to be minimal (for example, ~2 mm in waist circumference or ~0.06 mm Hg in
systolic blood pressure).

MA

1+

M

E5

There is evidence that on weekends, the focus should be on increasing the level of
physical activity.

SR

2++

M

E8
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Study Quality

Children’s centre staff, early years providers such as playgroup (crèche) leaders and
child minders, and parents and carers should tailor activities according to the child’s
developmental age and physical ability. Ensure they are inclusive, progressive and
enjoyable. The activities should develop the child’s movement skills (such as
crawling, running, hopping, skipping, climbing, throwing, catching and kicking a ball).
Children should also experience more advanced activities such as swimming, cycling,
playing football and dancing.

SR

1+

H

E3

Children’s centre staff, early years providers such as playgroup (crèche) leaders and
child minders, and parents and carers should help children identify activities they can
enjoy by themselves and those they can enjoy with their friends and families.

SR

1+

H

E3

Evidence statements

Appendix I D

Study type

Evidence Strength

Theme 10: Interventions that tailor activities to the child’s developmental age and physical
ability to achieve healthy weight for children

1+

1+

1+

76

M

AppendixID

Study Quality

There is evidence that trials of exclusively overweight/obese participants tended to be
MA
slightly more effective at increasing total activity than did those that recruited
children from all body mass index categories.

Evidence statements

Evidence Strength

Study type

Theme 11: Interventions targeting overweight/obese children to achieve healthy weight for children

E5

There is evidence that in general populations of children and adults the effectiveness
of promoting healthy weight is limited.

SR

2++

M

Appendix I D

Evidence statements

Study Quality
Evidence Strength

Study type

Theme 12: Promoting healthy weight to achieve healthy weight for children

E6

Evidence Strength

Appendix ID

There is evidence that in general populations of children and adults all studies should
report both BMI and %BF and present outcome estimates with a measure of variation
derived from ANCOVA or equivalent approaches so imputation can be avoided. These
outcome estimates should also be reported separately for each sex.

Study Quality

Evidence statements

Study type

Theme 13: Measurements to monitor child weight to achieve healthy weight for children

SR

2++

M

E6

Study Quality

Ap pe n d ix ID

Study type

Evidence Strength

Theme 14: Interventions targeting sedentary behaviour to achieve healthy weight for children

There is evidence that in order to improve a healthy weight among children and
adolescents, aiming to prevent excessive sedentary behaviour in the general
population, e.g. school settings, may be part of an effective approach.

MA

1+

M

E7

There is evidence that interventions in the school and general population setting aiming
to reduce only sedentary behaviour in normal weight children or adolescents (0–18years)
can result in significant decreases in sedentary behaviour.

MA

1+

M

E7

There is evidence that interventions in the school and general population setting in
normal weight children or adolescents (0–18years) targeting multiple health behaviours
can result in significant decreases in sedentary behaviour.

MA

1+

M

E7

There is evidence that in the school and general population setting in normal weight
children or adolescents (0–18years) there are no significant differences in the effects on
sedentary behaviour or BMI between single health behaviour interventions and multiple
health behaviour interventions.

MA

1+

M

E7

Evidence statements
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There is evidence that especially on weekdays, there should be a focus on maintaining the
level of physical activity and decreasing the level of sedentary behaviour.

SR

2++

M

E8

There is evidence that strategies aiming to influence EBRBs (energy balance-related
behaviour) in 4–6 year olds should target both boys and girls, all ethnic groups, and
parents of both low and high SES (socioeconomic status).

2++

M

Appendix I D

Study Quality

SR

Evidence statements

Evidence Stre ngth

Study type

Theme 15: Interventions targeting different child demographics to achieve healthy weight for children

E8

There is evidence that targeting television viewing and the consumption of food (fruit and
vegetables, snacks) and sweet beverages could be an aim of the intervention
because when television viewing could be restricted, there will possibly be a decrease
in the consumption of snacks and sweet beverages.

2++

M

Appendix ID

Study Quality

SR

Evidence statements

Evidence Stre ngth

Study type

Theme 16: Interventions targeting television to achieve healthy weight for children

E8

78

Evidence Strength

Ap pe n d ix ID

There is evidence that in general populations of children and adults multi-component
interventions in schools and encouraging reduced children’s television viewing are
promising strategies.

Study Quality

Evidence statements

Study type

Theme 17: Multicomponent interventions to achieve healthy weight for children

SR

2++

M

E6

Appendix I D
E9

SR

2++

M

E9

There is evidence that in children of 9 months to 13 years old parental influence
will decrease with advancing age of their children, which makes it more difficult to
intervene with these types of interventions on older adolescents.

SR

2++

M

E9

There is evidence that in children of 9 months to 13 years old interventions
combining general parenting components with lifestyle components may lead to
better results than interventions focusing exclusively on general parenting.

SR

2++

M

E9

There is evidence that in children of 9 months to 13 years old the promotion
of authoritative parenting is a valuable addition to childhood obesity

SR

2++

M

E9

There is evidence that parental involvement contributes to the success of
such interventions.

SR

2++

M

E12

There is evidence that in children of 9 months to 13 years old changes in
general parenting may have a potentially large public health effect
There is evidence that general parenting interventions are especially effective
in younger children.

Study type

Study Quality

Theme 19:
Interventions
promoting
family meals
to achieve
healthy
weight for
children

Ap pe n d ix ID

M

Evidence statements

Evidence Strength

2++

Study Quality

SR

Study type

Evidence Stre ngth

Theme 18: Parenting interventions to achieve healthy weight for children

MA

2++

M

E10

There is evidence that children and adolescents between 2 –17 years who share
family meals 3 or more times per week are more likely to be in a normal weight
range and have healthier dietary and eating patterns than those who share fewer
than 3 family meals together.

MA

2++

M

E10

There is evidence that for children and adolescents between 2 –17 years who share
family meals 3 or more times per week are less likely to engage in disordered eating.

MA

2++

M

E10

Evidence statements
There is evidence that for children and adolescents between 2 –17 years the
frequency of shared family meals is significantly related to nutritional health
in children and adolescents.
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There is evidence that for children and adolescents between 2 –17years
educational and public health initiatives aimed at promoting shared mealtimes
may improve nutritional health of children and adolescents.

MA

2++

M

E10

There is evidence that for children and adolescents between 2 –17 years clinicians
may advise their patients about the benefits of sharing 3 or more family mealtimes
per week

MA

2++

M

E10

Study Quality

There is evidence that behaviour change options (including healthy diet, activity and
sedentary behaviour); gives effective outcomes in treating childhood overweight or obesity
(3 to 17 years old) in either a primary care setting or with the involvement of a primary
healthcare professional

SR

2++

M

E11

There is evidence that effecting behaviour change via a combination of counselling,
education, written resources, support and motivation gives effective outcomes in
treating childhood overweight or obesity (3 to 17 years old) in either a primary care
setting or with the involvement of a primary healthcare professional.

SR

2++

M

E11

There is evidence that tailoring intensity according to whether behavioural,
anthropometric or metabolic changes are the priority gives effective outcomes in
treating childhood overweight or obesity (3 to 17 years old) in either a primary care
setting or with the involvement of a primary healthcare professional.

SR

2++

M

E11

Evidence statements

Appendix I D

Study type

Evidence Stre ngth

Theme 20: Primary care interventions to achieve healthy weight for children

Study Quality

There is evidence that child and adolescent weight-related health behaviours along with
the associated health consequences typically persist into adulthood.

SR

2++

M

E12

There is evidence that the success of children's and adolescents' weight-related
health behaviour interventions is critical to reducing the incidence of health risks for
individuals.

SR

2++

M

E12

Evidence statements

Appendix ID

Study type

Evidence Strength

Theme 21: The persistence of weight-related health behaviours into adulthood

Study Quality

Ap pe n d ix ID

Study type

Evidence Strength

Theme 22: The cost effectiveness of interventions to achieve healthy weight for children

There is evidence that interventions to treat childhood obesity are potentially cost
effective.

SR

1+

M

E13

There is evidence that cost savings and health benefits may not appear until the sixth or
seventh decade of life.

SR

1+

M

E13

Evidence statements
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5.

Appendix 1: Search Terms

5.1

General approach
5.1.1

5.1.2

5.1.3

As this review does not follow a full systematic approach an exhaustive list of search terms has
not been used. The review has taken a more iterative approach. Stage one used search terms
based on the topic titles. Stage two expanded this list base on key terms used in the literature
identified during Stage one. The sections below list the search terms used in the literature
review.
Medical Subject Headings (MeSH) are a system used by the U.S. National Library of Medicine to
give uniformity and consistency to the indexing and cataloguing of biomedical literature9 . Terms
are arranged in a hierarchical manner called a MeSH Tree Structure. MeSH is an effective means
of identifying the most appropriate search terms to use, particularly when accessing
MEDLINE/PubMed.
In addition to the MeSHs, other subsidiary search terms based on the project scope were used to
refine results. These search terms were limited to titles and abstracts.

Table 5.1: Search Term Key
MeSH
ti
ab
pt
*
5.1.4

=
=
=
=
=

Medical Subject Heading
title
abstract
publication type
truncation

The following publication filters were used:

•

Publication data range of 2003 - 2013 (i.e. the last 10 years)

•

English language

•

Human species studies

•

Where abstracts available

•

Where full text available

5.1.5

5.1.6

5.2

The review used a pragmatic approach to identify the most relevant sources using combinations
of MeSH terms, subsidiary search terms and publication filters. The review did not exhaustively applying
ever combination of search terms and filters.
N.B. The terms ‘health’ and ‘social care’ are too broad to be used in the search strategy; however
search results will include all relevant publications that fall within both these fields. The short listing of
publications for inclusion within the review aims to include relevant evidence on ‘social care’ where it
exists.

Search terms:
Study
a

common to all

Systematic review

ti,ab

9 See http://www.nlm.nih.gov/mesh/2012/mesh browser/MBrowser.html
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b
c
Filter
d
e
f

Review

pt
pt

Meta analysis
English language
Human
"2003/01/01 - 2013/01/01"

language
filter
date - publication

((("systematic review"[Title/Abstract]) OR "review"[Publication Type]) OR "meta analysis"[Publication
Type])
(("english"[Language]) AND "humans"[Filter]) AND ("2003/01/01"[Date - Publication] :
"3000"[Date - Publication])

5.3

Search terms:

Interventions to support smoking cessation during pregnancy

Intervention / Outcome
1
Smoking Cessation
2
Tobacco Use Cessation
3
Tobacco Use Cessation Products
4
Smok*
5
Tobacco
6
Second hand smok*
7
Quit
8
Stop
Population
9
Pregnancy
10
Prenatal care
11
Pregnan*
12
Fetus
13
Foetus
14
Pre natal
15
Prenatal
PubMed Search string
Study:
Filter:
Intervention / Outcome:
Population:
Hits
28

5.4

Search terms:
continuation

MeSH
MeSH
MeSH
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
MeSH
MeSH
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab

(a OR b OR c ) AND
(d AND e AND f) AND
((1 OR 2 OR 3) OR ((4 OR 5 OR 6) AND (7 OR 8))) AND
(9 OR 10 OR 11 OR 12 OR 13 OR 14 OR 15)

Interventions to support breastfeeding initiation and

Intervention / Outcome
1
Breast feeding
2
Breastfeeding

MeSH
ti,ab
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3
4
5
6
7
8
9

Lactation
Milk, Human
Nursing
Initiat*
Continu*
Breast feed*
Breastfeed*

Population
10
Mothers
11
Infant
12
Baby
13
Babies
14
Neonate
PubMed Search string
Study:
Filter:
Intervention / Outcome:
Population:
Hits
338

5.5

MeSH
MeSH
ti,ab
ti,ab
ti,ab
ti
ti
MeSH
MeSH
ti,ab
ti,ab
ti,ab
(a OR b OR c) AND
(d AND e AND f) AND
(1 OR 2 OR 3 OR 4) OR (4 AND 5) OR ((1 OR 2) AND (6 OR 7)) AND
(10 OR 11 OR 12 OR 13 OR 14) AND (8 OR 9)

Search terms:
Interventions to support parents of babies with special
educational needs/ disabilities
Intervention / Outcome
1
Special educational need*
2
Learning
3
Sensory
4
Physical
5
Mental
6
Communication
7
Education
8
Emotional
9
Behaviour*
10
Behavior*
11
Disabilit*
12
Need
13
Difficulty
14
Handicap
15
Impairment
16
Education, Special
17
Intellectual disability
18
Dyslexia
Population
19
Child
20
Infant
21
Bab*
22
23
24

ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
MeSH
MeSH
MeSH
MeSH
MeSH
ti,ab

Neonate
Toddler
Parents

ti,ab
ti,ab
MeSH
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25
26
27
28

Carer

ti,ab
ti,ab
ti,ab
ti

Care giver
Caregiver
Parent*

PubMed Search string
Study:
Filter:
Intervention / Outcome:

Population:
Hits
165

5.6

Search terms:
vaccination

(a OR b OR c ) AND
(d AND e AND f) AND
(1 OR 16 OR 17 OR 18) OR ((2 AND (9 OR 10 OR 11 OR 12 OR 13 OR 14 OR
15)) OR (3 AND (9 OR 10 OR 11 OR 12 OR 13 OR 14 OR 15)) OR (4 AND (9
OR 10 OR 11 OR 12 OR 13 OR 14 OR 15)) OR (5 AND (9 OR 10 OR 11 OR 12
OR 13 OR 14 OR 15)) OR (6 AND (9 OR 10 OR 11 OR 12 OR 13 OR 14 OR
15)) OR (7 AND (9 OR 10 OR 11 OR 12 OR 13 OR 14 OR 15)) OR (8 AND (9
OR 10 OR 11 OR 12 OR 13 OR 14 OR 15)))
(19 OR 20 OR 21 OR 22 OR 23 OR 24 OR 25 OR 26 OR 27) AND (28)

Interventions to improve rates of infant immunisation &

Intervention / Outcome
1
Immunisation
2
Immunization
3
Vaccination
Population
4
Child
5
Infant
6
Bab*
7
Neonate
8
Toddler
PubMed Search string
Study:
Filter:
Intervention / Outcome:
Population:
Hits
409

5.7

ti
ti
ti
MeSH
MeSH
ti,ab
ti,ab
ti,ab
(a
(d
(1
(4

OR b OR c ) AND
AND e AND f) AND (meta-analysis OR systematic reviews)
OR 2 OR 3) AND
OR 5 OR 6 OR 7 OR 8)

Search terms:
Interventions to achieve healthy weight during
childhood (addressing obese & underweight children)
Intervention / Outcome
1
Obesity
2
Nutrition
3
Diet
4
Food
5
Weight
6
Low weight
7
Under weight

MeSH
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
ti,ab
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8
Underweight
9
Over weight
10
Overweight
Population
11
Child
12
Infant
13
Bab*
14
Neonate

ti,ab
ti,ab
ti,ab

15
Toddler
16
Parent
PubMed Search string
Study:
Filter:

ti,ab
ti,ab

Intervention
Population:
Hits
630

/ Outcome:

MeSH
MeSH
ti,ab
ti,ab

(a OR b OR c ) AND
(d AND e AND f) AND (Infant: birth-23 months, Child: birth-18 years)
(1 OR 2 OR 3 OR 4 OR 5 OR 6 OR 7 OR 8 OR 9 OR 10) AND
(11 OR 12 OR 13 OR 14 OR 15 OR 16)
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6.

Appendix 2: Tabulated Results: Systematic reviews and Metaanalyses

6.1

Sub-topic: Interventions to support smoking cessation during pregnancy
Search record
6.1.1

8 publications met the search criteria.

Full Tabulated results
The following data forms present the detailed systematic review and meta-analysis findings of the
literature review. For further information on: ‘type of evidence’, ‘quality of study’ and ‘strength of
evidence’ see the methods statement on evidence classification (Section 3.4). Summary results are
provided in the results section (Section 4). Results are presented chronologically starting with the
most recent.
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ID
Citation
Web link
Type of
evidence
Quality of
study
Evidence
statements
(note
population,
interventio
n and
outcomes)

A1
NHS - NICE - June 2010 – How to stop smoking in pregnancy and following childbirth. NICE
public health guidance 26: Quitting smoking in pregnancy and following childbirth
http://www.nice.org.uk/nicemedia/live/13023/49345/49345.pdf
June 2010
Systematic review
Publication
Date
UK
Region
1++ (high quality MA; or SR of RCTs; or RCT with very
low bias risk)
High
2010 NICE guidance recommends that midwives
Strength of
identify pregnant women who smoke through
evidence
discussion and the use of CO tests.
2010 NICE guidance recommends that midwives
provide information in a variety of formats to
pregnant women who smoke about the risks to the
unborn child of smoking when pregnant and the
hazards of exposure to second-hand smoke for both
mother and baby.

High

2010 NICE guidance recommends that midwives refer
all pregnant women who smoke, have stopped
smoking within the last 2 weeks, or have a CO reading
of 7 ppm or above to NHS Stop Smoking Services and
given the NHS Pregnancy Smoking Helpline number
and local number when available.

High

2010 NICE guidance recommends that midwives
check if referral was taken up at the next
appointment and if not offer another referral to NHS
Stop Smoking Services

High

2010 NICE guidance recommends that midwives
identify if anyone in the household smoke and if so
suggest they contact the NHS stop smoking services.
2010 NICE guidance recommends that those
responsible for providing health and support services
for the target group of women

High

High

Identify pregnant women who smoke,
Provide information about the risks of smoking
Refer them to NHS Stop Smoking Services.
Give the NHS Pregnancy Smoking Helpline number
and local number when available.
2010 NICE guidance recommends NHS Stop Smoking
Services specialist advisers:
Telephone all women who have been referred for
help and attempt to see those who cannot be
contacted by telephone.
Address any factors which prevent the women from
using smoking cessation services.
Provide structured self-help materials via the
telephone helpline If women are reluctant to attend
the clinic or support.
Send information on smoking and pregnancy to those
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High

who opt out during the initial telephone call.
2010 NICE guidance recommends that the following
interventions are effective in helping women who are
pregnant to quit smoking:

High

cognitive behaviour therapy
motivational interviewing
structured self-help and support from NHS Stop
Smoking Services.
2010 NICE guidance recommends that the provision
of incentives to quit has been effective in other
countries in helping women who are pregnant to quit
smoking (research is required to see whether it would
work in the UK).

High

2010 NICE guidance recommends that interventions
using a ‘stages of change’ approach have had mixed
success and that giving pregnant women feedback on
the effects of smoking on the unborn child and on their
own health is not effective.

High

2010 NICE guidance recommends that NHS Stop
Smoking Services specialist advisers during the face to
face meeting should:

High

Discuss how many cigarettes the woman smokes and
how frequently.
Determine if anyone else in the household smokes
Provide information about the risks of smoking and
encourage those who smoke to quit.
Provide the woman with intensive and ongoing support
(brief interventions alone are unlikely to be sufficient)
throughout pregnancy and beyond. This includes
regularly monitoring her smoking status using CO
tests. The latter may encourage her to try to quit –
and can also be a useful way of providing positive
feedback once a quit attempt has been made.
Biochemically validate that the woman has quit on the
date she set and 4 weeks after. Where possible, use
urine or saliva cotinine tests, as these are more
accurate than CO tests and can detect exposure over
the past few days rather than hours.
If the woman says that she has stopped smoking, but
the CO test reading is higher than 10 ppm, advise her
about possible CO poisoning. (it is more likely that
she is still smoking and any further questions must be
phrased sensitively to encourage a frank discussion.)
Establish links with contraceptive services, fertility
clinics and ante- and postnatal services so that
everyone working in those organisations knows about
local NHS Stop Smoking Services. Ensure they
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understand what these services offer and how to
refer people to them.
2010 NICE guidance recommends that there is
mixed evidence on the effectiveness of NRT in
helping women to stop smoking during pregnancy.
The most robust trial to date has found no evidence
that it is effective (or that it affects the child’s birth
weight). In addition, there are insufficient data to
form a judgement about whether or not NRT has
any impact on the likelihood that a child will need
special care or will be stillborn.

High

2010 NICE guidance recommends that the NHS Stop
Smoking Services discuss the risks and benefits of
NRT with pregnant women who smoke, particularly
those who do not wish to accept other help from NHS
Stop Smoking Services. Use only if smoking cessation
without NRT fails. If they express a clear wish to
receive NRT, use professional judgement when
deciding whether to offer a prescription. Only
prescribe NRT for use once they have stopped
smoking. Advise pregnant women who are using
nicotine patches to remove them before going to
bed. Neither varenicline or bupropion should be
offered to pregnant or breastfeeding women.

High

2010 NICE guidance recommends that NHS Stop
Smoking Services are delivered in an impartial,
sensitive, client-centred manner. They should take
into account factors such as age, ethnicity, culture
and language. Ensure services are tailored to meet
individual needs and take place at times and in
locations that make them easily accessible.
Collaborate with the family nurse partnership pilot
and other outreach schemes to identify additional
opportunities for providing intensive and ongoing
support, and work in partnership with agencies that
support women who have complex social and
emotional needs.

High

2010 NICE guidance recommends that NHS Stop
Smoking Services:

High

Identify partners that smoke and provide clear advice
about the danger that other people’s tobacco smoke
poses to the pregnant woman and to the baby – before
and after birth.
Recommend not smoking around the pregnant woman,
mother or baby including not smoking in the house or
car.
Offer partners who smoke help to stop using a multicomponent intervention that comprises three or more
elements and multiple contacts.
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Choose an appropriate medication for the partner
that seems most likely to succeed.
2010 NICE guidance recommends that:

High

All midwives who deliver intensive stop-smoking
interventions are trained to the same standard as NHS
stop-smoking advisers. They should also be provided with
additional, specialised training and offered ongoing
support and training updates.
All midwives who are not specialist stop-smoking
advisers are trained to assess and record people’s
smoking status and their readiness to quit. They
should also know about the health risks of smoking
and the benefits of quitting – and understand why it
can be difficult to stop. In addition, they should know
about the treatments that can help people to quit and
use these skills to initiate a referral to NHS Stop
Smoking Services.
Ensure midwives and NHS stop-smoking specialist
advisers who work with pregnant women know how
to ask questions in such a way that encourages
them to be open about their smoking, recommend
quitting rather than cutting down and have received
accredited training in the use of CO monitors.
Ensure brief stop-smoking interventions and intensive
one-to-one and group support to stop are
incorporated into pre- and post-registration midwifery
training and midwives’ continuing professional
development, as appropriate.
Ensure all healthcare and other professionals who work
with the target group are trained in the same skills –
and to the same standard – as those required of
midwives who are not specialist smoking cessation
advisers. That they know what support local NHS
Stop Smoking Services offer and how to refer the
women being targeted. Understand the impact that
smoking can have on a woman and her unborn child
and understand the dangers of exposing a pregnant
woman and her unborn child – and other children – to
second-hand smoke.
Other
comments

Helping pregnant women who smoke to quit involves communicating in a sensitive, clientcentred manner, particularly as some pregnant women find it difficult to say that they
smoke. Such an approach is important to reduce the likelihood that some of them may miss out
on the opportunity to get help.

Research Questions
Within a UK context, are incentives an acceptable, effective and cost-effective way to help
women who smoke to quit the habit when they are pregnant or after they have recently
given birth? Compared with current services, do they attract more women who smoke, do
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they lead to more of them completing the stop-smoking programme and do more of them quit
for good? What level and type of incentive works best and are there any unintended
consequences?
What are the most effective and cost-effective ways of preventing women who have quit
smoking from relapsing, either during pregnancy or following childbirth?
What factors explain why some women who become pregnant spontaneously quit smoking? How
do social factors (such as the smoking status of friends and family) affect any spontaneous or
assisted attempt to quit smoking?
4. How can more women (including teenagers) who smoke and are pregnant or who have
recently given birth be encouraged to use stop-smoking services?
5. Within a UK context, which types of self-help materials (including new media) help women
who smoke to quit when they are pregnant or after they have recently given birth?
6. What are the most effective and cost-effective ways of helping particular groups of
people who smoke to stop around the time of pregnancy? These groups include the
partners of pregnant women, pregnant teenagers and pregnant women who live in difficult
circumstances.
PHIAC recognised that many of the women most likely to smoke during pregnancy live in
circumstances which make it difficult for them to quit the habit. It believes that strategies which
seek to address the wider socioeconomic factors linked to smoking would increase their
chances of success.
3.2 The role of the family is important. The attitude of the family, including the woman’s
partner, towards smoking can have an effect on her smoking behaviour (and her health, if
they smoke).
3.3 A range of effective interventions and services, such as NHS Stop Smoking Services, are
available to help people quit smoking. Nevertheless, only a small number of women take up
the offer of help during pregnancy or after childbirth. PHIAC believes a range of local
approaches are needed to increase the number of these women who are referred to the
services and who receive help.
3.4 PHIAC noted that the smoking, nicotine and pregnancy (SNAP) randomised control trial is
currently testing the efficacy and safety of using nicotine patches with pregnant women. The
results are due in 2011.
3.5 In studies, biochemical measures of carbon monoxide (CO) levels showed that women
who said they had reduced the amount they smoked during pregnancy did not necessarily
reduce their exposure to toxins. Additional evidence highlights the importance for a woman
who is pregnant to quit smoking altogether – rather than just cutting down. This includes
research showing that children are more likely to take up the habit if their parents smoke
and data on the damage – for both mother and child – associated with continued exposure
to second-hand smoke.
3.6 Women who are pregnant may receive mixed messages from health professionals about the
benefits of cutting down as opposed to quitting smoking altogether.
3.7 US-based trials show that financial incentives are an effective way to encourage women who
are pregnant to quit smoking. However, rigorous UK-based research is needed to take account of
any cultural differences. The committee acknowledge that there is a need to
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avoid a proliferation of local evaluations which may be insufficiently powered or
inappropriately designed to determine whether or not incentives are effective
3.8 PHIAC was concerned to ensure health professionals in contact with pregnant women who
smoke are not put off if their first offer of help to quit smoking is refused. As a result, the
recommendations emphasise the importance of offering help to stop smoking throughout the
pregnancy and beyond.
3.9 Professional barriers to tackling smoking among women who are pregnant or who have
recently given birth include: lack of time, lack of resources and concern about jeopardising the
professional relationship with the client. PHIAC believed that these issues can be addressed by
referring the women for specialist help as part of normal practice.
3.10 Although many women quit smoking during their pregnancy, relapse rates are high and most
start smoking again within 6 months of giving birth. PHIAC noted that the types of interventions
that had been studied had not been effective in preventing relapse.
3.11 None of the studies of women who were pregnant included household members other than
the partner (that is, the expectant father).
3.12 PHIAC acknowledged that encouraging practitioners to refer all pregnant women who smoke
– even those who are currently unwilling to consider quitting – may create a need for additional
stop-smoking resources. It also acknowledged that initially, at least, this may also lead to lower
success rates. Nevertheless, the committee believed that higher referral rates are important in
tackling smoking in pregnancy.
3.13 The cost-effectiveness model showed that interventions to encourage women who are
pregnant to quit smoking were cost effective (in the main, they were more effective and less
costly than not intervening). However, due to insufficient data, not all the effects of smoking
during pregnancy were modelled. For instance, the model did not include the impact on
subsequent infant morbidity and quality of life or healthcare costs for children aged over 5 years.
If these factors had been included in the analysis, PHIAC believes the interventions would have
probably been even more cost effective.
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There are a few studies demonstrating the effects of
nicotine on the fetus and these suggest that nicotine
is a fetal toxin (Dempsey 2001). Also, nicotine crosses
the placenta and accumulates in the developing fetus
(Maritz 2009;Rore 2008) causing concerns about both
shorttermeffects on newborns (Gaither 2009) and
longer-termimpacts on infants (Bruin 2010).
However, as tobacco smoke contains nicotine plus
many other toxins and NRT delivers nicotine alone,
there is a consensus amongst experts that maternal
use of NRT in pregnancy should be safer for the fetus
than continued smoking (Benowitz 2000); though
currently, there is insufficient research evidence to
support this view.

Other
comments

1+ (well-conducted MA, SR, or RCTs with a low
risk of bias)

Publication
Date
Region

Strength of
evidence

July 2012
International western style
countries
High

There are insufficient studies investigating the fetal
impacts of either bupropion or varenicline use in
pregnancy to draw any conclusions about the safety
of using either.

High

There is insufficient evidence to draw conclusions on
the efficacy or safety of adding NRT to behavioural
support for smoking cessation in pregnancy;
however, there are statistically non-significant
findings which suggest that, with more research
evidence it could prove to be so.

High

There are no studies on the efficacy or safety of
adding either varenicline or bupropion to behavioural
support for smoking cessation in pregnancy and
neither can be recommended for use in pregnancy.

High

There was no statistically significant evidence that
NRT was effective as compared to placebo/control
when used for smoking cessation in pregnancy

High

Six included studies and 1745 participants

93

ID
Citation

A3
Tim Coleman1, Catherine Chamberlain2, Sue Cooper1 & Jo Leonardi-Bee3
Efficacy and safety of nicotine replacement therapy for smoking cessation in pregnancy:
systematic review and meta-analysisadd_3179 52..61

Web link
Type of
evidence

Click here to enter text.
Systematic review

Quality of
study

1+ (well-conducted MA, SR, or RCTs with a low risk of
bias)

Evidence
statements
(note
population,
interventio
n and
outcomes)

There is currently insufficient evidence to
demonstrate that NRT, used by pregnant women for
smoking cessation, is either effective or safe.

Publication
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evidence

November 2010
International western style
countries
High

Although birth outcomes were generally better
among those infants born to women who had used
NRT, none of these observed differences reached
statistical significance.

High

The general trend of the safety analyses was for
birth outcomes to be more favourable in infants born
to women who had been allocated NRT; this trend
was found for five of seven outcomes and only
miscarriages were more prevalent among women
given NRT. However, none of these findings were
statistically significant

High

N/A
N/A
N/A
N/A
Other
comments

A total of 5 included trials which enrolled a total of 695 pregnant smokers
1 study identified from searches April 2008 to August 2009 4 studies identified from previous
Cochrane review.

Declarations of interest:
Within the last 5 years, Tim Coleman has been paid for consultancy work by Johnson and
Johnson and Pierre Fabre Laboratories (manufacturers of nicotine replacement therapy).
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1+ (well-conducted MA, SR, or RCTs with a low risk of
bias)
Behavioural intervention programs included multimedia education campaigns, telephone quit lines,
financial incentives, and biomarker feedback achieve a
very modest success rate

Publication
Date
Region

Strength of
evidence

April 2011
International western style
countries
High

It is highly unlikely that women are not already aware
that smoking is harmful to their babies, which perhaps
explains why these types of interventions, such as
distribution of educational materials, have not been
found to be very effective
Wanting to have a normal healthy baby after
becoming pregnant is a powerful motivation for some
women to quit smoking. Even if they are unable to
totally quit, many women are able to at least cut
down the number of cigarettes smoked during
pregnancy without any interventions.

High

Recent review from the Cochrane Database concluded
that SSRIs are ineffective when used for smoking
cessation; nortryptyline is moderately effective; and
bupropion appears to be the most effective therapy.

High

Behavioural interventions report only modest
success rates at assisting pregnant women in
quitting smoking.

High

Nicotine replacement therapy and antidepressants
appear to be safe to use in pregnancy, but do not
achieve a substantially higher success rate for
assisting pregnant women in quitting smoking.
Pharmacological treatments appear to have a higher
success rate than behavioral interventions, although
smoking cessation in pregnancy trials has not
demonstrated overall high success rates.
N/A
N/A
N/A
Other
comments

Databases were searched for studies published in English from 1966 to 2008
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November 2011
Systematic Review and Meta analysis
Publication
Date
Region
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International bias)
western style
countries
To estimate the efficacy of smoking cessation
counselling among pregnant women.

Strength of
evidence

High

We found that few RCTs, all of limited size; have
isolated the effect of counselling on biochemically
validated smoking abstinence in pregnant women.
Meta-analysis has ruled out large treatment effects and
suggests that there is little evidence to indicate that
counselling in isolation is efficacious for smoking
cessation in pregnant women.

High

In 2005, the American College of Obstetrics and
Gynecology recommended that pregnant women who
are light to moderate smokers undergo a short
counselling session with pregnancy-specific
educational materials.

High

The 2008 Update of the Treating Tobacco Use and
Dependence Clinical Practice Guidelines
recommended the use of psychosocial interventions
(including counselling) based on a meta-analysis of
eight RCTs of pregnant women. In this metaanalysis, the authors found that such interventions
increased abstinence from 7.6 to 13.3% (OR 1.8,
95% CI 1.4– 2.3). Many of these RCTs evaluated the
use of multicomponent interventions (e.g.
interventions that included counselling and
educational material not provided to the control
group, psychosocial programmes that combined at
least two types of counselling.

High

Even at the upper limit of our estimated treatment
effects, counselling appears to be less efficacious in
pregnant women than in the general population12
and less efficacious than pharmacotherapies in the
general population.26 The reason for the lower
efficacy in pregnant women remains unclear.

High

Many women quit smoking spontaneously upon
learning that they are pregnant; these women are
typically

High

lighter smokers before pregnancy than those who
continue to smoke. Consequently, those who use
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counselling probably have higher nicotine
dependence levels. In addition, pregnant women
concerned with postcessation weight gain are less
likely to quit
A recent systematic review of qualitative studies
found that pregnant women have negative
perceptions of cessation services provided by
health professionals.

High

Available data suggest that the use of nicotine
replacement therapies (NRTs) is less harmful than
continued smoking. However, NRTs remain
contraindicated during pregnancy in most countries.
One exception to this is the UK, where the cautious
use of NRTs is recommended in pregnant women
following a detailed discussion of the risks and
benefits with their healthcare provider.

High

Completed trials to date have provided conflicting
safety data regarding NRT use during pregnancy

High

The safety concerns regarding the use of
pharmacotherapies in pregnant women highlight some
of the potential benefits of introducing smoking
cessation interventions in the preconception period.

High

Despite the potential benefits of preconception
interventions, a 2001/2 survey of Canadian
obstetrician–gynaecologists and family physicians
found that less than half discussed the risks of
smoking during pregnancy with women of
childbearing age who were not pregnant.
The inclusion of RCTs that did not biochemically
validate abstinence is particularly problematic
because women not only under-report smoking
relapses but this under-reporting occurs differentially
between treatment groups.
Other
comments

High

Eight RCTs were included in the present meta-analysis.
The eight RCTs randomised a total of

3290 women

Four were multicentre RCTs. The majority of RCTs were conducted in the USA; two were
conducted inthe UK. Most RCTs examined pregnant women from the general population, with
one restricted to pregnant women of low socio-economic status and one restricted to pregnant
Hispanic women. The sample sizes of individual RCTs ranged from 100 to 762 women. Six
RCTs examined the efficacy of individual, face-to-face counselling, and two RCTs investigated
that of telephone counselling. The number of counselling sessions ranged from three to nine,
and the total duration of counselling varied from 180 to 600 minutes. Only one RCT
reported treatment duration. All RCTs reported abstinence at 6 months of follow up, and
follow up ranged from 28 weeks of gestation to 6 weeks postpartum.
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Systematic review
July 2009
Publication
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International 1++ (high quality MA; or SR of RCTs; or RCT with very
low bias risk)
western style
countries
Nicotine replacement therapy (NRT) does not appear
to have a significant advantage over other types of
interventions in terms of smoking cessation in
subgroup analysis, but there has been no direct
comparison of NRT outcomes with any other strategy

Strength of
evidence

High

There are still concerns about the safety of
prescribing a neurotoxicant in pregnancy, and the
possibility of adverse effects of nicotine on the fetus,
through alterations in uterine, placental or blood flow
or directly on the brain (Slotkin 2008).

High

Other challenges for NRT trials have included apparent
reluctance amongst pregnant women to use NRT
(Hotham 2005; Rigotti 2008; Wisborg 2000), and for
doctors to prescribe NRT (Vogt 2006). Some trials
reported other adverse effects, including low rates of
skin irritation and headaches (Hotham 2005; Wisborg
2000), which were given as reasons why women chose
to discontinue with the treatment.

High

There has been one randomised controlled trial of
Bupropion in pregnancy (Miller 2003), which did not
demonstrate a significant difference in smoking
cessation. Cohort studies suggest that it may be safe
touse in pregnancy (Chan 2005).

High

There is a growing interest in interventions to increase
smoking cessation among the partners of pregnant
women, with the additional aim of facilitating
cessation by the women themselves (Gage 2007;
Stanton 2004). In some cases this reflects cultural and
demographic patterns of smoking, where smoking
rates are still highest amongst men. A review by Park
2004 evaluates the effect of interventions to promote
partner support on smoking cessation.

High

The US, UK and Australia have developed guidelines
recommending all pregnant women receive
interventions to promote smoking essation in
pregnancy (Aveyard 2007).These guidelines generally
incorporate a number of interventions, and are
currently based on the “5 A’s”, which involves:

High

• asking all pregnant women if they smoke;
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• advising all pregnant women who smoke about the
risks of smoking in pregnancy and emphasising the
benefits of quitting;
• assisting all pregnant women who smoke to quit,
using a range of interventions;
• assessing the pregnant women’s readiness to
change and setting a quit date;
• asking and assisting again at each subsequent
encounter.

Other
comments

Given the clear difficulties which most women still
smoking at the first antenatal visit have in stopping
smoking, midwives, general practitioners, and
obstetricians need to support population-wide
strategies for smoking control in the whole
community to reduce the initiation of smoking by
young people: action to prevent sales of tobacco
products to young people, prohibition of smoking in
all public places, increases in tobacco taxation,
workplace smoking cessation programs and bans on
tobacco sponsorship of prestigious sporting and
cultural events as outlined in the WHO MPOWER
package (WHO 2008a)

High

Given the strong association between social inequality
and continued smoking by pregnant women, and
bearing in mind that smoking is the major preventable
cause of inequalities in life expectancy, strategies in
the wider community to reduce social inequalities, as
recommended in the Closing the Gap in a generation:
Health Equity through Action on the Social
Determinants of Health (WHO 2008b).

High

Seventy-two trials are included. Fifty-six randomised controlled trials (over 20,000 pregnant
women) and nine cluster-randomised trials (over 5000 pregnant women) provided data on
smoking cessation outcomes.
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The transfer of an intervention from one setting to
another may reduce its effectiveness if elements are
changed or aspects of the materials are culturally
inappropriate. Examples in these trials are the
performance of the Windsor self-help manual. This
was developed and shown to be effective in
Birmingham, Alabama ( Windsor 1985; Windsor
1993). However, when it was used in Baltimore with
peer counsellors who received minimal training (
Gielen 1997), instead of trained health educators, the
effectivenesswas much lower.

Strength of
evidence

smoking cessation

April 2009
International western style
countries
High

Smoking cessation programs need to be implemented
in all maternity care settings.

High

Interventions involving additional group sessions
during pregnancy have been reported as being poorly
attended in most settings, though accepted in two
trials in Scandinavia.

High

High
High

Types of interventions
(1) Information about the harmful effects of smoking
on the fetus and infant, the mother herself or other
family members (verbal, written or both).
(2) Advice by a health professional to ’stop smoking’.
(3) Supplementation of advice by reinforcement
at subsequent antenatal visits.
(4) Supplementation of advice by group counselling.
(5) Supplementation of advice by the provision of
peer support.
(6) Supplementation of advice by recording smoking
status, or measuring by-products of smoking at
other antenatal visits.
(7) Supplementation of advice by feedback of the
effects of smoking on the fetus (fetalmovements,
fetal breathing, fetal heart rate).
(8) Supplementation of advice by positive information
about the fetus and fetal development (for example,
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describing the ultrasound in detail).
(9) Individualised advice and support for smoking
cessation based on ’stages of change’.
(10) Provision of pregnancy-specific self-helpmanual
on strategies for quitting. Provision of the following as
an adjunct to information and advice:
•

nicotine replacement therapy;

• telephone follow up with reinforcement of
advice and strategies for quitting;
•

rewards and incentives.

(11) Strategies to change the attitudes, knowledge
and behaviour of healthcare providers with respect to
smoking cessation.
Types of outcome measures
(1) Smoking cessation
reported and validated.

in

High

late

pregnancy,

self-

(2) Smoking reduction* from the first antenatal visit to
late pregnancy, self-reported and validated
(3) Smoking cessation in the puerperium
self-reported and validated.
(4) Birthweight (mean birthweight, proportion
less than 2500 g, less than 1500 g).
(5) Gestation at birth (proportion less than 37 weeks,
less than 32 weeks, less than 30 weeks).
(6) Perinatal mortality (stillbirths, neonatal deaths,
all perinatal deaths).
(7) Method of delivery.
(8) Proportion of women initiating breastfeeding;
breastfeeding at three and six months after birth.
(9) Measures of anxiety, depression and maternal
health status in late pregnancy and after birth.
(10) Participants’ views of the interventions.
(11) Measures of family functioning in late
pregnancy and postpartum.
(12) Measures of knowledge, attitudes and
behaviour of health professionals (obstetricians,
midwives and family physicians) with respect to
facilitating smoking cessation in pregnancy.

* As smoking reduction cannot be reliably identified at
present this outcome is not reported.
Other
comments

This review included 64 trials. Fifty-one randomised controlled trials (20,931 women) and six
cluster-randomised trials (over 7500 women) provided data on smoking cessation
and/or perinatal outcomes.
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Systematic review
Publication
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Choose an item
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High
Strength of
A number of different materials are available to
evidence
help patients quit smoking without the direct input
of health professionals, counsellors or group
support. These methods provide written materials,
and perhaps additional media such as audio visual
materials. A Cochrane review found that any
beneficial effect of these compared with no
intervention is likely to be small.
There is evidence for a greater effect when the
material is tailored to the individual patient’s
characteristics and personal motivations, but any
beneficial effect remains small.
No evidence of benefit was found for adding self-help
materials to face-to-face counselling, or to nicotine
therapy.

High

There is evidence that group therapy, where patients
can provide support to each other, is more effective
than simple self-help.

High

Individual counselling is the mainstay of non-drug
management of smoking cessation. Telephone
counselling has been shown to be beneficial, at least
in the short term, in helping patients to stop smoking
[31,32] , but there is no evidence to show that
intensive counselling produces significantly better
outcomes than brief counselling sessions [33] .

High

A study in pregnant smokers failed to prove a
significant impact of telephone counselling over a
brief ‘best practice’ counselling session lasting < 5
min. However, a sub group analysis suggested
telephone counselling was significantly more effective
for light smokers (< 10 cigarettes per day) and for
women who had already attempted to quit smoking
during the current pregnancy.

Moderate

A small survey of preferences amongst pregnant
women showed that this group of patients favour
face-to-face counselling supported by self-help
materials [35] .

Moderate

When poorly constructed studies are excluded,
hypnotherapy has not been shown to have a greater

Moderate
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effect on 6-month cessation rates than other
methods. A recent review found no consistent
evidence that acupuncture, acupressure, laser
therapy, or electro-stimulation are effective for
smoking cessation. However, not all trials in this
area showed negative results, and until further study
is carried out, it may be inappropriate to dismiss
acupuncture as being ineffective.
In human pregnancy, NRT has been shown to cause
dose-related increases in maternal blood pressure and
heart rate, and to a lesser degree, also have similar
effects on the fetal heart rate. However, these
changes are minor compared with the effects of
continued smoking

Moderate

In 2005, the UK Committee on Safety of Medicines
(CSM) reviewed NRT and concluded that it should not
be contraindicated in pregnancy because the risks to
the fetus are less than would be expected with
continued smoking. They advised that ideally the
patient should quit smoking without NRT; but if NRT is
used, it should be started as early as possible, with the
aim of discontinuing after 2 – 3 months’ use.

Moderate

A Danish cohort study examined the outcomes of
pregnancies where infants were exposed to tobacco
and NRT. Among 250 patients from the sample group
who were identified as having used NRT during the
first 12 weeks of pregnancy, there were 19 congenital
malformations, a statistically significant prevalence
rate. Further analysis of these cases suggested a high
prevalence specifically of musculoskeletal
malformations within the NRT group.

Moderate

There is an argument for trying NRT as early in the
pregnancy as possible, rather than waiting for a failed
quit attempt, by which time the fetus has been
exposed to the effects of tobacco for a longer period,
and the NRT may be less effective. Certainly, it is
prudent to stop smoking as early as possible, and it
has been suggested that the greatest benefit is seen
if this is achieved by the 16th week of pregnancy.

Moderate

There is no consensus on the ideal choice of NRT
product in pregnancy. While some experts have
recommended that intermittent dosage preparations
be tried first, it has also been noted that the patch
may be preferable if the woman suffers from nausea
and/or vomiting. Where a nicotine patch is used in
pregnancy, a 16-h patch is the formulation of choice.
It is difficult to justify exposing the fetus to nicotine
overnight while the mother is sleeping.

Moderate

The use of bupropion in pregnancy is not
recommended by the manufacturer and in one study

Moderate
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comparing the bupropion-exposed group to the
matched nonteratogen group, the investigators found
a statistically significant increase in spontaneous
abortions in the bupropion group (14.7 vs 4.5%, p =
0.009). The bupropion group also underwent more
therapeutic abortions (7.4 vs 0.75%, p = 0.015).
In 2004, Health Canada issued advice against the use
of SSRIs, including bupropion, in the third trimester
[64] . This advice was prompted by observations of
complications in newborns exposed to these agents in
utero . Symptoms included feeding and/or breathing
difficulties, seizures, muscle rigidity, jitteriness and
constant crying. It was not clear whether the
symptoms were the result of a withdrawal syndrome
or a direct action of the medication. Health Canada did
note that these problems appeared to be less with
bupropion and mirtazapine than with other drugs.

Moderate

In the ideal situation, the patient would stop smoking
in readiness for a planned pregnancy. In managing a
pregnant patient, it is important to consider the
potential risks of any therapy to the developing fetus.
With this in mind, medication should only be used if
essential, and the choice of medication prescribed
should be guided by the safety record of the
therapies concerned.

Moderate

If the patient is unable to stop smoking without the
aid of pharmacotherapy, there are a number of
options available.

Moderate

Nicotine replacement would be the obvious first
choice for smoking cessation in pregnancy. Nicotine
is only one of many toxins present in tobacco smoke,
and the use of NRT as a substitute for smoking will
not pose a greater risk than continued smoking.
Nicotine is slowly absorbed from nicotine patches,
resulting in relatively stable plasma concentrations
after a few days [67] . Patches avoid peaks in
nicotine levels, and would be a good choice of
method of nicotine administration in pregnancy.
Sixteen-hour patches avoid unnecessary exposure of
the neonate to nicotine overnight.
Bupropion has been available as an aid to smoking
cessation in the UK since 2000, but has been available
since 1985 in the USA. Bupropion has been studied in
pregnancy, and no evidence has been found that it is
a major teratogen. There has been a concern raised
over the incidence of spontaneous abortions, but this
could be due to depression, or a class effect of
antidepressant drugs. Bupropion should be avoided in
pregnancy until more data become available, but
patients may be reassured following inadvertent
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exposure during pregnancy.
Varenicline has been recently licensed as an aid to
smoking cessation in the UK. However, there is a lack
of information on how safe it is in pregnancy, and as
such varenicline would be an unsuitable choice in this
patient group.
The management of smoking cessation in pregnancy
should be targeted at minimizing the exposure of
the fetus to harmful agents. There is most benefit to
be gained by stopping smoking before 16 weeks into
the pregnancy, although there will still be benefits if
smoking ceases further into the pregnancy.
Pregnant women metabolize nicotine at a faster rate
than nonpregnant women. This is likely to reduce
the efficacy of NRT. It is not clear at what stage in
the pregnancy this effect is likely to be seen. For
these two reasons, there is an argument to make a
concerted effort to stop smoking as early in the
pregnancy as possible, before the risks of continued
smoking increase, and before nicotine metabolism
increases, potentially reducing the effectiveness of
nicotine replacement. A higher dose of nicotine
should not be used to compensate for the increased
metabolism seen in pregnancy, as this may expose
the fetus to an unknown additional risk.
Other
comments

Medline < 1950 to September Week 3 2007 >
EMBASE < 1980 to 2007 week 38 >
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Moderate

6.2

Sub-topic: Interventions to support breastfeeding initiation and continuation
Search record

6.2.1

14 publications met the search criteria.

Full Tabulated results
The following data forms present the detailed systematic review and meta-analysis findings of the
literature review. For further information on: ‘type of evidence’, ‘quality of study’ and ‘strength of
evidence’ see the methods statement on evidence classification (Section 3.4). Summary results are
provided in the results section (Section 4). Results are presented chronologically starting with the
most recent.
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Systematic review
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High
2008 NICE guidance recommends that commissioners
Strength of
evidence
and managers of maternity and children’s services
should adopt a multifaceted approach or a
coordinated programme of interventions across
different settings to increase breastfeeding rates.
2008 NICE guidance recommends that a coordinated
programme of interventions across different settings
to increase breastfeeding rates should include
activities to raise awareness of the benefits of and
how to overcome the barriers to breastfeeding.

High

2008 NICE guidance recommends that a coordinated
programme of interventions across different settings to
increase breastfeeding rates should include training for
health professionals.

High

2008 NICE guidance recommends that a coordinated
programme of interventions across different settings to
increase breastfeeding rates should include
breastfeeding peer-support programmes.

High

2008 NICE guidance recommends that a coordinated
programme of interventions across different settings
to increase breastfeeding rates should include joint
working between health professionals and peer
supporters.

High

2008 NICE guidance recommends that a coordinated
programme of interventions across different settings
to increase breastfeeding rates should include
education and information for pregnant women on

High
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how to breastfeed, followed by proactive support
during the postnatal period (the support may be
provided by a volunteer).
2008 NICE guidance recommends that commissioners
and managers of maternity and children’s services
should implement a structured programme that
encourages breastfeeding, using BFI as a minimum
standard (www.babyfriendly.org.uk).The programme
should be subject to external evaluation.

High

2008 NICE guidance recommends that commissioners
and managers of maternity and children’s services
should ensure there is a written, audited and wellpublicised breastfeeding policy that includes training for
staff and support for those staff who may be
breastfeeding. A health professional responsible for
implementing this policy should be identified.

High

2008 NICE guidance recommends that commissioners
and managers of maternity and children’s services PCTs
should ensure health professionals who provide
information and advice to breastfeeding mothers have
the required knowledge and skills.

High

2008 NICE guidance recommends that commissioners
and managers of maternity and children’s services PCTs
should ensure support workers receive training in
breastfeeding management from someone with the
relevant skills and experience before they start working
with breastfeeding mothers.

High

2008 NICE guidance recommends that commissioners
and managers of maternity and children’s services PCTs
should ensure all those who work in maternity and
children’s services, including receptionists, volunteers
and ancillary staff, are made fully aware of the
importance of breastfeeding and help to promote a
supportive environment.

High

2008 NICE guidance recommends that midwives and
health visitors should ensure pregnant women and
their partners are offered breastfeeding information,
education and support on an individual or group
basis. This should be provided by someone trained in
breastfeeding management and should be delivered
in a setting and style that best meets the woman’s
needs.

High

2008 NICE guidance recommends that during
individual antenatal consultations GPs, obstetricians
and midwives should encourage breastfeeding. They
should pay particular attention to the needs of
women who are least likely to breastfeed (e.g.
young women, those who have low educational
achievement and those from disadvantaged groups).

High
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2008 NICE guidance recommends that a midwife or
health visitor trained in breastfeeding management
should provide an informal group session in the last
trimester of pregnancy. This should focus on how to
breastfeed effectively by covering feeding position and
how to attach the baby correctly.

High

2008 NICE guidance recommends that midwives,
health visitors, midwifery and health visitor support
workers should ensure a mother can demonstrate
how to position and attach the baby to the breast
and can identify signs that the baby is feeding well.
This should be achieved (and be documented) before
she leaves hospital or the birth centre (or before the
midwife leaves the mother after a home birth).

High

2008 NICE guidance recommends that midwives,
health visitors, midwifery and health visitor support
workers should continuing and proactive
breastfeeding support at home, recording all advice in
the mother’s hand-held records.

High

2008 NICE guidance recommends that midwives,
health visitors, midwifery and health visitor support
workers should contact details for local voluntary
organisations that can offer on-going support to
complement NHS breastfeeding services.

High

2008 NICE guidance recommends that midwives,
health visitors, midwifery and health visitor support
workers should advise mothers that a healthy diet is
important for everyone and that they do not need to
modify their diet to breastfeed.

High

2008 NICE guidance recommends that midwives,
health visitors, midwifery and health visitor support
workers should not provide written materials in
isolation but use them to reinforce face to- face advice
about breastfeeding.

High

2008 NICE guidance recommends that pregnant
women and new mothers, particularly those who
are least likely to start and continue to breastfeed.
For example, young women, those who have low
educational achievement and those from
disadvantaged groups.

High

2008 NICE guidance recommends that commissioners
and managers of maternity and children’s services
should provide local, easily accessible breastfeeding
peer support programmes and ensure peer
supporters are part of a multidisciplinary team.

High

2008 NICE guidance recommends that commissioners
and managers of maternity and children’s services
should ensure peer supporters: attend a recognised,
externally accredited training course in breastfeeding

High
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peer support, contact new mothers directly within
48 hours of their transfer home (or within 48 hours
of a home birth), offer mothers on-going support
according to their individual needs (this could be
delivered face-to-face, via telephone or through
local groups), can consult a health professional and
are provided with on-going support, gain
appropriate child protection clearance.
2008 NICE guidance recommends that commissioners
and managers of maternity and children’s services
should consider training peer supporters and link
workers to help mothers, parents and carers follow
professional advice on feeding infants aged 6 months
and over. The advice should promote an increasingly
varied diet using food of different textures in
appropriate amounts (in addition to milk), in
response to the baby’s needs.

High

2008 NICE guidance recommends that midwives,
health visitors, paediatric nurses, nurses working in
special-care baby and neonatal units, and nursery
nurses should show all breastfeeding mothers how to
hand-express breast milk.

High

2008 NICE guidance recommends that midwives,
health visitors, paediatric nurses, nurses working in
special-care baby and neonatal units, and nursery
nurses should advise mothers on how expressed milk
can be stored and subsequently prepared.

High

These are NICE recommendations based on NICE evidence statements.

Other
comments

ID
Citation
Web link
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evidence
Quality of
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statements
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population,
interventio
n and
outcomes)

B2
NHS - NICE - 2006 July - NICE clinical guideline 37 - Postnatal care: Routine postnatal care for
woman and their babies
http://www.nice.org.uk/nicemedia/live/10988/30144/30144.pdf
Systematic review
July 2006
Publication
Date
Region
International 1++ (high quality MA; or SR of RCTs; or RCT with very
low bias risk)
western style
countries
High
Strength of
2006 NICE guidance recommends that all relevant
evidence
healthcare professionals should have demonstrated
competency and sufficient on-going clinical
experience in supporting breastfeeding women
including a sound understanding of the physiology of
lactation and neonatal metabolic adaptation and the
ability to communicate this to parents.
2006 NICE guidance recommends that breastfeeding
support should be made available regardless of the
location of care.
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High

2006 NICE guidance recommends that all healthcare
providers should have a written breastfeeding policy
that is communicated to all staff and parents. Each
provider should identify a lead healthcare
professional responsible for implementing this policy.

High

2006 NICE guidance recommends that all maternity
care providers should implement an externally
evaluated, structured programme that encourages
breastfeeding, using the Baby Friendly Initiative as a
minimum standard.

High

2006 NICE guidance recommends that healthcare
professionals should have sufficient time to give
support to a woman and baby during initiation and
continuation of breastfeeding.

High

2006 NICE guidance recommends that where
postnatal care is provided in hospital, attention
should be paid to facilitating an environment
conducive to breastfeeding.

High

2006 NICE guidance recommends that formula milk
should not be given to breastfed babies unless
medically indicated. Commercial packs containing
formula milk or advertisements for formula should not
be distributed.

High

2006 NICE guidance recommends that women who
leave hospital soon after birth should be reassured
that this should not impact on breastfeeding duration.

High

2006 NICE guidance recommends that written
breastfeeding education materials as a stand-alone
intervention are not recommended.

High

2006 NICE guidance recommends that women should be
offered skilled support in expression and storage of
breast milk.

High

2006 NICE guidance recommends that women should
be offered skilled support in preventing, identifying and
treating breastfeeding concerns (including nipple pain,
engorgement, mastitis, Inverted nipples, tongue tie,
sleepy baby).

High

2006 NICE guidance recommends that all parents and
carers who are giving their babies formula feed should
be offered appropriate and tailored advice on formula
feeding

High

Other
comments

These are NICE recommendations based on NICE evidence statements.

ID
Citation

B3
Cochrane Database Syst Rev. 2012 May 16;5:CD001141. doi:
10.1002/14651858.CD001141.pub4.Support for healthy breastfeeding mothers with healthy
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Web link
Type of
evidence
Quality of
study
Evidence
statements
(note
population,
interventio
n and
outcomes)

Other
comments

term babies. Renfrew MJ, McCormick FM, Wade A, Quinn B, Dowswell T.
http://www.ncbi.nlm.nih.gov/pubmed/22592675
Systematic review
Publication
Date
Region
1++ (high quality MA; or SR of RCTs; or RCT with very
low bias risk)
There is evidence that all forms of extra support
analysed together showed an increase in duration of
’any breastfeeding’ (includes partial and exclusive
breastfeeding) among healthy breastfeeding mothers
with healthy term babies.

Strength of
evidence

May 2012
International - all
High

There is evidence that all forms of extra support together
had a positive effect on duration of exclusive
breastfeeding among healthy breastfeeding mothers with
healthy term babies.

High

There is evidence that extra support by both lay and
professionals had a positive impact on breastfeeding
outcomes among healthy breastfeeding mothers with
healthy term babies.

High

There is evidence that all forms of extra support,
analysed together, showed an increase in the length
of time women breastfed without introducing any
other types of liquids or foods among healthy
breastfeeding mothers with healthy term babies.

High

There is evidence that face-to-face support was
associated with a larger treatment effect than
telephone support among healthy breastfeeding
mothers with healthy term babies.

High

There is evidence that support that is only offered if
women seek help is unlikely to be effective. This
indicates that women should be offered predictable,
scheduled, ongoing visits among healthy
breastfeeding mothers with healthy term babies.

High

There is evidence that support should be tailored to
the setting and the needs of the population group
among healthy breastfeeding mothers with healthy
term babies.

High

Support for breastfeeding can include giving reassurance, praise, information, and the
opportunity to discuss and to respond to a mother’s questions.
This review looked at whether providing extra support for breastfeeding mothers, from
professionals or from trained lay people or both, would help mothers to continue to
breastfeed when compared with providing standard maternity care.
The review found 52 randomised controlled studies from 21 countries that included more than
56,000 women.

ID
Citation

B4
Matern Child Nutr. 2012 Apr;8(2):141-61. doi: 10.1111/j.1740-8709.2011.00381.x. Epub 2011
Dec 20.A systematic review of structured compared with non-structured breastfeeding
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Web link
Type of
evidence
Quality of
study
Evidence
statement
s (note
population,
interventio
n and
outcomes)

Other
comments

programmes to support the initiation and duration of exclusive and any breastfeeding in
acute and primary health care settings. Beake S, Pellowe C, Dykes F, Schmied V, Bick D.
http://www.ncbi.nlm.nih.gov/pubmed/22188596
December 2011
Systematic review
Publication
Date
International - all
Region
1+ (well-conducted MA, SR, or RCTs with a low
risk of bias)
Moderate
Strength of
There is evidence for improvement in breastfeeding
evidence
initiation following introduction of a structured
breastfeeding programme (effect sizes varied) in
acute maternity care settings.
There is evidence that duration of exclusive
breastfeeding and duration of any breastfeeding to 6
months were impacted following introduction of a
structured breastfeeding programme in acute
maternity care settings.

Moderate

There is evidence that structured programmes
compared with standard care positively influence the
initiation and duration of exclusive breastfeeding and
any breastfeeding in acute maternity care settings.

Moderate

There is evidence that in health care settings with low
breastfeeding initiation and duration rates, structured
programmes may have a greater benefit in acute
maternity care settings.

Moderate

The objective of this review was to consider the evidence of outcomes of structured
compared with non-structured breastfeeding programmes in acute maternity care
settings to support initiation and duration of exclusive breastfeeding.
26 articles were included, undertaken between 1992-2010 (1 RCT, 2 controlled trials, 1 cross
sectional study, 2 descriptive studies, 15 cohort studies, 5 systematic reviews)
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Citation
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evidence
Quality of
study
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B5
Chapman Adv Nutr. 2012 Jan;3(1):95-104. doi: 10.3945/an.111.001016. Epub 2012
Jan 5.Breastfeeding among minority women: moving from risk factors to interventions.
Chapman DJ, Pérez-Escamilla R.
http://www.ncbi.nlm.nih.gov/pubmed/22332107
Systematic review
January 2012
Publication
Date
Region
North America
1+ (well-conducted MA, SR, or RCTs with a low
risk of bias)
Strength of
Moderate
There is evidence that peer counselling interventions
evidence
(alone or in combination with a health professional)
were found to improve breastfeeding initiation,
duration or exclusivity among minority women.
Moderate
There is evidence that breastfeeding specific clinic
appointments were found to improve breastfeeding
initiation, duration or exclusivity among minority
women.
Moderate
There is evidence that group prenatal education was
found to greatly improve breastfeeding initiation,
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duration or exclusivity among minority women.
Moderate

There is evidence that hospital/ special supplemental
nutrition program for women, infants and children
were found to improve breastfeeding initiation,
duration or exclusivity among minority women.

Other
comments

ID
Citation

Web link
Type of
evidence
Quality of
study

Moderate
There is evidence that postpartum professional
support delivered by nurses was found to be the
least effective intervention type.
20 relevant publications evaluating 18 interventions targeting minorities.
The target populations of these interventions were black women (10/18), Latinas
(6/18) and black and Latina groups (2/18).

B6
Cochrane Database Syst Rev. 2011 Mar 16;(3):CD007202. doi:
10.1002/14651858.CD007202.pub2.Pacifier use versus no pacifier use in breastfeeding term
infants for increasing duration of breastfeeding. Jaafar SH, Jahanfar S, Angolkar M, Ho JJ.
http://www.ncbi.nlm.nih.gov/pubmed/21412899
March 2011
Systematic review
Publication
Date
International - all
Region
1++ (high quality MA; or SR of RCTs; or RCT with very
low bias risk)
Strength of
evidence

High

Evidence
statement
s (note
population,
interventio
n and
outcomes)

There is evidence that pacifier use in healthy
breastfeeding infants had no significant effect on the
proportion of infants exclusively breastfed at three
months and at four months of age and also had no
effect on the proportion of infants partially breastfed
at three months and at 4 months of age.

Other
comments

Randomised and quasi-randomised controlled trials comparing pacifier use versus no
pacifier use in healthy full-term newborns who have initiated breastfeeding regardless of
whether they were born at home or in the hospital.
Three trials (involving 1915 babies) included in the review but included only two trials
(involving 1302 healthy full-term breastfeeding infants) in the analysis.
Trial locations: Argentina, Canada, Switzerland.

ID

B7

Citation

Birth. 2011 Mar;38(1):49-60. doi: 10.1111/j.1523-536X.2010.00446.x. Epub 2010
Dec 23.Women's perceptions and experiences of breastfeeding support: a
metasynthesis. Schmied V, Beake S, Sheehan A, McCourt C, Dykes F.
http://www.ncbi.nlm.nih.gov/pubmed/21332775
March 2011
Meta analysis
Publication
Date
International - all
Region
1+ (well-conducted MA, SR, or RCTs with a low
risk of bias)
Moderate
Strength of
There is evidence, based on the perceptions and
evidence
experiences of women, to support the importance of
person-centred communication skills in supporting a
woman to breastfeed.

Web link
Type of
evidence
Quality of
study
Evidence
statements
(note
population,
interventio
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n and
outcomes)
There is evidence, based on the perceptions and
experiences of women, to support the importance of
relationships in supporting a woman to breastfeed
(either professional or peer).
Other
comments

Moderate

The aim of this metasynthesis was to examine women's perceptions and experiences of
breastfeeding support, either professional or peer, to illuminate the components of support that
they deemed "supportive."
A metasynthesis is a rigorous and analytical process of synthesizing the findings of qualitative
research on a particular phenomenon
31 studies: included studies of both formal or “created” peer and professional support for
breastfeeding women but excluded studies of family or informal support. Qualitative studies
were included as well as large-scale surveys if they reported the analysis of qualitative data
gathered through open-ended responses. Studies were limited to those published or available
in English, in peer-reviewed journals, and undertaken between 1990 and December
2007.
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Citation
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Quality of
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interventio
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outcomes)

B8
Women Birth. 2010 Dec;23(4):135-45. doi: 10.1016/j.wombi.2010.02.002. Epub 2010 Mar
17.Factors that positively influence breastfeeding duration to 6 months: a literature review.
Meedya S, Fahy K, Kable A.
http://www.ncbi.nlm.nih.gov/pubmed/20299299
Systematic review
December 2010
Publication
Date
Region
International - all
1+ (well-conducted MA, SR, or RCTs with a low risk of
bias)
Moderate
There is evidence that breastfeeding intention is a
Strength of
evidence
modifiable factor that influences women’s
breastfeeding decisions.
There is evidence that breastfeeding self-efficacy is
a modifiable factor that influences women’s
breastfeeding decisions.
There is evidence that social support is a
modifiable factor that influences women’s
breastfeeding decisions.
There is evidence that existing midwifery
breastfeeding promotion strategies often include
social support but do not adequately address
attempts to modify breastfeeding intention and selfefficacy.

Moderate

Moderate

Moderate

There is evidence that educational interventions
support and promote breastfeeding practices.

Moderate

There is evidence that educational interventions that
aim to increase maternal self-efficacy are reported to be
more effective than those that focus on enhancing
knowledge.

Moderate

There is evidence to suggest that breastfeeding

Moderate
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education and support spanning from antenatal to
postnatal period involving women’s social network
(including women’s partners or mothers) have
positive influence on breastfeeding intention and
self-efficacy.

Other
comments

There is evidence that educational interventions with
hands on activities and role playing have been
identified as self-efficacy enhancing experiences.

Moderate

There is strong evidence that older age, being
married, being well educated and a higher income are
each associated with longer breastfeeding duration.

High

To examine for effectiveness of educational interventions, only papers that reported
systematic reviews, randomised controlled trials and cohort studies were included.
2000—2009
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Citation

Web link
Type of
evidence
Quality of
study
Evidence
statement
s (note
population,
interventio
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B9
J Obstet Gynecol Neonatal Nurs. 2010 Nov-Dec;39(6):713-22. doi: 10.1111/j.15526909.2010.01181.x. Epub 2010 Sep 28.Adolescent mothers' breastfeeding social support
needs. Grassley JS.
http://www.ncbi.nlm.nih.gov/pubmed/20880051
Systematic review
December 2010
Publication
Date
Region
Choose an item
1+ (well-conducted MA, SR, or RCTs with a low
risk of bias)
Moderate
Strength of
There is evidence that nurses in the early postpartum
evidence
can promote the long-term health of adolescents and
their children through the social support they offer
adolescent mothers as they initiate breastfeeding.
There is evidence that informational support is
important when assisting adolescent mothers with
breastfeeding. Informational support includes
information, suggestions, directives, or advice.

Moderate

There is evidence that instrumental support, such
as practical and tangible assistance from nurses, is
essential when supporting adolescent parents.
Instrumental support behaviours important to
adolescents included practical help when initiating
breastfeeding.

Moderate

There is evidence that emotional support is essential
to facilitating adolescents' breastfeeding experiences.
Emotional support behaviours convey empathy,
trust, and concern.

Moderate

There is evidence that esteem (appraisal) support is
one of the supports identified to be most helpful for
adolescent mothers. Esteem (appraisal) support
behaviours encompass offering encouragement
through affirmation and feedback.

Moderate
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There is evidence of the importance of network
support in increased breastfeeding duration
among adolescents.
Other
comments

18 studies (2000-2009)

ID
Citation

B10

Web link
Type of
evidence
Quality of
study
Evidence
statement
s (note
population,
interventio
n and
outcomes)

Other
comments

Moderate

Child Care Health Dev. 2010 Mar;36(2):165-78. doi: 10.1111/j.1365-2214.2009.01018.x.
Epub 2009 Nov 2.Breastfeeding promotion for infants in neonatal units: a systematic review.
Renfrew MJ, Dyson L, McCormick F, Misso K, Stenhouse E, King SE, Williams AF.
http://www.ncbi.nlm.nih.gov/pubmed/19886907
March 2010
Systematic review
Publication
Date
Region
International - all
1+ (well-conducted MA, SR, or RCTs with a low
risk of bias)
Moderate
Strength of
There is evidence that for infants in neonatal units,
evidence
breastfeeding/ breastmilk feeding is promoted by
close, continuing skin-to-skin contact between mother
and infant.
There is evidence that for infants in neonatal units,
breastfeeding/breastmilk feeding is promoted by
effective breastmilk expression.

Moderate

There is evidence that for infants in neonatal units,
breastfeeding/breastmilk feeding is promoted by peer
support in hospital and community.

Moderate

There is evidence that for infants in neonatal units,
breastfeeding/breastmilk feeding is promoted by
multidisciplinary staff training.

Moderate

There is evidence that for infants in neonatal units,
breastfeeding/breastmilk feeding is promoted by
Baby Friendly accreditation of the associated
maternity hospital.
There is evidence that that for infants in neonatal
units, the greatest improvements in breastfeeding
rates are associated with multifaceted interventions.

Moderate

Moderate

48 studies identified (31 RCTs). 21 reported on in this
paper. Studies conducted between 1984-2007
This review has systematically characterized the evidence base underpinning
interventions which could increase the prevalence of breastfeeding for babies starting life
in neonatal units, and thereby improve the health of babies and their mothers.
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Citation

Web link

B11
J Obstet Gynecol Neonatal Nurs. 2009 Nov-Dec;38(6):642-53. doi: 10.1111/j.15526909.2009.01068.x.A systematic review of the effectiveness of breastfeeding intervention
delivery methods. Pate B.
http://www.ncbi.nlm.nih.gov/pubmed/19930278
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Type of
evidence

Systematic review

Publication
Date

December 2009

Quality of
study

1+ (well-conducted MA, SR, or RCTs with a low risk of
bias)

Region

International - all

Evidence
statements
(note
population,
interventio
n and
outcomes)

There is evidence that breastfeeding promotion
programs delivered via the internet may have the
potential to improve breastfeeding and so be an
appealing alternative to time-consuming and
expensive provider-based breastfeeding education
and support.

Strength of
evidence

Low

Other
comments

21 articles: 15 RCTs and 6 NRTs with concurrent control groups, published between the years
2004 and 2008.
Several of the individual studies included in this review lacked scientific rigor

ID
Citation

Web link
Type of
evidence
Quality of
study
Evidence
statements
(note
population,
interventio
n and
outcomes)

B12
Midwifery. 2009 Feb;25(1):50-61. Epub 2007 Apr 5.A systematic review of education and
evidence-based practice interventions with health professionals and breast feeding
counsellors on duration of breast feeding. Spiby H, McCormick F, Wallace L, Renfrew MJ,
D'Souza L, Dyson L.
http://www.ncbi.nlm.nih.gov/pubmed/17418464
Systematic review
February 2007
Publication
Date
Region
International - all
1+ (well-conducted MA, SR, or RCTs with a low risk of
bias)
Low
There is evidence that no single intervention with
Strength of
evidence
health professionals consistently achieves changes in
breast feeding duration.
Low

There is evidence that the UNICEF/WHO Baby
Friendly Hospital Initiative (BFI) training might have
the potential to influence breast feeding duration.

Other
comments

9 papers: All were before after studies that included the education of health professionals. No
studies were identified that related to breast feeding counsellors.
Many of the studies reviewed have methodological limitations. Study settings and contexts vary
and lack comparability.

ID
Citation

B13
J Clin Nurs. 2008 May;17(9):1132-43. doi: 10.1111/j.1365-2702.2007.02239.x. A systematic
review of professional support interventions for breastfeeding. Hannula L, Kaunonen M, Tarkka
MT.

Web link
Type of
evidence

http://www.ncbi.nlm.nih.gov/pubmed/18416790
Systematic review

Quality of
study

1+ (well-conducted MA, SR, or RCTs with a low risk of
bias)

Evidence
statements
(note
population,

There is evidence that professional support
interventions spanning from pregnancy to the
intrapartum period and throughout the postnatal
period were more effective than interventions
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Publication
Date
Region

May 2008

Strength of
evidence

Moderate

International - all

interventio
n and
outcomes)

concentrating on a shorter period.
There is evidence that intervention packages using
various methods of education and support from
well-trained professionals are more effective than
interventions concentrating on a single method.

Moderate

There is evidence that during pregnancy, effective
interventions are interactive, involving mothers in
conversation.

Moderate

There is evidence that the Baby Friendly Hospital
Initiative (BFHI) as well as practical hands off teaching, when combined with support and
encouragement, are effective approaches.

Moderate

There is evidence that home visits, telephone
support and breastfeeding centres combined with
peer support are effective postnatally.

Moderate

Other
comments

36 Articles (2000-2006)
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Citation
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Other
comments

Nutr Hosp. 2011 Nov-Dec;26(6):1266-9. doi: 10.1590/S0212-16112011000600012.Effect
of maternal obesity on lactation: systematic review. Lepe M, Bacardí Gascón M, CastañedaGonzález LM, Pérez Morales ME, Jiménez Cruz A.
http://www.ncbi.nlm.nih.gov/pubmed/22411371
December 2011
Systematic review
Publication
1+ (well-conducted MA, SR, or RCTs with a low
risk of bias)
There is evidence that obese mothers are
more likely to have delayed lactogenesis
and reduced lactation; hence weight control
and breastfeeding promotion should be
reinforced before and during pregnancy.

9 studies
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Date
Region
Strength of
evidence

International - all
Moderate

6.3

Sub-topic: Interventions to support parents of babies with special educational
needs/ disabilities
Search record
6.3.1

12 publications met the search criteria.

Full Tabulated results
The following data forms present the detailed systematic review and meta-analysis findings of the
literature review. For further information on: ‘type of evidence’, ‘quality of study’ and ‘strength of
evidence’ see the methods statement on evidence classification (Section 3.4). Summary results are
provided in the results section (Section 4). Results are presented chronologically starting with the
most recent.
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Citation

C1
NICE public health guidance 40. Social and emotional wellbeing: early years. Issued: October
2012

Web link

http://www.nice.org.uk/nicemedia/live/13941/61149/61149.pdf
Systematic review
Publication
Date
Region
1++ (high quality MA; or SR of RCTs; or RCT with very
low bias risk)
2012 NICE guidance recommends that health and
Strength of
evidence
wellbeing boards should ensure the social and
emotional wellbeing of vulnerable children features in
the 'Health and wellbeing strategy', as one of the
most effective ways of addressing health inequalities.

Type of
evidence
Quality of
study
Evidence
statements
(note
population,
interventio
n and
outcomes)

October 2012
UK
High

The resulting plan should include outcomes to
ensure healthy child development and 'readiness for
school' and to prevent mental health and
behavioural problems.
2012 NICE guidance recommends that directors of
public health, directors of children's services and
commissioners of maternity care should ensure the
social and emotional wellbeing of under-5s is assessed
as part of the joint strategic needs assessment. This
includes vulnerable children and their families.

High

Population-based models (such as PREview, a set of
planning tools published by the Child and Maternity
Health Observatory) should be considered as a way of
determining need and ensuring resources and services
are effectively distributed.
2012 NICE guidance recommends that Health and
wellbeing boards should ensure arrangements are in
place for integrated commissioning of universal and
targeted services for children aged under 5. This
includes services offered by general practice, maternity,
health visiting, school nursing and all early years
providers. The aim is to ensure:
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High

-vulnerable children at risk of developing (or who are
already showing signs of) social and emotional and
behavioural problems are identified as early as
possible by universal children and family services
-targeted, evidence-based and structured
interventions are available to help vulnerable children
and their families – these should be monitored against
outcomes
-children and families with multiple needs have access to
specialist services, including child safeguarding and
mental health services.
2012 NICE guidance recommends that local authority
scrutiny committees for health and wellbeing should
review delivery of plans and programmes designed to
improve the social and emotional wellbeing of
vulnerable children aged under 5.

High

2012 NICE guidance recommends that all health and
early years professionals should develop trusting
relationships with vulnerable families and adopt a nonjudgmental approach, while focusing on the child's
needs.

High

2012 NICE guidance recommends that health
professionals in antenatal and postnatal services
should identify factors that may pose a risk to a child's
social and emotional wellbeing. This includes factors
that could affect the parents' capacity to provide a
loving and nurturing environment.

High

2012 NICE guidance recommends that health visitors,
school nurses and early years practitioners should
identify factors that may pose a risk to a child's social
and emotional wellbeing, as part of an ongoing
assessment of their development. They should use the
'Early years foundation stage' assessment process to
help identify and share any needs and concerns.
Specifically, they should look for risk factors that were
not evident at an earlier stage.

High

2012 NICE guidance recommends that Family welfare,
housing, voluntary services, the police and others who
are in contact with a vulnerable child and their family
should be aware of factors that pose a risk to the
child's social and emotional wellbeing. They should
raise any concerns with the family GP or health visitor.

High

2012 NICE guidance recommends that health visitors
or midwives should offer a series of intensive home
visits by an appropriately trained nurse to parents
assessed to be in need of additional support.

High

The trained nurse should visit families in need of
additional support a set number of times over a
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sustained period of time (sufficient to establish trust
and help make positive changes). Activities during
each visit should be based on a set curriculum which
aims to achieve specified goals in relation to: maternal
sensitivity, the mother–child relationship, home
learning, parenting skills and practice.
The nurse should, where possible, focus on
developing the father–child relationship as part of an
approach that involves the whole family.
2012 NICE guidance recommends that health
visitors or midwives should regularly check the
parents' level of involvement in the intensive home
visiting programme.

High

2012 NICE guidance recommends that managers of
intensive home-visiting programmes should conduct
regular audits to ensure consistency and quality of
delivery.

High

2012 NICE guidance recommends that health visitors
or midwives should explain to parents that home
visits aim to ensure the healthy development of the
child. They should take into account the parents' first
language and make provision for those who do not
speak English. They should also be sensitive to a wide
range of attitudes, expectations and approaches in
relation to parenting.

High

2012 NICE guidance recommends that health
visitors or midwives should try to ensure both
parents can fully participate in home visits, by
taking into account their domestic and working
priorities and commitments. They should also try to
involve other family members, if appropriate and
acceptable to the parents.

High

2012 NICE guidance recommends that health visitors
and midwives should consider evidence-based
interventions, such as baby massage and video
interaction guidance, to improve maternal sensitivity
and mother–infant attachment.

High

2012 NICE guidance recommends that health visitors
and midwives should encourage parents to participate
in other services delivered by children's centres and as
part of the Healthy Child Programme.

High

2012 NICE guidance recommends that health visitors
and midwives should work in partnership with other
early years practitioners to ensure families receive
coordinated support. This includes psychologists,
therapists, family support workers and other
professionals who deliver services provided by
children's centres and as part of the Healthy Child

High
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Programme.
2012 NICE guidance recommends that local authority
children's services should ensure all vulnerable
children can benefit from high quality childcare
outside the home on a part- or full-time basis and can
take up their entitlement to early childhood education,
where appropriate. The aim is to give them the
support they need to fulfill their potential.

High

Childcare and education services should:
-offer flexible attendance times, so that parents or
carers can take up education,
-training or employment opportunities
-address any barriers that may hinder participation by
vulnerable children such as
-geographical access, the cost of transport or a sense
of discrimination and stigma
-be run by well-trained qualified staff, including
graduates and qualified teachers
-be based on an ethos of openness and inclusion.
2012 NICE guidance recommends that managers and
providers of early education and childcare services
should ensure all vulnerable children can benefit from
high quality services which aim to enhance their social
and emotional wellbeing and build their capacity to
learn. Services should:

High

-promote the development of positive, interactive
relationships between staff and children
-ensure individual staff get to know, and develop an
understanding of, particular children's needs
(continuity of care is particularly important for
younger children)
-focus on social and emotional, as well as educational,
development.
2012 NICE guidance recommends that In line with
the Department for Education's statutory framework
for the early years foundation stage, managers and
providers of early education and childcare services
should:

High

-provide a structured, daily schedule comprising a
balance of adult-led and child initiated activities
-ensure parents and other family members are fully
involved
-ensure the indoor and outdoor environment is
spacious, well maintained and pleasant.
2012 NICE guidance recommends that health and
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High

early years providers should put systems in place to
deliver integrated universal and targeted services that
support vulnerable children's social and emotional
wellbeing. This should include systems for sharing
information and for multidisciplinary training and
development.

2012 NICE guidance recommends that health and

High

early years providers should ensure a process is in
place to systematically involve parents and families
in reviewing services and suggesting how they can
be improved. As part of this process, vulnerable
parents and families should be asked about their
needs and concerns and their experiences of the
services on offer.

2012 NICE guidance recommends that health and early
years practitioners should be clear about their
responsibility for improving the social and emotional
wellbeing of vulnerable children and their families.
This involves developing and agreeing pathways and
referral routes that define how practitioners will work
together, as a multidisciplinary team, across different
services within a given locality.

High

2012 NICE guidance recommends that health and

High

early years practitioners should be systematic and
persistent in their efforts to encourage vulnerable
parents to use early years services. Activities
should include:
-targeted publicity campaigns
-making contact by using key workers and
referral partners
-encouraging other parents to help get them involved
-sending out repeat invitations
-using local community venues, such as places of
worship and play centres to encourage them to
participate and to address any concerns about
discrimination and stigma
-home visits by family support workers.

2012 NICE guidance recommends that health and early

High

years practitioners should use outreach methods to
maintain or improve the participation of vulnerable
parents and children in programmes and activities.
Parents who may lack confidence or are isolated will
require particular encouragement. (This includes
those with drug or alcohol problems and those who
are experiencing domestic violence.)

2012 NICE guidance recommends that health and early
years practitioners should work with community
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High

and voluntary organisations to help vulnerable
parents who may find it difficult to use health and
early years services. The difficulties may be due to
their social circumstances, language, culture or
lifestyle.
Other
comments

ID
Citation

C2
Cochrane Database Syst Rev. 2012 Aug 15;8:CD009660. doi:
10.1002/14651858.CD009660.pub2.Psychological interventions for parents of children and
adolescents with chronic illness. Eccleston C, Palermo TM, Fisher E, Law E.

Web link

http://www.ncbi.nlm.nih.gov/pubmed/22895990
Systematic review

Type of
evidence
Quality of
study

1++ (high quality MA; or SR of RCTs; or RCT with very
low bias risk)

Evidence
statements
(note
population,
interventio
n and
outcomes)

There is no evidence on the effectiveness of
psychological therapies that include parents in most
outcome domains of functioning, for a large number of
common chronic illnesses in children.

Other
comments

ID
Citation

Web link
Type of
evidence
Quality of
study
Evidence
statements
(note
population,
interventio

Publication
Date
Region

August 2012

Strength of
evidence

Very low

International - all

There is good evidence for the effectiveness of
including parents in psychological therapies that
reduce pain in children with painful conditions.

High

There is good evidence for the effectiveness of CBT
that includes parents for improving the primary
symptom complaints when available data were
included from chronic illness conditions.

High

High
There is good evidence for the effectiveness of
problem solving therapy delivered to parents on
improving parent problem solving skills and parent
mental health.
Included 35 RCTs involving a total of 2723 primary trial participants. Two review authors
extracted data from 26 studies.
All effects are immediately post-treatment. There are no significant findings for any
treatment effects in any condition at follow-up.

C3
Cochrane Database Syst Rev. 2012 Jun 13;6:CD002020. doi:
10.1002/14651858.CD002020.pub3.Group-based parent training programmes for improving
parental psychosocial health.Barlow J, Smailagic N, Huband N, Roloff V, Bennett C.
http://www.ncbi.nlm.nih.gov/pubmed/22696327
Systematic review
June 2012
Publication
Date
Region
International - all
1++ (high quality MA; or SR of RCTs; or RCT with very
low bias risk)
High
Strength of
There is evidence that parenting programmes
evidence
improve the short-term psychosocial wellbeing of
parents. Group-based parenting programmes led to
statistically significant short-term improvements in
depression, anxiety, stress, anger, guilt, confidence
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n and
outcomes)

and satisfaction with the partner relationship.

Other
comments

Included 48 studies that involved 4937 participants and covered three types of
programme: behavioural, cognitive-behavioural and multimodal
Twenty-two studies were conducted in the USA, 10 in Australia, seven in Canada and three in
the UK. The remaining studies were conducted in China, Germany, Japan, the Netherlands
and New Zealand.

ID
Citation

Web link
Type of
evidence
Quality of
study
Evidence
statement
s (note
population,
interventio
n and
outcomes)

C4
J Perinatol. 2012 May;32(5):381-6. doi: 10.1038/jp.2011.109. Epub 2011 Sep
8.Biopsychosocial risks of parental care for high-risk neonates: implications for
evidence-based parental counseling. Placencia FX, McCullough LB.
http://www.ncbi.nlm.nih.gov/pubmed/21904297
Review (non-systematic)
September 2011
Publication
Date
North America
Region
2++ (High quality SR of non-RCT studies; or high
quality non-RCT studies with a very low bias risk and
high probability of a causal relationship)
Moderate
Strength of
There is evidence that providing long-term care
evidence
involves biopsychosocial risks. Counseling of parents
should identify them and advocate strategies for
prevention.

Other
comments

Searched PubMed Search Engine and ERIC (Educational Resources Information
Centre) database.

ID
Citation

C5

Web link
Type of
evidence
Quality of
study
Evidence
statement
s (note
population,
interventio
n and
outcomes)
Other
comments

Child Care Health Dev. 2011 Jul;37(4):475-83. doi: 10.1111/j.1365-2214.2011.01212.x. Epub
2011 Mar 11.Systematic review of the efficacy of parenting interventions for children with
cerebral palsy.Whittingham K, Wee D, Boyd R.
http://www.ncbi.nlm.nih.gov/pubmed/21392055
Systematic review
July 2011
Publication
Date
Region
International - all
1+ (well-conducted MA, SR, or RCTs with a low
risk of bias)
Low
There is evidence that parenting interventions may be
Strength of
evidence
an effective intervention for parents of children with
Cerebral Palsy.

No randomized clinical trials of parenting interventions with parents of children
with CP were identified.
Three studies were identified that involved the examination of a targeted parenting
intervention via a pre-post design. Interventions utilized included the implementation of
parenting interventions in conjunction with behavioural intervention and oral motor
exercises for children with CP and feeding difficulties, the Hanen It Takes Two to Talk
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programme and a Functional Communication Training programme for parents.

ID
Citation

C6
Cochrane Database Syst Rev. 2010 Mar 17;(3):CD003680. doi:
10.1002/14651858.CD003680.pub2.Group-based parent-training programmes for improving
emotional and behavioural adjustment in children from birth to three years old.Barlow J,
Smailagic N, Ferriter M, Bennett C, Jones H.

Web link

http://www.ncbi.nlm.nih.gov/pubmed/20238324
Systematic review

Type of
evidence

Publication
Date
Region

March 2010

Quality of
study

1++ (high quality MA; or SR of RCTs; or RCT with very
low bias risk)

Evidence
statements
(note
population,
interventio
n and
outcomes)

There is some evidence for the use of group-based
parenting programmes to improve the emotional and
behavioural adjustment of children with a maximum
mean age of three years eleven months.
However, there is limited data available concerning
the long-term effectiveness of these programmes.

Other
comments

Searched CENTRAL, MEDLINE, EMBASE, CINAHL, PsycINFO, Sociofile, Social Science Citation
Index, ASSIA, National Research Register (NRR) and ERIC. The searches were originally run in
2000 and then updated in 2007/8.
8 studies included in review. There were sufficient data from six studies to combine the
results in a meta-analysis for parent-reports and from three studies to combine the
results for independent assessments of children's behaviour post-intervention. There
was in addition, sufficient information from three studies to conduct a meta-analysis of
both parent-report and independent follow-up data.
8 included studies: Five studies were conducted in the USA, two in the UK and one in
Canada.

ID
Citation

C7

Web link
Type of
evidence
Quality of
study
Evidence
statements
(note
population,
interventio
n and
outcomes)

Strength of
evidence

International western style
countries
Moderate

Behav Modif. 2008 Sep;32(5):714-35. doi: 10.1177/0145445508317134. Epub 2008 May
12.Effectiveness of the Triple P Positive Parenting Program on behavioral problems in
children: a meta-analysis.de Graaf I, Speetjens P, Smit F, de Wolff M, Tavecchio L.
http://www.ncbi.nlm.nih.gov/pubmed/18475003
Meta analysis
September 2008
Publication
Date
Region
International - all
1+ (well-conducted MA, SR, or RCTs with a low risk of
bias)
Moderate
Strength of
The triple P Positive Parenting Program is a multilevel
evidence
parenting program to prevent and offer treatment for
severe behavioural, emotional, and developmental
problems in children. Triple P Level 4 intervention is
indicated if the child has multiple behavior problems in a
variety of settings and there are clear deficits in
parenting skills
There is evidence that Level 4 of Triple P
interventions reduced disruptive behaviours in
children. These improvements were maintained well
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over time, with further improvements in long-term
follow-up.

Other
comments

ID
Citation

Web link
Type of
evidence
Quality of
study
Evidence
statements
(note
population,
interventio
n and
outcomes)

Other
comments

ID
Citation

These effects support the widespread adoption and
implementation of Triple P that is taking place in an
increasing number of countries in quite diverse
cultural contexts around the world.
15 studies met the inclusion criteria

C8
Ment Retard Dev Disabil Res Rev. 2007;13(4):357-69.Primary and secondary effects of parenting
and stress management interventions for parents of children with developmental disabilities: a
meta-analysis.Singer GH, Ethridge BL, Aldana SI.
http://www.ncbi.nlm.nih.gov/pubmed/17979202
2007
Meta analysis
Publication
Date
Region
International - all
1+ (well-conducted MA, SR, or RCTs with a low risk of
bias)
Moderate
There is evidence of consistent positive benefits in
Strength of
evidence
the form of reductions in parents' distress of
parenting and stress management interventions for
parents of children with developmental disabilities.
These effects were comparable to those reported
in other syntheses of parenting interventions for
parents of children without disabilities.
There is evidence to support the claim that there are
established evidence-based interventions for
reducing psychological distress at least in middle-class
mothers in the short term.
There is limited but promising evidence for parenting
and stress management interventions for fathers of
children with developmental disabilities.

Moderate

There is limited but promising evidence for the
longer-term effects of parenting and stress
management interventions for parents of children
with developmental disabilities.
17 studies met the inclusion criteria for this synthesis

Low

Low

Most of the parents in these studies, with a few exceptions, were White and middle class with
high school or some college as their highest level of educational attainment. Several studies
included single parents, usually mothers, and small numbers of people with relatively low
incomes. The numbers of parents of colour or from recent immigrant populations were very
small.

C9

Web link

J Child Psychol Psychiatry. 2004 Nov;45(8):1338-49.Practitioner review: stress intervention for
parents of children with intellectual disabilities. Hastings RP, Beck A.
http://www.ncbi.nlm.nih.gov/pubmed/15482495

Type of

Review (non-systematic)

Publication
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November 2004

evidence
Quality of
study

2+ (well conducted non-RCT studies with a low bias
risk and moderate probability of a causal relationship)

Evidence
statement
s (note
population,
interventio
n and
outcomes)

Research evidence suggests that standard service
models (e.g., respite care, case management)
probably help to reduce parental stress in parents of
children with intellectual disabilities.

Other
comments

ID
Citation

Web link
Type of
evidence
Quality of
study
Evidence
statement
s (note
population,
interventio
n and
outcomes)
Other
comments

ID
Citation

Web link
Type of
evidence
Quality of

Date
Region
Strength of
evidence

International - all
Low

Low

The strongest evidence base is for cognitive
behavioural group interventions as a stress
intervention for parents of children with intellectual
disabilities, especially for the reduction of stress in
mothers.

Low
There is some evidence for the potential value of
parent-led support networks as a stress intervention
for parents of children with intellectual disabilities.
A selective review of interventions designed to reduce stress in parents of children with
intellectual disabilities, with a focus on group interventions that incorporate various
cognitive behavioural techniques.

C10
Aust Occup Ther J. 2010 Aug;57(4):210-23. doi: 10.1111/j.14401630.2010.00850.x.Systematic review of early intervention programmes for children from
birth to nine years who have a physical disability. Ziviani J, Feeney R, Rodger S, Watter P.
http://www.ncbi.nlm.nih.gov/pubmed?term=20854595
Systematic review
August 2010
Publication
Date
Region
International - all
1+ (well-conducted MA, SR, or RCTs with a low
risk of bias)
Low
Strength of
There is evidence that positive outcomes for both
evidence
children and families have resulted from early
intervention programmes for children from birth to
nine years who have a physical disability.
However, the methodological weaknesses of these
studies mean that they provide inconclusive evidence
of the effectiveness of these programmes.
Ten studies were included in the review.
Cross-sectional and interrupted time-series studies were of moderate
methodological quality, whereas the non-randomised control trial was of moderateto-high methodological quality.
Studies differed considerably with respect to participants, types of intervention and
outcomes measured.

C11
Res Dev Disabil. 2009 Sep-Oct;30(5):961-8. doi: 10.1016/j.ridd.2009.01.009. Epub 2009 Feb
25.Parent training: a review of methods for children with developmental disabilities. Matson
JL, Mahan S, LoVullo SV.
http://www.ncbi.nlm.nih.gov/pubmed/19246176
Review (non-systematic)
2+ (well conducted non-RCT studies with a low bias
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Publication
Date
Region

September 2009
International all

study

risk and moderate probability of a causal relationship)

Evidence
statements
(note
population,
interventio
n and
outcomes)

There is evidence that parent training should serve
as a center piece for interventions geared toward
children with intellectual disability (ID).

Strength of
evidence

Moderate

There is evidence that many of the most
effective treatments are psychological in
origin, and are specific to behavior therapy
and applied behavior analysis.
Regarding parent training methods for children with
developmental disabilities, the specific format of
therapy varies widely from group to individual parent
training, manuals, curriculums, video and live
instruction. There is evidence that all of these
variations appear to have an important role to play in
treatment, and are cost effective.

Moderate

There is evidence that parent training for children with
developmental disabilities can be paired with
instructions and teaching occurring at school or
through early intensive behavioural intervention
programs. Parents have routinely indicated favourable
attitudes about such training. In addition to enhancing
treatment effectiveness, this is also a good way to
demystify the therapy process.

Moderate

Other
comments

ID
Citation

C12
Cochrane Database Syst Rev. 2011 Dec 7;(12):CD003018. doi:
10.1002/14651858.CD003018.pub3.Parent training interventions for Attention Deficit
Hyperactivity Disorder (ADHD) in children aged 5 to 18 years .Zwi M, Jones H, Thorgaard C,
York A, Dennis JA.

Web link
Type of
evidence
Quality of
study

http://www.ncbi.nlm.nih.gov/pubmed/22161373
Systematic review

Evidence
statement
s (note
population,
interventio
n and
outcomes)

There is evidence that parent training may have a
positive effect on the behaviour of children with
Attention Deficit Hyperactivity Disorder (ADHD) aged
5 to 18 years. It may also reduce parental stress and
enhance parental confidence.

Other
comments

Five studies including 284 participants that met the inclusion criteria.

1++ (high quality MA; or SR of RCTs; or RCT with very
low bias risk)

Publication
Date
Region

December 2011

Strength of
evidence

Moderate

UK

The poor methodological quality of the included studies increases the risk of bias in the
results. Data concerning ADHD-specific behaviour are ambiguous. For many important
outcomes, including school achievement and adverse effects, data are lacking. Evidence
from this review is not strong enough to form a basis for clinical practice guidelines.
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6.4

Sub-topic: Interventions to improve rates of infant immunisation & vaccination
Search record
6.4.1

10 publications met the search criteria.

Full Tabulated results
The following data forms present the detailed systematic review and meta-analysis findings of the
literature review. For further information on: ‘type of evidence’, ‘quality of study’ and ‘strength of
evidence - see the methods statement on evidence classification (Section 3.4). Summary results are
provided in the results section (Section 4). Results are presented chronologically starting with the
most recent.

ID
Citation
Web link
Type of
evidence

D1
NHS - NICE - Jul 2006 – Postnatal care – Routine postnatal care of women and their babies
http://www.nice.org.uk/nicemedia/live/12247/45497/45497.pdf
March 2009
Systematic review
Publication
Date

Quality of
study

1++ (high quality MA; or SR of RCTs; or RCT with very
low bias risk)

Region

International western style
countries

Evidence
statements
(note
population,
interventio
n and
outcomes)

There is evidence to support Interventions that
incorporate reminder/recall systems are effective in
improving uptake of immunisations.

Strength of
evidence

High

There is mixed evidence as to the effectiveness of
reminder/recall interventions targeting children aged
less than 2 years who are not up-to-date with the
recommended vaccination schedule.

Moderate

There is evidence to suggest that a baby clinic for
black, adolescent first-time mothers focusing on
immunisations coupled with reminder calls and
letters after missed appointments significantly
increased the proportion of children who were up-todate for immunisations.

Moderate

There is mixed evidence from three RCTs, all from
the USA, as to the effectiveness at increasing
immunisation uptake of reminder/recall interventions
targeting families of low socio-economic status.

Moderate

There is evidence to support home-visit interventions
that consist of a healthcare professional or trained
community support worker visiting parents in their
homes to discuss immunisation.

Moderate
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There is evidence that a home vaccination service
targeted at children not up-to-date with
immunisation schedule for children who were behind
on the recommended immunisation schedule
significantly improved vaccination coverage
compared with children who did not receive a homebased vaccination service.

Moderate

There is evidence that a community outreach
programme for pregnant black and minority ethnic
group women centred on home visits from trained
community health advocates supplemented with
three accompanied visits from nurses increased
vaccination rates

Moderate

There is evidence that many parents lack knowledge
about immunisations and vaccine-preventable
diseases, their incidence in the UK and their severity.

Moderate

Evidence suggests that the majority of parents discuss
immunisation with a health professional before uptake.
There is also evidence to suggest that some health
professionals would like more time to discuss
immunisation

Low

There is evidence which suggest that parents find
health professionals, NHS literature, friends and the
media (including television and the Internet) to be
important sources of information on immunisation

Low

Moderate
There is a lack of quantitative evidence on the
effectiveness of interventions that focus solely on the
provision of information for parents and carers about
childhood vaccines or vaccine-preventable diseases for
increasing immunisation uptake. However, many
multicomponent interventions include provision of
information either in printed materials or as part of a
more interactive educational exercise.
There is mixed evidence as to the effectiveness of
client/family incentives (or disincentives) at
increasing uptake of immunisations in children of
low-income families.

Moderate

There is evidence that the majority of head
teachers would be in favour of asking about
immunisation status on school entry, and would be
prepared to recommend that parents had their
children fully immunised before school entry.

Low

Low
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There is evidence from one RCT (quality -) that
active follow-up of pre-school children who were not
up-to-date with their vaccinations, was effective at
increasing uptake of immunisations compared with
reminder letters alone.

Other
comments

There is strong evidence that hospital-based
opportunistic immunisation strategies are effective for
increasing uptake of recommended vaccinations in
children admitted to hospital.

High

There is evidence parents felt that opportunistic
immunisation of children in accident and emergency
departments, or during a hospital admission, was both
inappropriate and distressing.

Low

There is evidence that multicomponent national
immunisation campaigns are effective at increasing
uptake of vaccinations. There is also evidence that
coverage improved more in areas with low socioeconomic status compared with areas with high
socioeconomic status

Moderate

There is evidence multicomponent intervention for
children not up-to-date with vaccinations significantly
increased completeness rates for the recommended
vaccination series compared with children who did not
receive the intervention.

Moderate

There is strong evidence to suggest that targeted
multicomponent community-based interventions are
effective at increasing uptake of childhood
immunisations.

High

There is evidence of differences in knowledge and
beliefs between MMR-accepting and MMR-refusing
parents.

Moderate

There is mixed evidence from four studies (three
RCTs and one BA study) as to the effectiveness of
reminder/recall interventions at increasing MMR
uptake in children who had not received their first
MMR vaccination.

High

Health professionals were consistently reported as the most trusted source of information on
the MMR vaccine.
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ID
Citation
Web link
Type of
evidence
Quality of
study
Evidence
statements
(note
population,
interventio
n and
outcomes)

D2
NHS - NICE - Sept 2009 - Guidance on differences in the uptake of immunisations (including
targeted vaccines) in people younger than 19 years
www.nice.org.uk/PH21
Systematic review
September 2009
Publication
Date
Region
International 1++ (high quality MA; or SR of RCTs; or RCT with very
low bias risk)
western style
countries
High
2009 NICE guidance recommends that for children aged
Strength of
evidence
less than 19 years a multifaceted, coordinated
programme is adopted across different settings to
increase timely immunisation among groups with low or
partial uptake.
2009 NICE guidance recommends that for all
children aged under 19 vaccination status should be
monitored.

High

2009 NICE guidance recommends that there is an
identified healthcare professional in the PCT and every
GP practice who is responsible – and provides
leadership – for the local childhood immunisation
programme.

High

2009 NICE guidance recommends all staff involved
in immunisation services for children aged under 19
have access to the ‘Green book'. Also ensure
updates to the childhood immunisation programme
and schedule are monitored and services adapted
appropriately.

High

2009 NICE guidance recommends that access to
immunisation services improved for children aged less
than 19. This could be achieved by extending clinic
times, ensuring children and young people are seen
promptly and by making sure clinics are child and
family friendly.

High

2009 NICE guidance recommends that enough
immunisation appointments are available so that all
local children under the age of 19 can receive the
recommended vaccinations on time.

High

2009 NICE guidance recommends that children aged
less than 19 years and their parents are sent tailored
invitations for immunisation. When a child or young
person does not attend appointments, tailored reminders
and recall invitations are sent and followed up by
telephone or text message.

High

2009 NICE guidance recommends that children aged
under 19 years and their parents are provided with
tailored information, advice and support to ensure they
know about the recommended routine childhood

High
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vaccinations and the benefits and risks. This should
include details on the infections they prevent.
Information should be provided in different formats,
for example, for those whose first language is not
English.
2009 NICE guidance recommends that parents and
young people have an opportunity to discuss any
concerns they might have about immunisation. This
could either be in person or by telephone and could
involve a GP, community paediatrician, health visitor,
school nurse or practice nurse.

High

2009 NICE guidance recommends that children aged
less than 19 years and their parents know how to
access immunisation services.

High

2009 NICE guidance recommends that home visits are
considered to discuss immunisation with parents who
have not responded to reminders, recall invitations or
appointments. Offer to give their children vaccinations
there and then (or arrange a convenient time in the
future). Such visits could include groups that may not
use primary care services, for example, travellers or
asylum seekers.

High

2009 NICE guidance recommends that the
immunisation status of children aged less than 19
years is checked at every appropriate opportunity.
Checks should take place during appointments in
primary care, hospital in- or outpatient and accident
and emergency departments, walk-in centres or
minor injuries units. Use the personal child health
record (PCHR, also known as the ‘Red book’) as
appropriate. If any vaccinations are outstanding:

High

2009 NICE guidance recommends that PCTs and GP
practices have a structured, systematic method for
recording, maintaining and transferring accurate
information on the vaccination status of all children
aged less than 19. Vaccination information should be
recorded in patient records, the personal child health
record and the child health information system. The
same data should be used when reporting
vaccinations to the child health department and when
submitting returns to the PCT for GP and practice
payments. This will ensure records in both systems
are reconciled and consistent.

High

2009 NICE guidance recommends that private
providers should be encouraged and enabled to
give the relevant GP practice or PCT details of all
vaccinations administered to children and young
people, so they can be recorded in the appropriate
information system.

High
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2009 NICE guidance recommends that any factors
which may make it less likely that a child aged less
than 19 years will be up-to-date with vaccinations
should be recorded in their patient records and the
personal child health record.

High

2009 NICE guidance recommends that, the
databases for recording children and young people’s
immunisation status should be regularly updated
and maintained

High

2009 NICE guidance recommends that up-to-date
information on vaccination coverage is available and
disseminated to all those responsible for the
immunisation of children and young people. This
includes those who are delivering the vaccinations.

High

2009 NICE guidance recommends that the age
composition of the practice population should be
monitored so that there is enough capacity to provide
timely immunisations. Waiting lists are unacceptable.

High

2009 NICE guidance recommends that:

High

All staff involved in immunisation services are
appropriately trained.
Health professionals who deliver vaccinations have
received training that complies with the ‘National
minimum standard for immunisation training.
Health professionals working with children and young
people have the appropriate knowledge and skills to
give advice on the benefits and risks of immunisation.
Staff are appropriately trained to document
vaccinations accurately in the correct records.
2009 NICE guidance recommends that, the Healthy
Child team, led by a health visitor working with other
practitioners, should check the immunisation record of
each child aged up to 5 years. They should carry out
this check when the child joins a day nursery, nursery
school, playgroup, Sure Start children’s centre or when
they start primary school. The check should be carried
out in conjunction with childcare or education staff and
the parents.

High

2009 NICE guidance recommends that, school nursing
teams, working with GP practices and schools, should
check the vaccination status of children and young
people when they transfer to a new school or college.

High

2009 NICE guidance recommends if children and
young people are not up-to-date with their
vaccinations, school nursing teams, in conjunction
with nurseries and schools, should explain to parents
why immunisation is important.

High
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2009 NICE guidance recommends head teachers,
school governors, managers of children’s services and
PCT immunisation coordinators should work with
parents to encourage schools to become venues for
vaccinating local children.

High

2009 NICE guidance recommends that for children
and young people aged under 19 years , improve
access to immunisation services for those with
transport, language or communication difficulties, and
those with physical or learning disabilities.

High

2009 NICE guidance recommends that for children
and young people aged less than 19 years, provide
accurate, up-to-date information in a variety of
formats on the benefits of immunisation against
vaccine-preventable infections. This should be
tailored for different communities and groups

High

2009 NICE guidance recommends that PCTs should
have an identified person responsible for coordinating
the local hepatitis B vaccination programme for
babies at risk of hepatitis B infection.

High

2009 NICE guidance recommends that babies born to
hepatitis B-positive mothers should be given the first
dose of the vaccine promptly, whether they are
delivered in hospital or at home. They should then
receive all other recommended doses, a blood test to
check for infection and, where appropriate, hepatitis B
immunoglobulin, in line with the ‘Green book

High

Other
comments
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D3
Jacobson Vann JC, Szilagyi P. Patient reminder and recall systems to improve immunization
rates. Cochrane Database of Systematic Reviews 2005, Issue 3. Art. No.: CD003941. DOI:
10.1002/14651858.CD003941.pub2.
http://www.ncbi.nlm.nih.gov/pubmed/16034918
Systematic review
January 2005
Publication
Date
Region
International 1++ (high quality MA; or SR of RCTs; or RCT with very
low bias risk)
western style
countries
In patients receiving routine childhood vaccinations,
reminder or recall interventions increased the
likelihood of being vaccinated or up-to-date with
immunizations
All types of patient reminder and recall were found to
be effective, while letter reminders were somewhat
more effective than postcard reminders among
mailed reminders. Person-to-person telephone
reminders were the most effective single approach.
Letter reminders were close to the level of
effectiveness of phone reminders, the effectiveness of
postcard, and postcard combined with telephone
reminders were equivalent . More intensive reminder
and recall, such as those using multiple reminders,
appeared to be more effective than single reminders.

Strength of
evidence

High

High

N/A
Of the 122 studies that were fully reviewed, 47 met eligibility criteria and were included in
the final review, including 5 new studies that were added in the 2005 update
(Daley2004T513; Daley2004T515; Hull2002T511; LeBaron2004T512; Sansom2003T514)
and 4 in the 2007 update
Approximately three-fourths (36) of the included patient reminder or recall studies were
performed in the United States (USA).The remaining 26% of studies were performed in
Australia (2)
More than one-third of included studies (16) examined routine vaccinations of infants and
children and four studied influenza vaccinations in high-risk children and infants
The patient reminder or recall studies were performed in diverse settings, ranging from
urban to rural, and public to private to university- based.
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D4
Bordley - Am J Prev Med - May 2000 The effect of audit and feedback on immunization
delivery: a systematic review. (2000)

Web link

http://www.ncbi.nlm.nih.gov/pubmed?term=10788739
Systematic review

Type of
evidence

Publication
Date
Region

May 2000

Quality of
study

1+ (well-conducted MA, SR, or RCTs with a low risk of
bias)

Evidence
statements
(note
population,
interventio
n and
outcomes)

The effect of audit and feedback on childhood
immunizations uptake rates found that audit and
feedback, alone or in combination with other
interventions, were associated with improvements in
immunization rates. The effectiveness of A&F in adults
may not however be applicable to childhood vaccines.

Other
comments

Medline between 1966 and 1997.

ID
Citation

D5
Glenton - Trop Med Int Health - Sep 2011 Can lay health workers increase the uptake of
childhood immunisation? Systematic review and typology.
Click here to enter text.
Systematic review
September 2011
Publication
Date
Region
International - all
1+ (well-conducted MA, SR, or RCTs with a low risk of
bias)
Moderate
There is evidence to support lay health workers
Strength of
evidence
increase the uptake of immunisation coverage

Web link
Type of
evidence
Quality of
study
Evidence
statements
(note
population,
interventio
n and
outcomes)
Other
comments

Strength of
evidence

International western style
countries
Moderate

For many models, more high-quality studies are needed, particularly from LMICs. More studies
are also needed to assess the effects of using LHWs to vaccinate children themselves
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D6
Cawley - J Sch Health - Feb 2010 Strategies for implementing school-located influenza
vaccination of children: a systematic literature review.
Cawley - J Sch Health - Feb 2010 Strategies for implementing school-located influenza
vaccination of children: a systematic literature review.

Type of
evidence
Quality of
study

Systematic review

Evidence
statements
(note
population,
interventio
n and
outcomes)

There is evidence to support school-located
vaccinations have been shown to be cost-effective
and cost saving, and represent a promising way to
achieve the Advisory Committee on Immunisation
Practices expanded recommendation for influenza
vaccination of all school-age children.

Other
comments

A higher percentage of consent forms tend to be returned in elementary schools rather than
middle schools; future research should further explore the school characteristics associated with
successful vaccination campaigns
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Citation
Web link
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Type of
evidence
Quality of
study
Evidence
statements
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population,
interventio
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outcomes)

1+ (well-conducted MA, SR, or RCTs with a low risk of
bias)

There is evidence to support immunization
information system should be used to ensure that a
record of the immunization is available to the child’s
regular medical provider.

Publication
Date
Region

Strength of
evidence

February 2010
International western style
countries
Moderate

Low

Tickner - Vaccine - Nov 2006 Factors underlying suboptimal childhood immunisation.
Click here to enter text.
Review (non-systematic)
November 2006
Publication
Date
Region
UK
2++ (High quality SR of non-RCT studies; or high
quality non-RCT studies with a very low bias risk and
high probability of a causal relationship)
High
There is evidence to support reminder and recall
Strength of
evidence
interventions, including postcards, letters and
telephone calls, increased the number of children who
were vaccinated or up-to-date with their
immunisations. Although costly, providing several
reminders and reminding people over the telephone
were the most effective.
There is evidence to support parents need key
information about the immunisation process,
including the safety of multiple and single-antigen
vaccines, reassurance that minor illness is not a
reason to delay vaccination, duration of protection
and justification for boosters .

Moderate

There is evidence to support interventions should also

Moderate
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encourage parents to base their decisions less on
emotional variables, such as anticipated responsibility or
regret, and to assess the benefits and risks of
immunising on the basis of scientific evidence.
In interviews regarding MMR vaccination parents
identified a number of factors likely to support
informed decision making. These included drop-in
sessions at local nurseries or schools dedicated to
answering parents’ concerns about vaccine safety.

Low

There is evidence to support combination vaccines,
such as MMR or the five-in-one, can help to improve
immunisation coverage by reducing the number of
injections needed at each vaccination appointment and
possibly reducing injection-related discomfort.

Moderate

Other
comments
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D8
Serpell - Vaccine - Feb 2006 Parental decision-making in childhood vaccination.
Click here to enter text.
Review (non-systematic)
February 2006
Publication
Date
Region
UK
2+ (well conducted non-RCT studies with a low bias risk
and moderate probability of a causal relationship)
Moderate
There is evidence to support the provision of clear
Strength of
information on any risks that there are in connection
evidence
with vaccines.

Nothing is risk-free and it helps to say so. People are, reasonably enough, more likely to
believe the reassuring part of a message if they feel they are being given all the negative
information. At the same time the formula that there is ‘no evidence’ for something needs
to be dropped. While this may be appropriate in a scientific paper, it is harmful nonsense
when translated to public health. If the truth, beyond what the courts call ‘all reasonable
doubt’ is that MMR does not cause autism then that needs to be clearly stated.
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D9
Lewin S, Munabi-Babigumira S, Glenton C, Daniels K, Bosch-Capblanch X, van Wyk BE,
Odgaard-Jensen J, Johansen M, Aja GN, Zwarenstein M, Scheel IB. Lay health workers in
primary and community health care for maternal and child health and the management of
infectious diseases. Cochrane Database of Systematic Reviews 2010, Issue 3. Art. No.:
CD004015. DOI: 10.1002/14651858.CD004015.pub3.
http://www.ncbi.nlm.nih.gov/pubmed/20238326
Systematic review

Quality of
study

1++ (high quality MA; or SR of RCTs; or RCT with very
low bias risk)

Evidence
statements
(note
population,
interventio
n and
outcomes)

There is evidence of moderate quality that Lay Health
Workers can increase the proportion of children with
immunisation schedule up to date.

Other
comments

ID
Citation

Publication
Date
Region

March 2010

Strength of
evidence

Moderate

International - all

A lay health worker is a member of the community who has received some training to
promote health or to carry out some healthcare services, but is not a healthcare
professional.

D10
Am J Prev Med. 2000 Jan;18(1 Suppl):97-140.
Reviews of evidence regarding interventions to improve vaccination coverage in children,
adolescents, and adults. The Task Force on Community Preventive Services.
Briss PA, Rodewald LE, Hinman AR, Shefer AM, Strikas RA, Bernier RR, Carande-Kulis VG,
Yusuf HR, Ndiaye SM, Williams SM.

Web link
Type of
evidence
Quality of
study

http://www.ncbi.nlm.nih.gov/pubmed?term=10806982
Systematic review
1+ (well-conducted MA, SR, or RCTs with a low risk of
bias)
There is strong evidence to support multicomponent
Interventions that include education improve
vaccination coverage in children, adolescents, and
adults.
The multicomponent interventions included
community or client education also included client
reminders, provider education, expanded hours or
access in clinical settings, provider reminders,
reducing out-of-pocket costs, client-held vaccination
records, WIC interventions, medical and psychosocial
assessments, nutrition services, and home visits.
According to the Guide’s rules of evidence, strong
scientific evidence exists that multicomponent
interventions that include education are effective in
improving vaccination coverage. However, the
contribution of individual components to the overall
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Publication
Date
Region

January 2000
North America
Moderate

effectiveness of these interventions cannot be
attributed.
There is evidence to support vaccination
requirements for child care, school, and college
attendance are effective in improving vaccination
coverage and immunity and/or in reducing rates of
disease.

Moderate

There is evidence to support home-visiting
interventions are effective in improving vaccination
coverage. However, at least when applied only to
improve vaccination coverage, home-visiting
interventions can be highly resource-intensive relative
to other available options for improving vaccination
coverage.

Moderate

There is strong evidence to support reminder/ recall
interventions are effective in improving vaccination
coverage.

Moderate

There is strong evidence to support assessment and
feedback of vaccination coverage information to
providers is effective in improving vaccination
coverage.

Moderate

Other
comments

The specific characteristics of assessment and feedback interventions (e.g., content,
intensity, use of incentives, or benchmarking) that contribute most to effectiveness cannot
be determined from available data; however, a variety of assessment and feedback
interventions have been consistently effective in a wide range of contexts.

ID
Citation

D10
Wood - Pediatrics - Oct 2003 Increasing immunization coverage. American Academy of
Pediatrics Committee on Community Health Services. American Academy of Pediatrics
Committee on Practice and Ambulatory Medicine.

Web link
Type of
evidence
Quality of
study

http://www.ncbi.nlm.nih.gov/pubmed/14523201
Review (non-systematic)
1+ (well-conducted MA, SR, or RCTs with a low risk of
bias)

Publication
Date
Region

The Task Force on Community Preventive Services,
convened by the US Department of Health and
Human Services with support from the Centres for
Disease Control and Prevention, analysed the peer
reviewed published evidence on interventions
designed to improve the timely immunization of
children and adults.(Briss PA (see Comments))

October 2003
North America
Strength of
evidence

The task force found the following interventions to be
proven effective for office practices to improve vaccine
delivery (and the delivery of other preventive health
care services):
There is evidence to support parent reminders for
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Strength of

Moderate

upcoming visits and recall notices have increased
immunization rates in many settings, such as private
physician offices and public clinics; for children
enrolled in health maintenance organizations; and
for children from diverse backgrounds and economic
groups, including urban and rural, and white, black,
and Hispanic populations

evidence

There is evidence to support nurse and/or physician
reminders in written or electronic form during the
visit have been shown to decrease missed
opportunities to immunize during those visits.

Moderate

There is evidence to support parent education and
expanded access to services, such as after-hours or
weekend clinics, are effective when combined with other
interventions to decrease missed opportunities for
immunization during visits.

Moderate

There is evidence to support quality improvement
efforts, including repeated measurement of
immunization levels of an office practice’s 1- and 2year-old children, allow clinicians to objectively assess
their effectiveness in vaccine administration and
evaluate the effectiveness of changes implemented to
improve practice wide immunization rates.

Moderate

There is evidence to support requests for registered
nurses, physician assistants, and medical assistants
to independently screen patients, identify
opportunities for immunization, and administer
vaccines under physician supervision (where
permissible by local regulations) are effective at
raising immunization rates.

Moderate

Evidence
statements
(note
population,
interventio
n and
outcomes)

There is evidence to support multicomponent
interventions that include provider education were
strongly recommended, although their effectiveness
needed further evaluation. Paediatricians can improve
immunization quality and rates by combining clinical
and staff education with other practice wide system
changes.

Moderate

Other
comments

Briss PA, Rodewald LE, Hinman AR, et al. Reviews of the evidence
regarding interventions to improve vaccination coverage in children,
adolescents, and adults. Am J Prev Med. 2000;18(1 suppl):97–140
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Sub-topic: Interventions to achieve healthy weight during childhood (addressing
obese & underweight children)
Search record
6.5.1

13 publications met the search criteria.

Full Tabulated results
The following data forms present the detailed systematic review and meta-analysis findings of the
literature review. For further information on: ‘type of evidence’, ‘quality of study’ and ‘strength of
evidence’ see the methods statement on evidence classification (Section 3.4). Summary results are
provided in the results section (Section 4). Results are presented chronologically starting with the
most recent.
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E1
NICE public health guidance 11, March 2008 (amended July 2011). Improving the nutrition of
pregnant and breastfeeding mothers and children in low-income households
http://www.nice.org.uk/nicemedia/live/11943/40097/40097.pdf
March 2008
Systematic review
Publication
Date
Region
International 1++ (high quality MA; or SR of RCTs; or RCT with very
low bias risk)
western style
countries
2008 NICE guidance recommends that professional
bodies should ensure health professionals should
have the appropriate knowledge and skills to give
advice on the nutritional needs of women and the
importance of a balanced diet before, during and
after pregnancy

Strength of
evidence

High

2008 NICE guidance recommends that professional
bodies should ensure health professionals are trained in
strategies for changing people’s eating behaviour,
particularly by offering practical, food-based advice.

High

2008 NICE guidance recommends that early in
pregnancy, health professionals (Midwives,
obstetricians, GPs, health visitors and dieticians)
should discuss the woman’s diet and eating habits
and find out and address any concerns she may have
about her diet.

High

2008 NICE guidance recommends that early in
pregnancy, health professionals provide should
tailored information on the benefits of a healthy diet
and practical advice on how to eat healthily
throughout pregnancy. The advice should include: eat
five portions of fruit and vegetables a day and one
portion of oily fish (for example, mackerel, sardines,
pilchards, herring, trout or salmon) a week.

High

2008 NICE guidance recommends that health
professionals (Obstetricians, gynaecologists, GPs,
midwives, health visitors, nurses, dieticians, those

High
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working in contraceptive services or on weight
management programmes) should inform pregnant
women with a pre-pregnancy body mass index (BMI)
over 30, and those who have a baby or who may
become pregnant with a BMI over 30, about the
increased risks this poses to themselves and their
babies and encourage them to lose weight before
becoming pregnant or after pregnancy.

2008 NICE guidance recommends that health
professionals (Obstetricians, gynaecologists, GPs,
midwives, health visitors, nurses, dietitians, those
working in contraceptive services or on weight
management programmes) should provide pregnant
women who have a pre-pregnancy body mass index
(BMI) over 30, and those with a BMI over 30 who
have a baby or who may become pregnant with a
structured programme that:

High

Addresses the reasons why women may find it
difficult to lose weight, particularly after pregnancy.
Is tailored to the needs of an individual or group.
Combines advice on healthy eating and physical
exercise (advising them to take a brisk walk or other
moderate exercise for at least 30 minutes on at least 5
days of the week).
Identifies and addresses individual barriers to change.
Provides ongoing support over a sufficient period of
time to allow for sustained lifestyle changes.
2008 NICE guidance recommends that health
professionals should refer pregnant women with a BMI
over 30 to a dietitian for assessment and advice on
healthy eating and exercise. Do not recommend
weight-loss during pregnancy.

High

2008 NICE guidance recommends that health
professionals should advise breastfeeding women that
losing weight by eating healthily and taking regular
exercise will not affect the quantity or quality of their
milk.

High

2008 NICE guidance recommends that those working
with infants and pre-school children up to the age of 5
years (Teachers, teaching assistants, nursery nurses,
home-based child carers and those working in preschool
day care settings such as nurseries, creches and
playgroup) should implement a food policy

High
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which takes a ‘whole settings’ approach to healthy
eating, so that foods and drinks made available during
the day reinforce teaching about healthy eating.
2008 NICE guidance recommends that those working
with infants and pre-school children up to the age of
5 years (Teachers, teaching assistants, nursery
nurses, home-based child carers and those working in
preschool day care settings such as nurseries, creches
and playgroup) should take every opportunity to
encourage children to handle and taste a wide range
of foods that make up a healthy diet by:

High

Providing practical classroom-based activities.
Ensuring a variety of healthier choices are offered at
mealtimes, and snacks offered between meals are
low in added sugar and salt (for example,
vegetables, fruit, milk, bread and sandwiches with
savoury fillings).
Ensuring carers eat with children whenever possible.
2008 NICE guidance recommends that
commissioning agencies, local authorities, local
strategic partnerships, voluntary agencies and local
businesses that fund or provide community projects,
and public health nutritionists and dietitians should
ensure that parents of families with children aged up
to 5 years (in receipt of Healthy Start benefit) are
offered practical support and advice on how to use
the Healthy Start vouchers to increase their intake of
fruit and vegetables.

High

2008 NICE guidance recommends that commissioning
agencies, local authorities, local strategic
partnerships, voluntary agencies and local businesses
that fund or provide community projects, and public
health nutritionists and dietitians should help families
with children aged up to 5 years by ensuring that
support is provided (both practical and financial) to
develop and maintain community-based initiatives
which aim to make a balanced diet more accessible to
people on a low income. Examples include: food
cooperatives, ‘cook and eat’ clubs, ‘weaning parties’
and ‘baby cafes’.

High

2008 NICE guidance recommends that commissioning
agencies, local authorities, local strategic partnerships,
voluntary agencies and local businesses that fund or
provide community projects, and public health
nutritionists and dietitians should help families with
children aged up to 5 years by work with local

High
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retailers to improve the way fresh fruit and
vegetables are displayed and promoted.
These are NICE recommendations based on NICE evidence statements

E2
NICE public health guidance 42, November 2012 (amended July 2011). Obesity: working with
local communities
http://www.nice.org.uk/nicemedia/live/13974/61622/61622.pdf
November 2012
Systematic review
Publication
Date
Region
International 1++ (high quality MA; or SR of RCTs; or RCT with very
western style
low bias risk)
countries
High
2012 NICE guidance recommends that commissioners
Strength of
evidence
and organisations should ensure, through the health and
wellbeing board, a coherent, community-wide, multiagency approach is in place to address obesity
prevention and management.
2012 NICE guidance recommends that health and
wellbeing boards should work with partners to
optimise the positive impact (and mitigate any
adverse impacts) of local policies on obesity levels.
This includes strategies and policies that may have
an indirect impact, for example, those favouring car
use over other modes of transport, or decisions to
remove park wardens, that affect people's use of
parks.

High

2012 NICE guidance recommends that
visible, strategic leadership to tackle obesity at all
levels and ensure an effective team is in place,
should be undertaken by directors of public health
and public health teams, chairs of local health and
wellbeing boards, executive directors of local
authority services, council leaders and elected
members, leaders of local voluntary and community
organisations, clinical commissioning group leads for
obesity (where they exist),clinical commissioning
representatives on local health and wellbeing boards,
local education and training boards.

High

2012 NICE guidance recommends that all clinical
commissioning groups should be encouraged to
identify an obesity or public health lead to work with
the public health team on joint approaches to
tackling obesity.

High

2012 NICE guidance recommends that local authority
chief executive officers should ensure there is an
effective public health team in place to develop a
coordinated approach to the prevention of obesity. This
should include:

High
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A director or lead public health consultant to provide
strategic direction
A senior coordinator who has dedicated time to
support the director or consultant in their work on
obesity and oversee the local programme. The
coordinator should have:
Specialist expertise in obesity prevention and
community engagement
The skills and experience to work across
organisational boundaries
Community 'health champions' (volunteering with
community or voluntary organisations) and other
people who work directly with the community (such
as health trainers and community engagement
teams) to encourage local participation and support
delivery of the programme.
2012 NICE guidance recommends that coordinators
should advise commissioners on contracts that
support the local obesity agenda to ensure a 'joinedup' approach. They should encourage commissioners
to promote better integration between providers
through the use of joint contracts and supply chain
models that provide a range of local options. The
aim is to tackle the wider determinants of obesity
and support local people to make changes in their
behaviour to prevent obesity.

High

2012 NICE guidance recommends that directors of
public health should ensure coordinators engage
frontline staff (such as health visitors, environmental
health officers and neighbourhood wardens) who can
contribute to local action on obesity.

High

2012 NICE guidance recommends that directors of
public health should ensure frontline staff set aside
dedicated time to deliver specific aspects of the obesity
agenda and receive training to improve their
understanding of the needs of the local community and
improve their practical implementation skills.

High

2012 NICE guidance recommends that coordinators
and community engagement workers should jointly
plan how they will work with population groups, or in
geographic areas, with high levels of obesity. Plans
should consider the motivations and characteristics of
the target groups, in relation to obesity. Coordinators
should also map where public, private, community and
voluntary organisations are already working in
partnership to improve health or on other relevant
issues.

High

2012 NICE guidance recommends that coordinators,
supported by the director of public health, should
encourage and support partnership working at both
strategic and operational levels. They should ensure

High
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partner organisations are clear about their
contribution and responsibilities. They should
consider asking them to sign an agreement that
pledges specific relevant actions in the short and
long term.
2012 NICE guidance recommends that local
government communications leads should ensure
obesity prevention programmes are highly visible and
easily recognisable, and well communicated.

High

2012 NICE guidance recommends that the local
coordinator and communications leads should ensure
information from monitoring and evaluation is
accessible and easy to use by everyone in the
community, including those involved with obesity
prevention, local groups and networks, the media
and the public. This includes presenting information
in accessible formats and different languages.

High

2012 NICE guidance recommends that public health
teams should use community engagement and
capacity-building methods to identify, train, and
provide resources to networks of local people,
champions and advocates who have the potential to
co-produce action on obesity as part of an
integrated health and wellbeing strategy

High

2012 NICE guidance recommends that commissioners
should focus on all of the following areas (focusing on
just one at the expense of others may reduce
effectiveness):
Raising awareness of the health problems caused by
obesity and the benefits of being a healthier weight
among partners and the public
Training to meet the needs of staff and volunteers
(prioritising those who are working directly with local
communities)
Influencing the wider determinants of health,
including, for example, ensuring access to
affordable, healthier food and drinks, and green
space and built environments that encourage
physical activity Aiming activities at both adults and
children in a broad range of settings
Providing lifestyle weight management services for
adults, children and families
Providing clinical services for treating obesity.

High

2012 NICE guidance recommends that commissioners
should fund both targeted and universal services that
can help people achieve or maintain a healthy weight.
The specific package of services should be based on
local needs, but should include both 'top-down'
approaches such as planning cycle routes and food
procurement specifications and 'bottom-up'
approaches such as running activities in local parks

High
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and breastfeeding peer support (as appropriate).
Other
comments

These are NICE recommendations based on NICE
evidence statements
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NICE public health guidance 17, January 2009. Promoting physical activity, active play and sport
for pre-school and school-age children and young people in family, pre-school, school and
community settings.
http://www.nice.org.uk/nicemedia/live/11773/42883/42883.pdf
Systematic review
January 2009
Publication
Date
Choose an item
Choose an item
Region
2009 NICE guidance recommends that Chairs of
children’s trusts, Chairs of local strategic partnerships,
Chief executives of primary care trusts (PCTs),
Directors of children’s services, Directors of public
health ensure the children and young people’s plans,
joint strategic needs assessments, local, development
and planning frameworks, sustainable community
plans and strategies all explicitly address the need for
children and young people to be physically active.

Strength of
evidence

High

2009 NICE guidance recommends that Chairs of
children’s trusts, Chairs of local strategic partnerships,
Chief executives of primary care trusts (PCTs),
Directors of children’s services, Directors of public
health should ensure there is a coordinated local
strategy to increase physical activity among children
and young people, their families and carers. The
strategy should help achieve local area agreement
targets.

High

2009 NICE guidance recommends that physical activity
initiatives aimed at children and young people are
regularly evaluated. Evaluations should measure uptake
among different groups.

High

2009 NICE guidance recommends the identification of
a senior council member to be a champion for
children and young people’s physical activity.

High

2009 NICE guidance recommends that directors of
children’s services, directors of leisure and cultural
services, directors of planning and regeneration,
Governors and heads of schools and colleges, office
managers and other decision-makers involved with
buildings and outdoor spaces within the public,
voluntary, community and private sectors, planning
and regeneration service managers and project
managers and those involved in developing the
‘Unitary development plan’ (UDP) or other strategic
planning documents, and representatives from crime
and disorder reduction partnerships, should ensure
physical activity facilities are suitable for children and
young people under 18 with different needs.

High
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2009 NICE guidance recommends that directors of
children’s services, directors of leisure and cultural
services, directors of planning and regeneration,
Governors and heads of schools and colleges, office
managers and other decision-makers involved with
buildings and outdoor spaces within the public,
voluntary, community and private sectors, planning
and regeneration service managers and project
managers and those involved in developing the
‘Unitary development plan’ (UDP) or other strategic
planning documents, and representatives from crime
and disorder reduction partnerships, should provide
children and young people with places and facilities
(both indoors and outdoors) where they feel safe taking
part in physical activities.

High

2009 NICE guidance recommends that directors of
children’s services, directors of leisure and cultural
services, directors of planning and regeneration,
Governors and heads of schools and colleges, office
managers and other decision-makers involved with
buildings and outdoor spaces within the public,
voluntary, community and private sectors, planning
and regeneration service managers and project
managers and those involved in developing the
‘Unitary development plan’ (UDP) or other strategic
planning documents, and representatives from crime
and disorder reduction partnerships, should actively
promote public parks and facilities as well as more nontraditional spaces (for example, car parks outside
working hours) as places where children and young
people can be physically active.

High

2009 NICE guidance recommends that town planners
should make provision for children, young people and
their families to be physically active in an urban
setting.

High
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2009 NICE guidance recommends that directors of
children’s services, directors of leisure and cultural
services, directors of planning and regeneration,
Governors and heads of schools and colleges, office
managers and other decision-makers involved with
buildings and outdoor spaces within the public,
voluntary, community and private sectors, planning
and regeneration service managers and project
managers and those involved in developing the
‘Unitary development plan’ (UDP) or other strategic
planning documents, and representatives from crime
and disorder reduction partnerships, should ensure
the spaces and facilities used for physical activity
meet recommended safety standards for design,
installation and maintenance. For example, outdoor
play areas should have areas of shade from the sun
and sheltered areas where children can play to
reduce the impact of adverse weather.

High

Employers or supervisors of people who provide
programmes or opportunities for children and young
people aged 18 and under to be physically active
should ensure informal and formal physical activity
sessions for children and young people (including
play) are led by staff or volunteers who have
achieved the relevant sector standards or
qualifications for working with children. This includes
the requirements for child protection, health and
safety, equality and diversity.

High

Employers or supervisors of people who provide
programmes or opportunities for children and young
people aged 18 and under to be physically active
should ensure staff and volunteers have the skills
(including interpersonal skills) to design, plan and
deliver physical activity sessions (including active
play sessions) that meet children and young people’s
different needs and abilities. Those leading activities
should make them enjoyable. The leaders should also
be inspiring. They should raise children and young
people’s aspirations about what they can participate
in – and the level of ability they can achieve. In
addition, leaders should help foster children and
young people’s personal development.

High

Employers or supervisors of people who provide
programmes or opportunities for children and young
people aged 18 and under to be physically active
should use community networks and partnerships to
encourage, develop and support local communities
and volunteers involved in providing physical
activities for children and young people

High

Employers or supervisors of people who provide
programmes or opportunities for children and young

High
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people aged 18 and under to be physically active
should provide regular and relevant development
opportunities for employees and volunteers. The
impact on practitioner performance and on
children and young people’s experiences should
be monitored.
Education and training organisations should
establish continuing professional development (CPD)
programmes for people involved in organising and
running formal and informal physical activities. The
education and training should enable them to: −
give children and young people information and
advice on physical activity, taking into account their
needs (for example, their developmental age,
physical ability and any medical conditions they may
have) − give children and young people confidence
in their own abilities and motivate them to be
physically active (this includes encouraging them to
set goals, where appropriate)
− understand the practical issues and problems that
may discourage families or groups of children and
young people from getting involved. (This may
include, for example, time constraints, access issues
– including accessibility for those with a disability –
and the cultural appropriateness of activities)
− develop and foster partnership working and get the
local community involved.

High

Public, voluntary, community and private sector
managers and decision-makers responsible for – or
able to influence – opportunities for children to be
physically active should ensure opportunities,
facilities and equipment are available to encourage
children to develop movement skills, regardless of
their ability or disability (for a definition of
movement skills see glossary).

High

Public, voluntary, community and private sector
managers and decision-makers responsible for – or
able to influence – opportunities for children to be
physically active should provide children with access
to environments that stimulate their need to explore
and which safely challenge them. (Examples include
adventure playgrounds, parks, woodland, common
land or fun trails.) Also provide them with the
necessary equipment. The aim is to develop their risk
awareness and an understanding of their own
abilities as necessary life skills.

High

Public, voluntary, community and private sector
managers and decision-makers responsible for – or
able to influence – opportunities for children to be
physically active should ensure children have the
opportunity to explore a range of physical activities to
help them identify those they can enjoy by

High
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themselves and those they can do with friends and
family.

Other
comments

ID
Citation

Web link

Public, voluntary, community and private sector
managers and decision-makers responsible for – or able
to influence – opportunities for children to be physically
active should provide daily opportunities for participation
in physically active play by providing guidance and
support, equipment and facilities. Keep children
motivated to be physically active by updating and
varying the way physical activities are delivered
(including the resources and environments used).

High

Children’s centre staff, early years providers such as
playgroup (creche) leaders and child minders, and
parents and carers should provide a range of indoor
and outdoor physical activities for children on a daily
basis, including opportunities for unstructured,
spontaneous play.

High

Children’s centre staff, early years providers such as
playgroup (creche) leaders and child minders, and
parents and carers should tailor activities according to
the child’s developmental age and physical ability.
Ensure they are inclusive, progressive and enjoyable.
The activities should develop the child’s movement
skills (such as crawling, running, hopping, skipping,
climbing, throwing, catching and kicking a ball).
Children should also experience more advanced
activities such as swimming, cycling, playing football
and dancing.

High

Children’s centre staff, early years providers such as
playgroup (creche) leaders and child minders, and
parents and carers should provide opportunities at
intervals throughout the day in pre-school
establishments; during playtimes and lunch breaks at
school; as part of extra-curricular and extended school
provision; and during leisure time (including weekends
and holidays) in wider community settings and the
private sector.

High

Children’s centre staff, early years providers such as
playgroup (creche) leaders and child minders, and
parents and carers should help children identify
activities they can enjoy by themselves and those they
can enjoy with their friends and families.
These are NICE recommendations based on NICE evidence statements

High

E4
Cochrane Database Syst Rev. 2010 Jun 16;(6):CD000198. doi:
10.1002/14651858.CD000198.pub2.Support during pregnancy for women at increased risk of
low birthweight babies.Hodnett ED, Fredericks S, Weston J.
http://www.ncbi.nlm.nih.gov/pubmed/20556746
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Type of
evidence

Systematic review

Quality of
study

1++ (high quality MA; or SR of RCTs; or RCT with very
low bias risk)

Evidence
statement
s (note
population,
interventio
n and
outcomes)

There is evidence that pregnant women and their
caregivers should be informed that programs which
offer additional support during pregnancy are
unlikely to prevent the pregnancy from resulting in a
low birthweight or preterm baby. Additional support
was defined as some form of emotional support
(e.g., counselling, reassurance, sympathetic
listening) and information or advice or both, either in
home visits or during clinic appointments, and could
include tangible assistance (e.g., transportation to
clinic appointments, assistance with care of other
children at home).

Other
comments

The review consisted of 17 randomized controlled trials, involving 12,264 women

ID
Citation

E5

Web link
Type of
evidence
Quality of
study
Evidence
statement
s (note
population,
interventio
n and
outcomes)

Other
comments

Publication
Date
Region

June 2010

Strength of
evidence

High

International - all

Arch Pediatr Adolesc Med. 2009 Nov;163(11):1046-53. doi: Effectiveness of intervention on
physical activity ofchildren: systematic review and meta-analysis ofcontrolled trials with
objectively measured outcomes(EarlyBird 54)OPEN ACCESSBrad Metcalf research fellow and
statistician 1, William Henley professor of medical statistics 2,Terence Wilkin professor of
endocrinology and metabolism 1
www.ncbi.nlm.nih.gov/pubmed/23044984
Meta analysis
September 2012
Publication
Date
Region
International - all
1+ (well-conducted MA, SR, or RCTs with a low
risk of bias)
Moderate
There is evidence that physical activity interventions
Strength of
have little effect on the overall activity levels of
evidence
children.
There is evidence that with small to negligible
increases in children’s total activity volume, with small
improvements in the time spent in moderate or
vigorous intensity activities (~4 minutes more walking
or running per day), the clinical effect of which is likely
to be minimal (for example, ~2 mm in waist
circumference or ~0.06 mm Hg in systolic blood
pressure).

Moderate

Moderate
There is evidence that trials of exclusively
overweight/obese participants tended to be slightly
more effective at increasing total activity than did
those that recruited children from all body mass
index categories.
Thirty studies (involving 14 326 participants; 6153 with accelerometer measured
physical activity) met the inclusion criteria
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E6
European Journal of Public Health, Vol. 22, No. 4, 491–497The Author 2011. Published by
Oxford University Press on behalf of the European Public Health Association. All rights
reserved.doi:10.1093/eurpub/ckr141 Advance Access published on 3 October 2011
Effectiveness of interventions to promote healthy weight in general populations of children
and adults: a meta-analysis Helene Luckner1,2, John R. Moss1, Christian A. Gericke3
http://www.ncbi.nlm.nih.gov/pubmed/21967748
Systematic review
2++ (High quality SR of non-RCT studies; or high
quality non-RCT studies with a very low bias risk and
high probability of a causal relationship)
There is evidence that in general populations of
children and adults the effectiveness of promoting
healthy weight is limited.

Publication
Date
Region

Strength of
evidence

October 2011
International western style
countries
Moderate

There is evidence that in general populations of
children and adults multi-component interventions in
schools and encouraging reduced children’s television
viewing are promising strategies.

Moderate

There is evidence that in general populations of
children and adults all studies should report both BMI
and %BF and present outcome estimates with a
measure of variation derived from ANCOVA or
equivalent approaches so imputation can be avoided.
These outcome estimates should also be reported
separately for each sex.
103 articles met the criteria for inclusion in the synthesis

Moderate

E7
Int J Behav Nutr Phys Act. 2012 May 28;9:61. doi: 10.1186/1479-5868-9-61.
Primary prevention of overweight in children and adolescents: a meta-analysis of
the effectiveness of interventions aiming to decrease sedentary behaviour.
van Grieken A, Ezendam NP, Paulis WD, van der Wouden JC, Raat H.
http://www.ncbi.nlm.nih.gov/pubmed/22640437
Meta analysis
May 2012
Publication
Date
Region
International - all
1+ (well-conducted MA, SR, or RCTs with a low
risk of bias)
Moderate
Strength of
There is evidence that in order to improve a healthy
evidence
weight among children and adolescents, aiming to
prevent excessive sedentary behaviour in the general
population, e.g. school settings, may be part of an
effective approach.
There is evidence that interventions in the school
and general population setting aiming to reduce only
sedentary behaviour in normal weight children or
adolescents (0–18 years) can result in significant
decreases in sedentary behaviour.

Moderate

There is evidence that interventions in the school and
general population setting in normal weight children

Moderate
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or adolescents (0–18 years) targeting multiple health
behaviours can result in significant decreases in
sedentary behaviour.
There is evidence that in the school and general
population setting in normal weight children or
adolescents (0–18 years) there are no significant
differences in the effects on sedentary behaviour or
BMI between single health behaviour interventions
and multiple health behaviour interventions.
Other
comments

ID
Citation

Web link
Type of
evidence
Quality of
study
Evidence
statement
s (note
population,
interventio
n and
outcomes)

Other
comments

Moderate

With regard to sedentary behaviour, 22 studies were included in the post-intervention mean
difference estimate and 18 studies were included in the post-intervention changefrom-baseline mean difference estimate. For BMI scores, 14 studies were included
for the post-intervention mean difference estimate and 14 studies were included
for the post-intervention change-from-baseline mean difference estimate.

E8
Obes Rev. 2012 Mar;13 Suppl 1:13-28. doi: 10.1111/j.1467-789X.2011.00941.x.Correlates
of energy balance-related behaviours in preschool children: a systematic review.De Craemer
M, De Decker E, De Bourdeaudhuij I, Vereecken C, Deforche B, Manios Y, Cardon G; ToyBoxstudy group.
http://www.ncbi.nlm.nih.gov/pubmed/22309062
Systematic review
September 2011
Publication
Date
Region
International - all
2++ (High quality SR of non-RCT studies; or high
quality non-RCT studies with a very low bias risk and
high probability of a causal relationship)
Moderate
Strength of
There is evidence that strategies aiming to influence
evidence
EBRBs (energy balance-related behaviour) in 4–6
year olds should target both boys and girls, all ethnic
groups, and parents of both low and high SES
(socioeconomic status).
There is evidence that especially on weekdays, there
should be a focus on maintaining the level of
physical activity and decreasing the level of
sedentary behaviour.

Moderate

There is evidence that on weekends, the focus should
be on increasing the level of physical activity.

Moderate

Moderate
There is evidence that targeting television viewing
and the consumption of food (fruit and vegetables,
snacks) and sweet beverages could be an aim of the
intervention because when television viewing could
be restricted, there will possibly be a decrease in the
consumption of snacks and sweet beverages.
From the 43 studies included, three studies (7.0%) were published between 1990
and 2000, 13 studies (30.2%) between 2000 and 2005, and 27 (62.8%) after
2005. The sample size varied from 46 to 5652 participants. The age range varied
from 1 to 12 years of age. Only results related to children between 4 and 6 years
old are reported.
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E9
Int J Pediatr Obes. 2011 Jun;6(2-2):e28-45. doi: 10.3109/17477166.2011.575147.
Epub 2011 Jun 10.Interventions addressing general parenting to prevent or treat
childhood obesity.Gerards SM, Sleddens EF, Dagnelie PC, de Vries NK, Kremers SP.
http://www.ncbi.nlm.nih.gov/pubmed/21657977
June 2011
Systematic review
Publication
Date
Region
International 2++ (High quality SR of non-RCT studies; or high
western style
quality non-RCT studies with a very low bias risk and
countries
high probability of a causal relationship)
Moderate
There is evidence that in children of 9 months to
Strength of
evidence
13 years old changes in general parenting may
have a potentially large public health effect
Moderate
There is evidence that general parenting
interventions are especially effective in younger
children.
Moderate
There is evidence that in children of 9 months to 13
years old parental influence will decrease with
advancing age of their children, which makes it more
difficult to intervene with these types of interventions
on older adolescents.
Moderate
There is evidence that in children of 9 months to 13
years old interventions combining general parenting
components with lifestyle components may lead to
better results than interventions focusing exclusively
on general parenting.
Moderate
There is evidence that in children of 9 months to 13
years old the promotion of authoritative parenting is
a valuable addition to childhood obesity
Seven intervention studies were identified as meeting the inclusion criteria, Six studies were
based on a Randomized Controlled Trial (RCT). One study (36) made use of a pretestposttest design. Five studies included less than 50 participants, whereas the two remaining
studies included more.

E10
Is frequency of shared family meals related to the nutritional health of children and
adolescents? Hammons AJ, Fiese BH.SourceFamily Resiliency Center, Human and
Community Development, University of Illinois, Urbana-Champaign, W Nevada St,
Urbana, IL 61801, USA. ahammons@illinois.edu

Web link
Type of
evidence

http://www.ncbi.nlm.nih.gov/pubmed/21536618
Meta analysis

Quality of
study

2++ (High quality SR of non-RCT studies; or high
quality non-RCT studies with a very low bias risk and
high probability of a causal relationship)

Evidence
statements
(note
population,
interventio
n and

There is evidence that for children and adolescents
between 2.8 –17.3 years the frequency of shared
family meals is significantly related to nutritional
health in children and adolescents.
There is evidence that children and adolescents
between 2.8 –17.3 years who share family meals 3 or
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Publication
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Strength of
evidence

May 2011
International western style
countries
Moderate

Moderate

outcomes)

Other
comments

ID
Citation

Web link
Type of
evidence
Quality of
study
Evidence
statements
(note
population,
interventio

more times per week are more likely to be in a normal
weight range and have healthier dietary and eating
patterns than those who share fewer than 3 family
meals together.
There is evidence that for children and adolescents
between 2.8 –17.3 years who share family meals 3 or
more times per week are less likely to engage in
disordered eating.

Moderate

There is evidence that for children and adolescents
between 2.8 –17.3 years educational and public
health initiatives aimed at promoting shared
mealtimes may improve nutritional health of children
and adolescents.

Moderate

There is evidence that for children and adolescents
between 2.8 –17.3 years clinicians may advise their
patients about the benefits of sharing 3 or more
family mealtimes per week

Moderate

There is evidence that for children and adolescents
between 2.8 –17.3 years benefits include a reduction in
the odds for overweight (12%)

Moderate

There is evidence that for children and adolescents
between 2.8 –17.3 years benefits include a reduction
eating unhealthy foods (20%)

Moderate

There is evidence that for children and adolescents
between 2.8 –17.3 years benefits include a reduction
disordered eating (35%)

Moderate

There is evidence that for children and adolescents
between 2.8 –17.3 years benefits include an increase in
the odds for eating healthy foods (24%)

Moderate

N/A
The total sample size for all studies was 182 836 children and adolescents (mean sample age:
2.8 –17.3 years). Pooled odds ratios were calculated. A random-effects model was used to
estimate all outcomes. The studies were conducted in the United States (n _ 12),1,8–
12,14,15,17,19–21 Australia (n _ 1),2 Canada (n _ 1),13 Finland (n _ 1),18 Japan (n _ 1),5 and
New Zealand (n_1).16

E11
Obes Rev. 2011 May;12(5):e219-35. doi: 10.1111/j.1467-789X.2010.00777.x.Components of
primary care interventions to treat childhood overweight and obesity: a systematic review of
effect.Sargent GM, Pilotto LS, Baur LA.
http://www.ncbi.nlm.nih.gov/pubmed/20630025
Systematic review
May 2010
Publication
Date
Region
International - all
2++ (High quality SR of non-RCT studies; or high
quality non-RCT studies with a very low bias risk and
high probability of a causal relationship)
Moderate
Strength of
There is evidence that training for health
evidence
professionals before intervention delivery gives
effective outcomes in treating childhood overweight
or obesity (3 to 17 years old) in either a primary
care setting or with the involvement of a primary

159

n and
outcomes)

Other
comments

healthcare professional
There is evidence that behaviour change
options (including healthy diet, activity and sedentary
behaviour); gives effective outcomes in treating
childhood overweight or obesity (3 to 17 years old) in
either a primary care setting or with the involvement
of a primary healthcare professional

Moderate

There is evidence that effecting behaviour change via
a combination of counselling, education, written
resources, support and motivation gives effective
outcomes in treating childhood overweight or obesity
(3 to 17 years old) in either a primary care setting or
with the involvement of a primary healthcare
professional.

Moderate

There is evidence that tailoring intensity according to
whether behavioural, anthropometric or metabolic
changes are the priority gives effective outcomes in
treating childhood overweight or obesity (3 to 17
years old) in either a primary care setting or with the
involvement of a primary healthcare professional.

Moderate

Moderate
USA (six), Germany (three), Israel (three), Australia (two), Finland (two) and Italy (one).
Of the 22 articles, three (11–13) were published in the 1990s and the remainder in or after
2000. The 17 studies consisted of 10 RCTs and seven non-RCTs.
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Prev Med. 2012 Jul;55(1):3-13. doi: 10.1016/j.ypmed.2012.04.021.
Parent participation in weight-related health
interventions systematic review and meta-analysis.
Niemeier BS, Hektner JM, Enger KB.

Web link
Type of
evidence

http://www.ncbi.nlm.nih.gov/pubmed/22575353
Systematic review

Quality of
study

2++ (High quality SR of non-RCT studies; or high
quality non-RCT studies with a very low bias risk and
high probability of a causal relationship)

Evidence
statement
s (note
population,
interventio
n and
outcomes)

There is evidence that because child and adolescent
weight-related health behaviours along with the
associated health consequences typically persist into
adulthood.

Other
comments

There is evidence that the success of children's and
adolescents' weight-related health behaviour
interventions is critical to reducing the incidence of
health risks for individuals.

Epub 2012 May 7.
for children and adolescents: a

Publication
Date
Region

July 2012

Strength of
evidence

Moderate

International - all

Moderate

Moderate
There is evidence that parental involvement
contributes to the success of such interventions.
reports of 42 interventions among 36 research articles met the selection
criteria and were included in this review, from 2004 through December 2010 - grouped into
'children' - 2 - 12 years and adolescents - 13- 19 years
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E13
Int J Obes (Lond). 2012 Apr;36(4):559-66. doi: 10.1038/ijo.2011.272. Epub 2012 Jan
17. Economic evaluation of lifestyle interventions to treat overweight or obesity in
children. Hollingworth W, Hawkins J, Lawlor DA, Brown M, Marsh T, Kipping RR.
http://www.ncbi.nlm.nih.gov/pubmed/22249222
Systematic review
July 2012
Publication
Date
Region
International 1+ (well-conducted MA, SR, or RCTs with a low
risk of bias)
western style
countries
Moderate
There is evidence that interventions to treat
Strength of
evidence
childhood obesity are potentially cost effective.
Moderate
There is evidence that cost savings and health
benefits may not appear until the sixth or seventh
decade of life.
Moderate
There is evidence that for obese children aged 10-11 years, an intervention that resulted in a median
reduction in BMI SDS at 12 months at a moderate
cost of £400 increased life expectancy by 0.19 years
and intervention costs were offset by subsequent
undiscounted savings in treatment costs (net saving
of £110per child).
Moderate
There is evidence that discounted cost per life
year gained was £13,589.
Moderate
There is evidence that results were broadly similar for
interventions aimed at children aged 4--5 years and
which targeted both obese and overweight children.
Estimated a plausible range for intervention effect size at 12 months based on the RCTs of
lifestyle interventions targeted at overweight or obese primary school aged children. RCTs
published before May 2008 from a Cochrane review of obesity treatments. Economic
evaluation only on UK documentation but other work in paper international
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Preventive Services. (2000)
7.4.12 Bordley - Am J Prev Med - May 2000 The effect of audit and feedback on immunization delivery: a
systematic review. (2000)
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7.5

Selected studies: Interventions to achieve healthy weight during childhood
(addressing obese & underweight children)

NICE:
7.5.1 NHS - NICE - Mar 2008 – Improving the nutrition of pregnant and breastfeeding mothers and
children
in
low
income
households.
http://www.nice.org.uk/nicemedia/live/11943/40097/40097.pdf
7.5.2 NHS - NICE - Nov 2012 –
Obesity: Working with local communities.
http://www.nice.org.uk/nicemedia/live/13974/61622/61622.pdf
7.5.3 NHS - NICE - Jan 2009 – Promoting physical activity, active play and sport for pre-school and
school – age children and young people in family, pre-school, school and community settings.
http://www.nice.org.uk/nicemedia/live/11773/42883/42883.pdf
PUBMED RESULTS:
Under weight
7.5.4 Hodnett - Cochrane - Jun 2010 Support during pregnancy for women at increased risk of low
birthweight babies.
7.5.5 Casey - Arch Pediatr Adolesc Med - Nov 2009 Effect of early intervention on 8-year growth status
of low-birth-weight preterm infants. (RCT) On Children of 8 years of age - (this topic is up to 5)
Over weight
7.5.6 Luckner - Eur J Public Health - Aug 2012 Effectiveness of interventions to promote healthy weight
in general populations of children and adults: a meta-analysis.
7.5.7 Knowlden - Obes Rev - Jun 2012 Systematic review of family and home-based interventions
targeting paediatric overweight and obesity. Evidence is that there needs to be more research
7.5.8 Van Grieken - Int J Behav Nutr Phys Act - May 2012 Primary prevention of overweight in children
and adolescents: a meta-analysis of the effectiveness of interventions aiming to decrease sedentary
behaviour. DOCUMENT NOT SAVED (found on web link)
7.5.9 Sanne - Int J Pediatr Obes - Aug 2012 Interventions addressing general parenting to prevent or
treat childhood obesity.
7.5.10Hammons - Pediatrics - Jun 2011 Is frequency of shared family meals related to the nutritional
health of children and adolescents?
7.5.11 Sargent - Obes Rev - May 2011 Components of primary care interventions to treat childhood
overweight and obesity: a systematic review of effect.
7.5.12Niemeier - Prev Med - Jul 2012 Parent participation in weight-related health interventions for
children and adolescents: a systematic review and meta-analysis.
Economic
7.5.13Hollingworth - Int J Obes (Lond) - Apr 2012 Economic evaluation of lifestyle interventions to treat
overweight or obesity in children.
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