East Sussex Health & Wellbeing
Strategy Literature Review

Priority Area 3: Enabling people of all
ages to live healthy lives and have
healthy lifestyles
Report July 2013
x

Table of Contents
1.

INTRODUCTION .................................................................................................................... 3

1.1

Context............................................................................................................................................................................ 3

2.

RECOMMENDATIONS............................................................................................................. 5

2.1

Interpreting recommendations ............................................................................................................................................ 5

2.2

Recommendations for interventions to reduce the number of young people/ adults drinking alcohol at a high risk level ................. 6

2.3

Recommendations for interventions to lower rates of smoking amongst young people/adults...................................................... 8

2.4

Recommendations for interventions to support primary prevention of smoking in children/ young adults.....................................10

2.5

Recommendations for interventions to support people to change behaviour.............................................................................12

2.6

Recommendations for interventions to promote physical activity ............................................................................................14

2.7

Recommendations for interventions to promote healthy eating ..............................................................................................16

3.

METHODS STATEMENT: ....................................................................................................... 19

3.1

General approach .............................................................................................................................................................19

3.2

Scope .............................................................................................................................................................................20

3.3

Search Strategy ...............................................................................................................................................................20

3.4

Evidence classification.......................................................................................................................................................20

4.

RESULTS ............................................................................................................................. 23

4.1

Interpreting results...........................................................................................................................................................23

4.2

Evidence of the effectiveness of interventions to reduce the number of young people/ adults drinking alcohol at a high risk level...24

4.3

Evidence of the effectiveness of interventions to lower rates of smoking amongst young people/adults .......................................37

4.4

Interventions to support primary prevention of smoking in children/ young adults....................................................................44

4.5

Evidence of the effectiveness of interventions to support people to change behaviour (all ages).................................................50

4.6

Evidence of the effectiveness of interventions to promote physical activity (all ages) ................................................................56

4.7

Evidence of the effectiveness of interventions to promote healthy eating (all ages) ..................................................................69

5.

APPENDIX 1: SEARCH TERMS.............................................................................................. 89

5.1

General approach .............................................................................................................................................................89

5.2

Search terms: common to all .............................................................................................................................................90

5.3

Search terms: Interventions to reduce the number of young people/ adults drinking alcohol at a high risk level...........................90

5.4

Search terms: Interventions to lower rates of smoking amongst young people/adults ...............................................................91

5.5

Search terms: Interventions to support primary prevention of smoking in children/ young adults ...............................................91

5.6

Search terms: Interventions to support people to change behaviour (all ages).........................................................................92

5.7

Search terms: Interventions to promote physical activity (all ages) ........................................................................................92

5.8

Search terms: Interventions to promote healthy eating (all ages) ..........................................................................................93

6.

APPENDIX 2: TABULATED RESULTS: SYSTEMATIC REVIEWS AND META-ANALYSES............ 94

6.1

Sub-topic: Interventions to reduce the number of young people/ adults drinking alcohol at a high risk level ................................94

6.2

Sub-topic: Interventions to lower rates of smoking amongst young people/adults .................................................................. 114

6.3

Sub-topic: Interventions to support primary prevention of smoking in children/ young adults .................................................. 128

6.4

Sub-topic: Interventions to support people to change behaviour (all ages) ............................................................................ 141

6.5

Sub-topic: Interventions to promote physical activity (all ages) ........................................................................................... 152

6.6

Sub-topic: Interventions to promote healthy eating (all ages).............................................................................................. 170

7.

REFERENCES ..................................................................................................................... 205

7.1

Selected studies: Interventions to reduce the number of young people/ adults drinking alcohol at a high risk level..................... 205

7.2

Selected studies: Interventions to lower rates of smoking amongst young people/adults -17 studies ........................................ 206

7.3

Selected studies: Interventions to support primary prevention of smoking in children/ young adults- 14 studies ........................ 207

7.4

Selected studies: Interventions to support people to change behaviour (all ages) 14 studies .................................................. 208

7.5

Selected studies: Interventions to promote physical activity (all ages) - 14 studies ................................................................ 209

7.6

Selected studies: Interventions to promote healthy eating (all ages) -12 studies.................................................................... 210

2

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 3: Enabling people of all ages to live healthy lives and have healthy
lifestyles. The sub-topics within this priority area are:
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)

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 sub-topic. 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
The best
possible start
1

for all babies
and young
children

Sub-topic
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)

a.

Interventions to support parents who are struggling

and secure

b.

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

parenting for all

c.

Effective parenting interventions to support children/ young people

children and

d.

Interventions to reduce the number of young people entering the criminal justice system

e.

Interventions to improve outcomes for children in families supported by social care services

a.

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

b.

level Interventions to lower rates of smoking amongst young people/adults

live healthy

c.

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

lives and have

d.

Interventions to support people to change behaviour (all ages)

healthy
lifestyles

e.

Interventions to promote physical activity (all ages)

f.

Interventions to promote healthy eating (all ages)

a.

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

b.

Interventions to prevent falls, accidents and injuries (adults)

c.

Interventions to prevent falls, accidents and injuries (elderly)

d.

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)

Enabling people

b.

Interventions to promote community based mental health services and support (all ages)

to manage and

c.

Interventions to promote utilisation of comprehensive care plans for people with severe mental

Safe, resilient
2

young people

Enabling people
of all ages to
3

Preventing and
4

reducing falls,
accidents and
injuries

5

maintain their
mental health
and wellbeing

health needs (all ages)
d.

Interventions to reduce the incidents of self-harm and suicide (all ages)

e.

Interventions to improve the physical health of people with mental health conditions (all ages)

f.

Interventions to promote better mental health outcomes and quality of life for carers (all ages)

a.

Interventions to support person centred care in the community for people with special educational
needs

b.

Interventions to support person centred care in the community for people with disabilities

c.

Interventions to support person centred care in the community for people with long term

Supporting
those with
special
6

educational
needs,

conditions
d.

Interventions to support self-management for people with long term conditions

long term

e.

Interventions to promote better physical health outcomes and quality of life for carers (all ages)

conditions

f.

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

disabilities and

bed days

7

High quality
and choice of

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

c.

Interventions to promote the number of people dying in their preferred place of care & reduce the
number dying in hospital

end of life care
d.

Interventions to promote end of life care staff training

e.

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

This evidence review recommends:
Intervention
2.2.1

2.2.2

2.2.3

Commissioners should maintain and develop partnerships to
monitor and evaluate alcohol reduction partnership working and
incorporate good practice into planning

Include formal evaluation within the commissioning framework so
that alcohol interventions and treatment are routinely evaluated
and followed up.
Ensure alcohol education is tailored for different age groups and
takes different learning needs into account

2.2.5

Education programmes to reduce the number of young people
drinking alcohol at a high risk level should be integrated into to the A1
school curriculum and include knowledge attitudes and skills
training

2.2.7

2.2.8

2.2.9

2.2.10

A1

Ensure a local joint alcohol needs assessment is carried out in
accordance with 'World Class Commissioning' and ' Signs for A1
improvement'. They should also ensure locally defined integrated care
pathways for alcohol treatment are reviewed.

2.2.4

2.2.6

Evidence

A1

A16

A

A

A

A
B

A

A1

Promote a 'whole school' approach to alcohol, in line with DCSF
guidance. It should involve staff, parents and pupils and cover A1
everything from policy development and the school environment to the
professional development of staff.
Follow best practice on child protection, consent and
confidentiality. Where appropriate, involve parents or carers in the
consultation and any referral to external services for children and
young people in schools who are thought to be drinking harmful
amounts of alcohol.

A

A1

Promote education programmes that programmes that begin early
in childhood; combine a school-based curriculum intervention with A1
parent education, which target a range of problem behaviours
including alcohol use.
Promote partnerships to support alcohol education in schools as
part of the education curricula. Engage with (parents , children
and young people about initiatives to reduce alcohol use and to
involve them in those initiatives

Grade

A

A

A1

Promote brief interventions delivered by appropriately trained
staff to children and young people in schools who are thought to
be drinking harmful amounts of alcohol and/or make a direct
referral to external services

A1
A2

2.2.11

Promote brief interventions with the adolescent and a parent.

A9

2.2.12

Consider delivering brief interventions to heavy alcohol users
admitted to general hospital wards
6

A12

A

A
A

B
A

2.2.13

Ensure there are appropriate referral systems to specialist
treatment for anyone who is dependent on alcohol.

2.2.14

Ensure there are sufficient resources to ensure all alcohol

2.2.15

A2

A

intervention providers have appropriately trained professionals
who can provide strategic direction, governance structures and
supervision to those providing screening and brief interventions for
alcohol reduction.

A2
A11

Consider providing E-self-help alcohol awareness/reduction
interventions without professional contact

A14

B

A3

B

2.2.16 Promote audit in primary care to identify hazardous and harmful
drinking

A
B

2.2.17

Promote alcohol screening as an integral part of practice. Where
screening everyone is not feasible or practicable, NHS
A2
A
professionals should focus on groups that may be at an increased risk
of harm from alcohol.

2.2.18

Promote alcohol screening questions that are sensitive to people's A2
culture and faith and tailored to their needs.

2.2.19

2.2.20

Ensure there appropriate referral pathways to child and
adolescent mental health services, social care or to young people's
alcohol services for treatment, as appropriate and available. for
young people at a significant risk of alcohol-related harm, consider
referral

A

A2

Reviewing policies on pricing to reduce the affordability of alcohol. A2

A

A

This evidence review does not recommend:
Intervention
2.2.21

2.2.22

Evidence

Evidence suggests that more intensive brief interventions are no
more effective than are less intensive interventions.

There is no evidence that longer counselling has little additional
effect over brief intervention.
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A16

A17

Grade
B

B

2.3

Recommendations for interventions to lower rates of smoking amongst young
people/adults

This evidence review recommends:
Intervention
2.3.1

2.3.2

2.3.3

2.3.4

2.3.5

Evidence

Strategic health authorities, NHS hospital trusts, primary care
trusts (PCTs), community pharmacies, local authorities and local
community groups should review smoking cessation policies and
practices

Grade

B3

A

Ensure Smoking cessation advice and support is available in
community, primary and secondary care settings for everyone
who smokes.

B3

A

Local policy makers and commissioners should target hard to
reach and deprived communities including minority ethnic groups,
paying particular attention to their needs

B3

A

Reduction interventions can be carried out using self-help
materials or aided by behavioural support, and can be carried out
with the aid of pre-quit NRT.

B3

A

Ensure health professionals have monitoring systems set up to
ensure health professionals have access to information on the
current smoking status of their patients.

B3

A

2.3.6

Ensure all those offering smoking cessation services are offering
one or more interventions that have been proven to be effective.

B3

A

2.3.7

Promote interventions that offer either advice to stop smoking or
assistance with stopping including text messaging

B10

A

2.3.8

Ensure smoking cessation support and treatment is delivered only
by staff who have received training that complies with the
'Standards for Training in Smoking Cessation Treatments'

2.3.9

Encourage primary care professionals, to advise all patients who
smoke to quit when they attend a consultation. Those who want
to stop should be offered a referral to an intensive support
service. If they are unwilling or unable to accept this referral they
should be offered pharmacotherapy in line with NICE guidance.
2.3.10

2.3.11
2.3.12

Encourage other health professionals, such as hospital clinicians,
pharmacists and dentists and community workers to refer people
who smoke to an intensive support service.
Ensure all health professions have access to smoking cessation
training.
Promote high intensity behavioural interventions in conjunction
with nicotine replacement therapy that begin during a hospital
stay and include at least one month of supportive contact after
discharge to promote smoking cessation among hospitalised
patients
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B2

B3

B3

B13

B12

A

A

A

A

A

2.3.13

Encourage employers to develop a smoking cessation policy in
collaboration with staff and their representatives as one element
of an overall smoke-free workplace policy

B2

A

2.3.14 Promote interventions that combine pharmacotherapy and
behavioural support

B7

A

2.3.15

B19

B

Promote intervening with older smokers to aid cessation.

This evidence review does not recommend:
Intervention

Evidence

2.3.16 There is not strong evidence from indirect comparisons that
offering more intensive behavioural support was associated with
larger treatment effects

B7

9

Grade
A

2.4

Recommendations for interventions to support primary prevention of smoking
in children/ young adults

This evidence review recommends:
Intervention
2.4.1

Evidence

Ensure smoking prevention interventions in schools and other
educational establishments are part of a local tobacco control
strategy

2.4.2

Ensure schools and other educational establishments deliver
evidence-based smoking prevention interventions

2.4.3

Promote smoke free policies consistent with regional and national C1
tobacco control strategies

2.4.4

Ensure the interventions are integrated into the curriculum, PSHE
education and work associated with healthy further education and C1
healthy schools status

2.4.5

Work with local partners involved in smoking prevention and
cessation activities to deliver interventions.

2.4.6

Local authorities and trading standards bodies should work with
other agencies to identify areas where under-age tobacco sales
are a particular problem.

2.4.7

2.4.8
2.4.9

Local authorities and trading standards bodies should ensure
retailers are aware of legislation prohibiting under-age tobacco
sales and support better enforcement of existing tobacco sales
legislation and ensure enforcement efforts are sustained
Promote interventions that are culturally sensitive and begun in
early adolescence when susceptibility to smoking is highest.
Encourage head teachers, school governors, teachers, support
staff and others who work with primary and secondary schools
and further education colleges to develop a whole-school or
organisation-wide smoke free policy in consultation with young
people and staff.

2.4.10 Ensure Interventions to prevent the uptake of smoking as part of
PSHE are linked to the whole-school or organisation-wide smokefree policy and involve children and young people in their design.
2.4.11

Ensure head teachers, school governors, public health
commissioners, teacher training bodies and providers of
continuing professional development work in partnership and
provide training for all staff who will be involved in smoking
prevention work.

C1

C1

Promote national, regional or local mass-media campaigns to
prevent the uptake of smoking among young people under 18.
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A

A
A

A

C1

A

C2

A

C2

A

C10

C1

C1

C

A

A

C1

2.4.12 Encourage parents and carers to become involved, in school based C1
smoking prevention initiatives
2.4.13

Grade

A

A
C2

A

2.4.14 Effective practice, including effective local and regional media C2
messages, should be shared locally, regionally and nationally.

A

2.4.15 Use process and outcome measures to ensure campaigns are C2
being delivered correctly and effectively.

A

2.4.16 Promote community multi-sectorial interventions to reduce
smoking rates among children and youth.

B

C7

This evidence review does not recommend:
Intervention

Evidence

2.4.17 Media campaigns should not be delivered in conjunction with or C2
supported by the tobacco industry
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Grade

A

2.5

Recommendations for interventions to support people to change behaviour

This evidence review recommends:
Intervention
2.5.1

2.5.2

2.5.3

2.5.4

2.5.5

Deliver population-level policies, interventions and programmes
tailored to change specific, health-related behaviours. These
should be based on information gathered about the context,
needs and behaviours of the target population.

A

Ensure population-level interventions and programmes aiming to
change behaviour are consistent with those delivered to
individuals and communities.

D1

A

Work in partnership with individuals, communities, organisations
and populations to plan interventions and programmes to change
health-related behaviour.

D1

A

Provide training and support for those involved in changing
people's health-related behaviour so that they can develop the full D1
range of competencies required
Ensure fair and equitable access to education and training, to
enable practitioners and volunteers who help people to change
their health-related behaviour to develop their skills and
competencies.
Equip practitioners with the necessary competencies and skills to
support behaviour change, using evidence-based tools

2.5.7

Evaluate all behaviour change interventions and programmes,
either locally or as part of a larger project. Wherever possible,
evaluation should include an economic component.

2.5.9

Ensure that, wherever possible, the following elements of
behaviour change interventions and programmes are evaluated
using appropriate process or outcome measures: -effectiveness;
acceptability; feasibility; equity and safety.
Promote health behaviours that include physician advice or
individual counselling, and workplace- and school-based activities.

2.5.10 Consider mass media campaigns and legislative interventions to
promote changing health behaviours.
2.5.11 Take into account the local and national context and working in
partnership with recipients when planning interventions and
programmes aimed at changing behaviour
2.5.12

2.5.13

Grade

D1

2.5.6

2.5.8

Evidence

Prioritise behaviour change interventions and programmes that
are developed in collaboration with the target population,
community or group and take account of lay wisdom about
barriers and change.
Prioritise behaviour change interventions and programmes that
use key life stages or times when people are more likely to be
open to change such as pregnancy, starting or leaving school and
entering or leaving the workforce.
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A

D1

D1

A

A

D1

A

D1

A

D3

A

D3

A

D1

A

D1

A

D1

A

2.5.14

Select interventions that target multiple behaviours and motivate
and support people to understand the short, medium and longer-term
consequences of their health-related behaviours.

D1
D10

A
B

2.5.15 Adapt behavioural interventions for minority ethnic communities use
community resources to publicise the intervention and increase
accessibility.

D7

B

2.5.16 Adapt behavioural interventions for minority ethnic communities identify
and address barriers to access and participation and develop
communication strategies which are sensitive to language use and
information requirements.

D7

B

2.5.17

Consider online interventions to influence voluntary behaviours,
such as those routinely targeted by social marketing campaigns.

D6

B

2.5.18

Consider SMS-delivered interventions to influence behavioural
outcomes.

D11

B

2.5.19

Promote lifestyle interventions delivered by practice nurses to
affect positive behavioural changes on outcomes associated with the
prevention of chronic disease

D10
D12
D9

B
B
C

2.5.20

Ensure funding applications and project plans for new behaviour
change interventions and programmes include specific provision for
evaluation and monitoring.

D1

13

A

2.6

Recommendations for interventions to promote physical activity
This evidence review recommends:
Intervention

2.6.1

Ensure the joint strategic needs assessment, the joint health and
wellbeing strategy and other local needs assessments and strategies
take into account opportunities to increase walking and cycling and
also consider how impediments to walking and cycling can be
addressed.
2.6.2

2.6.3
2.6.4

Promote coordinated, cross-sector working and ensure NICE's
recommendations on physical activity and the environment are
implemented
Promote multi-component physical activity school and community E1
programmes for children and young people.

Evidence

Grade

E4

E4

E13

A

A
A
B

Promote physical activity sessions for children and young people
are led by staff or volunteers who have achieved the relevant
sector standards/ qualifications for working with children and have the
skills to design, plan and deliver sessions.

E3

2.6.5

Offer high level support from the health sector for walking and
cycling.

E4

A

2.6.6

Ensure walking and cycling projects are evaluated, including their
impact on health inequalities

E4

A

2.6.7

Address the needs of hard to reach and disadvantaged
communities, including minority ethnic groups, when developing
service infrastructures to promote physical activity

2.6.8

2.6.9

Promote an exercise referral scheme that directs someone to a
service offering an assessment of need, development of a tailored
E5
physical activity programme, monitoring of progress and a follow-up
Commissioners and public health teams should foster an
integrated approach to local commissioning that supports a long
term system-wide health and wellbeing strategy.

2.6.10 Commissioners should fund both targeted and universal services
that can help people achieve or maintain a healthy weight.
2.6.11 Introduce and monitor an organisation-wide programme that
encourages and supports staff and, where appropriate, service
users, to be physically active
2.6.12

Raise awareness of the importance of physical activity for children
and young people that includes: ensuring there is a coordinated
local strategy; ensuring physical activity initiatives aimed at
children and young people are regularly evaluated; identifying a
senior council member to be a champion for children and young
people's physical activity.
2.6.13

E5

Promote community based interventions in increasing physical
activity in socio-economically disadvantaged communities.
14

E5

A

A

A

A

E6

A

E6

A

E3

E7

A

B

2.6.14

Promote the creation of built or natural physical environments
that support increased levels of physical activity.

E1

A

2.6.15

Promote the development of organisation-wide plans or policies
to encourage and support employees to be more physically active that
should link to relevant national and local policies.

E2

A

Promote brief physical exercise interventions in primary care such
as opportunistic advice, discussion, negotiation or encouragement.

E2

A

Ensure children and young people have opportunities, facilities
and equipment for physical exercise available after school,
weekends and during school holidays.

E2

A

2.6.18 support to employers who want to encourage their employees to
be more physically active

E2

A

Support employers to liaise with local authority transport
departments, neighbouring businesses and other partners to
improve walking and cycling access to workplace sites.

E4

A

Introduce and monitor organisation-wide, multi-component
programme to encourage and support employees to be physically
active.

E6

A

2.6.21 Ensure workplace walking and cycling programmes are developed
using an evidence-based theoretical model of behaviour change.

E4

A

2.6.22

E3

A

2.6.23 Promote community networks and partnerships should be used to
encourage, develop and support local communities and
volunteers.

E3

A

2.6.24 Support a long-term national campaign to promote physical
activity among children and young people. Use local media to
publicise activities and to clarify the links between different
elements of the programme.

E3

A

E6

A

E4

A

Ensure where appropriate, ensuring walking and cycling are
treated as separate activities which may require different
approaches

E4

A

2.6.28 Support community-wide walking programmes to address
infrastructure issues that may discourage people from walking

E4

A

2.6.29

E4

A

2.6.16

2.6.17

2.6.19

2.6.20

2.6.25

2.6.26

2.6.27

Be responsive to children and young people to identify local
factors that may affect whether or not they are physically active:

Clinical commissioning groups should make their GP practices
aware of local obesity prevention and treatment services. They
should encourage GPs to make all their patients aware of the
importance of a healthy diet and physical activity in helping to
prevent obesity, signpost people to relevant community
programmes.
Ensure all relevant sectors contribute resources and funding to
encourage and support people to walk and cycle.

Ensure community-wide walking programmes for all adults link to
existing national and local walking initiatives
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2.7

Recommendations for interventions to promote healthy eating

This evidence review recommends:
Intervention
2.7.1

Evidence

Commissioners should focus on all of the following areas: -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;
influencing the wider determinants of health;-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.
2.7.2

2.7.3

2.7.4

2.7.5

Health and wellbeing boards, supported by directors of public
health, should ensure JSNAs address the prevention and
management of obesity. They should ensure JSNAs consider the
full range of factors that may influence weight, consider
inequalities and the social determinants of obesity, consider local
evidence on obesity.
Local authorities, primary care trusts (PCTs) or local health boards
and local strategic partnerships should ensure that preventing and
managing obesity is a priority for action – at both strategic and
delivery levels – through community interventions, policies and
objectives. Dedicated resources should be allocated for action.

2.7.6

2.7.7

2.7.8

2.7.9

F1

Commissioners and public health teams should foster an
integrated approach to local commissioning that supports a long
term (beyond 5 years) system-wide health and wellbeing strategy.
Ensure through the health and wellbeing board a coherent,
community-wide, multi-agency approach is in place to address
obesity prevention and management. Activities should be
integrated within the joint health and wellbeing strategy and
broader regeneration and environmental strategies.

Local authorities should engage with the local community, to
identify environmental barriers to physical activity and healthy
eating.

Grade

F1

A

A

F1

A

F1

A

F2

A

F2

A

F1

A

Commissioners should- ensure all monitoring and evaluation
considers the impact of strategies, policies and activities on
inequalities in obesity and related health issues.

F1

A

Consider extending effective programmes or services,
recommissioning effective small-scale projects and commissioning
small-scale projects or prototypes that fill a gap in provision.

F1

A

Public health teams should ensure commissioners understand the
demographics of their local area, and consider local insight on the
motivations and characteristics of subgroups within local
communities that may impact on obesity levels.
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2.7.10

Health professionals in broader community settings should work
with shops, supermarkets, restaurants, cafes and voluntary
community services to promote healthy eating choices that are
consistent with existing good practice guidance and to provide
supporting information.

F2

A

Midwives, obstetricians, GPs, health visitors and dieticians,
provide information on the benefits of a healthy diet and practical
advice on how to eat healthily throughout pregnancy.

F3

A

F3

A

Managers and health professionals in all primary care settings
should ensure that preventing and managing obesity is a priority at
both strategic and delivery levels

F2

A

Support initiatives that encourage parents to be involved in
school-based interventions through, for example, special events,
newsletters and information about lunch menus and after-school
activities

F2

A

Support nurseries and childcare facilities to ensure that preventing
excess weight gain and improving children's diet and activity levels are
priorities.

F2

A

Support health professionals working with preschool, childcare
and family settings, family programmes to prevent obesity,
improve diet (and reduce energy intake) and/or increase physical
activity levels should provide on-going, tailored support and
incorporate a range of behaviour change techniques.

F2

A

2.7.17 Promote multicomponent interventions in schools focused on improving
both diet and physical activity, including: specialized educational
curricula, trained teachers, supportive school policies, a formal PE
program, healthy food

F6

A

2.7.18 Support 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'.

F3

A

Interventions to improve diet (and reduce energy intake) should
be multicomponent e.g., including dietary modification, targeted
advice, family involvement and goal setting, be tailored to the
individual and provide on-going support. The overall aim should be to
create a supportive environment that helps overweight or obese
children and their families make lifestyle changes.

F2

A

Local authorities, NHS executive directors and commissioners
should promote healthier food and drink choices in all onsite
hospital restaurants, hospitality suites, vending machines,
outreach services and shops. They should do this through
contracts with caterers, pricing and the positioning of products,
information at the point of choice and educational initiatives.

F1

A

2.7.11

2.7.12 Encourage health professionals to 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.
2.7.13

2.7.14

2.7.15

2.7.16

2.7.19

2.7.20
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2.7.21

Health professionals such as occupational health staff and public
health practitioners should establish partnerships with
local businesses and support the implementation of
workplace programmes to prevent and manage obesity.

2.7.22 Ensure workplaces provide opportunities for staff to eat a healthy
diet and be more physically active
2.7.23 Promote comprehensive workplace wellness programs with
nutrition, physical activity, and tobacco cessation/prevention
components
2.7.24

2.7.25

2.7.26

F2
F4

A

A
B

F6

B

Support initiatives aimed at adults and children that encourage
them to improve their diet even if they do not lose weight,
because there can be other health benefits.

F2

A

Ensure that as part of their continuing professional development,
train health professionals, including doctors, dieticians and
pharmacists, to promote and support breastfeeding, using
BFI training as a minimum standard.

F3

A

F2

A

F6

A

F6

A

Local authorities, through local strategic partnerships, should
encourage all local shops, supermarkets and caterers to
promote healthy food and drink, for example by signs, posters,
pricing and positioning of products, in line with existing
guidance and (in England) with the local obesity strategy.

2.7.27 Support restrictions on television advertisements for less healthful
foods or beverages advertised to children.
2.7.28

F2

Support regulatory policies to reduce specific nutrients in foods
(e.g., Trans fats, salt, and certain fats) and work with local retailers
to improve the way fresh fruit and vegetables are displayed and
promoted.
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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:
•

3.1.3

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.

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, NHS Evidence 5 and Cochrane library6 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 sub-topic,
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 http://www.nice.org.uk/Guidance/Topic
3 http://www.nlm.nih.gov/mesh/2012/meshbrowser/MBrowser.html

4 http://www.ncbi.nlm.nih.gov/pubmed/advanced
5 http://www.evidence.nhs.uk/
6 http://onlinelibrary.wiley.com/cochranelibrary/search/
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3.2

Scope

3.2.1

This report deals with Priority Area 3: Enabling people of all ages to live healthy lives and have healthy
lifestyles. The sub-topics within this priority area are:
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)

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
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•

Reviews (non-systematic)

•

Grey literature

Quality of studies
3.4.3 The level of evidence was classified based on the Scottish Intercollegiate Guidelines Network (SIGN)7
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 Health 8. 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 approach9 . 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 Table 3.2 below. The greater the number or severity of such
factors, the lower the rating for strength of evidence.

7 See: http://www.sign.ac.uk/guidelines/fulltext/50/annexb.html
8 Liddle J, Williamson M, Irwig L. Method for evaluating research and guideline evidence. Sydney: New South
Wales Department of Health; 1996
9 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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Table 3.2: Evidence Strength Classification
Rating

Factors that may decrease the strength rating of the evidence

High

•

High quality studies identifying that the strength of evidence is
moderate, low or very low.

Moderate

•

Limitations in the design and implementation of available studies
suggesting high likelihood of bias.

Low

•

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.

Very low

Grades of recommendations
3.4.5

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+
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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
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Strength of evidence
High
Moderate
Low
Very low

H
M
L
VL

4.2

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

4.2.1

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

Study quality

Appendix source IC

Study type

Evidence strength

Theme 1: Education to reduce the number of young people/ adults drinking alcohol at a high risk level

SR

1++

H

A1

Education programmes to reduce the number of young people drinking alcohol at a
high risk level should provide the opportunity to explore attitudes to – and
perceptions of – alcohol use
Education programmes to reduce the number of young people drinking alcohol at a high
risk level should-help develop decision-making, assertiveness, coping and verbal/nonverbal skills

SR

1++

H

A1

SR

1++

H

A1

Education programmes to reduce the number of young people drinking alcohol at a high
risk level should-help develop self-esteem

SR

1++

H

A1

Education programmes should-increase awareness of how the media,
advertisements, role models and the views of parents, peers and society can
influence alcohol consumption.

SR

1++

H

A1

Evidence Statement: There is evidence to suggest that programmes that begin
early in childhood, combine a school-based curriculum intervention with parent
education, which target a range of problem behaviours including alcohol use, can
have long-term effects on heavy and patterned drinking behaviours.

SR

1++

H

A1

Recommendation: Ensure alcohol education is an integral part of the national science,
PSHE and PSHE education curricula, in line with Department for Children, Schools and
Families (DCSF) guidance.

SR

1++

H

A1

Recommendation: Maintain and develop partnerships to:-support alcohol education in
schools as part of the national science, PSHE and PSHE education curricula

SR

1++

H

A1

Education programmes should-increase knowledge of the potential damage alcohol use
can cause – physically, mentally and socially (including the legal consequences)

SR

1++

H

A1

There is evidence that teacher-led programmes that target children between the ages
of 12 and 13 years, to suggest that interventions using the life skills approach or
focusing on harm reduction through skills-based activities]) can produce medium-to
long-term reductions in alcohol use and, in particular, risky drinking behaviours.
However, the applicability and transferability of these programmes requires further
study.

SR

1++

H

A1

Evidence statements
Recommendation: Ensure alcohol education is tailored for different age groups and
takes different learning needs into account. It should aim to encourage children not to
drink, delay the age at which young people start drinking and reduce the harm it can
cause among those who do drink.
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1++

M

A4

School-based education does not reduce alcohol-related harm.

SR

1+

M

A16

Public information and education-type programmes have a role in providing
information and in increasing attention and acceptance of alcohol on political and
public agendas.

SR

1+

M

A16

Many systematic reviews have assessed school-based education and concluded that
classroom based education is not an effective intervention to reduce alcohol-related
harm.

SR

1+

M

A16

Provision of information and education is important to raise awareness and impart
knowledge; however, in an environment in which many competing messages are
received in the form of marketing and social norms supporting drinking, and in
which alcohol is readily accessible, it does not lead to sustained changes in
behaviour.

SR

1+

M

A16

Although some evidence suggests a positive effect on increased knowledge about
alcohol and on improved alcohol-related attitudes, evidence for a sustained effect on
behaviour is scarce.

SR

1+

M

A16

Some school, family or multi-component prevention programmes were shown to be
effective in reducing alcohol misuse in youths.

SR

1++

M

A4

Study type

Study quality

Theme 2: Advice to
reduce the number
of young people/
adults drinking
alcohol at a high risk
level

Appendix source IC

SR

Evidence strength

Certain generic psychosocial and life skills school-based programmes were effective in
reducing alcohol use in youth.

SR

1++

H

A1

Recommendation: For children and young people in schools who are thought to be
drinking harmful amounts of alcohol:-Where appropriate, make a direct referral to
external services (without providing one-to-one advice).

SR

1++

H

A1

Staff are trained to provide alcohol screening and structured brief advice. If there is
local demand, staff should also be trained to deliver extended brief interventions.

SR

1++

H

A2

Do not offer simple brief advice to anyone who may be dependent on alcohol.
Instead, refer them for specialist treatment. If someone is reluctant to accept a
referral, offer an extended brief intervention.

SR

1++

H

A2

Offer a session of structured brief advice on alcohol. If this cannot be offered
immediately, offer an appointment as soon as possible thereafter.

SR

1++

H

A2

Evidence statements
Recommendation: For children and young people in schools who are thought to be
drinking harmful amounts of alcohol:-Where appropriate, offer brief, one-to-one advice
on the harmful effects of alcohol use, how to reduce the risks and where to find sources
of support. Offer a follow-up consultation or make a referral to external services, where
necessary.
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Use a recognised, evidence-based resource that is based on FRAMES principles
(feedback, responsibility, advice, menu, empathy, self-efficacy).

SR

1++

H

A2

Where there is an on-going relationship with the patient or client, routinely monitor
their progress in reducing their alcohol consumption to a low-risk level. Where
required, offer an additional session of structured brief advice or, if there has been
no response, offer an extended brief intervention.

SR

1++

H

A2

Extended brief interventions for adults who have not responded to brief structured
advice on alcohol and require an extended brief intervention or would benefit from
an extended brief intervention for other reasons. NHS and other professionals in the
public, private, community and voluntary sector who are in contact with adults and
have received training in extended brief intervention techniques should:
Appropriately trained staff should offer the young person an extended brief
intervention.

SR

1++

H

A2

SR

1++

H

A2

Consider making a referral for specialist treatment if one or more of the following has
occurred. They: show signs of moderate or severe alcohol dependence, have failed to
benefit from structured brief advice and an extended brief intervention and wish to
receive further help for an alcohol problem, show signs of severe alcohol-related
impairment or have a related co-morbid condition (for example, liver disease or alcoholrelated mental health problems).
Brief advice is the most effective evidence-based treatment method.

SR

1++

H

A2

SR
SR

1+
1+

M
M

A16
A16

Extensive evidence from systematic reviews and meta-analyses from a range of
health-care settings in different countries has shown the effectiveness of early
identification and brief advice for people with hazardous and harmful alcohol use but
who are no severely dependent.
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Study quality

Appendix source IC

Study type

Evidence strength

Theme 3: Interventions to reduce the number of young people/ adults drinking alcohol at a high risk level

Community and voluntary sector providers should have an appropriately trained
professional who can provide strategic direction, governance structures and
supervision to those providing screening and brief interventions.

SR

1++

H

A2

Offer an extended brief intervention to help people address their alcohol use. This
could take the form of motivational interviewing or motivational-enhancement
therapy. Sessions should last from 20 to 30 minutes. They should aim to help
people to reduce the amount they drink to low risk levels, reduce risk-taking
behaviour as a result of drinking alcohol or to consider abstinence.

SR

1++

H

A2

Use professional judgement to decide on the appropriate course of action. In
some cases, it may be sufficient to empathise and give an opinion about the
significance of their drinking and other related issues that may arise. In other
cases, more intensive counselling and support may be needed.

SR

1++

H

A2

Ensure discussions are sensitive to the child or young person's age and their
ability to understand what is involved, their emotional maturity, culture, faith and
beliefs. The discussions (and tools used) should also take into account their
particular needs (health and social) and be appropriate to the setting.

SR

1++

H

A2

The appropriateness of context in which discussions take place was reported as an
acceptability factor for patients and practitioners.

SR

1+

M

A11

There is evidence to suggest that brief intervention programmes that involve
nurse-led consultations regarding a young person's alcohol use, can produce
short-, but not medium-term reductions in heavy drinking. However, these
types of programme may have limited applicability as they are based on an
abstinence approach

SR

1++

H

A1

Results demonstrate that patients receiving brief interventions have a greater
reduction in alcohol consumption compared to those in control groups at six
month and nine months follow up, but this is not maintained at one year.

SR

1++

H

A12

Self-reports of reduction of alcohol consumption at 1 year were found in favour of brief
interventions.

SR

1++

M

A12

There were significantly fewer deaths in the groups receiving brief interventions than
in control groups at 6 months, and one year follow up.

SR

1++

H

A12

There is evidence to support brief interventions for unhealthy alcohol use by nonphysicians, either alone or in combination with physicians.

MA

1+

M

A13

There is evidence that non-physician-based interventions are as effective as
physician-based interventions and when added to physician-based interventions can
significantly improve drinking outcomes.

MA

1+

M

A13

E-self-help interventions without professional contact are effective in curbing
adult problem drinking in high-income countries.

MA

1+

M

A14

Evidence statements
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E-self-help interventions without professional contact are easily scalable and have low
dissemination costs.

MA

1+

M

A14

Individually directed interventions to already at-risk drinkers are effective.

SR

1+

M

A16

Some evidence suggests that workplace programmes can change drinking norms and
reduce harmful drinking
Brief interventions can reduce alcohol consumption in men, with benefit at a year after
intervention, but they are unproven in women for whom there is insufficient research
data.

SR

1+

M

A16

SR

1+

M

A17

Evidence suggests that more intensive brief interventions are no more effective
than are less intensive interventions.

SR

1+

M

A16

Longer counselling has little additional effect over brief intervention.

SR

1+

M

A17

No rigorous assessments of whether or not interventions that publicise drinking
guidelines have an effect on alcohol-related harm have been done.

SR

1+

M

A16

Study quality

Appendix source IC

Study type

Evidence strength

Theme 4: Interventions directed at parents to reduce the number of young people/ adults drinking
alcohol at a high
risk level

SR

1++

H

A1

Recommendation: Introduce a 'whole school' approach to alcohol, in line with DCSF
guidance. It should involve staff, parents and pupils and cover everything from
policy development and the school environment to the professional development of
staff.

SR

1++

H

A1

Recommendation: For children and young people in schools who are thought to be
drinking harmful amounts of alcohol:-Follow best practice on child protection,
consent and confidentiality. Where appropriate, involve parents or carers in the
consultation and any referral to external services.

SR

1++

H

A1

Recommendation: Maintain and develop partnerships to:-find ways to consult with
families (parents or carers, children and young people) about initiatives to reduce
alcohol use and to involve them in those initiatives

SR

1++

H

A1

Use professional judgement to routinely assess the ability of these children and young
people to consent to alcohol-related interventions and treatment. Some will require
parental or carer involvement.

SR

1++

H

A2

Routinely assess the young person's ability to consent to alcohol-related
interventions and treatment. If there is doubt, encourage them to consider
involving their parents in any alcohol counselling they receive.

SR

1++

H

A2

Evidence statements
Recommendation: Where appropriate, offer parents or carers information about
where they can get help to develop their parenting skills.
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A number of parenting strategies were identified that parents can use to reduce
their adolescent's alcohol consumption. These could be promoted to parents to help
them implement new national guidelines on alcohol use.

SR

1+

M

A7

Delayed alcohol initiation was predicted by: parental modelling, limiting availability of
alcohol to the child, parental monitoring, parent-child relationship quality, parental
involvement and general communication.

SR

1+

M

A7

Reduced levels of later drinking by adolescents were predicted by: parental
modelling, limiting availability of alcohol to the child, disapproval of adolescent
drinking, general discipline, parental monitoring, parent-child relationship quality,
parental support and general communication.

SR

1+

M

A7

There is evidence to support promoting sustained parental efforts on reducing
high- risk drinking and preventing harm even during late adolescent/early adult
development.

RCT

1+

M

A8

Interventions with large effect sizes for reducing adolescent alcohol abuse include brief
interventions with the adolescent and a parent.

SR

1+

M

A9

The results from this meta-analysis suggest that the overall effect of family
interventions on adolescent alcohol use is small, yet consistent and effective even at
48 months.

MA

1+

M

A10

Parenting and social marketing programmes have mixed effects.

SR
SR

1+
1++

M
H

A16
A1

Recommendation: Maintain and develop partnerships to:-find ways to consult with
families (parents or carers, children and young people) about initiatives to reduce
alcohol use and to involve them in those initiatives

SR

1++

H

A1

Use professional judgement to routinely assess the ability of these children and young
people to consent to alcohol-related interventions and treatment. Some will require
parental or carer involvement.

SR

1++

H

A2

Routinely assess the young person's ability to consent to alcohol-related
interventions and treatment. If there is doubt, encourage them to consider
involving their parents in any alcohol counselling they receive.

SR

1++

H

A2

Interventions with large effect sizes for reducing adolescent alcohol abuse include:
brief motivational interviewing, cognitive behavioural therapy with 12 steps,
cognitive-behavioural therapy with aftercare, multidimensional family therapy, brief
interventions with the adolescent, and brief interventions with the adolescent and a
parent.

SR

1+

M

A9

Recommendation: For children and young people in schools who are thought to be
drinking harmful amounts of alcohol:-Follow best practice on child protection,
consent and confidentiality. Where appropriate, involve parents or carers in the
consultation and any referral to external services.
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Study type

Evidence strength

Theme 5: Health professional and provider knowledge and skills to reduce the number of young people/
adults drinking alcohol at a high risk level

Evidence was found that provider attitudes, knowledge, skills and behaviour can
influence the implementation of screening and brief intervention for alcohol misuse.

SR

1++

M

A3

Health professionals require sufficient knowledge about alcohol guidelines and risk in
order to implement screening and intervention to those most in need.

SR

1+

M

A11

Evidence statements

Study quality

Appendix source IC

Study type

Evidence strength

Theme 6: Interventions that address ethnicity to reduce the number of young people/ adults drinking
alcohol at a high
risk level

SR

1++

H

A2

The screening properties of questionnaires were influenced by the ethnicity of
recipients and authors suggested that the use of appropriate cut-off scores should
be considered.

SR

1++

M

A3

No review evidence could identified focusing specifically on effectiveness among
ethnic minority groups in the UK.

SR

1++

VL

A3

Evidence statements
Use professional judgement as to whether to revise the AUDIT scores downwards
when screening: women, including those who are, or are planning to become
pregnant, younger people (under the age of 18) and people from some black and
minority ethnic groups.
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Study quality

Appen dix source IC

Study type

Evidence strength

Theme 7: Primary care interventions to reduce the number of young people/ adults drinking alcohol at
a high risk level

SR

1++

M

A3

The evidence for the effectiveness of shorter versions of AUDIT in adults in
primary care was variable.

SR

1++

M

A3

The CAGE questionnaire was found by authors of a number of systematic reviews
to be effective in the detection of alcohol abuse and dependence in adults in
primary care.
Adequate resources, training and the identification of those at risk without
stereotyping are the main facilitators in primary care.

SR

1++

M

A3

SR

1+

M

A11

Most studies evaluated implementation in primary care settings. Implementation was
reported to be limited by lack of resources, training and support from management,
as well as workload.

SR

1+

M

A11

Non-physician brief interventions are modestly effective at reducing drinking in
primary care patients with unhealthy alcohol use.

MA

1+

M

A13

Although treatment effects are modest, medications for alcohol dependence, in
conjunction with either brief support or more extensive psychosocial therapy, can be
effective in primary and specialty care medical settings.

SR

1+

M

A15

Evidence statements
AUDIT is effective in the identification of hazardous and harmful drinking in adults in
primary care.
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Study quality

Only a limited amount of evidence could be identified relating to the performance of
alcohol screening questionnaires in hospital settings.

Study type

Evidence statements
Biochemical measures should not be used as a matter of routine to screen someone to
see if they are drinking hazardously or harmfully. Biochemical measures may be used to
assess the severity and progress of an established alcohol-related problem, or as part of
a hospital assessment.

Evidence strength

Theme 8: Hospital interventions to reduce the number of young people/ adults drinking alcohol at a
high risk level

SR

1++

H

A2

SR

1++

L

A3

Main results of this review indicate that there are benefits to delivering brief
interventions to heavy alcohol users admitted to general hospital wards in terms of
reduction in alcohol consumption and death rates. These findings are based on studies
involving mainly male participants.

SR

1++

H

A12

An appropriately trained nurse or medical consultant, with dedicated time, is
available to provide strategic direction, governance structures and clinical
supervision to alcohol specialist nurses and care givers.

SR

1++

H

A2

Study quality

Appendix source IC

Study type

Evidence strength

Theme 9: Screening interventions to reduce the number of young people/ adults drinking alcohol at a
high risk level

SR

1++

H

A2

NHS professionals should routinely carry out alcohol screening as an integral part of
practice. Where screening everyone is not feasible or practicable, NHS professionals
should focus on groups that may be at an increased risk of harm from alcohol and those
with an alcohol-related condition

SR

1++

H

A2

When broaching the subject of alcohol and screening, ensure the discussions are
sensitive to people's culture and faith and tailored to their needs.

SR

1++

H

A2

Consult relevant specialists when it is not appropriate to use an English languagebased screening questionnaire.

SR

1++

H

A2

Limited evidence was identified that demonstrated that the ASSIST screening
questionnaire is effective

SR

1++

L

A3

Evidence was identified for the use of alcohol screening questionnaires among
adults in emergency care settings.

SR

1++

M

A3

The screening questionnaires TWEAK and T-ACE are both appropriate for the
identification of alcohol misuse during pregnancy.

SR

1++

M

A3

Laboratory markers are of limited value in the detection of alcohol misuse when
compared with alcohol screening questionnaires

SR

1++

M

A3

Evidence was identified that organisational factors such as adequate support and
resources can influence the acceptability and implementation of screening and brief
intervention for alcohol misuse.

SR

1++

M

A3

Evidence statements
When broaching the subject of alcohol and screening, ensure discussions are
sensitive to the young person's age and their ability to understand what is involved,
their emotional maturity, culture, faith and beliefs. The discussions should also take
into account their particular needs (health and social) and be appropriate to the
setting.
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Evidence has been found that extending current practitioner workload is a potential
barrier to implementing screening and brief intervention on a large scale,
particularly if all young people and adults are screened as routine practice.

SR

1++

M

A3

There is evidence that implementation of screening and brief intervention would be
facilitated by use of environments where alcohol can discussed in a non-threatening
way.

SR

1++

M

A3

There is some evidence that service users are generally positive about screening and
intervention. There is also evidence for general under-activity in discussing drinking with
service users.

SR

1++

M

A3

There is evidence that the consistency of provider implementation of screening and brief
intervention for alcohol misuse can be influenced by particular aspects of the service
user population.

SR

1++

M

A3

There is evidence to support screening and brief interventions is acceptable,
feasible, and promote risk reduction.

SR

1+

M

A6

Screening, asking participants about their drinking patterns, may also have a positive
impact on alcohol consumption levels and changes in drinking behaviour.

SR

1++

M

A12

Study quality

Appendix source ID

Study type

Evidence strength

Theme 10: Treatment to reduce the number of young people/ adults drinking alcohol at a high risk level

SR

1++

H

A2

Follow up and assess people who have received an extended brief intervention.
Where necessary, offer up to four additional sessions or referral to a specialist
alcohol treatment service.

SR

1++

H

A2

Ensure at least one in seven dependent drinkers can get treatment locally, in line
with 'Signs for improvement'.

SR

1++

H

A2

Long-term treatment is not necessarily superior, as brief interventions have been
found to have a large effect size.

SR

2+

M

A5

Treatments for adolescent substance abuse appear to be effective in reducing
alcohol use.

SR

1+

M

A9

Behaviour-oriented treatments for reducing adolescent alcohol abuse demonstrated
promise in attaining long-term effects.

SR

1+

M

A9

Interventions with medium effect sizes for reducing adolescent alcohol abuse
include: integrated family and cognitive behavioural therapy, behavioural treatment,
triple modality social learning, multidimensional family therapy, and brief
interventions only with the adolescent.

SR

1+

M

A9

Matching individuals with alcohol-use disorders to specified treatments does not
improve outcomes.

SR

1+

M

A16

Evidence statements
Give those who are actively seeking treatment for an alcohol problem a physical and
mental assessment and offer, or refer them for, appropriate treatment and care.
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Study quality

Appen dix source IC

Study type

Evidence strength

Theme 11: Referral to reduce the number of young people/ adults drinking alcohol at a high risk level

SR

1++

H

A2

Make provision for the likely increase in the number of referrals to services providing tier
two, three and four structured alcohol treatments as a result of screening. These
services should be properly resourced to support the stepped care approach
recommended in 'Models of care for alcohol misusers'.

SR

1++

H

A2

If there is a reason to believe that there is a significant risk of alcohol-related harm,
consider referral to child and adolescent mental health services, social care or to young
people's alcohol services for treatment, as appropriate and available.

SR

1++

H

A2

Referral for those aged 16 years and over who attend NHS or other public services and
may be alcohol-dependent. NHS and other professionals in the public, private,
community and voluntary sector who have contact with anyone aged 16 and over:

SR

1++

H

A2

Evidence statements
Provide information on local specialist addiction services to those who do not
respond well to discussion but who want further help. Refer them to these
services if this is what they want. Referral must be made to services that deal
with young people.
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Appendix source IC

Study quality

Regarding extended brief interventions with young people aged 16 and 17 years
Health and social care, criminal justice and community and voluntary sector
professionals in both NHS and non-NHS settings who regularly come into contact
with this group should: Ask the young person's permission to arrange an
extended brief intervention for them. Provide information on local specialist
addiction services to those who do not respond well to discussion but who want
further help. Refer them to these services if this is what they want. Referral must
be made to services that deal with young people.

Study type

Evidence statements
Regarding screening young people aged 16 and 17 years Health and social care,
criminal justice and community and voluntary professionals in both NHS and non-NHS
settings who regularly come into contact with this group should: Complete a validated
alcohol screening questionnaire with these young people

Evidence strength

Theme 12: Offender interventions to reduce the number of young people/ adults drinking alcohol at a
high risk level

SR

1++

H

A2

SR

1++

H

A2

1+

M

Appendix source IC

SR

Evidence strength

Study quality

Evidence statements
Generally, public information campaigns are ineffective in reducing alcohol-

Study type

Theme 13: Public information campaigns to reduce the number of young people/ adults drinking
alcohol at a high risk level

A16

related harm.

Study quality

Appendix source IC

Study type

Evidence strength

Theme 14: Commissioning decisions to reduce the number of young people/ adults drinking alcohol at a
high risk level

SR

1++

H

A1

Ensure a local joint alcohol needs assessment is carried out in accordance with 'World
Class Commissioning' and ' Signs for improvement'. They should also ensure locally
defined integrated care pathways for alcohol treatment are reviewed.

SR

1++

H

A2

Include formal evaluation within the commissioning framework so that alcohol
interventions and treatment are routinely evaluated and followed up. The aim is to
ensure adherence to evidence-based practice and to ensure interventions are cost
effective.

SR

1++

H

A2

Regarding resources for screening and brief interventions managers of NHScommissioned services must ensure: Staff have enough time and resources to carry out
screening and brief intervention work effectively.

SR

1++

H

A2

Regarding resources for screening and brief interventions chief executives of NHS and
local authorities should prioritise alcohol-use disorder prevention as an 'invest to save'
measure.

SR

1++

H

A2

Regarding resources for screening and brief interventions commissioners should:
ensure their plans include screening and brief interventions for people at risk of an
alcohol-related problem (hazardous drinkers) and those whose health is being
damaged by alcohol (harmful drinkers). This includes people from disadvantaged
groups.

SR

1++

H

A2

Evidence statements
Recommendation: Maintain and develop partnerships to:-monitor and evaluate
partnership working and incorporate good practice into planning.
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1++

Appendix source IC

SR

Evidence strength

Study quality

Evidence statements
Recommendation: Maintain and develop partnerships to:-monitor and evaluate
partnership working and incorporate good practice into planning.

Study type

Theme 15: Partnership working to reduce the number of young people/ adults drinking alcohol at a
high risk level

H

A1

Study quality

Appen dix source IC

Study type

Evidence strength

Theme 16: Addressing the affordability of alcohol and licencing to reduce the number of young people/
adults drinking
alcohol at a high
risk level

SR

1++

H

A2

International evidence suggests that making it less easy to buy alcohol, by reducing the
number of outlets selling it in a given area and the days and hours when it can be sold,
is another effective way of reducing alcohol-related harm

SR

1++

H

A2

There is evidence that alcohol advertising does affect children and young people. It
shows that exposure to alcohol advertising is associated with the onset of drinking
among young people and increased consumption among those who already drink.

SR

1++

H

A2

Systematic reviews and meta-analyses show that policies regulating the
environment in which alcohol is marketed (particularly its price and availability) are
effective in reducing alcohol-related harm.

SR

1+

M

A16

Enforced legislative measures to reduce drink-driving are effective.

SR

1+

M

A16

Banning alcohol advertising is a highly cost-effective strategy to reduce harm.

SR

1+

M

A16

Making alcohol more expensive and less available is a highly cost-effective strategy to
reduce harm.

SR

1+

M

A16

Evidence statements
Making alcohol less affordable is the most effective way of reducing alcohol-related
harm. There is extensive international and national evidence (within the published
literature and from economic analyses) to justify reviewing policies on pricing to reduce
the affordability of alcohol.
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4.3

Evidence of the effectiveness of interventions to lower rates of smoking
amongst young people/adults

4.3.1

The following evidence statements set out effective interventions that have been identified in the
scientific literature.
B1 = NICE 2008 B2 = NICE 2007 B3 = NICE 2006 B4-B9 & 12-14 & 18 = Cochrane reviews

Study quality

Appendix source IC

Study type

Evidence strength

Theme 1: Commissioning interventions to lower rates of smoking amongst young people/adults

SR

1++

H

B3

SHA's and PCTs should ensure local NHS Stop Smoking Services are able to respond to
fluctuations in demand.

SR

1++

H

B2

Smoking cessation advice and support should be available in community, primary and
secondary care settings for everyone who smokes.

SR

1++

H

B3

Local policy makers and commissioners should target hard to reach and deprived
communities including minority ethnic groups, paying particular attention to their
needs

SR

1++

H

B3

Strategic recommendations for policy makers, commissioners and managers:- Monitoring systems should be set up to ensure health professionals have access to
information on the current smoking status of their patients. This should include
information on: a) the most recent occasion on which advice to stop was given, b) the
nature of advice offered and c) the response to that advice.

SR

1++

H

B3

Strategic recommendations for policy makers, commissioners and managers Reducing cigarettes smoked before quit day and quitting abruptly, with no prior
reduction, produced comparable quit rates, therefore patients can be given the
choice to quit in either of these ways.

SR

1++

H

B4

Strategic recommendations for policy makers, commissioners and managers Reduction interventions can be carried out using self-help materials or aided by
behavioural support, and can be carried out with the aid of pre-quit NRT.

SR

1++

H

B4

Monitoring systems should be set up to ensure health professionals have access to
information on the current smoking status of their patients. This should include
information on: a) the most recent occasion on which advice to stop was given, b) the
nature of advice offered and c) the response to that advice.

SR

1++

H

B3

All those offering smoking cessation services should offer one or more interventions that
have been proven to be effective.

SR

1++

H

B2

All those offering smoking cessation services should ensure smoking cessation
support and treatment is delivered only by staff who have received training that
complies with the 'Standards for Training in Smoking Cessation Treatments'

SR

1++

H

B2

Evidence statements
Strategic health authorities, NHS hospital trusts, primary care trusts (PCTs), community
pharmacies, local authorities and local community groups should review smoking
cessation policies and practices
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Evidence strength

Study quality

Evidence statements
There is strong evidence that offering either advice to stop smoking or
assistance with stopping were effective in promoting quit attempts.

Study type

Theme 2: General smoking cessation interventions to lower rates of smoking amongst young people/adults

SR

1+

H

B10

SR

1++

H

B3

SR

1++

H

B3

Reducing cigarettes smoked before quit day and quitting abruptly, with no
prior reduction, produced comparable quit rates, therefore patients can be
given the choice to quit in either of these ways.

SR

1++

H

B4

The current evidence shows a benefit of mobile phone-based smoking
cessation interventions on long-term outcomes; the studies included were
predominantly of text messaging interventions.

SR

1++

H

B5

Full financial interventions directed at smokers when compared to no
financial interventions increase the proportion of smokers who attempt to
quit, use smoking cessation treatments, and succeed in quitting. The
absolute differences are small but the costs per additional quitter are low
to moderate.
Offering assistance generated more quit attempts than giving advice to quit on
medical grounds.

SR

1++

H

B9

SR

1+

M

B10

Aversive smoking may help smokers quit; however, there are no recent trials
investigating this intervention. (Aversive smoking uses excessive smoke as an
aversive stimulus.)

MA

1+

M

B11

Evidence suggest that acupuncture may help smokers quit. The estimated
mean treatment effect for acupuncture

MA

1+

M

B11

Evidence suggest that hypnotherapy may help smokers quit. The estimated
mean treatment effect for hypnotherapy

MA

1+

M

B11

There is not strong evidence from indirect comparisons that offering more
intensive behavioural support was associated with larger treatment effects but
this could be because intensive interventions are less likely to be delivered in
full.

SR

1++

H

B7

Group therapy, individual counselling and telephone counselling have all
been shown to be successful ways of delivering behavioural support for
smoking cessation with some support for individually tailored written
self-help materials

SR

1++

H

B7

Everyone who smokes should be advised to quit, unless there are
exceptional circumstances. People who are not ready to quit should be
asked to consider the possibility and encouraged to seek help in the future.
If an individual who smokes presents with a smoking-related disease, the
cessation advice may be linked to their medical condition.
People who smoke should be asked how interested they are in quitting.
Advice to stop smoking should be sensitive to the individual's preferences,
needs and circumstances: there is no evidence that the 'stages of change'
model is more effective than any other approach.
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Study type

Evidence strength

Theme 3: Interventions targeted at young people to lower rates of smoking amongst young people/adults

Tobacco cessation interventions for young people: Complex approaches show
promise, with some persistence of abstinence, especially those incorporating
elements sensitive to stage of change and using motivational enhancement and
CBT.

SR

1++

M

B17

Tobacco cessation interventions for young people: We await results of recent trials of
Not on Tobacco trials and more data is needed on sustained quitting that allows for
the episodic nature of much adolescent smoking.

SR

1++

L

B17

Tobacco cessation interventions for young people: There were few trials with
evidence about pharmacological interventions (nicotine replacement and
bupropion), and none demonstrated effectiveness for adolescent smokers. T

SR

1++

L

B17

Tobacco cessation interventions for young people: There is not yet sufficient
evidence to recommend widespread implementation of any one model.

SR

1++

L

B17

Although young adults tend to underutilize evidence-based cessation treatments,
the current meta-analysis showed that these treatments should be as effective
for young adults as they are for the general adult population. Thus, it may be
useful to focus on motivating young adults to seek cessation treatment to
increase utilization.

MA

1+

M

B18

Among young adults, any type of intervention was more effective in producing
successful smoking cessation than the control.

MA

1+

M

B18

When interventions were effective for the larger adult sample, they were also
effective for the younger adult sample.

MA

1+

M

B18

Evidence statements
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Study type

Evidence strength

Theme 4: Interventions targeted at parents to lower rates of smoking amongst young people/adults

Interventions to achieve cessation among parents, for the sake of the children,
provide a worthwhile addition to the arsenal of cessation approaches, and can help
protect vulnerable children from harm due to tobacco smoke exposure.

SR

1+

M

B15

Within Interventions to achieve cessation among parents, subgroups with
significant intervention benefits were children aged 4 to 17 years, interventions
whose primary goal was cessation, interventions that offered medications, and
interventions with high follow-up rates (>80%).

SR

1+

M

B15

Interventions aimed at increasing parental cessation to benefit children increase
parental and maternal quit rates.

SR

1+

M

B15

Most parents do not quit, and additional strategies to protect children are needed.

SR

1+

M

B15

Evidence statements

Appendix source IC

Evidence strength

Evidence statements

Study quality

Study type

Theme 5: Smoking cessation interventions to lower rates of smoking amongst elderly adults

Smoking cessation interventions for smokers aged 50 and older: The quit
rates from these studies and the relative effectiveness of different
intervention approaches are consistent with the general smoking cessation
literature. However, in most studies, treatment effects were of short
duration, and absolute quit rates were low, leaving the vast majority of
older smokers at high risk for smoking-related health conditions.

SR

1+

M

B19

Smoking cessation interventions for smokers aged 50 and older: In
general, more intensive interventions and those with combined
approaches including medications and follow-up counselling achieved the
best outcomes.
The published body of evidence supports intervening with older smokers to aid
cessation.

SR

1+

M

B19

SR

1+

M

B19
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Evidence strength

Study type

Evidence statements
GPs should take the opportunity to advise all patients who smoke to quit
when they attend a consultation. Those who want to stop should be offered
a referral to an intensive support service (for example, NHS Stop Smoking
Services). If they are unwilling or unable to accept this referral they should
be offered pharmacotherapy in line with NICE technology appraisal
guidance no. 39 and additional support. The smoking status of those who
are not ready to stop should be recorded and reviewed with the individual
once a year, where possible.

Study quality

Theme 6: Health professional smoking cessation interventions to lower rates of smoking amongst
young people/adults

SR

1++

H

B3

Nurses in primary and community care should advise everyone who smokes
to stop and refer them to an intensive support service (for example, NHS
Stop Smoking Services). If they are unwilling or unable to accept this
referral they should be offered pharmacotherapy by practitioners with
suitable training, in line with NICE technology appraisal guidance no. 39,
and additional support.

SR

1++

H

B3

All other health professionals, such as hospital clinicians, pharmacists and

SR

1++

H

B3

Training health professionals to provide smoking cessation interventions
had a measurable effect on the point prevalence of smoking, continuous
abstinence and professional performance. The one exception was the
provision of nicotine gum or replacement therapy, which did not differ
between groups.

SR

1++

H

B13

Community workers should refer people who smoke to an intensive support
service (for example, NHS Stop Smoking Services). Those who are trained NHS
stop smoking counsellors may 'refer' to themselves.
Physicians may be more effective in promoting attempts to stop smoking by
offering assistance to all smokers than by advising smokers to quit and offering
assistance only to those who express an interest in doing so.

SR

1++

H

B3

SR

1+

M

B10

Compared to no intervention, advice to quit on medical grounds increased the
frequency of quit attempts, but not as much as behavioural support for
cessation or offering NRT.

SR

1+

M

B10

There was evidence that medical advice increased the success of quit
attempts and inconclusive evidence that offering assistance increased their
success.

SR

1+

M

B10

dentists, should refer people who smoke to an intensive support service (for
example, NHS Stop Smoking Services). If the individual is unwilling or unable to
accept this referral, practitioners with suitable training should offer a
prescription of pharmacotherapy in line with NICE technology appraisal
guidance no. 39, and additional support.
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Evidence strength

Study quality

Study type

Evidence statements
High intensity behavioural interventions that begin during a hospital stay and
include at least one month of supportive contact after discharge promote
smoking cessation among hospitalised patients.

Appen dix source IC

Theme 7: Hospital interventions to lower rates of smoking amongst young people/adults

SR

1++

H

B12

There was no evidence of effect for interventions of lower intensity or shorter
duration to promote smoking cessation among hospitalised patients.

SR

1++

L

B12

This update found that adding NRT to intensive counselling significantly
increases cessation rates over counselling alone to promote smoking
cessation among hospitalised patients

SR

1++

M

B12

There is insufficient direct evidence to conclude that adding bupropion or
varenicline to intensive counselling increases cessation rates over what is
achieved by counselling alone to promote smoking cessation among
hospitalised patients.

SR

1++

L

B12

Study quality
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Study type

Evidence strength

Theme 8: Employers should consider the following interventions to lower rates of smoking amongst
young people/adults

SR

1++

H

B2

Employers should:-Publicise the interventions identified in this guidance and make
information on local stop smoking support services widely available at work. This
information should include details on the type of help available, when and where, and
how to access the services.

SR

1++

H

B2

Employers should:-Be responsive to individual needs and preferences. Where
feasible, and where there is sufficient demand, provide on-site stop smoking
support.

SR

1++

H

B2

Employers should:-Allow staff to attend smoking cessation services during working
hours without loss of pay.

SR

1++

H

B2

Employers should:-Contact local smoking cessation services, such as the NHS Stop
Smoking Services, for information, advice and support.

SR

1++

H

B2

Employees and their representatives should: Encourage employers to provide
advice, guidance and support to help employees who want to stop smoking.

SR

1++

H

B2

Evidence statements
Employers should:-Develop a smoking cessation policy in collaboration with
staff and their representatives as one element of an overall smoke-free
workplace policy
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SR

1++

H

B2

Managers of NHS Stop Smoking Services should offer support to employers who
want to help their employees to stop smoking. Where appropriate and feasible,
provide support on the employer's premises.

SR

1++

H

B2

If initial demand exceeds the resources available, focus on enterprises where a
high proportion of employees are on low pay

SR

1++

H

B2

If initial demand exceeds the resources available, focus on enterprises where a
high proportion of employees are from a disadvantaged background

SR

1++

H

B2

If initial demand exceeds the resources available, focus on enterprises where a
high proportion of employees are heavy smokers.

SR

1++

H

B2

Evidence strength

Study type

Study quality

Theme 9:
Pharmacotherapy to
lower rates of
smoking amongst
young people/adults

Appendix source IC

Ensure smoking cessation support and treatment is tailored to the employee's
needs and preferences, taking into account their circumstances and offering
locations and schedules to suit them.

SR

1++

H

B7

Reduction interventions can be carried out using self-help materials or aided by
behavioural support, and can be carried out with the aid of pre-quit NRT.

SR

1++

H

B4

All of the commercially available forms of NRT (gum, transdermal patch, nasal spray,
inhaler and sublingual tablets/lozenges) can help people who make a quit attempt to
increase their chances of successfully stopping smoking.

SR

1++

H

B6

NRTs increase the rate of quitting by 50 to 70%, regardless of setting.
The effectiveness of NRT appears to be largely independent of the intensity of
additional support provided to the individual.

SR
SR

1++
1++

H
H

B6
B6

Provision of more intense levels of support, although beneficial in facilitating the
likelihood of quitting, is not essential to the success of NRT.

SR

1++

H

B6

Nicotine replacement therapy, bupropion and nortriptyline and varenicline increase quit
rates.

SR

1++

H

B7

Cytisine was shown to be effective and affordable, although absolute quit rates
were modest.

SR

1++

M

B14

Varenicline at standard dose increased the chances of successful long-term smoking
cessation between two- and threefold compared with pharmacologically unassisted quit
attempts. Lower dose regimens also conferred benefits for cessation, while reducing the
incidence of adverse events.

SR

1++

M

B14

Evidence statements
Interventions that combine pharmacotherapy and behavioural support increase
smoking cessation success compared to a minimal intervention or usual care.
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Bupropion, nicotine replacement therapy and varenicline appear cost effective at
preventing relapse to smoking by smokers who are in quit attempts and have recently
become abstinent; they have comparable cost effectiveness to smoking cessation
interventions.

SR

1++

L

B16

4.4

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

4.4.1

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

Study quality

Appen dix source IC

Study type

Evidence strength

Theme 1 Commissioners, government departments, school inspectorates, school governing and local
authority interventions to support primary prevention of smoking in children/ young adults

Government departments, local authorities commissioners and school governors etc.
should ensure smoking prevention interventions in schools and other educational
establishments are part of a local tobacco control strategy;

SR

1++

H

C1

Government departments, local authorities commissioners and school governors etc.
should ensure schools and other educational establishments deliver evidence-based
smoking prevention interventions.
Government departments, local authorities commissioners and school governors etc.
should promote smoke free policies consistent with regional and national tobacco
control strategies
Ensure the interventions are integrated into the curriculum, PSHE education and
work associated with Healthy Further Education and Healthy Schools status.

SR

1++

H

C1

SR

1++

H

C1

SR

1++

H

C1

Partnership - Work with local partners involved in smoking prevention and
cessation activities to deliver interventions. This could include local health
improvement services, regional tobacco policy leads, local tobacco control
alliances and NHS Stop Smoking Services.

SR

1++

H

C1

National government should support better enforcement of existing tobacco sales
legislation and ensure enforcement efforts are sustained over a number of years.

SR

1++

H

C2

Local authorities and trading standards bodies should ensure retailers are aware of
legislation prohibiting under-age tobacco sales. Make it as difficult as possible for
young people under 18 to get cigarettes and other tobacco products. Ensure owners
of vending machines and those who have them on their premises take all reasonable
precautions to prevent under-age tobacco sales..

SR

1++

H

C2

Local authorities and trading standards bodies should work with other agencies to
identify areas where under-age tobacco sales are a particular problem. Work with
the local better regulation office to improve inspection and enforcement activities
related to illegal tobacco sales. Assess whether an advocacy campaign is needed
to support enforcement. Actively discourage use of enforcement and related
campaigns developed by the tobacco industry.

SR

1++

H

C2

Evidence statements
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Appen dix source IC

Evidence strength

Evidence statements

Study quality

Study type

Theme 2: Interventions to support primary prevention of smoking in children/ young adults

There is moderate evidence for the effectiveness of behavioural interventions to
prevent smoking among children and youth.

SR

1+

M

C7

Among adolescent psychosocial smoking prevention programs, adolescent
smoking reduction rates were increased by using either cognitive behaviour or life
skills program modalities, and/or a school-community-incorporated program
setting.

MA

1+

M

C11

There is evidence to support peer group social positions as a contributing factor to
adolescent smoking. Adolescents whose social positions were clique members showed
lower-than-average smoking rates. Adolescents whose social positions were isolates
showed higher-than average smoking rates.

SR

1+

M

C3

Among adolescent psychosocial smoking prevention programs, behavioural effect was
the most meaningful, being persistent over a 3-year period

MA

1+

M

C11

There is evidence to support interventions for tobacco use prevention in adolescents
are most effective when the interventions are designed based on the constructs of
social influence.

R

2+

L

C10

There is evidence to support interventions for tobacco use prevention in
adolescents are most effective when the interventions are begun in early
adolescence when susceptibility to smoking is highest.

R

2+

L

C10

There is evidence to support interventions for tobacco use prevention in
adolescents are most effective when the interventions are culturally sensitive.

R

2+

L

C10

This review demonstrates that interventions for tobacco use prevention in
adolescents are most effective when the interventions are periodically repeated to
extend their effectiveness.

R

2+

L

C10

MA

1+

M

C11

Among adolescent psychosocial smoking prevention programs, knowledge had the
highest effect sizes at short-term but rapidly decreased at long-term.
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Study quality

Appen dix source IC

Study type

Evidence strength

Theme 3: School interventions support primary prevention of smoking in children/ young adults

Head teachers, school governors, teachers, support staff and others who work with
primary and secondary schools and further education colleges should:-Develop a wholeschool or organisation-wide smoke free policy in consultation with young people and
staff.

SR

1++

H

C1

The whole-school or organisation-wide smoke free policy should include smoking
prevention activities led by adults or young people) and staff training and
development

SR

1++

H

C1

The whole-school or organisation-wide smoke free policy should take account of
children and young people's cultural, special educational or physical needs. (For
example, large-print versions of information may be needed.)

SR

1++

H

C1

The whole-school or organisation-wide smoke free policy should ensure the policy
forms part of the wider healthy school or healthy further education strategy on
wellbeing, sex and relationships education, drug education and behaviour.

SR

1++

H

C1

The whole-school or organisation-wide smoke free policy should apply to everyone
using the premises grounds as well as buildings, for any purpose, at any time. Do not
allow any areas in the grounds to be designated for smoking.

SR

1++

H

C1

The whole-school or organisation-wide smoke free policy should be widely publicised it
is important to ensure it is easily accessible so that everyone using the premises is
aware of its content.

SR

1++

H

C1

The whole-school or organisation-wide smoke free policy should include smoking
cessation in addition to prevention, by making information on local NHS Stop Smoking
Services easily available to staff and students.
The whole-school or organisation-wide smoke free policy should include details on the
type of help available, when and where, and how to access the services.

SR

1++

H

C1

SR

1++

H

C1

Interventions to prevent the uptake of smoking as part of PSHE (drugs education)
should be linked to the whole-school or organisation-wide smoke-free policy and
involve children and young people in their design.
Interventions to prevent the uptake of smoking as part of PSHE (drugs education)
should:-be entertaining, factual and interactive; -be tailored to age and ability; -be
ethnically, culturally and gender-sensitive and non-judgemental

SR

1++

H

C1

SR

1++

H

C1

Interventions to prevent the uptake of smoking as part of PSHE (drugs education)
should -aim to develop decision-making skills through active learning techniques; include strategies for enhancing self-esteem and resisting the pressure to smoke from
the media, family members, peers and the tobacco industry; -

SR

1++

H

C1

Evidence statements
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Interventions to prevent the uptake of smoking as part of PSHE (drugs education)
should be delivered by teachers and higher-level teaching assistants who are both
credible and competent in the subject, or by external professionals trained to work with
children and young people on tobacco issues.

SR

1++

H

C1

Interventions to prevent the uptake of smoking as part of PSHE (drugs education)
should include accurate information about smoking, including its prevalence and its
consequences:

SR

1++

H

C1

Support tobacco education in the classroom with additional 'booster' activities until
school leaving age. These might include school health fairs and guest speakers.

SR

1++

H

C1

Interventions to prevent the uptake of smoking as part of PSHE (drugs education)
should include evidence-based, peer-led interventions aimed at preventing the uptake
of smoking.

SR

1++

H

C1

Head teachers, school governors, public health commissioners, teacher training
bodies and providers of continuing professional development should provide training
for all staff who will be involved in smoking prevention work.

SR

1++

H

C1

Head teachers, school governors, public health commissioners, teacher training
bodies and providers of continuing professional development should work in
partnership to design, deliver, monitor and evaluate smoking prevention training
and interventions. Partners could include: national and local education agencies,
training agencies, local authorities, the school nursing service, voluntary sector
organisations, local health improvement services and universities.
Evidence for the effectiveness of school-based interventions alone in reducing
smoking rates among children and youth was inconclusive.

SR

1++

H

C1

SR

1+

L

C7

SR

1+

M

C8

R

2+

L

C10

There is evidence that school-based tobacco use prevention programs are largely
effective for most tobacco use related outcomes, at least in the short term.
Interventions for tobacco use prevention in adolescents are most effective when the
interventions are comprehensive multi setting interventions that deliver age-appropriate
antismoking messages in clinical settings, schools, and the community.

Study quality

Appendix source IC

Study type

Evidence strength

Theme 4: Parent and family interventions to support primary prevention of smoking in children/ young adults

SR

1++

H

C1

It is not possible to draw firm conclusions from the current evidence base about the
efficacy of family interventions to prevent adolescent smoking, or whether the
interventions are intense enough to produce a sustained effect.

SR

1++

M

C9

Family interventions may prevent adolescent smoking, but the evidence is not
strong

SR

1++

M

C9

Evidence statements
Encourage parents and carers to become involved, for example, by letting them
know about class work or by asking them to help with homework assignments.
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Study quality

Appen dix source IC

Study type

Evidence strength

Theme 5: Media interventions support primary prevention of smoking in children/ young adults

Develop national, regional or local mass-media campaigns to prevent the uptake of
smoking among young people under 18.

SR

1++

H

C2

Regional and local campaigns should build on, and be integrated with, a national
communications strategy to tackle tobacco use. Regional campaigns should use
regional press and radio (local campaigns should use local press and radio) to
reach specific audiences and to get unpaid coverage in the press. They should also
use regional and local networks (as appropriate) to generate as much publicity as
possible.

SR

1++

H

C2

Organisers and planners of national, regional and local mass-media campaigns,
Local and regional commissioners and planners should:-be informed by research
that identifies and understands the target audiences- young people under 18

SR

1++

H

C2

Organisers and planners of national, regional and local mass-media campaigns,
Local and regional commissioners and planners should:-consider groups which
epidemiological data indicate have higher than average or rising rates of smoking young people under 18

SR

1++

H

C2

Organisers and planners of national, regional and local mass-media campaigns,
Local and regional commissioners and planners should:-be developed in partnership
with: national, regional and local government and non-governmental organisations,
the NHS, children and young people, media professionals (using their best practice),
healthcare professionals, public relations agencies and local anti-tobacco activists.young people under 18

SR

1++

H

C2

Organisers and planners of national, regional and local mass-media campaigns, Local and
regional commissioners and planners should convey messages based on strategic
research and qualitative pre- and post-testing with the target audiences.

SR

1++

H

C2

National campaigns should exploit the full range of media used by children and
young people, including television advertising.

SR

1++

H

C2

Effective practice, including effective local and regional media messages, should be
shared locally, regionally and nationally.

SR

1++

H

C2

There is some evidence that mass media can prevent the uptake of smoking in
young people, however the evidence is not strong and contains a number of
methodological flaws.

SR

1++

L

C4

There is evidence to support mass media interventions to reduce the smoking
behaviour of young people. All of the effective campaigns had a solid theoretical basis,
used formative research in designing the campaign messages, and message broadcast
was of reasonable intensity over extensive periods of time.

SR

1++

L

C4

Evidence statements
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Organisers and planners of national, regional and local mass-media campaigns, Local
and regional commissioners and planners should use a range of strategies as part of
any campaign to reduce the attractiveness of tobacco and contribute to changing
society's attitude towards tobacco use, so that smoking is not considered the norm
by any group.

SR

1++

H

C2

Media campaigns should not be delivered in conjunction with or supported by the
tobacco industry.

SR

1++

H

C2

Use process and outcome measures to ensure campaigns are being delivered
correctly and effectively.

SR

1++

H

C2

Study quality

Appendix source IC

Study type

Evidence strength

Theme 6: Community interventions to support primary prevention of smoking in children/ young adults

Community programmes should build upon elements of existing programmes,
particularly those including multi-component school based interventions, parental
involvement, intervention duration longer than 12 months and interventions based on
the social influences or social learning theory model have been shown to be effective
rather than repeating methods that have achieved limited success.

SR

1++

L

C12

There was evidence for the effectiveness of community-based interventions in
reducing smoking rates among children and youth.
There was evidence for the effectiveness of multi-sectorial interventions in reducing
smoking rates among children and youth.

SR

1+

M

C7

SR

1+

M

C7

There is some evidence to support the effectiveness of community interventions in
reducing the uptake of smoking in young people, but the evidence is not strong and
contains a number of methodological flaws

SR

1++

L

C12

Evidence statements

Study quality

Appen dix source IC

Study type

Evidence strength

Theme 7: Restriction interventions support primary prevention of smoking in children/ young adults

When access restriction interventions are applied in a comprehensive manner, they can
affect young people's access to tobacco.

SR

1+

M

C6

Lack of enforcement and the ability of youth to acquire cigarettes from social
sources may undermine the effectiveness of access restriction interventions.

SR

1+

M

C6

Evidence statements
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4.5

Evidence of the effectiveness of interventions to support people to change
behaviour (all ages)

4.5.1

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

Study quality

Appendix source IC

Study type

Evidence strength

Theme 1: Commissioning interventions to support people to change behaviour (all ages)

Deliver population-level policies, interventions and programmes tailored to change
specific, health-related behaviours. These should be based on information gathered
about the context, needs and behaviours of the target population.

SR

1++

H

D1

Ensure population-level interventions and programmes aiming to change behaviour are
consistent with those delivered to individuals and communities.

SR

1++

H

D1

Support structural improvements to help people who find it difficult to change, or who
are not motivated. These improvements could include changes to the physical
environment or to service delivery, access and provision.

SR

1++

H

D1

Work in partnership with individuals, communities, organisations and populations to plan
interventions and programmes to change health-related behaviour.

SR

1++

H

D1

Interventions that were most effective across a range of health behaviours included
physician advice or individual counselling, and workplace- and school-based
activities.

SR

1+

H

D3

Mass media campaigns and legislative interventions showed small to moderate
effects in changing health behaviours.

SR

1+

M

D3

There was a relative lack of evidence on how best to address inequalities.

SR
SR

1+
1+

L
L

D3
D8

Evidence statements

There is a lack of evidence to draw on in informing the design of interventions for
disadvantaged groups.
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Study quality

Appen dix source IC

Study type

Evidence strength

Theme 2: Interventions to support people to change behaviour (all ages)

Plan carefully interventions and programmes aimed at changing behaviour,
taking into account the local and national context and working in partnership
with recipients.

SR

1++

H

D1

Interventions and programmes should be based on a sound knowledge of
community needs and should build upon the existing skills and resources within
a community.

SR

1++

H

D1

Prioritise behaviour change interventions and programmes that are consistent with
other local or national interventions and programmes where they are based on the best
available evidence.

SR

1++

H

D1

Prioritise behaviour change interventions and programmes that are based on the best
available evidence of efficacy and cost effectiveness.

SR

1++

H

D1

Prioritise behaviour change interventions and programmes that can be tailored to
tackle the individual beliefs, attitudes, intentions, skills and knowledge associated with
the target behaviours.

SR

1++

H

D1

Prioritise behaviour change interventions and programmes that are developed in
collaboration with the target population, community or group and take account of lay
wisdom about barriers and change.

SR

1++

H

D1

Prioritise behaviour change interventions and programmes that use key life stages or
times when people are more likely to be open to change such as pregnancy, starting or
leaving school and entering or leaving the workforce.

SR

1++

H

D1

Select interventions that motivate and support people to understand the short,
medium and longer-term consequences of their health-related behaviours, for
themselves and others; feel positive about the benefits of health-enhancing
behaviours and changing their behaviour; -plan their changes in terms of easy steps
over time; recognise how their social contexts and relationships may affect their
behaviour, and identify and plan for situations that might undermine the changes
they are trying to make.

SR

1++

H

D1

There is strong evidence for at least modest intervention effects for each of the four
predominant risk factors for chronic disease: physical inactivity, poor nutrition, smoking,
and hazardous drinking.

SR

1+

H

D10

Effective interventions may target multiple behaviours such as both physical activity and
diet without compromising their effectiveness.

SR

1+

M

D12

There is evidence to support behaviour change interventions, particularly those with
fewer techniques, can be effective in low-income groups.

SR

1+

M

D8

Evidence statements
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Study quality

Appen dix source IC

Study type

Evidence strength

Theme 3: Interventions targeted at minority ethnic communities to support people to change
behaviour (all ages)

SR

1+

M

D7

To adapt behavioural interventions for minority ethnic communities identify and
address barriers to access and participation.

SR

1+

M

D7

To adapt behavioural interventions for minority ethnic communities develop
communication strategies which are sensitive to language use and information
requirements.
To adapt behavioural interventions for minority ethnic communities work with
cultural or religious values that either promote or hinder behavioural change.

SR

1+

M

D7

SR

1+

M

D7

To adapt behavioural interventions for minority ethnic communities accommodate
varying degrees of cultural identification.

SR

1+

M

D7

Evidence statements
To adapt behavioural interventions for minority ethnic communities use community
resources to publicize the intervention and increase accessibility.

Study quality

Appendix source IC

Study type

Evidence strength

Theme 4: Computer interventions to support people to change behaviour (all ages)

MA

1+

M

D6

Study effects of computer-tailored interventions for health behaviour change did not
differ across communication channels nor decline when up to three behaviours were
identified for intervention simultaneously.

MA

1+

M

D6

Computer-based health behaviour assessment with feedback and education was
documented to be an effective method of determining behaviour, assessing
participant interest in behaviour change and delivering interventions.

SR

1+

M

D10

Findings demonstrate that online interventions have the capacity to influence
voluntary behaviours, such as those routinely targeted by social marketing
campaigns.
This study demonstrates that computer-tailored interventions have the potential to
improve health behaviours.
The overall impact of online interventions across all studies was small but
statistically significant.

MA

1+

M

D4

MA

1+

M

D6

MA

1+

M

D4

Evidence statements
While effect sizes decreased after completion of computer-tailored interventions for
health behaviour change, dynamically tailored interventions were found to have
increased efficacy over time as compared with tailored interventions based on one
assessment only.
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Given the high reach and low cost of online technologies, the stage may be set for
increased public health campaigns that blend interpersonal online systems with massmedia outreach. Such a combination of approaches could help individuals achieve
personal goals that, at an individual level, help citizens improve the quality of their lives
and at a state level, contribute to healthier societies.

MA

1+

M

D4

Time proved to be a critical factor, with shorter online interventions generally
achieving larger impacts and greater adherence.

MA

1+

M

D4

SMS-delivered interventions have positive short-term behavioural outcomes.

SR

1+

M

D11

Study quality

Appendix source IC

Study type

Evidence strength

Theme 5: Primary care and community interventions to support people to change behaviour (all ages)

The evidence supports the effectiveness of lifestyle interventions delivered by
nurses in PHC to affect positive changes on outcomes associated with the
prevention of chronic disease including: weight, blood pressure, cholesterol,
dietary and physical activity behaviours, patient satisfaction, readiness for change
and quality of life.

SR

1+

L

D9

The interventions that are effective in producing chronic disease risk factor
behaviour change are diverse in nature, included a health risk assessment, tailored
face-to-face counselling, phone counselling, and computerized feedback.

SR

1+

M

D10

Group and individual interventions of varying intensity in primary health care and
community settings are useful in supporting sustained change in health literacy for
change in behavioural risk factors.

SR

1+

M

D12

Certain aspects of risk behaviour may be better handled in clinical settings while
others more effectively in the community.

SR

1+

M

D12

More interventions in primary health care than the community were effective in
supporting smoking cessation whereas the reverse was true for diet and physical
activity interventions.

SR

1+

M

D12

Some programs have documented reduced health care costs associated with chronic
disease risk factor prevention intervention.

SR

1+

M

D10

Evidence statements
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Study quality

Appen dix source IC

Study type

Evidence strength

Theme 6: Train professionals and volunteers to deliver interventions to support people to change behaviour (all
ages)

Provide training and support for those involved in changing people's healthrelated behaviour so that they can develop the full range of competencies
required. These competencies include the ability to identify the social, economic
and cultural determinants of behaviour; interpret relevant data on local or
national needs and characteristics; design, implement and evaluate interventions
and programmes; - work in partnership with members of the target population
and those with local knowledge.

SR

1++

H

D1

Ensure fair and equitable access to education and training, to enable practitioners and
volunteers who help people to change their health-related behaviour to develop their
skills and competencies.

SR

1++

H

D1

Equip practitioners with the necessary competencies and skills to support behaviour
change, using evidence-based tools. Education providers should ensure courses for
practitioners are based on theoretically informed, evidence-based best practice.

SR

1++

H

D1

Appropriate national organisations (for example, the Faculty of Public Health, the
British Psychological Society, the Chartered Institute of Environmental Health and
the Nursing and Midwifery Council) should consider developing standards for these
competencies and skills. The standards should take into account the different roles
and responsibilities of practitioners working both within and outside the NHS.

SR

1++

H

D1

Evidence statements
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Study quality

Appen dix source IC

Study type

Evidence strength

Theme 7: Evaluation of interventions to support people to change behaviour (all ages)

Prioritise behaviour change interventions and programmes that include provision for
evaluation.

SR

1++

H

D1

Evaluate all behaviour change interventions and programmes, either locally or as
part of a larger project. Wherever possible, evaluation should include an economic
component.

SR

1++

H

D1

Ensure that, wherever possible, the following elements of behaviour change
interventions and programmes are evaluated using appropriate process or outcome
measures: -effectiveness; acceptability; feasibility; equity and safety.

SR

1++

H

D1

Collect data for cost-effectiveness analysis, including quality of life measures. Where
practicable, estimate the cost savings when researching or evaluating behaviour
change interventions and programmes. This is particularly pertinent for research: on mid- to long-term behaviour change; comparing the effectiveness and efficiency
of interventions and programmes delivered to different population groups.

SR

1++

H

D1

Ensure funding applications and project plans for new behaviour change
interventions and programmes include specific provision for evaluation and
monitoring.

SR

1++

H

D1

Evidence statements
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4.6

Evidence of the effectiveness of interventions to promote physical activity (all
ages)

4.6.1

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

Study quality

Appendix source IC

Study type

Evidence strength

Theme 1: Commissioner interventions to promote physical activity (all ages)

SR

1++

H

E4

2012 NICE guidance recommends ensuring a senior member of the public health
team is responsible for promoting walking and cycling.

SR

1++

H

E4

2009 NICE guidance recommends coordinated, cross-sector working and ensure NICE's
recommendations on physical activity and the environment are implemented.

SR

1++

H

E4

2012 NICE guidance recommends ensuring the joint strategic needs assessment, the
joint health and wellbeing strategy and other local needs assessments and
strategies take into account opportunities to increase walking and cycling and also
consider how impediments to walking and cycling can be addressed.

SR

1++

H

E4

2012 NICE guidance recommends ensuring walking and cycling are considered,
alongside other interventions, when working to achieve specific health outcomes in
relation to the local population.
2012 NICE guidance recommends ensuring walking and cycling projects are
evaluated, including their impact on health inequalities.

SR

1++

H

E4

SR

1++

H

E4

2006 NICE guidance recommends that local policy makers, commissioners and
managers, together with primary care practitioners, should monitor the
effectiveness of local strategies and systems to promote physical activity. They
should focus, in particular, on whether or not opportunistic advice is helping to
increase the physical activity levels of people from disadvantaged groups, including
those with disabilities (and thereby tackling health inequalities). They should also
assess how effective professionals from a range of disciplines are at raising longterm physical activity levels among these groups.

SR

1++

H

E5

2006 NICE guidance recommends that local policy makers, commissioners and
managers, together with primary care practitioners, should pay particular attention to
the needs of hard to reach and disadvantaged communities, including minority ethnic
groups, when developing service infrastructures to promote physical activity.

SR

1++

H

E5

2009 NICE guidance recommends an exercise referral scheme that directs someone to a
service offering an assessment of need, development of a tailored physical activity
programme, monitoring of progress and a follow-up.

SR

1++

H

E5

Evidence statements
2012 NICE guidance recommends high level support from the health sector for
walking and cycling.
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2006 NICE guidance recommends that practitioners, policy makers and
commissioners should only endorse exercise referral schemes to promote physical
activity that are part of a properly designed and controlled research study to
determine effectiveness.

SR

1++

H

E5

2009 NICE guidance recommends that commissioners and public health teams
should foster an integrated approach to local commissioning that supports a longterm (beyond 5 years) system-wide health and wellbeing strategy.

SR

1++

H

E6

2012 NICE Guidance recommends that commissioners and public health teams
should create an environment that allows a community-wide approach to obesity.
They should consider which 'packages' of interventions are most effective (including
cost effective), the 'intensity' of effective programme and synergies between
common actions to tackle obesity.

SR

1++

H

E6

2012 NICE Guidance recommends that commissioners should focus on all of the
following areas: 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, influencing the wider determinants of health,
aiming activities at both adults and children in a broad range of settings, providing
lifestyle weight management services for adults, children and families and providing
clinical services for treating obesity.
2012 NICE Guidance recommends that commissioners should fund both targeted and
universal services that can help people achieve or maintain a healthy weight.
2012 NICE Guidance recommends involving businesses and social enterprises
operating in the local area in the implementation of obesity strategies.

SR

1++

H

E6

SR

1++

H

E6

SR

1++

H

E6

2012 NICE Guidance recommends that local authorities and the NHS should be
exemplars of good practice in the prevention and management of obesity.

SR

1++

H

E6

2012 NICE Guidance recommends that public health teams should ensure local
authorities and NHS organisations develop internal policies to help staff, service
users and the wider community achieve and maintain a healthy weight.

SR

1++

H

E6

2012 NICE Guidance recommends that local authorities, NHS executive directors
and commissioners should promote healthier food and drink choices (and
discourage less healthy choices) in all onsite restaurants, hospitality suites, vending
machines, outreach services and shops. They should do this through contracts with
caterers, pricing and the positioning of products, information at the point of choice
and educational initiatives.
2012 NICE Guidance recommends that local authorities and NHS organisations
should introduce and monitor an organisation-wide programme that encourages and
supports staff and, where appropriate, service users, to be physically active.

SR

1++

H

E6

SR

1++

H

E6

2012 NICE Guidance recommends that local authorities and NHS organisations
should offer lifestyle weight management services for overweight or obese staff who
would like support to manage their weight.

SR

1++

H

E6

2012 NICE Guidance recommends that local authority and NHS commissioners
should consider how their decisions impact on obesity in the local community.

SR

1++

H

E6

2012 NICE Guidance recommends planning, monitoring and evaluation of local
action to tackle obesity. Also, ensuring all partners and providers appreciate the
importance of monitoring and evaluation.

SR

1++

H

E6

2012 NICE Guidance recommends assessment of cost effectiveness of local action to
tackle obesity.

SR

1++

H

E6

57

2012 NICE Guidance recommends ensuring partners across the local system have
opportunities to increase their awareness and develop their skills to take forward an
integrated approach to obesity prevention.

SR

1++

H

E6

2012 NICE Guidance recommends local bodies with a scrutiny function should assess local
action on preventing obesity.

SR

1++

H

E6

2009 NICE guidance recommends raising awareness of the importance of physical
activity for children and young people that includes. Ensuring there is a coordinated
local strategy. Ensuring physical activity initiatives aimed at children and young
people are regularly evaluated. Identifying a senior council member to be a
champion for children and young people's physical activity.

SR

1++

H

E3

Study quality

Appendix source IC

Study type

Evidence strength

Theme 2: Organisation-wide plans or policies to promote physical activity interventions (all ages)

NICE guidance recommends the promotion and creation of built or natural physical
environments that support increased levels of physical activity.

SR

1++

H

E1

2008 NICE guidance recommends the development of organisation-wide plans or
policies to encourage and support employees to be more physically active.

SR

1++

H

E2

2008 NICE guidance recommends the development of organisation-wide plans or
policies to encourage and support employees to be more physically active that include
measures to maximise the opportunity for all employees to participate

SR

1++

H

E2

2008 NICE guidance recommends the development of organisation-wide plans or
policies to encourage and support employees to be more physically active that should
be based on consultation with staff and should ensure they are involved in planning
and design, as well as monitoring activities, on an on-going basis

SR

1++

H

E2

2008 NICE guidance recommends the development of organisation-wide plans or
policies to encourage and support employees to be more physically active that should
be supported by management and have dedicated resources

SR

1++

H

E2

2008 NICE guidance recommends the development of organisation-wide plans or
policies to encourage and support employees to be more physically active that
should set organisational goals and be linked to other relevant internal policies (for
example, on alcohol, smoking, occupational health and safety, flexible working or
travel)

SR

1++

H

E2

2008 NICE guidance recommends the development of organisation-wide plans
or policies to encourage and support employees to be more physically active
that should link to relevant national and local policies (for example, on health or
transport).

SR

1++

H

E2

Evidence statements
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Study quality

Appen dix source IC

Study type

Evidence strength

Theme 3: Interventions to promote physical activity (all ages)

SR

1++

H

E5

Walking, exercise groups, or brief exercise advice on prescription delivered in
person, or by phone or mail appeared to be more cost-effective than supervised
gym-based exercise classes or instructor-led walking programmes.

SR

1+

M

E11

2009 NICE guidance recommends ensuring children and young people have
opportunities, facilities and equipment available to: encourage development of
movement skills regardless of ability/ disability, stimulate their need to explore,
safely challenge them, help them identify activities they enjoy, keep them
motivated by varying activity, opportunities available after school ,weekends and
during school holidays.

SR

1++

H

E3

2009 NICE guidance recommends supporting girls and young women to do
physical activity by: consulting them to find out what type they enjoy and providing
a range of options in response, offering school based physical activities including
extracurricular ones, address any barriers to physical activity (psychological, social,
environmental).
2009 NICE guidance recommends active and sustainable school travel plans.

SR

1++

H

E3

SR

1++

H

E3

2012 NICE guidance recommends ensuring all training is sensitive to cultural
issues, for instance, by providing women-only groups with female trainers, where
appropriate. Also ensure it includes an understanding of the needs of people with
impairments.

SR

1++

H

E4

Compared to other approaches, multi-component adult group-based interventions with
theoretical frameworks are most effective in increasing physical activity in socioeconomically disadvantaged communities.

SR

1+

M

E7

There is evidence to support the effectiveness of adult group based interventions to
increase physical activity in socio-economically disadvantaged communities.

SR

1+

M

E7

There is evidence to support the effectiveness of community based interventions in
increasing physical activity in socio-economically disadvantaged communities.

SR

1+

M

E7

This review provides evidence for the ineffectiveness of interventions delivered to
groups of children and adolescents in increasing physical activity in socioeconomically disadvantaged communities.

SR

1+

M

E7

The evidence for individually targeted interventions was insufficient to
determine their effect in increasing physical activity in socio-economically
disadvantaged communities.

SR

1+

L

E7

Interventions are more likely to be effective in increasing physical activity in socioeconomically disadvantaged communities when underpinned by a theoretical
framework.

SR

1+

M

E7

Evidence statements
2009 NICE guidance recommends brief interventions in primary care such as
opportunistic advice, discussion, negotiation or encouragement.
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There is some evidence that weight management interventions are likely to be costeffective, although caution is required as there were some limitations in the two costevaluation studies described.

SR

1+

L

E9

Most interventions to increase physical activity were cost-effective, especially where direct
supervision or instruction was not required.
Many physical activity interventions had similar cost-utility estimates to funded
pharmaceutical interventions and should be considered for funding at a similar level.

SR

1+

M

E11

SR

1+

M

E11

Study quality

Appen dix source IC

Study type

Evidence strength

Theme 4: Primary Care interventions to promote physical activity (all ages)

2009 NICE guidance recommends multi-component physical activity school and
community programmes for children and young people.

SR

1++

H

E3

2006 NICE guidance recommends that primary care practitioners should take the
opportunity, whenever possible, to identify inactive adults and advise them to aim
for 30 minutes of moderate activity on 5 days of the week (or more). They should
use their judgement to determine when this would be inappropriate (for example,
because of medical conditions or personal circumstances). They should use a
validated tool, such as the Department of Health's forthcoming general practitioner
physical activity questionnaire (GPPAQ), to identify inactive individuals.

SR

1++

H

E5

2006 NICE guidance recommends that when providing physical activity advice,
primary care practitioners should take into account the individual's needs,
preferences and circumstances. They should agree goals with them. They should
also provide written information about the benefits of activity and the local
opportunities to be active. They should follow them up at appropriate intervals over
a 3 to 6 month period.

SR

1++

H

E5

Promotion of physical activity to sedentary adults recruited in primary care
significantly increases physical activity levels at 12 months, as measured by selfreport.

SR

1+

M

E8

Evidence statements
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Study quality

Appen dix source IC

Study type

Evidence strength

Theme 5: Staff training to deliver interventions to promote physical activity (all ages)

2009 NICE guidance recommends that physical activity sessions for children and young
people are led by staff or volunteers who have achieved the relevant sector standards/
qualifications for working with children and have the skills to design, plan and deliver
sessions.

SR

1++

H

E3

2009 NICE guidance recommends training and continuing professional development
(CPD) for people involved in organising and running physical activities for children and
young people.

SR

1++

H

E3

2012 NICE guidance recommends local education and training boards should ensure
health promotion, chronic disease prevention and early intervention are part of the basic
and post basic education and training for the public health workforce.

SR

1++

H

F1

2006 NICE guidance recommends that local health agencies should identify
appropriate health professionals and ensure that they receive training. Training
will need to address barriers to health professionals providing support and advice,
particularly concerns about the effectiveness of interventions, people's
receptiveness and ability to change and the impact of advice on relationships with
patients.

SR

1++

H

F2

2006 NICE guidance recommends that any healthcare professional involved in
the delivery of interventions for weight management should have relevant
competencies and have undergone specific training.
2006 NICE guidance recommends for both adults and children that any behavioural
intervention should be delivered with the support of an appropriately trained
professional.

SR

1++

H

F2

SR

1++

H

F2

2008 NICE guidance recommends for maternal and child nutrition that professional
bodies should 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 (including folic acid); the rationale for
recommending certain dietary supplements to pregnant and breastfeeding women;
the nutritional needs of infants and young children; breastfeeding management,
using BFI training as a minimum standard; -strategies for changing people's eating
behaviour, particularly by offering practical, food-based advice.

SR

1++

H

F3

Evidence statements
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Study quality

Appen dix source ID

Study type

Evidence strength

Theme 6: School interventions to promote physical activity (all ages)

SR

1+

M

E13

Physical activity promotion in the school setting leads to an increase in school-based
physical activity and is associated with an increase in out of- school and overall physical
activity.

SR

1+

M

E13

There is some evidence that school-based interventions can have positive effects on
aerobic fitness, although this evidence is weak.

SR

1+

L

E13

The school-based application of multicomponent intervention strategies that
include physical exercise was the most consistent, promising strategy.
There is evidence to support that combining educational and environmental
components that focus on both sides of the energy balance give better and more
relevant effects.

SR

1+

M

E13

SR

1+

M

E14

SR

1+

M

E14

Evidence statements
This review shows strong evidence for the positive effect of school-based
interventions on physical activity in children and adolescents.

Environmental interventions might include organized physical activities during
breaks, or before and after school; improved availability of physical activity
opportunities in and around the school environment; increased physical education
lesson time; improved availability or accessibility of healthy food options; and
restricted availability and accessibility of unhealthy food options.

Study quality

Appendix source ID

Study type

Evidence strength

Theme 7: Employer and workplace interventions to promote physical activity (all ages)

2008 NICE guidance recommends offering support to employers who want to
encourage their employees to be more physically active. Where appropriate and
feasible, this should be provided on the employer's premises. It could involve
providing information on, or links to, local resources. It could also involve providing
advice and other information or resources.
2008 NICE guidance recommends that if initial demand exceeds the resources
available employers should focus on: enterprises where a high proportion of
employees are from a disadvantaged background, enterprises where a high
proportion of employees are sedentary, small and medium-sized enterprises.

SR

1++

H

E2

SR

1++

H

E2

2009 NICE guidance recommends a long-term national campaign to promote
physical activity among children and young people. This campaign should encourage
regional and local campaigns to use the same messages, as well as promoting
examples of local opportunities to be physically active, develop resources for
regional and local dissemination of the campaign and use process, impact and

SR

1++

H

E3

Evidence statements
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outcome measures to ensure national, regional and local campaigns are delivered
effectively.

1++

H

E3

2012 NICE guidance recommends that workplaces provide information tailored for the
specific workplace on walking and cycling routes and circuits. This should include details
on the distances involved, maps, routes and safety information.

SR

1++

H

E4

2012 NICE guidance recommends that workplaces develop strategies in consultation
with staff (and other relevant stakeholders) to promote walking and cycling in and
around the workplace. Ensure activities are developed in line with wider local
activities and are linked to existing national and local initiatives.

SR

1++

H

E4

2012 NICE guidance recommends that workplaces liaise with local authority
transport departments, neighbouring businesses and other partners to improve
walking and cycling access to workplace sites.

SR

1++

H

E4

2012 NICE guidance recommends that workplaces ensure workplace walking and
cycling programmes are developed using an evidence-based theoretical model of
behaviour change.

SR

1++

H

E4

Study type

Study quality

Theme 8: Local and
community
interventions to
promote physical
activity (all ages)

Appen dix source IC

SR

Evidence strength

2009 NICE guidance recommends that employers should provide regular and
relevant development opportunities for employees and volunteers.

SR

1++

H

E3

2009 NICE guidance recommends the provision of, access to and promotion of
physical activity spaces and facilities (indoor and outdoor) suitable for children and
young people with different needs and their families.

SR

1++

H

E3

2009 NICE guidance makes recommendations for the provision of local transport
plans.

SR

1++

H

E3

2009 NICE guidance recommends responding to children and young people to
identify local factors that may affect whether or not they are physically active:

SR

1++

H

E3

2009 NICE guidance recommends that community networks and partnerships
should be used to encourage, develop and support local communities and
volunteers.

SR

1++

H

E3

Evidence statements
2009 NICE guidance recommends developing physical activity plans for groups of local
children and young people who are unlikely to participate in at least 1 hour of moderate
to vigorous physical activity a day.
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Study quality

Appendix source IC

Study type

Evidence strength

Theme 9: Media campaign interventions to promote physical activity (all ages)

2009 NICE guidance recommends a long-term national campaign to promote
physical activity among children and young people. This campaign should encourage
regional and local campaigns to use the same messages, as well as promoting
examples of local opportunities to be physically active, develop resources for
regional and local dissemination of the campaign and use process, impact and
outcome measures to ensure national, regional and local campaigns are delivered
effectively.

SR

1++

H

E3

2012 NICE guidance recommends using local media to publicise activities and to
clarify the links between different elements of the programme. In addition, use local
media to raise awareness of any new or improved infrastructure. Also provide
success stories from different elements of the programme to create momentum.

SR

1++

H

E4

Evidence statements

Study quality

Appendix source IC

Study type

Evidence strength

Theme 10: Obesity and weight management interventions to promote physical activity (all ages)

2012 NICE Guidance recommends developing a sustainable, community-wide, multiagency approach to obesity prevention and management.

SR

1++

H

E6

2012 NICE Guidance recommends visible, strategic leadership to tackle obesity at all
levels and ensure an effective team is in place.

SR

1++

H

E6

2012 NICE Guidance recommends supporting leadership at all levels to tackle
obesity including: identifying and working with 'champions' who have an interest or
role in preventing obesity, building and supporting a network of leaders from all
organisations and partnerships that could make a contribution to preventing
obesity, directors of public health supporting leaders at all levels.
2012 NICE Guidance recommends coordinating local action to prevent obesity.

SR

1++

H

E6

SR

1++

H

E6

Local authority chief executive officers should ensure there is an effective public
health team in place to develop a coordinated approach. This team should include: a
director/ lead public health consultant, a senior coordinator and community 'health
champions' and other people who work directly with the community to encourage
local participation and support delivery of the programme.

SR

1++

H

E6

Evidence statements
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SR

1++

H

E6

2012 NICE Guidance recommends community involvement to identifying priorities,
decide what action to take on obesity and identify networks/ champions/ advocates who
have the potential to co-produce action on obesity as part of an integrated health and
wellbeing strategy.

SR

1++

H

E6

2012 NICE Guidance recommends clinical commissioning groups should make their GP
practices aware of local obesity prevention and treatment services. They should
encourage GPs to: make all their patients aware of the importance of a healthy diet and
physical activity in helping to prevent obesity, signpost people to relevant community
programmes.

SR

1++

H

E6

2012 NICE Guidance recommends council leaders and elected members should raise the
profile of obesity prevention initiatives through informal meetings with local people and
groups and at formal ward meetings.

SR

1++

H

E6

Long-term multicomponent weight management interventions were generally
shown to promote weight loss in overweight or obese adults. Weight changes were
small however and weight regain was common.

SR

1+

M

E9

Study type

Study quality

Evidence strength

Theme 11: Cycling
interventions to
promote physical
activity (all ages)

Appen dix source IC

2012 NICE Guidance highlights the importance of good communication to: ensure
awareness of the importance of preventing and managing obesity, visibility and
recognition of obesity prevention programmes, tailoring language and media
communicating about obesity to the situation or audience, communicating results of
monitoring and evaluation.

SR

1++

H

E2

2008 NICE guidance recommends encouraging employees to walk, cycle or use
another mode of transport involving physical activity to travel part or all of the way
to and from work (for example, by developing a travel plan).

SR

1++

H

E2

2008 NICE guidance recommends helping employees to be physically active during
the working day by: where possible, encouraging them to move around more at
work; putting up signs at strategic points and distributing written information to

SR

1++

H

E2

Evidence statements
2008 NICE guidance recommends Introducing and monitoring organisation-wide,
multi-component programme to encourage and support employees to be physically
active. This could be part of a broader programme to improve health. It could
include: flexible working policies and incentive schemes; policies to encourage
employees to walk, cycle or use other modes of transport involving physical activity;
the dissemination of information on how to be more physically active and on the
health benefits of such activity. This could include information on local opportunities
to be physically active both within and outside the workplace tailored to meet
specific needs, for example, the needs of shift workers on-going advice and support
to help people plan how they are going to increase their levels of physical activity;
the offer of a confidential, independent health check administered by a suitably
qualified practitioner and focused on physical activity.
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encourage them to use the stairs rather than lifts if they can; providing information

about walking and cycling routes and encouraging them to take short walks
during work breaks; encouraging them to set goals on how far they walk and
cycle and to monitor the distances they cover.

2012 NICE guidance recommends ensuring all relevant sectors contribute
resources and funding to encourage and support people to walk and cycle.

SR

1++

H

E4

2012 NICE guidance recommends addressing infrastructure and planning issues
that may discourage people from wanting to cycle.

SR

1++

H

E4

2012 NICE guidance recommends ensuring cycle parking and residential
storage issues are addressed.

SR

1++

H

E4

2012 NICE guidance recommends ensuring travel by cycle and public transport
is integrated to support longer journeys.

SR

1++

H

E4

2012 NICE guidance recommends considering providing free cycle safety checks
and cycle maintenance training.

SR

1++

H

E4

2012 NICE guidance recommends that schools: foster a culture that supports
physically active travel for journeys to school (for all staff, parents and students)
and during the school day, develop and implement school travel plans, map safe
routes to school and local play and leisure facilities, Develop programmes to
ensure the local environment around schools and the nearby catchment area
provide opportunities for all children to cycle or walk, introduce regular activities
which support and encourage walking and cycling to school, set performance
targets for school travel plans, ensure all children can take part in 'Bikeability'
training, develop parents' and carers' awareness of the wider benefits of walking
and cycling and other physically active modes of travel, Head teachers should
identify a walking or cycling champion (or champions) with sufficient senior
support to coordinate activities.

SR

1++

H

E4

2012 NICE guidance recommends that workplaces identify an 'active travel
champion' (or champions) within the workplace, at a sufficiently senior level. They
should coordinate activities such as led and informal walking groups, workplace
'challenges' and promotional competitions (for example, using pedometers), bicycle
user groups and walking interest groups. The active travel champion/s should also
develop (or promote) schemes that give staff access to a pool of bicycles for shortdistance business travel, or access to discounted cycle purchases (such as cycle to
work schemes).

SR

1++

H

E4

2012 NICE guidance recommends ensuring where appropriate, ensuring walking and
cycling are treated as separate activities which may require different approaches.

SR

1++

H

E4

2012 NICE guidance recommends ensuring all relevant local, high-level strategic
policies and plans consider walking and cycling. This includes a commitment to
invest sufficient resources to ensure more walking and cycling and recognition
that this will benefit individuals and the wider community.

SR

1++

H

E4

NICE guidance recommends developing coordinated, cross-sector programmes to
promote walking and cycling for recreation as well as for transport purposes,
based on a long-term vision of what is achievable and current best practice.

SR

1++

H

E4

2012 NICE guidance recommends helping those interested in changing their
travel behaviour to make small, daily changes by commissioning personal travel
planning programmes.

SR

1++

H

E4

2012 NICE guidance recommends cycling programmes.

SR

1++

H

E4
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SR

1++

H

E4

2012 NICE guidance recommends ensuring cycling programmes are based on an
accepted theoretical framework for behaviour change and take into account
NICE's recommendations on behaviour change. They should also be based on an
understanding of the needs of existing and potential cyclists, including those with
impairments.
2012 NICE guidance recommends ensuring training is available for those who are
interested in cycling, either as a form of transport or as a recreational activity.

SR

1++

H

E4

SR

1++

H

E4

Study type

Study quality

Evidence strength

Theme 12: Walking
interventions to
promote physical
activity (all ages)

Appendix source IC

2012 NICE guidance recommends implementing town-wide programmes to promote
cycling for both transport and recreational purposes. These should be linked to existing
national and local initiatives.

SR

1++

H

E4

2012 NICE guidance recommends community-wide walking programmes address
infrastructure issues that may discourage people from walking.

SR

1++

H

E4

2012 NICE guidance recommends developing community-wide walking programmes
for adults who are not active enough, based on an accepted theoretical framework
for behaviour change and taking into account NICE's recommendations on
behaviour change.

SR

1++

H

E4

2012 NICE guidance recommends ensuring community-wide walking programmes for
all adults link to existing national and local walking initiatives.

SR

1++

H

E4

2012 NICE guidance recommends ensuring all community-wide walking programmes
address safety, cultural and disability issues.

SR

1++

H

E4

2012 NICE guidance recommends ensuring all community-wide walking programmes offer
a variety of routes, paces and distances at different times of the day. Local people with
different preferences, time constraints and physical abilities should all be able to
participate.

SR

1++

H

E4

2012 NICE guidance recommends community-wide walking programmes could include
community-wide events, such as mass participation walking groups, community
challenges and 'walkathons' or walks led by suitably trained walk leaders and aimed at
people who are currently inactive.

SR

1++

H

E4

2012 NICE guidance recommends community-wide walking programmes ensure walking
routes are integrated with accessible public transport links to support longer journeys.
Signage should give details of the distance and/or walking time, in both directions,
between public transport facilities and key destinations.

SR

1++

H

E4

2012 NICE guidance recommends community-wide walking programmes provide
information tailored for individuals who want to go walking without joining a group or
club. Offer continued support.

SR

1++

H

E4

Evidence statements
2012 NICE guidance recommends both community-wide walking programmes.
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2012 NICE guidance recommends community-wide walking programmes develop and
implement a publicity strategy to let the local community know about the walking
routes and events and how accessible they are.

SR

1++

H

E4

2012 NICE guidance recommends community-wide walking programmes provide
support to help people who have started walking as a leisure activity to also consider
walking as a means of transport.

SR

1++

H

E4

2012 NICE guidance recommends ensuring individual support is available for
anyone who is walking on their own, walking informally with others in a group, or
participating in local walking programmes.

SR

1++

H

E4

2012 NICE guidance recommends ensuring additional, one-to-one support is offered at
regular intervals to help people develop a long-term walking habit.

SR

1++

H

E4

2012 NICE guidance recommends providing individuals with general information for
walking including: maps, signs and other details about walking routes, how to visit
places of interest on foot, details on surface quality and accessibility.

SR

1++

H

E4

2012 NICE guidance recommends only using pedometers as part of a package which
includes support to set realistic goals, monitoring and feedback.

SR

1++

H

E4

68

4.7

Evidence of the effectiveness of interventions to promote healthy eating (all
ages)

4.7.1

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

Study quality

Appendix source IC

Study type

Evidence strength

Theme 1: Commissioner interventions to promote healthy eating (all ages)

SR

1++

H

F1

2012 NICE guidance recommends 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

F1

Commissioners should ensure some flexibility in contracts to allow programmes or
services to be adapted and improved, based on early or on-going monitoring. Any
changes should be clearly documented and carefully monitored.

SR

1++

H

F1

2012 NICE guidance recommends where possible, commissioners should consider
extending effective programmes or services, recommissioning effective small-scale
projects and commissioning small-scale projects or prototypes that fill a gap in
provision.

SR

1++

H

F1

2012 NICE guidance recommends planning systems for monitoring and evaluation to
directors of public health, public health teams, local authority, NHS and other local
commissioners, providers of local authority or NHS commissioned services that have a
direct or indirect impact on obesity:

SR

1++

H

F1

2012 NICE guidance recommends for cost effectiveness that academic health
networks and other academic institutions, directors of public health, public health
teams, local authority, NHS and other local commissioners and provider
organisations: use simple tests to assess value for money of local action to tackle
obesity; ensure evaluation frameworks assess the value for money of partnership
working and collaboration compared with working as separate entities; identify
aspects of partnership working or cooperation that can achieve health benefits at
negligible or low cost.

SR

1++

H

F1

2012 NICE guidance recommends commissioners should -ensure sufficient resources are
set aside for planning, monitoring and evaluation, and that all partners and providers
appreciate the importance of monitoring and evaluation.

SR

1++

H

F1

2012 NICE guidance recommends commissioners should- ensure all monitoring and
evaluation considers the impact of strategies, policies and activities on inequalities in
obesity and related health issues.

SR

1++

H

F1

Evidence statements
2012 NICE guidance recommends that public health teams should ensure
commissioners understand the demographics of their local area, and consider local
insight on the motivations and characteristics of subgroups within local communities
that may impact on obesity levels.
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SR

1++

H

F1

2012 NICE guidance recommends commissioners should-ensure sufficient resources are
set aside to thoroughly evaluate new or innovative pieces of work.

SR

1++

H

F1

2012 NICE guidance recommends commissioners should-ensure, when
commissioning services, there is an appropriate lead-in time for baseline data
collection, and data are stratified so that the impact on inequalities can be
considered.

SR

1++

H

F1

2012 NICE guidance recommends commissioners should-encourage a reflective learning
approach that builds on effective practice and changes or discards practices that are
found to be less effective.

SR

1++

H

F1

2006 NICE guidance recommends local authorities should facilitate links between
health professionals and other organisations to ensure that local public policies
improve access to healthy foods and opportunities for physical activity.

SR

1++

H

F2

Study type

Study quality

Evidence strength

Theme 2: Healthy
eating interventions
to promote healthy
eating (all ages)

Appendix source IC

2012 NICE guidance recommends commissioners should-ensure all strategies, policies
and activities that may impact on the obesity agenda (whether intended or not) are
monitored in a proportionate manner. Monitoring arrangements should be built into all
relevant contracts.

SR

1++

H

F2

2006 NICE guidance recommends that health professionals in broader community
settings should work with shops, supermarkets, restaurants, cafes and voluntary
community services to promote healthy eating choices that are consistent with existing
good practice guidance and to provide supporting information.

SR

1++

H

F2

2006 NICE guidance recommends local authorities should engage with the local
community, to identify environmental barriers to physical activity and healthy
eating.

SR

1++

H

F2

2006 NICE guidance recommends all schools should ensure that improving the diet and
activity levels of children and young people is a priority for action to help prevent
excess weight gain. A whole-school approach should be used to develop life-long
healthy eating and physical activity practices.

SR

1++

H

F2

2006 NICE guidance recommends people who are overweight or obese, and their
families and/or carers, should be given relevant information on: overweight and
obesity including related health risks and realistic targets for weight loss.
2006 NICE guidance recommends for children that any dietary changes should be age
appropriate and consistent with healthy eating advice.

SR

1++

H

F2

SR

1++

H

F2

2008 NICE guidance recommends school and nursery staff 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.

SR

1++

H

F3

Evidence statements
2006 NICE guidance recommends people achieve and maintain a healthy weight by
healthy eating practices.
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There is evidence regarding school based interventions that combining educational and
environmental components that focus on both sides of the energy balance (physical
activity and healthy eating) give better and more relevant effects.

SR

1+

M

F10

There is evidence regarding school based interventions that computer-tailored
personalized education in the classroom showed better results than a generic
classroom curriculum for promoting physical activity and healthy eating.

SR

1+

M

F10

There is evidence for the importance of targeting the family environment for the
promotion of healthy eating behaviours among children and adolescents.

SR

1+

M

F11

There is evidence that for adolescents, indicators of family circumstances (e.g. parental
education) should be used to identify target groups for interventions aimed at promoting
healthy eating.

SR

1+

M

F11

2006 NICE guidance recommends for both adults and children regular, nondiscriminatory long-term follow-up by a trained professional should be offered.
Continuity of care in the multidisciplinary team should be ensured through good
record keeping.

SR

1++

H

F2

2006 NICE guidance recommends that for both adults and children when choosing
treatments, the following factors should be considered: the person's individual
preference and social circumstance and the experience and outcome of previous
treatments, their level of risk based on BMI and waist circumference and any
comorbidities

SR

1++

H

F2

2006 NICE guidance recommends for adults diets that have a 600 kcal/day deficit or
that reduce calories by lowering the fat content, in combination with expert support and
intensive follow-up, are recommended for sustainable weight loss.

SR

1++

H

F2

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.
2006 NICE guidance recommends that all primary care settings should
ensure that systems are in place to implement the local obesity strategy.
This should enable health professionals with specific training, including public
health practitioners working singly and as part of multidisciplinary teams, to
provide interventions to prevent and manage obesity.
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Evidence strength

Study type

Evidence statements
2006 NICE guidance recommends that managers and health professionals in all
primary care settings should ensure that preventing and managing obesity is a
priority at both strategic and delivery levels. Dedicated resources should be
allocated for action.

Study quality

Theme 3: Primary care interventions to promote healthy eating (all ages)

SR

1++

H

F2

SR

1++

H

F3

SR

1++

H

F2

2006 NICE guidance recommends that all primary care settings should:address the training needs of staff involved in preventing and managing
obesity; -allocate adequate time and space for staff to take action; enhance opportunities for health professionals to engage with a range of
organisations and to develop multidisciplinary teams.

SR

1++

H

F2

2006 NICE guidance recommends as part of their roles in regulation,
enforcement and promoting wellbeing, local authorities, primary care trusts
(PCTs) or local health boards and local strategic partnerships should ensure
that preventing and managing obesity is a priority for action – at both
strategic and delivery levels – through community interventions, policies
and objectives. Dedicated resources should be allocated for action.

SR

1++

H

F2

2006 NICE guidance recommends primary care organisations and local
authorities should recommend to patients, or consider endorsing, self-help,
commercial and community weight management programmes only if they follow
best practice.

SR

1++

H

F2

2006 NICE guidance recommends for children that after drug treatment has
been started in specialist care, it may be continued in primary care if local
circumstances and/or licensing allow.

SR

1++

H

F2

2012 NICE guidance recommends involving the community:-Clinical
commissioning groups should make their GP practices aware of local obesity
prevention and treatment services.
People with certain medical conditions should check with their GP or
hospital specialist before starting a weight loss programme.

SR

1++

H

F1

SR

1++

H

F2

2008 NICE guidance recommends that GPs should prescribe 5 milligrams of
folic acid a day for women who are planning a pregnancy, or are in the early
stages of pregnancy, if they or their partner have a neural tube defect, if they
have had a previous baby with a neural tube defect, they or their partner
have a family history of neural tube defects, if they have diabetes.
2008 NICE guidance recommends that midwives, obstetricians, GPs, health
visitors and dieticians, early in pregnancy, discuss the woman's diet and
eating habits and find out and address any concerns she may have about her
diet.

SR

1++

H

F3

SR

1++

H

F3

2008 NICE guidance recommends that midwives, obstetricians, GPs, health
visitors and dieticians, provide information on the benefits of a healthy diet
and practical advice on how to eat healthily throughout pregnancy. This
should be tailored to the woman's circumstances. The advice should include:
eat five portions of fruit and vegetables a day and one portion of oily fish a
week.

SR

1++

H

F3

2006 NICE guidance recommends that health professionals should discuss
weight, diet and activity with people at times when weight gain is more likely,
such as during and after pregnancy, the menopause and while stopping
smoking.

SR

1++

H

F2
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Study quality
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Study type

Evidence strength

Theme 4: School interventions to promote healthy eating (all ages)

SR

1++

H

F2

2006 NICE guidance recommends head teachers and chairs of governors, in
collaboration with parents and pupils should assess the whole school environment and
ensure that the ethos of all school policies helps children and young people to maintain
a healthy weight, eat a healthy diet and be physically active, in line with existing
standards and guidance.

SR

1++

H

F2

2006 NICE guidance recommends head teachers and chairs of governors should ensure
that teaching; support and catering staff receive training on the importance of healthyschool policies and how to support their implementation.

SR

1++

H

F2

2006 NICE guidance recommends interventions should be sustained,
multicomponent and address the whole school, including after-school clubs and
other activities. Short-term interventions and one-off events are insufficient on their
own and should be part of a long-term integrated programme.

SR

1++

H

F2

2006 NICE guidance recommends children and young people should eat meals
(including packed lunches) in school in a pleasant, sociable environment. Younger
children should be supervised at mealtimes and, if possible, staff should eat with
children.

SR

1++

H

F2

2006 NICE guidance recommends where possible, parents should be involved in
school-based interventions through, for example, special events, newsletters and
information about lunch menus and after-school activities.

SR

1++

H

F2

2008 NICE guidance recommends school and nursery staff should take every
opportunity to encourage children to handle and taste a wide range of foods that
make up a healthy diet.

SR

1++

H

F3

There is evidence for multicomponent interventions in schools focused on improving
both diet and physical activity, including: specialized educational curricula, trained
teachers, supportive school policies, a formal PE program, healthy food and
beverage options, and a parental/family component.

SR

1+

H

F6

There is evidence for school garden programs, including nutrition and gardening
education and hands-on gardening experiences.

SR

1+

M

F6

There is evidence for fresh fruit and vegetable programs in schools that provide free
fruits and vegetables to students during the school day.

SR

1+

M

F6

There is evidence for restrictions on advertising and marketing of less healthful
foods or beverages near schools and public places frequented by youths.

SR

1+

M

F6

There is evidence that school-based interventions moderately improve fruit intake but
have minimal impact on vegetable intake.

MA

1+

M

F8

Evidence statements
2006 NICE guidance recommends that people who have any queries or concerns
about their – or their family's – diet, activity levels or weight should discuss these with
a health professional such as a nurse, GP, pharmacist, health visitor or school nurse.
They could also consult reliable sources of information.
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1+

M

F9

Although these results are preliminary, computer-based interventions could be
considered in schools, given that they are effective and cheaper than other
alternatives.

MA

1+

M

F9

There is evidence that multicomponent interventions and free/subsidized fruit and
vegetable interventions were not effective in increasing fruit and vegetable
consumption in primary schools.

MA

1+

M

F9

There is evidence for five effective elements of school health promotion found to
be similar across three behavioural domains examined (substance abuse, sexual
behaviour, nutrition): use of theory; addressing social influences, especially social
norms; addressing cognitive-behavioural skills; training of facilitators; and multiple
components.

SR

1+

M

F12

Study type

Study quality

Theme 5:
Community
interventions to
promote healthy
eating (all ages)

Appendix source IC

MA

Evidence strength

There is evidence that computer-based interventions were effective in increasing fruit
and vegetable consumption in primary schools.

SR

1++

H

F1

2012 NICE guidance recommends ensuring through the health and wellbeing board a
coherent, community-wide, multi-agency approach is in place to address obesity
prevention and management. Activities should be integrated within the joint health and
wellbeing strategy and broader regeneration and environmental strategies. Action
should also be aligned with other disease-specific prevention and health improvement
strategies as well as broader initiatives.
2012 NICE guidance recommends involving the community:

SR

1++

H

F1

SR

1++

H

F1

2012 NICE guidance recommends involving the community: Local Healthwatch,
community involvement and public health teams should engage local people in
identifying their priorities in relation to weight issues

SR

1++

H

F1

2012 NICE guidance recommends involving the community:-Community
involvement and public health teams should work with local people, groups and
organisations to decide what action to take on obesity

SR

1++

H

F1

2012 NICE guidance recommends involving the community:-Public health teams
should use community engagement and capacity-building methods to identify
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.

SR

1++

H

F1

2012 NICE guidance recommends involving the community:-Council leaders and
elected members should raise the profile of obesity prevention initiatives through
informal meetings with local people and groups and at formal ward meetings.

SR

1++

H

F1

Evidence statements
2012 NICE guidance recommends developing a sustainable, community-wide
approach to obesity.
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2012 NICE guidance recommends that commissioners and public health teams
should create an environment that allows the 'local system' to take a truly
community-wide approach to obesity.

SR

1++

H

F1

2012 NICE guidance recommends commissioners should allocate some of their budget
to help establish and sustain local community engagement activities such as small
community projects or local community groups.

SR

1++

H

F1

2012 NICE guidance recommends commissioners should allocate some of their
budget to innovative approaches to obesity prevention that are based on sound
principles, have the support of the local community and are likely to be effective,
but for which there is limited evidence. Funds for innovative approaches should be
allocated within a framework of action learning and evaluation.

SR

1++

H

F1

2012 NICE guidance recommends commissioners should ensure service
specifications and contracts encourage local partnership working and reduce
unnecessary duplication and overlap, particularly for local services provided by the
voluntary and community sector.

SR

1++

H

F1

2012 NICE guidance recommends commissioners should consider redesigning or
decommissioning programmes or services that are identified by local Healthwatch or
other local bodies with a scrutiny function as ineffective or not meeting the
community's needs.

SR

1++

H

F1

2012 NICE guidance recommends public health teams should ensure local
authorities and NHS organisations develop internal policies to help staff, service
users and the wider community achieve and maintain a healthy weight.

SR

1++

H

F1

2012 NICE guidance recommends local authority and NHS commissioners should
consider how their decisions impact on obesity in the local community. For example,
ensuring the provision of healthier choices is included in food contracts for leisure
centres may have a positive impact on the diet of people who visit or work at these
centres.

SR

1++

H

F1

Public Health England is encouraged to develop a framework for monitoring and
evaluating integrated community-wide approaches to obesity to ensure consistency and
comparability across all local areas.

SR

1++

H

F1

2012 NICE guidance recommends that health and wellbeing boards, local education
and training boards, and public health teams should ensure partners across the
local system have opportunities to increase their awareness and develop their skills
to take forward an integrated approach to obesity prevention. Local organisations,
decision makers, partners and local champions, including those from public,
private, community and voluntary sector bodies working in health, planning,
transport, education and regeneration, should receive comprehensive integrated
obesity prevention training.
2012 NICE guidance recommends local Healthwatch should ensure the views of
the local community are reflected in the development and delivery of the local
approach to obesity. They should also scrutinise the priority given to obesity
prevention by local health and wellbeing boards and the implementation of local
obesity strategies.

SR

1++

H

F1

SR

1++

H

F1

2006 NICE guidance recommends for health professionals in broader community
settings, all community programmes to prevent obesity, increase activity levels and
improve diet (including reducing energy intake) should address the concerns of
local people from the outset.

SR

1++

H

F2

2006 NICE guidance recommends that health professionals in broader community
settings should support and promote community schemes and facilities that improve
access to physical activity, such as walking or cycling routes, combined with tailored
information, based on an audit of local needs.

SR

1++

H

F2
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2006 NICE guidance recommends that health professionals in broader community
settings should support and promote behavioural change programmes along with
tailored advice to help people who are motivated to change become more active, for
example by walking or cycling instead of driving or taking the bus.

SR

1++

H

F2

2006 NICE guidance recommends for health professionals in broader community
settings, families of children and young people identified as being at high risk of
obesity – such as children with at least one obese parent – should be offered ongoing support from an appropriately trained health professional. Individual as
well as family-based interventions should be considered, depending on the age
and maturity of the child.

SR

1++

H

F2

2006 NICE guidance recommends all community programmes to prevent obesity,
increase activity levels and improve diet (and reduce energy intake) should address the
concerns of local people.

SR

1++

H

F2

2006 NICE guidance recommends community-based interventions should include
awareness-raising promotional activities, but these should be part of a longer-term,
multi-component intervention rather than one-off activities.

SR

1++

H

F2

2006 NICE guidance recommends health professionals in primary and secondary
care and community settings should discuss the range of weight management
options with people who want to lose or maintain their weight, or are at risk of
weight gain, and help them decide what best suits their circumstances and what
they will be able to sustain in the long term.

SR

1++

H

F2

2006 NICE guidance recommends that General practices and other primary or
secondary care settings recommending commercial, community and/or self-help weight
management programmes should continue to monitor patients and provide support and
care.

SR

1++

H

F2

2006 NICE guidance recommends health professionals in primary and secondary
care and community settings should check that any commercial, community or selfhelp weight management programmes they recommend to patients meet bestpractice standards.

SR

1++

H

F2

2008 NICE guidance recommends providing support (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'.

SR

1++

H

F3

2012 NICE guidance recommends commissioners should focus on all of the following
areas: -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; influencing the wider determinants of health;-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.

SR

1++

H

F1

2006 NICE guidance recommends that interventions to improve diet (and reduce
energy intake) should be multicomponent (for example, including dietary
modification, targeted advice, family involvement and goal setting), be tailored to
the individual and provide on-going support.

SR

1++

H

F2

2006 NICE guidance recommends the overall aim should be to create a supportive
environment that helps overweight or obese children and their families make lifestyle
changes.

SR

1++

H

F2

76

SR

1++

H

F2

2006 NICE guidance recommends Interventions for childhood overweight
and obesity should address lifestyle within the family and in social settings.

SR

1++

H

F2

2006 NICE guidance recommends that if a person (or their family or carers) does not
want to do anything at this time, healthcare professionals should explain that advice
and support will be available in the future whenever they need it. Contact details
should be provided, so that the person can make contact when they are ready.

SR

1++

H

F2

2008 NICE guidance recommends that health visitors and the CHPP team should
provide mothers and other family members with support to introduce a variety
of nutritious foods (in addition to milk) to ensure the child is offered a
progressively varied diet from 6 months.

SR

1++

H

F3

Study type

Study quality

Evidence strength

Theme 6: Parent and
family interventions
to promote healthy
eating (all ages)

Appendix source IC

2006 NICE guidance recommends decisions on the approach to management of a
child's overweight or obesity (including assessment and agreement of goals and
actions) should be made in partnership with the child and family, and be tailored
to the needs and preferences of the child and the family.

2006 NICE guidance recommends that parents and carers helping children and
young people maintain or work towards a healthy weight should consider:
children and young adults should eat regular meals, including breakfast, in a
pleasant, sociable environment without distractions. Parents and carers should
eat with children – with all family members eating the same foods.

SR

1++

H

F2

2006 NICE guidance recommends all actions aimed at preventing excess weight
gain and improving diet and activity levels in children and young people should
actively involve parents and carers.

SR

1++

H

F2

2006 NICE guidance recommends all action aimed at preventing excess weight
gain, improving diet (and reducing energy intake) and increasing activity levels in
children should involve parents and carers.

SR

1++

H

F2

2006 NICE guidance recommends parents (or carers) should be encouraged to take
the main responsibility for lifestyle changes for overweight or obese children,
especially if they are younger than 12 years. However, the age and maturity of the
child and the preferences of the child and the parents should be taken into account.

SR

1++

H

F2

2006 NICE guidance recommends parents of overweight or obese children and
young people should be encouraged to lose weight if they are also overweight.

SR

1++

H

F2

2008 NICE guidance recommends health visitors and the CHPP team should
encourage and support parents and carers to make home-prepared foods for
infants and young children, without adding salt, sugar or honey.

SR

1++

H

F3

Evidence statements

77

2008 NICE guidance recommends health visitors and the CHPP team should
encourage families to eat together and encourage parents and carers to set a
good example by the food choices they make for themselves

SR

1++

H

F3

2008 NICE guidance recommends health visitors and the CHPP team should advise
parents and carers not to leave infants alone when they are eating or drinking.

SR

1++

H

F3

2008 NICE guidance recommends that commissioners and managers should ensure
health professionals receive training on weighing and measuring infants. This should
include: how to use equipment, how to document and interpret the data, and how to
help parents and carers understand the results and implications.

SR

1++

H

F3

2008 NICE guidance recommends ensuring support staff are trained to weigh infants and
young children and to record the data accurately in the child health record held by the
parents.

SR

1++

H

F3

2008 NICE guidance recommends for good child oral health, health professionals and
those that work with children should encourage parents and carers to:

SR

1++

H

F3

2008 NICE guidance recommends for good child oral health, health professionals and
those that work with children should discourage parents and carers from adding
sugar or any solid food to bottle feeds, adding sugar or honey to weaning (solid)
foods, offering baby juices or sugary drinks at bedtime.

SR

1++

H

F3

There is evidence that future interventions should encourage parents to be positive
role models by targeting parental intake and to create a supportive home
environment through increased encouragement and availability of fruits and
vegetables and employing rules to govern eating behaviours.

SR

1+

M

F11

2012 NICE guidance recommends commissioners should focus on all of the following
areas: -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; influencing the wider determinants of health;-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.
2006 NICE guidance recommends that interventions to improve diet should be
multicomponent and tailored to the individual and provide on-going support.

SR

1++

H

F1

SR

1++

H

F2

2006 NICE guidance recommends the care of children and young people should be
coordinated around their individual and family needs and should comply with national
core standards as defined in the Children's NSFs for England and Wales.

SR

1++

H

F2

2006 NICE guidance recommends the overall aim should be to create a supportive
environment that helps overweight or obese children and their families make lifestyle
changes.

SR

1++

H

F2

2006 NICE guidance recommends decisions on the approach to management of a child's
overweight or obesity (including assessment and agreement of goals and actions)
should be made in partnership with the child and family, and be tailored to the needs
and preferences of the child and the family.

SR

1++

H

F2

2006 NICE guidance recommends Interventions for childhood overweight and
obesity should address lifestyle within the family and in social settings.

SR

1++

H

F2

2006 NICE guidance recommends that if a person (or their family or carers) does not
want to do anything at this time, healthcare professionals should explain that advice and
support will be available in the future whenever they need it. Contact details should be
provided, so that the person can make contact when they are ready.

SR

1++

H

F2

78

2008 NICE guidance recommends that health visitors and the CHPP team should
provide mothers and other family members with support to introduce a variety of
nutritious foods (in addition to milk) to ensure the child is offered a progressively
varied diet from 6 months.

SR

1++

H

F3

1++

H

Appendix source ID

SR

Evidence strength

Study quality

Evidence statements
2012 NICE guidance recommends local authorities, NHS executive directors
commissioners should promote healthier food and drink choices (and discourage
less healthy choices) in all onsite restaurants, hospitality suites, vending machines,
outreach services and shops. They should do this through contracts with caterers,
pricing and the positioning of products, information at the point of choice and
educational initiatives.

Study type

Theme 7: Hospital interventions to promote healthy eating (all ages)

F1

Study quality

Appendix source ID

Study type

Evidence strength

Theme 8: Integrate interventions to promote healthy eating (all ages)

2012 NICE guidance recommends that commissioners and public health teams
should foster an integrated approach to local commissioning that supports a longterm (beyond 5 years) system-wide health and wellbeing strategy.

SR

1++

H

F1

Encourage all partners to measure a broad range of outcomes to capture the
full benefits of a sustainable, integrated health and wellbeing strategy.

SR

1++

H

F1

Evidence statements

2006 NICE guidance recommends all nurseries and childcare facilities should ensure
that preventing excess weight gain and improving children's diet and activity levels
are priorities.

79

1++

H

Appen dix source ID

SR

Evidence strength

Study quality

Evidence statements

Study type

Theme 9: Nursery and childcare interventions to promote healthy eating (all ages)

F2

1++

H

F2

2006 NICE guidance recommends for health professionals working with preschool,
childcare and family settings, any programme to prevent obesity in preschool, childcare
or family settings should incorporate a range of components (rather than focusing on
parental education alone).

SR

1++

H

F2

2006 NICE guidance recommends for health professionals working with preschool,
childcare and family settings, family programmes to prevent obesity, improve diet (and
reduce energy intake) and/or increase physical activity levels should provide on-going,
tailored support and incorporate a range of behaviour change techniques. Programmes
should have a clear aim to improve weight management.

SR

1++

H

F2

Evidence statements
There is limited to moderate evidence for positive effects of nutrition
interventions on adults implemented at the workplace.

Study quality

Study type

Theme 10:
Workplace
interventions to
promote healthy
eating (all ages)

Appendix source IC

SR

Evidence strength

2006 NICE guidance recommends in early years settings staff should ensure that
children eat regular, healthy meals in a pleasant, sociable environment free from other
distractions (such as television). Children should be supervised at mealtimes and, if
possible, staff should eat with children.

SR

1+

M

F4

There is moderate evidence of effect of educational and multi-component dietary
interventions on adults in the workplace on dietary behaviours and potential dietary
determinants of such behaviours.

SR

1+

M

F4

There is evidence that effects of workplace health promotion interventions for adults
may be improved if stronger adherence to established quality criteria for such
interventions is realized.

SR

1+

M

F4

There is inconclusive evidence of effect on adults for workplace interventions
focusing both on nutrition and physical activity.

SR

1+

L

F4

There is evidence regarding nutrition and physical activity interventions in the
workplace that large effects were found for some measures of interventions using
motivation enhancement approaches (change over time data only).

MA

1+

M

F5

There is evidence regarding nutrition and physical activity interventions in the
workplace that effect sizes are larger for studies focusing on one health behaviour.

MA

1+

M

F5

There is limited to moderate evidence for positive effects of nutrition
interventions on adults implemented at the workplace.

SR

There is evidence that the workplace is a suitable environment for making modest
changes in the physical activity, nutrition and health of employees.
2006 NICE guidance recommends workplaces should provide opportunities for staff
to eat a healthy diet and be more physically active.

MA

1+

M

F5

SR

1++

H

F2

80

1+

M

F4

2006 NICE guidance recommends incentive schemes (such as policies on travel
expenses, the price of food and drinks sold in the workplace and contributions to gym
membership) that are used in a workplace should be sustained and part of a wider
programme to support staff in managing weight, improving diet and

SR

1++

H

F2

There is evidence for comprehensive workplace wellness programs with
nutrition, physical activity, and tobacco cessation/prevention components.

SR

1+

M

F6

There is evidence for workplace increased availability of healthier food/beverage
options and/or strong nutrition standards for foods and beverages served, in
combination with vending machine prompts, labels, or icons to make healthier
choices.

SR

1+

M

F6

There is evidence for comprehensive workplace wellness programs with
nutrition, physical activity, and tobacco cessation/prevention components.

SR

1+

M

F6

Evidence strength

increasing activity levels.

Study type

Study quality

Appendix source IC

Theme 11: Dietary interventions to promote healthy eating (all ages)

2006 NICE guidance recommends for adults and children dietary changes should
be individualised, tailored to food preferences and allow for flexible approaches
to reducing calorie intake.

SR

1++

H

F2

2006 NICE guidance recommends for adults and children unduly restrictive and
nutritionally unbalanced diets should not be used, because they are ineffective
in the long term and can be harmful.

SR

1++

H

F2

2006 NICE guidance recommends adults and children should be encouraged
to improve their diet even if they do not lose weight, because there can be
other health benefits.

SR

1++

H

F2

2006 NICE guidance recommends for adults that the main requirement of a
dietary approach to weight loss is that total energy intake should be less than
energy expenditure.

SR

1++

H

F2

2006 NICE guidance recommends for adults low-calorie diets (1000–1600 kcal/day)
may also be considered, but are less likely to be nutritionally complete.

SR

1++

H

F2

2006 NICE guidance recommends for adults very-low-calorie diets (less than 1000
kcal/day) may be used for a maximum of 12 weeks continuously, or intermittently
with a low-calorie diet (for example for 2–4 days a week), by people who are obese
and have reached a plateau in weight loss.

SR

1++

H

F2

2006 NICE guidance recommends for overweight and obese children and
adolescents, total energy intake should be below their energy expenditure.
Changes should be sustainable.

SR

1++

H

F2

Evidence statements

81

Study quality

SR

1++

H

F3

2008 NICE guidance recommends as part of their continuing professional
development, train health professionals, including doctors, dieticians and
pharmacists, to promote and support breastfeeding, using BFI training as a
minimum standard.

SR

1++

H

F3

2008 NICE guidance recommends that dieticians and public health nutritionists
should educate health professionals about the importance of vitamin D
supplements for all pregnant and breastfeeding women.
2008 NICE guidance recommends advising 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

F3

SR

1++

H

F3

Study quality

Appen dix source IC

Study type

2008 NICE guidance recommends as part of their continuing professional
development, train midwives, health visitors and support workers in breastfeeding
management, using BFI training as a minimum standard.

Study type

Evidence strength

Theme 12: Supporting mothers to breast feed interventions to promote healthy eating (all ages)

Evidence statements

Appendix source IC

Evidence statements

Evidence strength

Theme 13: Food marketing interventions to promote healthy eating (all ages)

There is evidence for mandated nutrition facts panels or front-of-pack labels/icons as a
means to influence industry behaviour and product formulations

SR

1+

M

F6

There is evidence for subsidy strategies to lower prices of more healthful foods and
beverages.

SR

1+

H

F6

There is evidence for tax strategies to increase prices of less healthful foods and
beverages.

SR

1+

M

F6

There is evidence for changes in both agricultural subsidies and other related policies
to create an infrastructure that facilitates production, transportation, and marketing of
healthier foods, sustained over several decades.

SR

1+

M

F6

There is evidence for increased availability of supermarkets near homes for
improving diet.

SR

1+

M

F6

There is evidence for restrictions on television advertisements for less healthful
foods or beverages advertised to children.

SR

1+

H

F6
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There is evidence for general nutrition standards for foods and beverages marketed and
advertised to children in any fashion, including on-package promotion.

SR

1+

M

F6

There is evidence for regulatory policies to reduce specific nutrients in foods (e.g.,
trans fats, salt, and certain fats).

SR

1+

H

F6

2008 NICE guidance working with local retailers to improve the way fresh fruit and
vegetables are displayed and promoted.

SR

1++

H

F3

Study quality

Appendix source ID

Study type

Evidence strength

Theme 14: Obesity management interventions to promote healthy eating (all ages)

SR

1++

H

F1

2012 NICE guidance recommends that local authorities and the NHS should be
exemplars of good practice to prevent obesity.

SR

1++

H

F1

2012 NICE guidance recommends that health and wellbeing boards, supported by
directors of public health, should ensure JSNAs address the prevention and
management of obesity. They should ensure JSNAs consider the full range of
factors that may influence weight, consider inequalities and the social determinants
of obesity, consider local evidence on obesity.

SR

1++

H

F1

2012 NICE guidance recommends that health and wellbeing boards should: ensure tackling obesity is one of the strategic priorities of the joint health and
wellbeing strategy; work with partners to optimise the positive impact (and
mitigate any adverse impacts) of local policies on obesity levels through their
performance infrastructure, regularly assess local partners' work to tackle obesity.

SR

1++

H

F1

2012 NICE guidance recommends providing visible, strategic leadership to tackle
obesity at all levels and ensuring an effective team is in place.

SR

1++

H

F1

2012 NICE guidance recommends supporting leadership at all levels for the
prevention of obesity through:-identifying and working with 'champions' who have
a particular interest or role in preventing obesity; -working to build and support a
network of leaders from all organisations and partnerships that could make a
contribution to preventing obesity; -directors of public health should support
leaders at all levels of all the partnerships involved in local action on obesity, to
ensure local people and organisations are empowered to take action.

SR

1++

H

F1

Academic health networks and academic institutions should establish links with local
practitioners to help with planning, collecting and analysing data on obesity
strategies and interventions and identify aspects of partnership working or
cooperation that can achieve health benefits at a negligible or lower cost.

SR

1++

H

F1

Evidence statements
2012 NICE guidance recommends coordinating local action for the prevention of
obesity.
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2012 NICE guidance recommends local education and training boards, health and
wellbeing boards, directors of public health and local public health providers,
academic health networks and other academic institutions and professional bodies
providing training in weight management, diet or physical activity should ensure
health and other relevant professionals are trained to be aware of the health risks of
being overweight and obese and the benefits of preventing and managing obesity.
2012 NICE guidance recommends local bodies with a scrutiny function should assess
local action on preventing obesity, ensuring that commissioning meets the breadth of the
joint health and wellbeing strategy.

SR

1++

H

F1

SR

1++

H

F1

2012 NICE guidance recommends local bodies with a scrutiny function should be
encouraged to include plans of action to prevent obesity within their rolling
programme of service reviews.

SR

1++

H

F1

2006 NICE guidance recommends that in their role as employers, NHS organisations
should set an example in developing public health policies to prevent and manage
obesity by following existing guidance and (in England) the local obesity strategy.

SR

1++

H

F2

2006 NICE guidance recommends that health professionals such as occupational health
staff and public health practitioners should establish partnerships with local businesses
and support the implementation of workplace programmes to prevent and manage
obesity.

SR

1++

H

F2

2006 NICE guidance recommends local authorities should set an example in
developing policies to prevent obesity in their role as employers, by following
existing guidance and the local obesity strategy. On-site catering should promote
healthy food and drink choices and physical activity should be promoted.

SR

1++

H

F2

2006 NICE guidance recommends local authorities, through local strategic
partnerships, should encourage all local shops, supermarkets and caterers to
promote healthy food and drink, for example by signs, posters, pricing and
positioning of products, in line with existing guidance and (in England) with the local
obesity strategy.

SR

1++

H

F2

2006 NICE guidance recommends all workplaces, particularly large organisations
such as the NHS and local authorities should address the prevention and
management of obesity, because of the considerable impact on the health of the
workforce and associated costs to industry. Workplaces are encouraged to
collaborate with local strategic partnerships and to ensure that action is in line with
the local obesity strategy.
2006 NICE guidance recommends that orlistat should be prescribed for obesity in
children only by a multidisciplinary team with expertise in: drug monitoring,
psychological support, behavioural interventions, interventions to increase physical
activity, interventions to improve diet.

SR

1++

H

F2

SR

1++

H

F2

2006 NICE guidance recommends Orlistat should be prescribed only as part of an
overall plan for managing obesity in adults who meet one of the following criteria:
a BMI of 28.0 kg/m2 or more with associated risk factors, or a BMI of 30.0 kg/m2
or more.

SR

1++

H

F2
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Study quality

Appen dix source IC

Study type

Evidence strength

Theme 15: Self –monitoring of weight interventions to promote healthy eating (all ages)

2006 NICE guidance recommends for adults that any specialist setting should be
equipped for treating people who are severely obese with, for example, special
seating and adequate weighing and monitoring equipment.

SR

1++

H

F2

2006 NICE guidance recommends that behavioural interventions for adults should
include the following strategies, as appropriate for the person: self-monitoring of
behaviour and progress, stimulus control, goal setting, slowing rate of eating, ensuring
social support, problem solving, assertiveness, cognitive restructuring (modifying
thoughts), reinforcement of changes, relapse prevention, strategies for dealing with
weight regain.

SR

1++

H

F2

2006 NICE guidance recommends behavioural interventions for children should include
the following strategies, as appropriate for the child: stimulus control, self-monitoring,
goal setting, rewards for reaching goals, problem solving.

SR

1++

H

F2

Evidence statements

Study quality

Appendix source IC

Study type

Evidence strength

Theme 16: Evaluation and monitoring of interventions to promote healthy eating (all ages)

2012 NICE guidance recommends all contracts should include requirements for
regular monitoring or evaluation.

SR

1++

H

F1

Clear processes should be put in place for learning and evaluation, especially for
new approaches.

SR

1++

H

F1

Evidence statements
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Study quality

Appendix source IC

Study type

Evidence strength

Theme 17: Interventions to promote healthy eating (all ages)

2006 NICE guidance recommends that interventions may include promotional,
awareness-raising activities, but these should be part of a long-term,
multicomponent intervention rather than one-off activities (and should be
accompanied by targeted follow-up with different population groups).

SR

1++

H

F2

2006 NICE guidance recommends staff planning interventions should consider the
views of children and young people, any differences in preferences between boys and
girls, and potential barriers.

SR

1++

H

F2

2006 NICE guidance recommends that for adults the choice of any intervention for
weight management must be made through negotiation between the person and their
health professional.

SR

1++

H

F2

2006 NICE guidance recommends that for both adults and children multicomponent
interventions are the treatment of choice. Weight management programmes should
include behaviour change strategies to increase people's physical activity levels or
decrease inactivity, improve eating behaviour and the quality of the person's diet and
reduce energy intake.

SR

1++

H

F2

2006 NICE guidance recommends for children a dietary approach alone is not
recommended. It is essential that any dietary recommendations are part of a
multicomponent intervention.

SR

1++

H

F2

There is evidence based on causal analyses that intervention effectiveness was
increased by engaging social support, targeting both diet and physical activity, and
using well-defined/established behaviour change techniques.

SR

1+

M

F7

There is evidence that no clear relationships were found between effectiveness and
intervention setting, delivery mode, study population or delivery provider.

SR

1+

M

F7

2006 NICE guidance recommends that information should be provided in formats
and languages that are suited to the person. When talking to patients and carers,
healthcare professionals should use every day, jargon-free language and explain
any technical terms. Consideration should be given to the person's age and stage of
life, gender, cultural needs and sensitivities, ethnicity, social and economic
circumstances, physical and mental disabilities.

SR

1++

H

F2

Evidence statements
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Study quality

Appen dix source IC

Study type

Evidence strength

Theme 18: Information and education interventions to promote healthy eating (all ages)

SR

1++

H

F2

2008 NICE guidance recommends PCTs should ensure local education initiatives
aimed at health professionals include information on the importance of folic acid
supplements.

SR

1++

H

F3

2008 NICE guidance recommends that during the booking of an appointment at the
beginning of pregnancy, midwives should offer every woman information and advice on
the benefits of taking a vitamin D supplement (10 micrograms [ìg] per day) during
pregnancy and while breastfeeding.

SR

1++

H

F3

2008 NICE guidance recommends the promotion of the 'Healthy Start' scheme by
PCTs and health professionals accompanied by information, support and advice.

SR

1++

H

F3

2008 NICE guidance recommends that NHS trusts should train link workers who
speak the mother's first language to provide information and support. Where link
workers are not available, ensure women whose first language is not English
have access to interpreting services and information in a format and language
they can understand.

SR

1++

H

F3

2012 NICE guidance recommends local education and training boards, health and
wellbeing boards, directors of public health and local public health providers,
academic health networks and other academic institutions and professional bodies
providing training in weight management, diet or physical activity should ensure
training addresses the barriers some professionals may feel they face when initiating
conversations about weight issues. For example, they may be overweight themselves,
or feel that broaching the subject might damage their relationship with the person
they are advising.

SR

1++

H

F1

2012 NICE guidance recommends local education and training boards, health and
wellbeing boards, directors of public health and local public health providers,
academic health networks and other academic institutions and professional bodies
providing training in weight management, diet or physical activity should ensure
all relevant staff who are not specialists in weight management or behaviour
change can give people details regarding local services that are likely to be
effective in helping people maintain a healthy weight; -local lifestyle weight
management services that meet best practice.

SR

1++

H

F1

2006 NICE guidance recommends nurseries and other childcare facilities should:minimise sedentary activities during play time, and provide regular opportunities for
enjoyable active play and structured physical activity sessions; implement
Department for Education and Skills, Food Standards Agency and Caroline Walker
Trust guidance on food procurement and healthy catering.

SR

1++

H

F2

Evidence statements
2006 NICE guidance recommends that information should be provided in formats
and languages that are suited to the person. When talking to patients and carers,
healthcare professionals should use every day, jargon-free language and explain
any technical terms. Consideration should be given to the person's age and stage of
life, gender, cultural needs and sensitivities, ethnicity, social and economic
circumstances, physical and mental disabilities.
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There is evidence for sustained, focused media and educational campaigns, using
multiple modes, for increasing consumption of specific healthful foods or reducing
consumption of specific less healthful foods or beverages, either alone or as part of
multicomponent strategies.

SR

1+

H

F6

There is evidence for on-site supermarket and grocery store educational programs to
support the purchase of healthier foods.

SR

1+

M

F6

Study quality

Appen dix source IC

Study type

Evidence strength

Theme 19: Risk assessment related interventions to promote healthy eating (all ages)

2006 NICE guidance recommends for adults and children, if there is concern about
the adequacy of micronutrient intake, a supplement providing the reference
nutrient intake for all vitamins and minerals should be considered, particularly for
vulnerable groups such as older people (who may be at risk of malnutrition) and
young people (who need vitamins and minerals for growth and development).

SR

1++

H

F2

2008 NICE guidance recommends that health professionals should use any
appropriate opportunity to advise women who may become pregnant that they can
most easily reduce the risk of having a baby with a neural tube defect by taking folic
acid supplements.

SR

1++

H

F3

2008 NICE guidance recommends informing women who have 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.

SR

1++

H

F3

Evidence statements
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5.

Appendix 1: Search Terms

5.1

General approach

5.1.1

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.

5.1.2

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 literature10. 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.

5.1.3

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

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.

5.1.6

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.

10 See http://www.nlm.nih.gov/mesh/2012/mesh browser/MBrowser.html
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5.2

Search terms: common to all
Study
a
Systematic review
b
Review
c
Meta-analysis
Filter
d
English language
e
Human
f
"2003/01/01 - 2013/01/01"

ti,ab
pt.
pt.
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 reduce the number of young people/ adults
drinking alcohol at a high risk level
Intervention / Outcome
1
MeSH
Alcohol drinking
2
Alcoholism
MeSH
3
Alcohol deterrents
MeSH
4
Alcohol
5
ti,ab
Harmful drinking
6
ti,ab
Hazardous drinking
7
ti,ab
Excessive drinking
8
ti,ab
Alcohol dependency
9
ti,ab
Problem drinking
10
ti,ab
Drinking behav*
11
ti,ab
Bingeing
12
ti,ab
Binge drinking
13
ti,ab
Units per day
14
ti,ab
Units per week
Population
All
N/A
PubMed Search string
Study:
(a OR b OR c ) AND
Filter:
(d AND e AND f) AND
Intervention / Outcome: (1 OR 2 OR 3 OR 4 OR 5 OR 6 OR 7 OR 8 OR 9 OR 10 OR 11 OR 12 OR 13)
OR (4 AND (13 OR 14))
Population:
Hits
Filters: Meta-Analysis, Systematic Reviews, Abstract available, Full text available, published
in the last 10 years, Humans, English = 614
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5.4

Search terms: Interventions to lower rates of smoking amongst young
people/adults
Intervention / Outcome
1
Smoking
2
Tobacco
3
Cigarette*
4
Nicotine
5
Quit*
6
Stop*
7
Cessation
8
cut down
9
lower*
10
reduc*

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

11
12
13
14

ti,ab
ti,ab
ti,ab
ti,ab

stop*
quit*
giving up
give up
Population
All
PubMed Search string
Study:
Filter:
Intervention / Outcome:
Population:
Hits

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

Filters: Meta-Analysis, Systematic Reviews, Abstract available, Full text available, published
in the last 10 years, Humans, English = 630

5.5

Search terms: Interventions to support primary prevention of smoking in
children/ young adults
Intervention / Outcome
1
Smoking
2
Tobacco
3
Cigarette*
4
Nicotine
5
Quit*
6
Stop*

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

7
8
9

ti,ab
ti,ab
ti,ab

Cessation
Prevent
Prevention

Population
10
Young person
11
Youth
12
Young adult
13
Adolescent
14
15

ti,ab
ti,ab
MeSH
MeSH

Minor
Child

ti,ab
MeSH
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PubMed Search string
Study:
Filter:

(a OR b OR c ) AND
(d AND e AND f) AND
Intervention / Outcome: (1 OR 2 OR 3 OR 4) OR (1 AND (5 OR 6 OR 7) AND (8 OR 9) AND
(10 OR 11 OR 12 OR 13 OR 14 OR 15)
Population:
Hits
Filters: Meta-Analysis, Systematic Reviews, Abstract available, Full text available, published
in the last 10 years, Humans, English = 55

5.6

Search terms: Interventions to support people to change behaviour (all ages)
Intervention / Outcome
1
Change behaviour
2
Change behavior
3
Behavioural change
4
Behavioral change
Population
All
9
PubMed Search string
Study:
(a OR b OR c ) AND
Filter:
(d AND e AND f) AND

ti,ab
ti,ab
ti,ab
ti,ab

Intervention / Outcome:
Population:
Hits
Filters: Meta-Analysis, Systematic Reviews, Abstract available, Full text available, published in the last
10 years, Humans, English = 104

5.7

Search terms: Interventions to promote physical activity (all ages)
Intervention / Outcome
1
Physical activit*

ti,ab

2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20

MeSH
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
ti,ab
ti,ab
ti,ab

Exercise
Sport
Play
Recreation
Physical education
Train*
Danc*
Games
Promot*
Uptak*
Encourag*
Increas*
Start*
Adher*
Sedentary
Inactive
Decreas*
Reduc*
Discourag*
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21
Health promotion
Population
All
PubMed Search string
Study:
Filter:
Intervention / Outcome:

MeSH

(a OR b OR c ) AND
(d AND e AND f) AND
((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 OR 17) AND (18 OR 19 OR 20)) AND 21

Population:
Hits
Filters activated: Meta-Analysis, Systematic Reviews, Abstract available, Full text available,
published in the last 10 years, Humans, English = 111

5.8

Search terms: Interventions to promote healthy eating (all ages)
Intervention / Outcome
1
Diet
2
Nutrition
3
Healthy eating
4
Calorie
5
Fruit
6
Vegetable
7
Carbohydrate
8
Vitamin
9
Supplement
10
Sugar
11
High fat
12
Low fat
13
Fatty food

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

14
15

Weight gain
Weight loss
16
Food
17
Health promotion
Population
All
PubMed Search string
Study:
Filter:
Intervention / Outcome:

ti,ab
ti,ab
ti,ab
MeSH

(a OR b OR c ) AND
(d AND e AND f) AND
(1 OR 2 OR 3 OR 4 OR 5 OR 6 OR 7 OR 8 OR 9 OR 10 OR 11 OR 12
OR 13 OR 14 OR 15 OR 16) AND 17

Population:
Hits
Filters activated: Meta-Analysis, Systematic Reviews, Abstract available, Full text available,
published in the last 10 years, Humans, English = 294
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6.

Appendix 2: Tabulated Results: Systematic reviews and Metaanalyses

6.1

Sub-topic: Interventions to reduce the number of young people/ adults drinking
alcohol at a high risk level
Search record

6.1.1

17 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
Quality of
study
Evidence
statements
(note
population,
interventio
n and
outcomes)

A1
NICE Public Health Guidance. 2007 November. School-based interventions on Alcohol.
http://publications.nice.org.uk/school-based-interventions-on-alcohol-ph7
Systematic review
November 2007
Publication
Date
Region
Choose an item
1++ (high quality MA; or SR of RCTs; or RCT with very
low bias risk)
High
Strength of
Recommendation: Ensure alcohol education is an
evidence
integral part of the national science, PSHE and PSHE
education curricula, in line with Department for
Children, Schools and Families (DCSF) guidance.
High
Recommendation: Ensure alcohol education is
tailored for different age groups and takes different
learning needs into account. It should aim to
encourage children not to drink, delay the age at
which young people start drinking and reduce the
harm it can cause among those who do drink.
Education programmes should:
-increase knowledge of the potential damage alcohol
use can cause – physically, mentally and socially
(including the legal consequences)
-provide the opportunity to explore attitudes to – and
perceptions of – alcohol use
-help develop decision-making, assertiveness, coping
and verbal/non-verbal skills
-help develop self-esteem
-increase awareness of how the media,
advertisements, role models and the views of parents,
peers and society can influence alcohol consumption.
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High
Recommendation: Introduce a 'whole school'
approach to alcohol, in line with DCSF guidance. It
should involve staff, parents and pupils and cover
everything from policy development and the school
environment to the professional development of
staff.

High

Recommendation: Where appropriate, offer parents or
carers information about where they can get help to
develop their parenting skills.
Recommendation: For children and young people in
schools who are thought to be drinking harmful
amounts of alcohol:

High

High

-Where appropriate, offer brief, one-to-one advice on
the harmful effects of alcohol use, how to reduce the
risks and where to find sources of support. Offer a
follow-up consultation or make a referral to external
services, where necessary.
-Where appropriate, make a direct referral to external
services (without providing one-to-one advice).
-Follow best practice on child protection, consent and
confidentiality. Where appropriate, involve parents or
carers in the consultation and any referral to external
services.
Recommendation: Maintain and develop partnerships
to:

High

-support alcohol education in schools as part of the
national science, PSHE and PSHE education curricula
-ensure school interventions on alcohol use are
integrated with community activities introduced as
part of the 'Children and young people's plan'
-find ways to consult with families (parents or carers,
children and young people) about initiatives to reduce
alcohol use and to involve them in those initiatives
-monitor and evaluate partnership working and
incorporate good practice into planning.
Evidence Statement: There is evidence from a highquality systematic review (++) that three programmes:
Strengthening Families, Botvin's life skills training (LST)
and a culturally focused curriculum for Native American
students, can produce long-term reductions (greater
than 3 years) in alcohol use.

High

Evidence Statement: There is evidence from two
classroom-based, teacher-led programmes that
targeted children between the ages of 12 and 13
years, to suggest that interventions using the life skills
approach (three RCTs [+]) or focusing on harm

High
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reduction through skills-based activities (School
Health and Alcohol Harm Reduction Project [SHAHRP])
(one CNRT [+]) can produce medium- to long-term
reductions in alcohol use and, in particular, risky
drinking behaviours such as drunkenness and binge
drinking. However, the applicability and transferability
of these programmes requires further study.
Evidence Statement: There is evidence (one RCT [+])
to suggest that a culturally-tailored skills training
intervention for Native American students may have
long-term effects on alcohol use. However, given the
cultural specificity of this programme, it has limited
applicability to UK practice and policy.

High

Evidence Statement: There is evidence to suggest that
brief intervention programmes that involve nurse-led
consultations regarding a young person's alcohol use,
such as the STARS for Families programme (two RCTs
[++], seven RCTs [+]), that target children aged 12–
13, can produce short-, but not medium-term
reductions in heavy drinking. However, these types of
programme may have limited applicability as they are
based on an abstinence approach

High

Evidence Statement: There is evidence to suggest that
programmes that begin early in childhood, combine a
school-based curriculum intervention with parent
education, such as the Seattle Social Development
Project (SSDP) (one CNRT [+]) and Linking the
Interests of Families and Teachers (LIFT) (one RCT []), which target a range of problem behaviours
including alcohol use, can have long-term effects on
heavy and patterned drinking behaviours. In addition,
the Healthy School and Drugs Project (one CNRT [+]),
which targeted secondary school students, had shortterm effects on alcohol use. However, longer-term
effects of the programme have not been examined.

High

Other
comments

ID
Citation
Web link
Type of
evidence
Quality of
study
Evidence
statements
(note
population,

A2
NICE public health guidance Issued: June 2010. Alcohol-use Disorders: Preventing
harmful drinking
http://publications.nice.org.uk/alcohol-use-disorders-preventing-harmful-drinkingJune 2010
Systematic review
Publication
Date
Choose an item
Region
1++ (high quality MA; or SR of RCTs; or RCT with very
low bias risk)
High
Making alcohol less affordable is the most effective
Strength of
evidence
way of reducing alcohol-related harm. There is
extensive international and national evidence (within
the published literature and from economic analyses)
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interventio
n and
outcomes)

to justify reviewing policies on pricing to reduce the
affordability of alcohol.
International evidence suggests that making it less
easy to buy alcohol, by reducing the number of
outlets selling it in a given area and the days and
hours when it can be sold, is another effective way of
reducing alcohol-related harm

High

There is evidence that alcohol advertising does affect
children and young people. It shows that exposure to
alcohol advertising is associated with the onset of
drinking among young people and increased
consumption among those who already drink.
Review of licensing policy.

High

Regarding resources for screening and brief
interventions chief executives of NHS and local
authorities should prioritise alcohol-use disorder
prevention as an 'invest to save' measure.
Regarding resources for screening and brief
interventions commissioners should:

High
High

High

Ensure a local joint alcohol needs assessment is
carried out in accordance with 'World Class
Commissioning' and ' Signs for improvement'. They
should also ensure locally defined integrated care
pathways for alcohol treatment are reviewed.
Ensure their plans include screening and brief
interventions for people at risk of an alcohol-related
problem (hazardous drinkers) and those whose health is
being damaged by alcohol (harmful drinkers). This
includes people from disadvantaged groups.
Make provision for the likely increase in the number
of referrals to services providing tier two, three and
four structured alcohol treatments as a result of
screening. These services should be properly
resourced to support the stepped care approach
recommended in 'Models of care for alcohol
misusers'.
Ensure at least one in seven dependent drinkers can
get treatment locally, in line with 'Signs for
improvement'.
Include formal evaluation within the commissioning
framework so that alcohol interventions and
treatment are routinely evaluated and followed up.
The aim is to ensure adherence to evidence-based
practice and to ensure interventions are cost
effective.
Regarding resources for screening and brief
interventions managers of NHS-commissioned
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High

services must ensure:
An appropriately trained nurse or medical consultant,
with dedicated time, is available to provide strategic
direction, governance structures and clinical
supervision to alcohol specialist nurses and care
givers.
Community and voluntary sector providers have an
appropriately trained professional who can provide
strategic direction, governance structures and
supervision to those providing screening and brief
interventions.
Staff have enough time and resources to carry out
screening and brief intervention work effectively.
Staff are trained to provide alcohol screening and
structured brief advice. If there is local demand, staff
should also be trained to deliver extended brief
interventions.
Regarding children and young people aged 10 to 15
years who are thought to be at risk from their use of
alcohol, any professional with a safeguarding
responsibility for children and young people and who
regularly comes into contact with this age group
should:
Use professional judgement to routinely assess the
ability of these children and young people to consent to
alcohol-related interventions and treatment. Some will
require parental or carer involvement.
Obtain a detailed history of their alcohol use (for
example, using the Common Assessment Framework as
a guide). Include background factors such as family
problems and instances of child abuse or underachievement at school.
Use professional judgement to decide on the
appropriate course of action. In some cases, it may
be sufficient to empathise and give an opinion about
the significance of their drinking and other related
issues that may arise. In other cases, more intensive
counselling and support may be needed.
If there is a reason to believe that there is a significant
risk of alcohol-related harm, consider referral to child
and adolescent mental health services, social care or to
young people's alcohol services for treatment, as
appropriate and available.
Ensure discussions are sensitive to the child or young
person's age and their ability to understand what is
involved, their emotional maturity, culture, faith and
beliefs. The discussions (and tools used) should also
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take into account their particular needs (health and
social) and be appropriate to the setting.
Regarding screening young people aged 16 and 17
years Health and social care, criminal justice and
community and voluntary professionals in both NHS
and non-NHS settings who regularly come into contact
with this group should:
Complete a validated alcohol screening questionnaire
with these young people. Alternatively, if they are
judged to be competent enough, ask them to fill one
in themselves. In most cases, AUDIT (alcohol use
disorders identification test) should be used. If time is
limited, use an abbreviated version (such as AUDIT-C,
AUDIT-PC, CRAFFT, SASQ or FAST). Screening tools
should be appropriate to the setting. For instance, in
an emergency department, FAST or the Paddington
Alcohol Test (PAT) would be most appropriate.
Focus on key groups that may be at an increased risk of
alcohol-related harm. This includes those: who have
had an accident or a minor injury, who regularly attend
genito-urinary medicine (GUM) clinics or repeatedly
seek emergency contraception, involved in crime or
other antisocial behaviour, who truant on a regular
basis, at risk of self-harm, who are looked after,
involved with child safeguarding agencies.
When broaching the subject of alcohol and screening,
ensure discussions are sensitive to the young person's
age and their ability to understand what is involved,
their emotional maturity, culture, faith and beliefs.
The discussions should also take into account their
particular needs (health and social) and be
appropriate to the setting.
Routinely assess the young person's ability to consent to
alcohol-related interventions and treatment. If there is
doubt, encourage them to consider involving their
parents in any alcohol counselling they receive.
Regarding extended brief interventions with young
people aged 16 and 17 years Health and social care,
criminal justice and community and voluntary sector
professionals in both NHS and non-NHS settings who
regularly come into contact with this group should:
Ask the young person's permission to arrange an
extended brief intervention for them.
Appropriately trained staff should offer the young
person an extended brief intervention.
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High

Provide information on local specialist addiction
services to those who do not respond well to
discussion but who want further help. Refer them to
these services if this is what they want. Referral must
be made to services that deal with young people.
Give those who are actively seeking treatment for an
alcohol problem a physical and mental assessment
and offer, or refer them for, appropriate treatment
and care.
NHS professionals should routinely carry out alcohol
screening as an integral part of practice. Where
screening everyone is not feasible or practicable, NHS
professionals should focus on groups that may be at an
increased risk of harm from alcohol and those with an
alcohol-related condition
Non-NHS professionals should focus on groups that
may be at an increased risk of harm from alcohol and
people who have alcohol-related problems.
When broaching the subject of alcohol and screening,
ensure the discussions are sensitive to people's culture
and faith and tailored to their needs.
Complete a validated alcohol questionnaire with the
adults being screened. Alternatively, if they are
competent enough, ask them to fill one in themselves.
Use AUDIT to decide whether to offer them a brief
intervention or whether to make a referral. If time is
limited, use an abbreviated version (such as AUDIT-C,
AUDIT-PC, SASQ or FAST). Screening tools should be
appropriate to the setting. For instance, in an
emergency department FAST or PAT would be most
appropriate.
Do not offer simple brief advice to anyone who may
be dependent on alcohol. Instead, refer them for
specialist treatment. If someone is reluctant to accept
a referral, offer an extended brief intervention.
Use professional judgement as to whether to revise
the AUDIT scores downwards when screening:
women, including those who are, or are planning to
become pregnant, younger people (under the age of
18), people aged 65 and over, people from some
black and minority ethnic groups.
If in doubt, consult relevant specialists. Work on
the basis that offering an intervention is less likely
to cause harm than failing to act where there are
concerns.
Consult relevant specialists when it is not appropriate
to use an English language-based screening
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questionnaire.
Biochemical measures should not be used as a matter
of routine to screen someone to see if they are
drinking hazardously or harmfully. Biochemical
measures may be used to assess the severity and
progress of an established alcohol-related problem, or
as part of a hospital assessment.
Brief advice for adults who have been identified via
screening as drinking a hazardous or harmful amount of
alcohol and who are attending NHS or NHScommissioned services or services offered by other
public institutions should include:
Offer a session of structured brief advice on alcohol. If
this cannot be offered immediately, offer an
appointment as soon as possible thereafter.

High

Use a recognised, evidence-based resource that is
based on FRAMES principles (feedback, responsibility,
advice, menu, empathy, self-efficacy).
Where there is an ongoing relationship with the
patient or client, routinely monitor their progress in
reducing their alcohol consumption to a low-risk
level. Where required, offer an additional session
of structured brief advice or, if there has been no
response, offer an extended brief intervention.
Extended brief interventions for adults who have not
responded to brief structured advice on alcohol and
require an extended brief intervention or would
benefit from an extended brief intervention for other
reasons. NHS and other professionals in the public,
private, community and voluntary sector who are in
contact with adults and have received training in
extended brief intervention techniques should:

High

Offer an extended brief intervention to help people
address their alcohol use. This could take the form of
motivational interviewing or motivationalenhancement therapy. Sessions should last from 20 to
30 minutes. They should aim to help people to reduce
the amount they drink to low risk levels, reduce risktaking behaviour as a result of drinking alcohol or to
consider abstinence.
Follow up and assess people who have received an
extended brief intervention. Where necessary, offer up
to four additional sessions or referral to a specialist
alcohol treatment service.
Referral for those aged 16 years and over who attend
NHS or other public services and may be alcoholdependent. NHS and other professionals in the public,
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High

private, community and voluntary sector who have
contact with anyone aged 16 and over:
Consider making a referral for specialist treatment if
one or more of the following has occurred. They:
show signs of moderate or severe alcohol dependence,
have failed to benefit from structured brief advice and
an extended brief intervention and wish to receive
further help for an alcohol problem, show signs of
severe alcohol-related impairment or have a related
co-morbid condition (for example, liver disease or
alcohol-related mental health problems).
Other
comments

ID
Citation
Web link
Type of
evidence

A3
NICE Guidance. 2010 June. Screening and brief interventions for prevention and early
identification of alcohol use disorders in adults and young people
http://www.nice.org.uk/guidance/index.jsp?action=download&o=49007
June 2010
Systematic review
Publication

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)

AUDIT is effective in the identification of hazardous
and harmful drinking in adults in primary care.

Date
Region

Strength of
evidence

International western style
countries
Moderate

The evidence for the effectiveness of shorter versions of
AUDIT in adults in primary care was variable.
CAGE was found by authors of a number of
systematic reviews to be effective in the detection of
alcohol abuse and dependence in adults in primary
care.

Moderate

Limited evidence was identified that demonstrated
that the ASSIST screening questionnaire.

Low

Only a limited amount of evidence could be identified
relating to the performance of alcohol screening
questionnaires in hospital settings.

Low

Evidence was identified for the use of alcohol
screening questionnaires among adults in emergency
care settings.

Moderate

AUDIT was shown to perform more effectively in the
identification of alcohol abuse or dependence (when
used at a cut-off of ≥10) than CAGE, CRAFFT or RAPSQF in male and female young people (median age of 19
yrs).

Moderate

The screening questionnaires TWEAK and T-ACE are
both appropriate for the identification of alcohol
misuse during pregnancy.

Moderate

The screening properties of questionnaires were
influenced by the ethnicity of recipients and authors
suggested that the use of appropriate cut-off scores
should be considered.

Moderate
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Moderate

Laboratory markers are of limited value in the
detection of alcohol misuse when compared with
alcohol screening questionnaires

Moderate

A number of clinical indicators were described as being
associated with excessive alcohol consumption

Moderate

The 27 included systematic reviews provided a
considerable body of evidence supportive of the
effectiveness of brief interventions for alcohol
misuse in reducing alcohol consumption, mortality,
morbidity, alcohol-related injuries, alcohol-related
social consequences, healthcare resource use and
laboratory indicators of alcohol misuse.
Brief interventions are effective in reducing alcohol
consumption in both men and women

High

Brief interventions for adults have been shown to be
effective amongst adult populations.
The evidence base for the effectiveness of alcohol
brief interventions among young people was
inconclusive.

Moderate

Moderate

Low

No review evidence could identified focusing
specifically on effectiveness among ethnic minority
groups in the UK.
Evidence regarding the effect of socioeconomic
status on effectiveness of brief interventions was
very limited.
No conclusive relationship could be observed in relation
to the impact of levels of alcohol dependence on the
effectiveness of brief interventions.
No conclusive evidence was available for the
effectiveness of brief interventions in patients with
significant physical or mental co-morbidities
Extended brief interventions were demonstrated to be
effective in the reduction of alcohol consumption
Evidence was identified that organisational factors
such as adequate support and resources can
influence the acceptability and implementation of
screening and brief intervention for alcohol misuse.

Very low

Evidence has been found that extending current
practitioner workload is a potential barrier to
implementing screening and brief intervention on a
large scale, particularly if all young people and adults
are screened as routine practice.
There is evidence that implementation of screening
and brief intervention would be facilitated by use of
environments where alcohol can discussed in a nonthreatening way.
There is evidence that service users have preferences
regarding the status of the person dealing with their
alcohol issues.

Moderate

There is some evidence that service users are
generally positive about screening and intervention.
There is also evidence for general under-activity in
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Very low

Low

Low

Moderate
Moderate

Moderate

Moderate

Moderate

discussing drinking with service users.
Evidence was found that provider attitudes,
knowledge, skills and behaviour can influence the
implementation of screening and brief intervention for
alcohol misuse.

Other
comments

Moderate

Moderate
There is evidence that the consistency of provider
implementation of screening and brief intervention
for alcohol misuse can be influenced by particular
aspects of the service user population.
A considerable body of evidence of a relatively high standard of quality has been identified
to support the effectiveness of screening and brief interventions for alcohol misuse, most
notably in primary care. There is evidence of mixed quality from a range of studies of
organisational, contextual, and individual barriers and facilitators to screening and brief
intervention for alcohol misuse.
The CAGE questionnaire, the name of which is an acronym of its four questions, is a widely
used method of screening for alcoholism.
Two "yes" responses indicate that the possibility of alcoholism should be investigated
further. The questionnaire asks the following questions:
1.

Have you ever felt you needed to Cut down on your drinking?

2.

Have people Annoyed you by criticizing your drinking?

3.

Have you ever felt Guilty about drinking?

4.

Have you ever felt you needed a drink first thing in the morning (Eye-opener) to
steady your nerves or to get rid of a hangover?
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Citation
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A4
Perspect Public Health. 2012 May;132(3):128-34. doi:
10.1177/1757913912443487.Universal alcohol misuse prevention programmes for children and
adolescents: Cochrane systematic reviews. Foxcroft DR, Tsertsvadze A.
http://www.ncbi.nlm.nih.gov/pubmed/22700577
Systematic review
May 2012
Publication
Date
Region
1++ (high quality MA; or SR of RCTs; or RCT with very
International - all
low bias risk)
Moderate
Strength of
Some school, family or multi-component prevention
evidence
programmes were shown to be effective in reducing
alcohol misuse in youths.
These results warrant a cautious interpretation, since
bias and/or contextual factors may have affected the
trial results.
The evidence supports the effectiveness of certain
universal prevention programmes for alcohol misuse
prevention among young people.

Moderate

Certain generic psychosocial and life skills school- based
programmes were effective in reducing alcohol use in
youth.

Moderate
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Moderate

Most family-based programmes were effective.

Other
comments

Low
There was insufficient evidence to conclude that
multiple interventions provided additional benefit
over single interventions.
85 trials were included in the reviews of school (n = 53), family (n = 12)
and multi-component (n = 20) programmes
Most studies were conducted in North America
Risk of bias assessment revealed problems related to inappropriate unit of analysis,
moderate to high attrition, selective outcome reporting and potential confounding

ID
Citation

A5
Curr Opin Pediatr. 2012 Apr;24(2):238-42. doi:
10.1097/MOP.0b013e32834faa83.Interventions for adolescent alcohol use. Chun TH,
Linakis JG.

Web link

http://www.ncbi.nlm.nih.gov/pubmed/22227784
Review (non-systematic)

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

Other
comments

ID
Citation
Web link
Type of
evidence
Quality of

2+ (well conducted non-RCT studies with a low bias
risk and moderate probability of a causal relationship)
There are numerous efficacious interventions to
both prevent and decrease excessive, unhealthy
and harmful adolescent alcohol use.
It is unclear which adolescent alcohol use
intervention(s) is/are optimal or most efficacious.
It is unclear which adolescent alcohol use
prevention strategies are most efficacious.
Many different intervention modalities have been
shown to be effective, particularly family-based
interventions, universal community based and
targeted interventions.

Publication
Date
Region

April 2012

Strength of
evidence

Moderate

Choose an item

Moderate
Moderate
Moderate

An important and consistent finding is that the effects
of the interventions to decrease adolescent alcohol
use and its associated harm often wane over time.
This suggests that augmented or longer-term
treatment strategies may be necessary to successfully
sustain the effects of the initial interventions.

Moderate

Long-term treatment is not necessarily superior, as
brief interventions have been found to have a large
effect size.

Moderate

This article reviews the current literature on adolescent alcohol prevention and
intervention strategies.

A6
J Am Coll Health. 2011;59(3):151-8. doi: 10.1080/07448481.2010.502199.Screening and
brief interventions for alcohol use in college health centers: a review. Seigers DK, Carey KB.
http://www.ncbi.nlm.nih.gov/pubmed/21186444
Systematic review
December 2010
Publication
Date
1+ (well-conducted MA, SR, or RCTs with a low risk of
Region
International -
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study

bias)

Evidence
statements
(note
population,
interventio
n and
outcomes)

Findings support continued use of time-limited,
single-session interventions with motivational
interviewing and feedback components for alcohol
use in college health centers.

Strength of
evidence

western style
countries
Moderate

All twelve studies suggested that screening and
brief interventions in these settings are acceptable,
feasible, and promote risk reduction.

Other
comments

Twelve papers met the inclusion criteria.

ID
Citation

A7
Aust N Z J Psychiatry. 2010 Sep;44(9):774-83. doi:
10.1080/00048674.2010.501759.Parenting factors associated with reduced adolescent
alcohol use: a systematic review of longitudinal studies. Ryan SM, Jorm AF, Lubman DI.
http://www.ncbi.nlm.nih.gov/pubmed/20815663
Systematic review
September 2010
Publication
Date
Region
1+ (well-conducted MA, SR, or RCTs with a low
International risk of bias)
western style
countries
Moderate
Strength of
A number of parenting strategies were identified that
evidence
parents can use to reduce their adolescent's alcohol
consumption. These could be promoted to parents to
help them implement new national guidelines on
alcohol use.
Moderate
Found that delayed alcohol initiation was predicted
by: parental modelling, limiting availability of alcohol
to the child, parental monitoring, parent-child
relationship quality, parental involvement and general
communication.
Moderate
Reduced levels of later drinking by adolescents were
predicted by: parental modelling, limiting availability
of alcohol to the child, disapproval of adolescent
drinking, general discipline, parental monitoring,
parent-child relationship quality, parental support
and general communication.
Twelve parenting variables were investigated in these studies: parental modelling, provision
of alcohol, alcohol-specific communication, disapproval of adolescent drinking, general
discipline, rules about alcohol, parental monitoring, parent-child relationship quality, family
conflict, parental support, parental involvement, and general communication.
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Quality of
study
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A8
Dev Psychobiol. 2010 Apr;52(3):286-94. doi: 10.1002/dev.20434.Sustained parenting
and college drinking in first-year students.Turrisi R, Ray AE.
http://www.ncbi.nlm.nih.gov/pubmed/20213752
Randomised controlled trial
Publication April 2010
Date
1+ (well-conducted MA, SR, or RCTs with a low risk of Region
North America
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study

bias)

Evidence
statements
(note
population,
interventio
n and
outcomes)

Evidence from this study suggests that sustained
parental efforts have a beneficial effect on reducing
high-risk drinking and preventing harm even at this
late stage of late adolescent/early adult development.

Other
comments

The data are from a study conducted at a medium-sized, private, west coast university that
examined the efficacy of the PBI in reducing college freshman alcohol use (see Ichiyama et
al., 2009 for detailed methods). The sample for this study consisted of 446 freshmen
randomized to the control group upon completion of a baseline assessment. Students were
recruited

Strength of
evidence

Moderate

from registrars’ lists of incoming first-year students
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A9
Arch Pediatr Adolesc Med. 2010 Jan;164(1):85-91. doi:
10.1001/archpediatrics.2009.235.Interventions for reducing adolescent alcohol abuse: a
meta-analytic review.Tripodi SJ, Bender K, Litschge C, Vaughn MG.
http://www.ncbi.nlm.nih.gov/pubmed/20048247
Systematic review
January 2010
Publication
Date
Choose an item
Region
1+ (well-conducted MA, SR, or RCTs with a low risk of
bias)
Moderate
Treatments for adolescent substance abuse appear to be
Strength of
evidence
effective in reducing alcohol use.
Individual-only interventions for reducing adolescent
alcohol abuse had larger effect sizes than familybased interventions and effect sizes decreased as
length of follow-up increased.

Moderate

Behavior-oriented treatments for reducing adolescent
alcohol abuse demonstrated promise in attaining longterm effects.
Interventions with large effect sizes for reducing
adolescent alcohol abuse include: brief motivational
interviewing, cognitive behavioral therapy with 12
steps, cognitive-behavioral therapy with aftercare,
multidimensional family therapy, brief interventions
with the adolescent, and brief interventions with the
adolescent and a parent.

Moderate

Interventions with medium effect sizes for reducing
adolescent alcohol abuse include: integrated family
and cognitive behavioral therapy, behavioral
treatment, triple modality social learning,
multidimensional family therapy, and brief
interventions only with the adolescent.
Other
comments

Moderate

Moderate

Of 64 titles and abstracts identified, 16 studies and 26 outcomes constituted the sample.
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A10
Drug Alcohol Depend. 2008 Oct 1;97(3):195-206. doi: 10.1016/j.drugalcdep.2008.03.032.
Epub 2008 May 15.Family interventions and their effect on adolescent alcohol use in general
populations; a meta-analysis of randomized controlled trials.Smit E, Verdurmen J,
Monshouwer K, Smit F.
http://www.ncbi.nlm.nih.gov/pubmed/18485621
Meta analysis
October 2008
Publication
Date
Region
1+ (well-conducted MA, SR, or RCTs with a low
International risk of bias)
western style
countries

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

The results from this meta-analysis suggest that the
overall effect of family interventions on adolescent
alcohol use is small, yet consistent and effective even
at 48 months.

Other
comments

13 articles included.

Strength of
evidence

Moderate

Only a small number of studies reported the effect of family interventions on alcohol
consumption of adolescents, in general populations. Moreover, just three studies reported
the long-term effect of the intervention and all studies were conducted in the US.
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A11
J Public Health (Oxf). 2011 Sep;33(3):412-21. doi: 10.1093/pubmed/fdq095. Epub 2010
Dec 17.Barriers and facilitators to implementing screening and brief intervention for alcohol
misuse: a systematic review of qualitative evidence. Johnson M, Jackson R, Guillaume L,
Meier P, Goyder E.
http://www.ncbi.nlm.nih.gov/pubmed/21169370
Systematic review
Publication
September 2011
Date
Region
1+ (well-conducted MA, SR, or RCTs with a low
International risk of bias)
western style
countries
Moderate
Strength of
Whilst brief screening and brief intervention have
evidence
been shown to be effective in some settings, this
review identified a number of barriers and facilitators
to implementation.
Adequate resources, training and the identification of
those at risk without stereotyping are the main
facilitators in primary care.

Moderate

Most studies evaluated implementation in primary
care settings. Implementation was reported to be
limited by lack of resources, training and support from
management, as well as workload.

Moderate

The appropriateness of context in which discussions
take place was reported as an acceptability factor for
patients and practitioners.
Health professionals require sufficient knowledge

Moderate

108

Moderate

about alcohol guidelines and risk in order to
implement screening and intervention to those most in
need.
Other
comments

A total of 47 papers varying in design and quality were included in the review
22 included studies originated in the UK
Twenty of the studies were judged to be of very good quality and 24 were of good quality.
Three papers were judged to be of poorer quality in terms of relevance and reporting of
methods.

ID
Citation

A12
Cochrane Database Syst Rev. 2011 Aug 10;(8):CD005191. doi:
10.1002/14651858.CD005191.pub3.Brief interventions for heavy alcohol users admitted to
general hospital wards.McQueen J, Howe TE, Allan L, Mains D, Hardy V.
http://www.ncbi.nlm.nih.gov/pubmed/21833953
Systematic review
August 2011
Publication
Date
International - all
Region
1++ (high quality MA; or SR of RCTs; or RCT with very
low bias risk)
High
Strength of
Main results of this review indicate that there are
evidence
benefits to delivering brief interventions to heavy
alcohol users admitted to general hospital wards in
terms of reduction in alcohol consumption and death
rates. These findings are based on studies involving
mainly male participants.
High
Results demonstrate that patients receiving brief
interventions have a greater reduction in alcohol
consumption compared to those in control groups at six
month and nine months follow up, but this is not
maintained at one year.
Moderate
Self reports of reduction of alcohol consumption at 1
year were found in favour of brief interventions.
High
There were significantly fewer deaths in the groups
receiving brief interventions than in control groups at 6
months, and one year follow up.
Moderate
Screening, asking participants about their drinking
patterns, may also have a positive impact on
alcohol consumption levels and changes in drinking
behaviour.
Fourteen studies involving 4041 mainly male participants were included
Four studies took place in the United States, five in the United Kingdom, one in Australia, one
in Germany, two in Tiawan and one in Finland.
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A13
Am J Addict. 2011 Jul-Aug;20(4):343-56. doi: 10.1111/j.1521-0391.2011.00143.x. Epub
2011 May 31.A meta-analysis of the efficacy of nonphysician brief interventions for unhealthy
alcohol use: implications for the patient-centered medical home.Sullivan LE, Tetrault JM,
Braithwaite RS, Turner BJ, Fiellin DA.
http://www.ncbi.nlm.nih.gov/pubmed/21679266
Meta analysis
August 2011
Publication
Date
Region
1+ (well-conducted MA, SR, or RCTs with a low
International risk of bias)
western style
countries
Moderate
Strength of
Non-physician brief interventions are modestly
evidence
effective at reducing drinking in primary care patients
with unhealthy alcohol use.
This systematic review with meta-analysis offers
preliminary support for the benefit of brief
interventions for unhealthy alcohol use by
nonphysicians, either alone or in combination with
physicians.

Moderate

There is evidence that nonphysician-based
interventions are as effective as physician-based
interventions and when added to physician-based
interventions can significantly improve drinking
outcomes.

Moderate

Other
comments

Seven studies with a total of 2,633 patients were included in the meta-analysis.
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Other
comments

J Med Internet Res. 2011 Jun 30;13(2):e42. doi: 10.2196/jmir.1691.Effectiveness of E-selfhelp interventions for curbing adult problem drinking: a meta-analysis.Riper H, Spek V, Boon
B, Conijn B, Kramer J, Martin-Abello K, Smit F.
http://www.ncbi.nlm.nih.gov/pubmed/21719411
June 2011
Meta analysis
Publication
Date
Region
1+ (well-conducted MA, SR, or RCTs with a low
International risk of bias)
western style
countries
Moderate
Strength of
E-self-help interventions without professional contact
evidence
are effective in curbing adult problem drinking in
high-income countries.
Moderate
E-self-help interventions without professional contact
are easily scalable and have low dissemination costs.
Moderate
A significant difference (P = .04) emerged between
single-session personalized normative feedback
interventions (g = 0.27, 95% CI 0.11-0.43) and more
extended e- self-help (g = 0.61, 95% CI 0.33-0.90).
9 randomized controlled trials (RCTs), all from high-income countries, with 9
comparison conditions and a total of 1553 participants.
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A15
Int J Psychiatry Med. 2011;42(3):227-66.Medical treatment of alcohol dependence: a
systematic review.Miller PM, Book SW, Stewart SH.
http://www.ncbi.nlm.nih.gov/pubmed/22439295
Systematic review
January 2011
Publication
Date
Region
International - all
1+ (well-conducted MA, SR, or RCTs with a low
risk of bias)
Moderate
Strength of
Although treatment effects are modest, medications
evidence
for alcohol dependence, in conjunction with either
brief support or more extensive psychosocial therapy,
can be effective in primary and specialty care medical
settings.

Other
comments

A total of 85 studies, representing 18,937 subjects, met criteria for inclusion.
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Lancet. 2009 Jun 27;373(9682):2234-46. doi: 10.1016/S0140-6736(09)60744-3.Effectiveness
and cost-effectiveness of policies and programmes to reduce the harm caused by
alcohol.Anderson P, Chisholm D, Fuhr DC.
http://www.ncbi.nlm.nih.gov/pubmed/19560605
Systematic review
June 2009
Publication
Date
Region
International - all
1+ (well-conducted MA, SR, or RCTs with a low
risk of bias)
Moderate
Systematic reviews and meta-analyses show that
Strength of
policies regulating the environment in which alcohol is evidence
marketed (particularly its price and availability) are
effective in reducing alcohol-related harm.
Enforced legislative measures to reduce drinkdriving are effective.

Moderate

Individually directed interventions to already
at-risk drinkers are effective.

Moderate

School-based education does not reduce alcoholrelated harm.

Moderate

Public information and education-type programmes
have a role in providing information and in increasing
attention and acceptance of alcohol on political and
public agendas.

Moderate

Making alcohol more expensive and less available is a
highly cost-effective strategy to reduce harm.

Moderate

Banning alcohol advertising is a highly cost-effective
strategy to reduce harm.

Moderate

In settings with high amounts of unrecorded
production and consumption, increasing the
proportion of alcohol that is taxed could be a more

Moderate
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effective pricing policy than a simple increase in tax.
Provision of information and education is important to
raise awareness and impart knowledge; however, in
an environment in which many competing messages
are received in the form of marketing and social
norms supporting drinking, and in which alcohol is
readily accessible, it does not lead to sustained
changes in behaviour.

Moderate

Many systematic reviews have assessed school-based
education and concluded that classroom based
education is not an effective intervention to reduce
alcohol-related harm.

Moderate

Although some evidence suggests a positive effect on
increased knowledge about alcohol and on improved
alcohol-related attitudes, evidence for a sustained effect
on behaviour is scarce.

Moderate

Parenting and social marketing programmes have
mixed effects.

Moderate

Generally, public information campaigns are
ineffective in reducing alcohol-related harm.

Moderate

No rigorous assessments of whether or not publicising
drinking guidelines have an effect on alcohol-related
harm have been done.

Moderate

Brief advice is the most effective evidence-based
treatment method.

Moderate

Extensive evidence from systematic reviews and metaanalyses from a range of health-care settings in
different countries has shown the effectiveness of early
identification and brief advice for people with
hazardous and harmful alcohol use but who are no
severely dependent.
Evidence suggests that more intensive brief
interventions are no more effective than are less
intensive interventions.

Moderate

Matching individuals with alcohol-use disorders to
specified treatments does not improve outcomes.

Moderate

Some evidence suggests that workplace programmes
can change drinking norms and reduce harmful
drinking

Moderate

Other
comments
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A17
Drug Alcohol Rev. 2009 May;28(3):301-23. doi: 10.1111/j.1465-3362.2009.00071.x.The
effectiveness of brief alcohol interventions in primary care settings: a systematic
review.Kaner EF, Dickinson HO, Beyer F, Pienaar E, Schlesinger C, Campbell F, Saunders
JB, Burnand B, Heather N.
http://www.ncbi.nlm.nih.gov/pubmed/19489992
Systematic review
May 2009
Publication
Date
Region
International 1+ (well-conducted MA, SR, or RCTs with a low
risk of bias)
western style
countries
Moderate
Brief interventions can reduce alcohol consumption in Strength of
evidence
men, with benefit at a year after intervention, but
they are unproven in women for whom there is
insufficient research data.
Moderate
Longer counselling has little additional effect
over brief intervention.
Twenty-nine unique trials (reported in 39 papers) met the inclusion criteria for the review.
The primary meta-analysis included 22 RCT and evaluated outcomes in over 5800 patients.
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6.2

Sub-topic: Interventions to lower rates of smoking amongst young
people/adults
Search record

6.2.1

19 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
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outcomes)

B1
NICE Public Health Guidance. 2008 February. Smoking Cessation Services.
http://publications.nice.org.uk/smoking-cessation-services-ph10
Systematic review
Publication
Date
Region
1++ (high quality MA; or SR of RCTs; or RCT with very
low bias risk)
Brief interventions for smoking cessation involve
opportunistic advice, discussion, negotiation or
encouragement and referral to more intensive
treatment, where appropriate. They are delivered by
a range of primary and community care
professionals, typically in less than 10 minutes. The
package provided depends on a number of factors
including the individual's willingness to quit, how
acceptable they find the intervention and previous
methods they have used. It may include one or more
of the following:

Strength of
evidence

February 2008
International western style
countries
High

simple opportunistic advice
an assessment of the individual's commitment to quit
pharmacotherapy and/or behavioural support self-help
material
referral to more intensive support such as the NHS
Stop Smoking Service.
Individual behavioural counselling involves scheduled
face-to-face meetings between someone who smokes
and a counsellor trained in smoking cessation.
Typically, it involves weekly sessions over a period of
at least 4 weeks after the quit date and is normally
combined with pharmacotherapy

High

Group behaviour therapy involves scheduled
meetings where people who smoke receive
information, advice and encouragement and some

High
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form of behavioural intervention (for example,
cognitive behavioural therapy). This therapy is offered
weekly for at least the first 4 weeks of a quit attempt
(that is, for 4 weeks following the quit date). It is
normally combined with pharmacotherapy.
Smoking cessation advisers and healthcare
professionals may recommend and prescribe nicotine
replacement therapy (NRT), varenicline or bupropion
as an aid to help people to quit smoking, along with
giving advice, encouragement and support, or
referral to a smoking cessation service. Before
prescribing a treatment, they take into account the
person's intention and motivation to quit and how
likely it is they will follow the course of treatment.
They should also consider which treatments the
individual prefers, whether they have attempted to
stop before (and how), and if there are medical
reasons why they should not be prescribed particular
pharmacotherapies

High

Self-help materials comprise any manual or
structured programme, in written or electronic
format, that can be used by individuals in a quit
attempt without the help of health professionals,
counsellors or group support. Materials can be aimed
at anyone who smokes, particular populations (for
example, determined by age or ethnic group) or may
be interactively tailored to individual need.

High

Telephone counselling and quitlines provide
encouragement and support over the telephone to
anyone who smokes who wants to quit, or who has
recently quit. Counsellors can call the client (a
proactive service) or the client can call the service (a
reactive service).

High

Mass-media campaigns combine multiple types of
media, such as TV, radio and national newspaper
advertising. They can be used alone to encourage and
support quit attempts or combined with other
activities at local, regional and national levels.

High

Other
comments

ID
Citation
Web link
Type of
evidence
Quality of
study
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statements

B2
NICE Public Health Guidance. 2007 April. Workplace interventions to promote smoking
cessation.
Click here to enter text.
Systematic review
April 2007
Publication
Date
Region
International 1++ (high quality MA; or SR of RCTs; or RCT with very
low bias risk)
western style
countries
High
Interventions to promote smoking cessation for
Strength of
people in the workplace includes: Individual
evidence
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(note
population,
interventio
n and
outcomes)

behavioural counselling, Group behaviour therapy,
Pharmacotherapies, Self-help materials, Telephone
counselling and quitlines.
Employers should:
Publicise the interventions identified in this guidance
and make information on local stop smoking support
services widely available at work. This information
should include details on the type of help available,
when and where, and how to access the services.
Be responsive to individual needs and preferences.
Where feasible, and where there is sufficient demand,
provide on-site stop smoking support.
Allow staff to attend smoking cessation services
during working hours without loss of pay.
Develop a smoking cessation policy in collaboration with
staff and their representatives as one element of an
overall smokefree workplace policy
Employees who want to stop smoking should:

High

Contact local smoking cessation services, such as the
NHS Stop Smoking Services, for information, advice
and support.
Employees and their representatives should:
Encourage employers to provide advice, guidance
and support to help employees who want to stop
smoking.
All those offering smoking cessation services should:

High

Offer one or more interventions that have been
proven to be effective.
Ensure smoking cessation support and treatment is
delivered only by staff who have received training that
complies with the 'Standards for Training in Smoking
Cessation Treatments'
Ensure smoking cessation support and treatment is
tailored to the employee's needs and preferences,
taking into account their circumstances and offering
locations and schedules to suit them.
Managers of NHS Stop Smoking Services should:
Offer support to employers who want to help their
employees to stop smoking. Where appropriate and
feasible, provide support on the employer's premises.
If initial demand exceeds the resources available,
focus on the following:
small and medium-sized enterprises (SMEs)
enterprises where a high proportion of employees are
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High

on low pay
enterprises where a high proportion of employees are
from a disadvantaged background
enterprises where a high proportion of employees are
heavy smokers.
SHA's and PCTs should:

High

Ensure local NHS Stop Smoking Services are able to
respond to fluctuations in demand.
Other
comments
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B3
NICE Public Health Guidance. 2006 March. Brief interventions and referral for smoking
cessation
http://publications.nice.org.uk/brief-interventions-and-referral-for-smoking-cessation-ph1
March 2006
Systematic review
Publication
Date
Region
1++ (high quality MA; or SR of RCTs; or RCT with very
International low bias risk)
western style
countries
High
Strength of
Everyone who smokes should be advised to quit,
evidence
unless there are exceptional circumstances. People
who are not ready to quit should be asked to consider
the possibility and encouraged to seek help in the
future. If an individual who smokes presents with a
smoking-related disease, the cessation advice may be
linked to their medical condition.
People who smoke should be asked how interested
they are in quitting. Advice to stop smoking should be
sensitive to the individual's preferences, needs and
circumstances: there is no evidence that the 'stages
of change' model is more effective than any other
approach.

High

GPs should take the opportunity to advise all patients
who smoke to quit when they attend a consultation.
Those who want to stop should be offered a referral to
an intensive support service (for example, NHS Stop
Smoking Services). If they are unwilling or unable to
accept this referral they should be offered
pharmacotherapy in line with NICE technology
appraisal guidance no. 39 and additional support. The
smoking status of those who are not ready to stop
should be recorded and reviewed with the individual
once a year, where possible.

High

Nurses in primary and community care should advise
everyone who smokes to stop and refer them to an
intensive support service (for example, NHS Stop
Smoking Services). If they are unwilling or unable to

High
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accept this referral they should be offered
pharmacotherapy by practitioners with suitable
training, in line with NICE technology appraisal
guidance no. 39, and additional support. Nurses who
are trained NHS stop smoking counsellors may 'refer'
to themselves where appropriate. The smoking status
of those who are not ready to stop should be
recorded and reviewed with the individual once a
year, where possible.
All other health professionals, such as hospital
clinicians, pharmacists and dentists, should refer
people who smoke to an intensive support service
(for example, NHS Stop Smoking Services). If the
individual is unwilling or unable to accept this
referral, practitioners with suitable training should
offer a prescription of pharmacotherapy in line with
NICE technology appraisal guidance no. 39, and
additional support. Those who are trained NHS stop
smoking counsellors may 'refer' to themselves.
Where possible, the smoking status of those who are
not ready to stop should be recorded in clinical
records and reviewed with the individual once a year,
where possible.

High

Community workers should refer people who smoke to
an intensive support service (for example, NHS Stop
Smoking Services). Those who are trained NHS stop
smoking counsellors may 'refer' to themselves.
Strategic recommendations for policy makers,
commissioners and managers:

High

High

Strategic health authorities, NHS hospital trusts,
primary care trusts (PCTs), community pharmacies,
local authorities and local community groups should
review smoking cessation policies and practices to
take account of the recommendations in this
guidance.
Strategic recommendations for policy makers,
commissioners and managers:

High

Smoking cessation advice and support should be
available in community, primary and secondary care
settings for everyone who smokes. Local policy
makers and commissioners should target hard to
reach and deprived communities including minority
ethnic groups, paying particular attention to their
needs.
Strategic recommendations for policy makers,
commissioners and managers:
Monitoring systems should be set up to ensure health
professionals have access to information on the current
smoking status of their patients. This should
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High

include information on: a) the most recent occasion
on which advice to stop was given, b) the nature of
advice offered and c) the response to that advice.
Other
comments

ID
Citation

B4
Cochrane Database Syst Rev. 2012 Nov 14;11:CD008033. doi:
10.1002/14651858.CD008033.pub3.Reduction versus abrupt cessation in smokers
who want to quit.Lindson-Hawley N, Aveyard P, Hughes JR.

Web link

http://www.ncbi.nlm.nih.gov/pubmed/23152252
Systematic review

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

1++ (high quality MA; or SR of RCTs; or RCT with very
low bias risk)
Reducing cigarettes smoked before quit day and
quitting abruptly, with no prior reduction, produced
comparable quit rates, therefore patients can be
given the choice to quit in either of these ways.

Publication
Date
Region

Strength of
evidence

November 2012
International western style
countries
High

High
Reduction interventions can be carried out using selfhelp materials or aided by behavioural support, and
can be carried out with the aid of pre-quit NRT.
Ten studies were relevant for inclusion, with a total of 3760 participants included
in the meta-analysis.

ID
Citation

B5
Cochrane Database Syst Rev. 2012 Nov 14;11:CD006611. doi:
10.1002/14651858.CD006611.pub3.Mobile phone-based interventions for smoking
cessation.Whittaker R, McRobbie H, Bullen C, Borland R, Rodgers A, Gu V.

Web link

http://www.ncbi.nlm.nih.gov/pubmed/23152238
Systematic review

Type of
evidence

Publication
Date
Region

November 2012

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)

The current evidence shows a benefit of mobile
phone-based smoking cessation interventions on
long-term outcomes, though results were
heterogenous with findings from three of five
included studies crossing the line of no effect. The
studies included were predominantly of text
messaging interventions.

Other
comments

Our review currently includes five studies at overall low risk of bias with
over 9000 participants in total.
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B6
Cochrane Database Syst Rev. 2012 Nov 14;11:CD000146. doi:
10.1002/14651858.CD000146.pub4.Nicotine replacement therapy for smoking
cessation.Stead LF, Perera R, Bullen C, Mant D, Hartmann-Boyce J, Cahill K, Lancaster T.
http://www.ncbi.nlm.nih.gov/pubmed/23152200
Systematic review
November 2012
Publication
Date
Region
International - all
1++ (high quality MA; or SR of RCTs; or RCT with very
low bias risk)
High
All of the commercially available forms of NRT (gum,
Strength of
evidence
transdermal patch, nasal spray, inhaler and sublingual
tablets/lozenges) can help people who make a quit
attempt to increase their chances of successfully
stopping smoking.
High
NRTs increase the rate of quitting by 50 to
70%, regardless of setting.
High
The effectiveness of NRT appears to be largely
independent of the intensity of additional support
provided to the individual.
Provision of more intense levels of support, although
beneficial in facilitating the likelihood of quitting, is
not essential to the success of NRT.

High

Other
comments

Identified 150 trials; 117 with over 50,000 participants contributed to the primary
comparison between any type of NRT and a placebo or non-NRT control group

ID
Citation

B7
Cochrane Database Syst Rev. 2012 Oct 17;10:CD008286. doi:
10.1002/14651858.CD008286.pub2.Combined pharmacotherapy and behavioural
interventions for smoking cessation.Stead LF, Lancaster T.

Web link

http://www.ncbi.nlm.nih.gov/pubmed/23076944
Systematic review

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

1++ (high quality MA; or SR of RCTs; or RCT with very
low bias risk)
Interventions that combine pharmacotherapy and
behavioural support increase smoking cessation
success compared to a minimal intervention or usual
care.

Publication
Date
Region
Strength of
evidence

October 2012
International - all
High

Did not find strong evidence from indirect
comparisons that offering more intensive behavioural
support was associated with larger treatment effects
but this could be because intensive interventions are
less likely to be delivered in full.
Nicotine replacement therapy, bupropion and
nortriptyline and varenicline increase quit rates.

High

Group therapy, individual counselling and telephone
counselling have all been shown to be successful ways
of delivering behavioural support for cessation with
some support for individually tailored written self-help
materials

High
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High

Other
comments
ID
Citation

Web link
Type of
evidence
Quality of
study

Forty-one studies with a total of more than 20,000 participants met the inclusion criteria
B8
Cochrane Database Syst Rev. 2012 Aug 15;8:CD007072. doi:
10.1002/14651858.CD007072.pub2.Nicotine vaccines for smoking cessation.HartmannBoyce J, Cahill K, Hatsukami D, Cornuz J.
http://www.ncbi.nlm.nih.gov/pubmed/22895958
Systematic review
1++ (high quality MA; or SR of RCTs; or RCT with very
low bias risk)

Publication
Date
Region

International western style
countries
Moderate

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

There is currently no evidence that nicotine vaccines
enhance long-term smoking cessation.

Other
comments

Four trials which met inclusion criteria. 2642 smokers participated in the included
studies in this review.

ID
Citation

B9
Cochrane Database Syst Rev. 2012 Jun 13;6:CD004305. doi:
10.1002/14651858.CD004305.pub4.Healthcare financing systems for increasing the use of
tobacco dependence treatment.Reda AA, Kotz D, Evers SM, van Schayck CP.

Web link

http://www.ncbi.nlm.nih.gov/pubmed/22696341
Systematic review

Type of
evidence

The evidence available suggests nicotine vaccines
do not induce compensatory smoking or affect
withdrawal symptoms.

Moderate

Rates of serious adverse events recorded in the
two trials with full data available were low, and
the majority of adverse events reported were at
mild to moderate levels.

Moderate

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)

Full financial interventions directed at smokers when
compared to no financial interventions increase the
proportion of smokers who attempt to quit, use
smoking cessation treatments, and succeed in
quitting.
The absolute differences are small but the costs
per additional quitter are low to moderate.

Other
comments

Strength of
evidence

August 2012

Publication
Date
Region

Strength of
evidence

June 2012
International western style
countries
High

Moderate
We did not detect an effect on smoking cessation
from financial incentives directed at healthcare
providers.
11 trials involving financial interventions directed at smokers and healthcare providers.
Eight of the included studies were performed in the USA. The others were conducted in the
UK, Netherlands and Germany.
The methodological qualities of the included studies need to be taken into
consideration when interpreting the results.
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B10
Addiction. 2012 Jun;107(6):1066-73. doi: 10.1111/j.1360-0443.2011.03770.x. Epub
2012 Feb 28.Brief opportunistic smoking cessation interventions: a systematic review
and meta-analysis to compare advice to quit and offer of assistance.Aveyard P, Begh
R, Parsons A, West R.
http://www.ncbi.nlm.nih.gov/pubmed/22175545
Systematic review
June 2012
Publication
Date
Region
Choose an item
1+ (well-conducted MA, SR, or RCTs with a low
risk of bias)
Moderate
Strength of
Physicians may be more effective in promoting
evidence
attempts to stop smoking by offering assistance to all
smokers than by advising smokers to quit and offering
assistance only to those who express an interest in
doing so.
Moderate
Compared to no intervention, advice to quit on
medical grounds increased the frequency of quit
attempts, but not as much as behavioural support for
cessation or offering NRT.
There was strong evidence that offering either advice
to stop smoking or assistance with stopping were
effective in promoting quit attempts.

High

Offering assistance generated more quit attempts
than giving advice to quit on medical grounds.
There was evidence that medical advice increased the
success of quit attempts and inconclusive evidence
that offering assistance increased their success.
Thirteen studies were included.

Moderate
Moderate

B11
Am J Med. 2012 Jun;125(6):576-84. doi: 10.1016/j.amjmed.2011.09.028. Epub 2012 Apr
11.Alternative smoking cessation aids: a meta-analysis of randomized controlled trials. Tahiri
M, Mottillo S, Joseph L, Pilote L, Eisenberg MJ.
http://www.ncbi.nlm.nih.gov/pubmed/22502956
Meta analysis
June 2012
Publication
Date
Region
International - all
1++ (high quality MA; or SR of RCTs; or RCT with very
low bias risk)
Moderate
Results suggest that acupuncture may help smokers
Strength of
quit. The estimated mean treatment effect for
acupuncture (OR, 3.53; 95% confidence interval [CI],
1.03-12.07).
Results suggest that hypnotherapy may help smokers
quit. The estimated mean treatment effect for
hypnotherapy (OR, 4.55; 95% CI, 0.98-21.01).
Aversive smoking uses excessive smoke as an aversive
stimulus. Aversive smoking may help smokers quit;
however, there are no recent trials investigating this
intervention. The estimated mean treatment effect
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evidence

Moderate

Low

for aversive smoking (OR, 4.26; 95% CI, 1.26-14.38).
Other
comments

14 trials were identified; 6 investigated acupuncture (823 patients); 4 investigated
hypnotherapy (273 patients); and 4 investigated aversive smoking (99 patients).

ID
Citation

B12
Cochrane Database Syst Rev. 2012 May 16;5:CD001837. doi:
10.1002/14651858.CD001837.pub3.Interventions for smoking cessation in
hospitalised patients. Rigotti NA, Clair C, Munafò MR, Stead LF.

Web link

http://www.ncbi.nlm.nih.gov/pubmed/22592676
Systematic review

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

Other
comments

1++ (high quality MA; or SR of RCTs; or RCT with very
low bias risk)
High intensity behavioural interventions that begin
during a hospital stay and include at least one month
of supportive contact after discharge promote
smoking cessation among hospitalised patients. The
effect of these interventions was independent of the
patient's admitting diagnosis and was found in
rehabilitation settings as well as acute care hospitals.

Publication
Date
Region

May 2012

Strength of
evidence

High

International - all

There was no evidence of effect for interventions of
lower intensity or shorter duration to promote
smoking cessation among hospitalised patients.

Low

This update found that adding NRT to intensive
counselling significantly increases cessation rates
over counselling alone to promote smoking cessation
among hospitalised patients

Moderate

There is insufficient direct evidence to conclude that
adding bupropion or varenicline to intensive
counselling increases cessation rates over what is
achieved by counselling alone to promote smoking
cessation among hospitalised patients.
Fifty trials met the inclusion criteria.

Low

ID
Citation

B13
Cochrane Database Syst Rev. 2012 May 16;5:CD000214. doi:
10.1002/14651858.CD000214.pub2.Training health professionals in smoking cessation.
Carson KV, Verbiest ME, Crone MR, Brinn MP, Esterman AJ, Assendelft WJ, Smith BJ.

Web link

http://www.ncbi.nlm.nih.gov/pubmed/22592671
Systematic review

Type of
evidence
Quality of
study
Evidence
statements
(note
population,
interventio
n and

1++ (high quality MA; or SR of RCTs; or RCT with very
low bias risk)
Training health professionals to provide smoking
cessation interventions had a measurable effect on
the point prevalence of smoking, continuous
abstinence and professional performance. The one
exception was the provision of nicotine gum or
replacement therapy, which did not differ between
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Publication
Date
Region

May 2012

Strength of
evidence

High

International - all

outcomes)
Other
comments

groups.
seventeen included studies
11 were conducted in the USA, one in Canada, one in Taiwan, one in Scotland, one in the
United Kingdom (Lennox 1998), one in Switzerland and one in Germany

ID
Citation

B14
Cochrane Database Syst Rev. 2012 Apr 18;4:CD006103. doi:
10.1002/14651858.CD006103.pub6.Nicotine receptor partial agonists for smoking
cessation. Cahill K, Stead LF, Lancaster T.

Web link

http://www.ncbi.nlm.nih.gov/pubmed/22513936
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)

Cytisine was shown to be effective and affordable,
although absolute quit rates were modest.

Other
comments

Publication
Date
Region

April 2012

Strength of
evidence

Moderate

International - all

Varenicline at standard dose increased the chances of
successful long-term smoking cessation between twoand threefold compared with pharmacologically
unassisted quit attempts. Lower dose regimens also
conferred benefits for cessation, while reducing the
incidence of adverse events.

Moderate

More participants quit successfully with
varenicline than with bupropion.

Moderate

Two open-label trials of varenicline versus NRT
suggested a modest benefit of varenicline but
confidence intervals did not rule out equivalence.
Limited evidence suggests that varenicline may
have a role to play in relapse prevention.
The main adverse effect of varenicline is nausea, but
mostly at mild to moderate levels and tending to
subside over time.

Moderate

Varenicline: Possible links with serious adverse
events, with rates about one-third higher than in
those not using the drug.

Moderate

Low
Moderate

24 trials which met our inclusion criteria
two cytisine trials, covering 973 participants, 470 of whom took the active drug.
The evidence base includes 20 methodologically sound clinical trials, involving
more than 12,000 participants, 8023 of whom received varenicline.
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Citation
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B15
Pediatrics. 2012 Jan;129(1):141-52. doi: 10.1542/peds.2010-3209. Epub 2011
Dec 26.Parental smoking cessation to protect young children: a systematic
review and meta-analysis.Rosen LJ, Noach MB, Winickoff JP, Hovell MF.
http://www.ncbi.nlm.nih.gov/pubmed/22201152
Systematic review
Publication January 2012
Date

124

Quality of
study

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

Region

International - all

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

Interventions to achieve cessation among parents,
for the sake of the children, provide a worthwhile
addition to the arsenal of cessation approaches, and
can help protect vulnerable children from harm due
to tobacco smoke exposure.

Strength of
evidence

Moderate

Most parents do not quit, and additional strategies to
protect children are needed.

Moderate

Within Interventions to achieve cessation among
parents, subgroups with significant intervention
benefits were children aged 4 to 17 years,
interventions whose primary goal was cessation,
interventions that offered medications, and
interventions with high follow-up rates (>80%).
Interventions aimed at increasing parental cessation
to benefit children increase parental and maternal
quit rates.

Moderate

Finding of a 4% absolute difference (AD) between
parental quit rates in the intervention and control
groups compares reasonably well with absolute
differences from other recommended methods of
encouraging cessation, including brief physician
advice (AD = 2.5%), group counselling (AD = 3.1%),
and individual counselling (AD = 6.0%).

Moderate

Moderate

Other
comments

Eighteen trials were included
The trials were conducted in the United States, China, Norway, Scotland, Finland,
Italy, and Australia between 1987 and 2010.

ID
Citation

B16
Addiction. 2011 Oct;106(10):1819-26. doi: 10.1111/j.1360-0443.2011.03493.x. Epub
2011 Jul 27.Cost effectiveness of interventions to reduce relapse to smoking following
smoking cessation. Taylor M, Leonardi-Bee J, Agboola S, McNeill A, Coleman T.
http://www.ncbi.nlm.nih.gov/pubmed/21561499
Review (non-systematic)
October 2011
Publication
Date
Region
2++ (High quality SR of non-RCT studies; or high
International quality non-RCT studies with a very low bias risk and
western style
high probability of a causal relationship)
countries
N/A
Strength of
Bupropion, nicotine replacement therapy and
evidence
varenicline appear cost effective at preventing
relapse to smoking by smokers who are in quit
attempts and have recently become abstinent;
they have comparable cost effectiveness to
smoking cessation interventions.

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

Cohort simulation and sensitivity analyses combining cost and health service data with
systematic review estimates for the effectiveness of NRT, bupropion and varenicline
when used by abstinent quitters to prevent their relapse to smoking.
A hypothetical cohort of 1000 smokers who had recently initiated quit attempts
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quitters’) was assembled for a simulated ‘population cohort’ approach, with modelling in 6-monthly
cycles over cohort smokers’ life-times.

ID
Citation

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

Other
comments

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

B17
Am J Prev Med. 2012 Jun;42(6):655-62. doi: 10.1016/j.amepre.2012.02.013.Efficacy of
smoking-cessation interventions for young adults: a meta-analysis.Suls JM, Luger TM, Curry SJ,
Mermelstein RJ, Sporer AK, An LC.
http://www.ncbi.nlm.nih.gov/pubmed/22608385
June 2012
Meta analysis
Publication
1+ (well-conducted MA, SR, or RCTs with a low risk of
bias)
Although young adults tend to underutilize evidencebased cessation treatments, the current meta- analysis
showed that these treatments should be as effective for
young adults as they are for the general adult
population. Thus, it may be useful to focus on
motivating young adults to seek cessation treatment to
increase utilization.

Date
Region
Strength of
evidence

North America
Moderate

Among young adults, any type of intervention was
more effective in producing successful smoking
cessation than the control.

Moderate

When interventions were effective for the larger adult
sample, they were also effective for the younger adult
sample.

Moderate

Fourteen studies provided data

B18
The Cochrane Library. 2010 Jan. Tobacco cessation interventions for young people. Gill
Grimshaw, Alan Stanton
http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD003289.pub4/abstract
Systematic review
January 2010
Publication
Date
Region
International 1++ (high quality MA; or SR of RCTs; or RCT with very
low bias risk)
western style
countries
Moderate
Tobacco cessation interventions for young people:
Strength of
evidence
Complex approaches show promise, with some
persistence of abstinence (30 days point prevalence
abstinence or continuous abstinence at six months),
especially those incorporating elements sensitive to
stage of change and using motivational enhancement
and CBT.
Low
Tobacco cessation interventions for young people:
We await results of recent trials of Not on Tobacco
trials and more data is needed on sustained quitting
that allows for the episodic nature of much
adolescent smoking.
Tobacco cessation interventions for young people:
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Low

There were few trials with evidence about
pharmacological interventions (nicotine replacement
and bupropion), and none demonstrated
effectiveness for adolescent smokers. T

Other
comments

Low
Tobacco cessation interventions for young people :
There is not yet sufficient evidence to recommend
widespread implementation of any one model.
24 good quality studies (>5000 participants)
All trials but two (UK-based and in Australia) were based in North America.

ID

B19

Citation

2012 Feb;71(2):131-41. doi: 10.1016/j.maturitas.2011.11.019. Epub 2011 Dec 29.A review
of smoking cessation interventions for smokers aged 50 and older. Zbikowski SM, Magnusson
B, Pockey JR, Tindle HA, Weaver KE.
http://www.ncbi.nlm.nih.gov/pubmed/22209349
Systematic review
February 2012
Publication
Date
International - all
Region
1+ (well-conducted MA, SR, or RCTs with a low
risk of bias)
Moderate
Strength of
Smoking cessation interventions for smokers aged
evidence
50 and older: The quit rates from these studies and
the relative effectiveness of different intervention
approaches are consistent with the general smoking
cessation literature. However, in most studies,
treatment effects were of short duration, and
absolute quit rates were low, leaving the vast
majority of older smokers at high risk for smokingrelated health conditions.

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

Smoking cessation interventions for smokers aged 50
and older: In general, more intensive interventions
and those with combined approaches including
medications and follow-up counselling achieved the
best outcomes.
Based on analysis of 13 RCTs among smokers 50
years and older, we conclude that the published body
of evidence supports intervening with older smokers to
aid cessation.
Other
comments

13 RCTs met final eligibility criteria
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Moderate

Moderate

6.3

Sub-topic: Interventions to support primary prevention of smoking in children/
young adults
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
Web link
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evidence
Quality of
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statements
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population,
interventio
n and
outcomes)

C1
NICE Public Health Guidance. 2010 February. School-based interventions to prevent
smoking.
http://publications.nice.org.uk/school-based-interventions-to-prevent-smoking-ph23
Systematic review
February 2010
Publication
Date
1++ (high quality MA; or SR of RCTs; or RCT with very
low bias risk)
Organisation-wide or 'whole-school' approach.
Head teachers, school governors, teachers, support
staff and others who work with primary and
secondary schools and further education colleges
should:
Develop a whole-school or organisation-wide smokefree policy in consultation with young people and
staff. This should include smoking prevention
activities (led by adults or young people) and staff
training and development. The policy should take
account of children and young people's cultural,
special educational or physical needs. (For example,
large-print versions of information may be needed.)
Ensure the policy forms part of the wider healthy
school or healthy further education strategy on
wellbeing, sex and relationships education, drug
education and behaviour.
Apply the policy to everyone using the premises
(grounds as well as buildings), for any purpose, at any
time. Do not allow any areas in the grounds to be
designated for smoking (with the exception of
caretakers' homes, as specified by law).
Widely publicise the policy and ensure it is easily
accessible so that everyone using the premises is
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Region

Choose an item

Strength of
evidence

High

aware of its content. (This includes making a printed
version available.)
Ensure the policy supports smoking cessation in
addition to prevention, by making information on local
NHS Stop Smoking Services easily available to staff
and students. This should include details on the type
of help available, when and where, and how to access
the services.
Adult-led interventions.

High

Head teachers, school governors, teachers, support
staff and others who work with primary and
secondary schools and further education colleges
should:
Integrate information about the health effects of
tobacco use, as well as the legal, economic and social
aspects of smoking, into the curriculum.
Deliver interventions that aim to prevent the uptake of
smoking as part of PSHE (drugs education) and
activities related to Healthy Schools or Healthy
Further Education status. Link them to the wholeschool or organisation-wide smoke-free policy and
involve children and young people in their design.
Interventions should:
-be entertaining, factual and interactive
-be tailored to age and ability
-be ethnically, culturally and gender-sensitive and
non-judgemental
-aim to develop decision-making skills through active
learning techniques
-include strategies for enhancing self-esteem and
resisting the pressure to smoke from the media,
family members, peers and the tobacco industry
-include accurate information about smoking,
including its prevalence and its consequences:
tobacco use by adults and peers should be discussed
and challenged
-be delivered by teachers and higher-level teaching
assistants who are both credible and competent in the
subject, or by external professionals trained to work with
children and young people on tobacco issues.
Support tobacco education in the classroom with
additional 'booster' activities until school leaving age.
These might include school health fairs and guest
speakers.
Encourage parents and carers to become involved, for
example, by letting them know about class work or by

129

asking them to help with homework assignments.
Work with local partners involved in smoking
prevention and cessation activities to deliver
interventions. This could include local health
improvement services, regional tobacco policy leads,
local tobacco control alliances and NHS Stop Smoking
Services.
Peer-led interventions.

High

Head teachers, school governors, teachers and
support staff in secondary schools and others who
work with them, and young people should:
Consider offering evidence-based, peer-led
interventions aimed at preventing the uptake of
smoking such as the ASSIST (A Stop Smoking in
School Trial) programme. They should:
-link to relevant PSHE activities
-be delivered both in class and informally, outside the
classroom
-be led by young people nominated by the students
themselves (the peer leaders could be the same age
or older)
-ensure the peer leaders are trained outside school by
adults who have the appropriate expertise
-ensure peer leaders receive support from these
experts during the course of the programme -ensure
young people can consider and, if necessary,
challenge peer and family norms on smoking, discuss
the risks associated with it and the benefits of not
smoking.
Training and development.

High

Head teachers, school governors, public health
commissioners, teacher training bodies and providers of
continuing professional development should: Provide
training for all staff who will be involved in smoking
prevention work.
Work in partnership to design, deliver, monitor and
evaluate smoking prevention training and
interventions. Partners could include: national and
local education agencies, training agencies, local
authorities, the school nursing service, voluntary
sector organisations, local health improvement
services and universities.
Coordinated approach.

High

Government departments, school inspectorates,
school governing bodies and school commissioners,
Children's trusts, Local authorities, in particular,
children and young people's services, trading
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standards and environmental health officers,
Connexions or Integrated Youth Support Services,
Primary care trusts (PCTs) and regional and national
health commissioners, Local tobacco control alliances
should:
Ensure smoking prevention interventions in schools
and other educational establishments are part of a
local tobacco control strategy.
Ensure schools and other educational establishments
deliver evidence-based smoking prevention
interventions. These should be linked to their smokefree policy and consistent with regional and national
tobacco control strategies.
Ensure the interventions are integrated into the
curriculum, PSHE education and work associated with
Healthy Further Education and Healthy Schools status.
They should also follow the Healthy Schools
enhancement model.
Other
comments
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Citation
Web link
Type of
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C2
NICE Public Health Guidance. 2008 July. Preventing the uptake of smoking by children and
young people.
http://publications.nice.org.uk/preventing-the-uptake-of-smoking-by-children-and-youngpeople-ph14
Systematic review
July 2008
Publication
Date
Region
Choose an item
1++ (high quality MA; or SR of RCTs; or RCT with very
low bias risk)
High
Strength of
Mass-media interventions use a range of methods to
evidence
communicate a message. This can include local,
regional or national television, radio and
newspapers, and leaflets and booklets. It can also
include new media (communication via the Internet
or mobile phone). On the Internet, it can involve
anything from real-time streaming of information
and podcasts, to discussions with experts and the
use of social networking sites.
The aim of mass-media interventions is to reach large
numbers of people without being reliant on face-to-face
contact.
Mass Media: Campaign Development
Organisers and planners of national, regional and local
mass-media campaigns, Local and regional
commissioners and planners should:
Develop national, regional or local mass-media
campaigns to prevent the uptake of smoking among
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High

young people under 18. The campaigns should:
-be informed by research that identifies and
understands the target audiences
-consider groups which epidemiological data indicate
have higher than average or rising rates of smoking
-be developed in partnership with: national, regional
and local government and non-governmental
organisations, the NHS, children and young people,
media professionals (using their best practice),
healthcare professionals, public relations agencies
and local anti-tobacco activists.
The campaign(s) should not be developed in
conjunction with the tobacco industry.
Mass Media: Campaign Messages

High

Organisers and planners of national, regional and local
mass-media campaigns, Local and regional
commissioners and planners should:
Convey messages based on strategic research and
qualitative pre- and post-testing with the target
audiences. These could include messages that:
-elicit a strong, negative emotional reaction (for example,
loss, disgust, fear) while providing sources of further
information and support
-portray tobacco as a deadly product, not just as a
drug that is inappropriate for children and young
people to use
-use personal testimonials that children and young
people can relate to
-are presented by celebrities to whom children and
young people can relate (taking care to avoid
credibility and other problems)
-empower children and young people to refuse offers of
cigarettes
-include graphic images portraying smoking's
detrimental effect on health as well as appearance
(for example, its effect on the appearance of skin and
teeth).
Repeat the messages in a number of ways and
regularly update them to keep the audience's
attention.
Mass Media: Campaign Strategy

High

Organisers and planners of national, regional and local
mass-media campaigns, Local and regional
commissioners and planners should:
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Use a range of strategies as part of any campaign to
reduce the attractiveness of tobacco and contribute to
changing society's attitude towards tobacco use, so that
smoking is not considered the norm by any group.
Strategies could include:
-generating news by writing articles, commissioning
newsworthy research and issuing press releases
-using posters, brochures and other materials to
promote the campaign
-using opportunities arising from new media.
The campaign(s) should not be delivered in
conjunction with (or supported by) the tobacco
industry.
National campaigns should exploit the full range of
media used by children and young people, including
television advertising.
Regional and local campaigns should build on, and be
integrated with, a national communications strategy
to tackle tobacco use. Regional campaigns should use
regional press and radio (local campaigns should use
local press and radio) to reach specific audiences and
to get unpaid coverage in the press. They should also
use regional and local networks (as appropriate) to
generate as much publicity as possible.
Effective practice, including effective local and
regional media messages, should be shared locally,
regionally and nationally.
Campaigns should run for 3–5 years.
Use process and outcome measures to ensure
campaigns are being delivered correctly and
effectively.

Point-of-sales interventions take place at the point
where tobacco could be sold. Primarily, they aim to
deter shopkeepers from making illegal sales.
Illegal Sales
National government should support better
enforcement of existing legislation and ensure
enforcement efforts are sustained over a number of
years.
Illegal Sales
Local authorities and trading standards bodies should:
Ensure retailers are aware of legislation prohibiting
under-age tobacco sales.
Make it as difficult as possible for young people under
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High

High

High

18 to get cigarettes and other tobacco products.
Ensure owners of vending machines and those who
have them on their premises take all reasonable
precautions to prevent under-age tobacco sales, in
accordance with the law.
Give practical advice on how to avoid illegal sales via
vending machines.
Work with other agencies to identify areas where
under-age tobacco sales are a particular problem.
Work with the Local Better Regulation Office to improve
inspection and enforcement activities related to illegal
tobacco sales.
Assess whether an advocacy campaign is needed to
support enforcement.
Actively discourage use of enforcement and related
campaigns developed by the tobacco industry.
Ensure efforts to reduce illegal tobacco sales by
retailers are sustained.
Other
comments
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Citation
Web link
Type of
evidence
Quality of
study
Evidence
statements
(note
population,
interventio
n and
outcomes)

Other
comments

C3
J Sch Health. 2012 Jan;82(1):21-7. doi: 10.1111/j.1746-1561.2011.00663.x.Systematic review of
social network analysis in adolescent cigarette smoking behavior. Seo DC, Huang V.
http://www.ncbi.nlm.nih.gov/pubmed/22142171
Systematic review
January 2012
Publication
Date
Region
Choose an item
1+ (well-conducted MA, SR, or RCTs with a low risk of
bias)
Moderate
Strength of
Studies identified peer group social positions as a
evidence
contributing factor to adolescent smoking.
Adolescents whose social positions were clique
members showed lower-than-average smoking rates.
Adolescents whose social positions were isolates
showed higher-than average smoking rates.
Moderate
Given that the vast majority of current adult smokers
started their smoking habits during adolescence,
adolescent smoking prevention efforts will likely benefit
from incorporating social network analytic approaches
and focusing the efforts on isolates and other
vulnerable adolescents from a peer selection and
influence perspective.
A total of 28,263 adolescents from 10 different social network analysis studies were included in
this review.
The findings of this review study are limited in terms of providing dynamic interactions in the peer
group structure.
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ID
Citation

C4
Cochrane Database Syst Rev. 2010 Nov 10;(11):CD001006. doi:
10.1002/14651858.CD001006.pub2.Mass media interventions for preventing smoking in
young people. Brinn MP, Carson KV, Esterman AJ, Chang AB, Smith BJ.

Web link

http://www.ncbi.nlm.nih.gov/pubmed/21069667
Systematic review

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

1++ (high quality MA; or SR of RCTs; or RCT with very
low bias risk)
There is some evidence that mass media can prevent
the uptake of smoking in young people, however the
evidence is not strong and contains a number of
methodological flaws.

Publication
Date
Region

Strength of
evidence

November 2010
International western style
countries
Low

Three out of seven studies concluded that mass media
reduced the smoking behaviour of young people. All of
the effective campaigns had a solid theoretical basis,
used formative research in designing the campaign
messages, and message broadcast was of reasonable
intensity over extensive periods of time.

Other
comments

Seven out of a total of 84 studies reporting information about mass media
smoking campaigns met all of the inclusion criteria.
6 USA 1 Norway

ID
Citation

C5

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

J Sch Health. 2009 Sep;79(9):391-9. doi: 10.1111/j.1746-1561.2009.00426.x.What works
to prevent adolescent smoking? A systematic review of the National Cancer Institute's
Research-Tested Intervention Programs. Sherman EJ, Primack BA.
http://www.ncbi.nlm.nih.gov/pubmed/19691713
Systematic review
September 2009
Publication
Date
Choose an item
Region
1+ (well-conducted MA, SR, or RCTs with a low
risk of bias)
Moderate
Strength of
New school-based programs are needed to address
evidence
current issues in tobacco control. To improve
chances of success, these programs may wish to
target certain specific high-risk demographic groups,
use professional health educators and/or trained
community members, and build in methods of
updating material.
18 studies met the NCI's standards for RTIPs preventing smoking among adolescents.
After selection criteria were applied, only 5 programs remained.
No full doc- just summary.
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C6
Int J Environ Res Public Health. 2009 Apr;6(4):1485-514. doi: 10.3390/ijerph6041485. Epub
2009 Apr 20.Preventing smoking in young people: a systematic review of the impact of access
interventions. Richardson L, Hemsing N, Greaves L, Assanand S, Allen P, McCullough L, Bauld L,
Humphries K, Amos A
http://www.ncbi.nlm.nih.gov/pubmed/19440530
Systematic review
April 2009
Publication
Date
Region
1+ (well-conducted MA, SR, or RCTs with a low risk of
International bias)
western style
countries
Moderate
Strength of
When access restriction interventions are applied in a
evidence
comprehensive manner, they can affect young people's
access to tobacco.
Moderate
Lack of enforcement and the ability of youth to acquire
cigarettes from social sources may undermine the
effectiveness of access restriction interventions.

Other
comments

While the literature search was international in scope, the majority of the articles identified
within this review referred to US specific interventions or laws/restrictions. Since the
demographics of participants in US studies differ to the demographics of young people in
other countries, it is not clear whether all findings are applicable to youth in a variety of
global contexts. Yet some general lessons, such as the usefulness of comprehensive tobacco
control interventions, will likely be applicable to a variety of contexts.
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Citation

C7

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

Other
comments

Tob Control. 2008 Oct;17(5):301-2. doi: 10.1136/tc.2007.024281. Epub 2008 Jun 3.Longterm effectiveness of behavioural interventions to prevent smoking among children and
youth. Müller-Riemenschneider F, Bockelbrink A, Reinhold T, Rasch A, Greiner W, Willich SN.
http://www.ncbi.nlm.nih.gov/pubmed/18522963
Systematic review
Publication
Click here to enter a
Date
date.
International - all
1+ (well-conducted MA, SR, or RCTs with a low risk of
Region
bias)
Moderate
Strength of
The present work identified moderate evidence for
evidence
the effectiveness of behavioural interventions to
prevent smoking among children and youth.
Low
Evidence for the effectiveness of school-based
interventions alone in reducing smoking rates among
children and youth was inconclusive.
Moderate
There was evidence for the effectiveness of
community-based interventions in reducing smoking
rates among children and youth.
Moderate
There was evidence for the effectiveness of multisectorial interventions in reducing smoking rates
among children and youth.
Of 3555 articles, 35 studies met the inclusion criteria.
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comments

C8
Prev Med. 2008 Apr;46(4):289-97. Epub 2007 Oct 18.Effective practices for school-based
tobacco use prevention.Dobbins M, DeCorby K, Manske S, Goldblatt E.
http://www.ncbi.nlm.nih.gov/pubmed/18093639
Systematic review
April 2008
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 school-based tobacco use
evidence
prevention programs are largely effective for most
tobacco use related outcomes, at least in the short
term.

The search strategy identified 10,163 titles. Of those, 92 were judged to be potentially
relevant and assessed for relevance. Of these, 31 were judged as relevant.
Of the thirty-one reviews assessed for methodological quality, nine were rated strong, three
moderate, and nineteen weak.
Also expert opinion and focus groups.

ID
Citation

C9

Web link

http://www.ncbi.nlm.nih.gov/pubmed/17253511
Systematic review

Type of
evidence

Cochrane Database Syst Rev. 2007 Jan 24;(1):CD004493.Family-based programmes for
preventing smoking by children and adolescents. Thomas RE, Baker P, Lorenzetti D.

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)

It is not possible to draw firm conclusions from the
current evidence base about the efficacy of family
interventions to prevent adolescent smoking, or
whether the interventions are intense enough to
produce a sustained effect.

Other
comments

Some well-executed RCTs show family interventions
may prevent adolescent smoking, but RCTs which
were less well executed had mostly neutral or negative
results.

Publication
Date
Region

January 2007

Strength of
evidence

Moderate

International - all

Moderate

19 RCTs of family interventions to prevent smoking.
Identified five RCTs in Category 1 (minimal risk of bias on all counts); nine in Category 2 (a
risk of bias in one or more areas); and five in Category 3 (risks of bias in design and execution
such that reliable conclusions cannot be drawn from the study).
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ID
Citation
Web link

C10
MCN Am J Matern Child Nurs. 2005 Nov-Dec;30(6):366-72.Effectiveness of
adolescent smoking prevention strategies. Krowchuk HV.
http://www.ncbi.nlm.nih.gov/pubmed/16260941

Type of
evidence
Quality of
study

Review (non-systematic)

Publication
Date

December 2005

2+ (well conducted non-RCT studies with a low bias
risk and moderate probability of a causal relationship)

Region

International - all

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

This review demonstrates that interventions for
tobacco use prevention in adolescents are most
effective when the interventions are designed
based on the constructs of social influence.

Strength of
evidence

Low

Other
comments

This review demonstrates that interventions for
tobacco use prevention in adolescents are most
effective when the interventions are begun in early
adolescence when susceptibility to smoking is
highest.

Low

This review demonstrates that interventions for
tobacco use prevention in adolescents are most
effective when the interventions are comprehensive
multi setting interventions that deliver ageappropriate antismoking messages in clinical settings,
schools, and the community.

Low

This review demonstrates that interventions for
tobacco use prevention in adolescents are most
effective when the interventions are culturally
sensitive.

Low

Low
This review demonstrates that interventions for
tobacco use prevention in adolescents are most
effective when the interventions are periodically
repeated to extend their effectiveness.
Article summarizes the adolescent tobacco-use prevention interventions, discusses those
that have demonstrated effectiveness in preventing tobacco use among adolescents, and
suggests how the interventions can be incorporated into nursing practice with teens.

ID
Citation

C11
Health Educ Behav. 2004 Dec;31(6):702-19.A meta-analysis of adolescent psychosocial
smoking prevention programs published between 1978 and 1997 in the United
States.Hwang MS, Yeagley KL, Petosa R.

Web link
Type of
evidence
Quality of
study

http://www.ncbi.nlm.nih.gov/pubmed/15539543
Meta analysis

Evidence
statement
s (note
population,
interventio
n and

Publication
Date

December 2004

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

Region

North America

Among adolescent psychosocial smoking prevention
programs, knowledge had the highest effect sizes
(.53) at short-term (≤ 1 year) but rapidly decreased
(.19) at long-term (> 1 year).

Strength of
evidence

Moderate

Among adolescent psychosocial smoking prevention
programs, behavioural effect was the most
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Moderate

outcomes)
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meaningful, being persistent over a 3-year period
(.19 at ≤ 1 year; .18 at 1 to 3 years).
Among adolescent psychosocial smoking prevention
Moderate
programs, adolescent smoking reduction rates were
increased by using either cognitive behaviour or life
skills program modalities, and/or a schoolcommunity-incorporated program setting.
The present study examined 65 adolescent psychosocial smoking prevention programs (1978
to 1997) among students in Grades 6 to 12 in the United States.

C12
Cochrane Database Syst Rev. 2011 Jul 6;(7):CD001291. doi:
10.1002/14651858.CD001291.pub2.Community interventions for preventing smoking in
young people.Carson KV, Brinn MP, Labiszewski NA, Esterman AJ, Chang AB, Smith BJ.
http://www.ncbi.nlm.nih.gov/pubmed/21735383
Systematic review
July 2011
Publication
1++ (high quality MA; or SR of RCTs; or RCT with very
low bias risk)
There is some evidence to support the effectiveness
of community interventions in reducing the uptake
of smoking in young people, but the evidence is not
strong and contains a number of methodological
flaws

The following programme characteristics could be
considered by individuals involved in planning future
community programmes:
• build upon elements of existing programmes
(particularly those including multi-component school
based interventions, parental involvement,
intervention duration longer than 12 months and
based on the social influences or social learning
theory model), that have been shown to be effective
rather than repeating methods that have achieved
limited success;
• programmes need to be flexible to the variability
between communities so that the different
components of a given programme can be modified to
achieve acceptability;
• developmental work with representative samples
of
those individuals to be targeted should be carried
out so that appropriate messages and activities can
be implemented;
• programme messages and activities should be
guided by a combination of theoretical constructs
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Date
Region
Strength of
evidence

International - all
Low

Low

about how behaviours are acquired and maintained;
• community activities must reach the intended
audience if they are to stand any chance of success of
influencing the behaviour of that audience;
• consider the use of community leader involvement
in the planning, development and ongoing
implementation of community programmes, mass
media as a source of message delivery, the use of
peers as role models and specific programme
components for boys and girls separately.
Other
comments

Twenty-five studies were included in the review.
Seventeen studies originated from the United States of America, three from Australia, two from
the United Kingdom and one each from India and Finland. One study (De Vries 2003) included
six countries (Denmark, Finland, Netherlands, Portugal, Spain and the United
Kingdom).
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6.4

Sub-topic: Interventions to support people to change behaviour (all ages)
Search record

6.4.1

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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D1
NICE Public Health Guidance. 2007 October. Behaviour Change.
http://publications.nice.org.uk/behaviour-change-ph6
Systematic review
Publication
Date
Region
1++ (high quality MA; or SR of RCTs; or RCT with very
low bias risk)
Summary:
Strength of
evidence
Plan carefully interventions and programmes aimed at
changing behaviour, taking into account the local and
national context and working in partnership with
recipients. Interventions and programmes should be
based on a sound knowledge of community needs and
should build upon the existing skills and resources within
a community.

October 2007
UK
High

Equip practitioners with the necessary competencies
and skills to support behaviour change, using
evidence-based tools. (Education providers should
ensure courses for practitioners are based on
theoretically informed, evidence-based best practice.)
Evaluate all behaviour change interventions and
programmes, either locally or as part of a larger project.
Wherever possible, evaluation should include an
economic component.
Work in partnership with individuals, communities,
organisations and populations to plan interventions and
programmes to change health-related behaviour.
Prioritise interventions and programmes that:
are based on the best available evidence of efficacy
and cost effectiveness
can be tailored to tackle the individual beliefs,
attitudes, intentions, skills and knowledge associated
with the target behaviours
are developed in collaboration with the target
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High

High

population, community or group and take account of
lay wisdom about barriers and change (where
possible)
are consistent with other local or national
interventions and programmes (where they are based
on the best available evidence)
use key life stages or times when people are more
likely to be open to change (such as pregnancy,
starting or leaving school and entering or leaving the
workforce)
include provision for evaluation.
Assess social context.
Identify and attempt to remove social, financial and
environmental barriers that prevent people from
making positive changes in their lives, for example, by
tackling local poverty, employment or education
issues.

High

Consider in detail the social and environmental context
and how it could impact on the effectiveness of the
intervention or programme.
Support structural improvements to help people who
find it difficult to change, or who are not motivated.
These improvements could include changes to the
physical environment or to service delivery, access
and provision.
Education and training.

High

Provide training and support for those involved in
changing people's health-related behaviour so that
they can develop the full range of competencies
required. These competencies include the ability to:
-identify and assess evidence on behaviour change
-understand the evidence on the psychological, social,
economic and cultural determinants of behaviour
-interpret relevant data on local or national needs and
characteristics
-design, implement and evaluate interventions and
programmes
-work in partnership with members of the target
population(s) and those with local knowledge.
Appropriate national organisations (for example, the
Faculty of Public Health, the British Psychological
Society, the Chartered Institute of Environmental
Health and the Nursing and Midwifery Council) should
consider developing standards for these competencies
and skills. The standards should take into account the
different roles and responsibilities of
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practitioners working both within and outside the
NHS.
Ensure fair and equitable access to education and
training, to enable practitioners and volunteers who
help people to change their health-related behaviour to
develop their skills and competencies.
Review current education and training practice in this
area, and disinvest in approaches that lack supporting
evidence.
Individual-level interventions and programmes.

High

Select interventions that motivate and support people
to:
-understand the short, medium and longer-term
consequences of their health-related behaviours, for
themselves and others
-feel positive about the benefits of health-enhancing
behaviours and changing their behaviour
-plan their changes in terms of easy steps over time
-recognise how their social contexts and relationships
may affect their behaviour, and identify and plan for
situations that might undermine the changes they are
trying to make
-plan explicit 'if–then' coping strategies to prevent
relapse
-make a personal commitment to adopt healthenhancing behaviours by setting (and recording) goals
to undertake clearly defined behaviours, in particular
contexts, over a specified time
-share their behaviour change goals with others.
Community-level interventions and programmes.
Invest in interventions and programmes that
identify and build on the strengths of individuals
and communities and the relationships within
communities. These include interventions and
programmes to:
-promote and develop positive parental skills and
enhance relationships between children and their
carers
-improve self-efficacy
-develop and maintain supportive social networks and
nurturing relationships (for example, extended kinship
networks and other ties)
-support organisations and institutions that offer
opportunities for local people to take part in the
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High

planning and delivery of services
-support organisations and institutions that promote
participation in leisure and voluntary activities
-promote resilience and build skills, by promoting
positive social networks and helping to develop
relationships
-promote access to the financial and material
resources needed to facilitate behaviour change.
Population-level interventions and programmes.
Deliver population-level policies, interventions and
programmes tailored to change specific, healthrelated behaviours. These should be based on
information gathered about the context, needs and
behaviours of the target population(s). They could
include:
-fiscal and legislative interventions
-national and local advertising and mass media
campaigns (for example, information campaigns,
promotion of positive role models and general
promotion of health-enhancing behaviours)
-point of sale promotions and interventions (for
example, working in partnership with private sector
organisations to offer information, price reductions or
other promotions).
Ensure population-level interventions and
programmes aiming to change behaviour are
consistent with those delivered to individuals and
communities.
Ensure interventions and programmes are based on the
best available evidence of effectiveness and cost
effectiveness.
Ensure the risks, costs and benefits have been
assessed for all target groups.
Evaluating effectiveness.

High

Ensure funding applications and project plans for
new interventions and programmes include specific
provision for evaluation and monitoring.
Ensure that, wherever possible, the following
elements of behaviour change interventions and
programmes are evaluated using appropriate process
or outcome measures:
-effectiveness
-acceptability
-feasibility
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-equity
-safety.
Assessing cost effectiveness.

High

Collect data for cost-effectiveness analysis, including
quality of life measures. Where practicable, estimate
the cost savings (if any) when researching or
evaluating behaviour change interventions and
programmes. This is particularly pertinent for
research:
-on mid- to long-term behaviour change
-comparing the effectiveness and efficiency of
interventions and programmes delivered to different
population groups (for example, low- versus highincome groups, men versus women, young versus
older people)
-comparing the cost effectiveness of primary
prevention versus clinical treatment for behaviourrelated diseases
Other
comments
ID
Citation
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evidence
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outcomes)

D2
Cancer Care Research Centre. 2006 May. A REVIEW OF THE EFFECTIVENESS OF
INTERVENTIONS, APPROACHES AND MODELS AT INDIVIDUAL, COMMUNITY AND
POPULATION LEVEL THAT ARE AIMED AT CHANGING HEALTH OUTCOMES THROUGH
CHANGING KNOWLEDGE ATTITUDES AND BEHAVIOUR. Jepson, Harris, MacGillivray,
Kearney, Rowa-Dewar.
http://www.nice.org.uk/nicemedia/live/11868/44521/44521.pdf
Systematic review
May 2006
Publication
Date
Region
UK
1++ (high quality MA; or SR of RCTs; or RCT with very
low bias risk)
High
Underpins D1 NICE Guidance- supports
Strength of
D1 statements above.
evidence

Other
comments
ID
Citation

Web link
Type of

D3
BMC Public Health. 2010 Sep 8;10:538. doi: 10.1186/1471-2458-10-538.The effectiveness
of interventions to change six health behaviours: a review of reviews .Jepson RG, Harris FM,
Platt S, Tannahill C.
http://www.ncbi.nlm.nih.gov/pubmed/20825660
Systematic review
Publication
September 2010
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evidence
Quality of
study

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

Evidence
statements
(note
population,
interventio
n and
outcomes)

Interventions that were most effective across a range
of health behaviours included physician advice or
individual counselling, and workplace- and schoolbased activities.
Generally evidence related to short-term effects
rather than sustained/longer-term impact..

Other
comments

ID
Citation

Web link
Type of
evidence
Quality of
study
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statements
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outcomes)

Other
comments

Mass media campaigns and legislative interventions
showed small to moderate effects in changing health
behaviours.
Generally evidence related to short-term effects
rather than sustained/longer-term impact.
There was a relative lack of evidence on how best to
address inequalities.
Included 103 reviews published between 1995 and 2008.

Date
Region
Strength of
evidence

International - all
High

Moderate

Low

D4
J Med Internet Res. 2011 Feb 14;13(1):e17. doi: 10.2196/jmir.1367.Online interventions for
social marketing health behavior change campaigns: a meta-analysis of psychological
architectures and adherence factors.Cugelman B, Thelwall M, Dawes P.
http://www.ncbi.nlm.nih.gov/pubmed/21320854
Meta analysis
February 2011
Publication
Date
International - all
Region
1+ (well-conducted MA, SR, or RCTs with a low risk of
bias)
Moderate
Strength of
Findings demonstrate that online interventions have
evidence
the capacity to influence voluntary behaviours, such as
those routinely targeted by social marketing
campaigns.
The overall impact of online interventions across all
studies was small but statistically significant.
Given the high reach and low cost of online
technologies, the stage may be set for increased
public health campaigns that blend interpersonal
online systems with mass-media outreach. Such a
combination of approaches could help individuals
achieve personal goals that, at an individual level,
help citizens improve the quality of their lives and at a
state level, contribute to healthier societies.

Moderate

Moderate
Time proved to be a critical factor, with shorter
interventions generally achieving larger impacts and
greater adherence.
In total, 29 papers describing 30 interventions were included in the primary meta-analysis, with
an 2 additional studies qualifying for the adherence analysis.
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Other
comments

D5
J Med Internet Res. 2012 Nov 14;14(6):e152. doi: 10.2196/jmir.2104.Persuasive system
design does matter: a systematic review of adherence to web-based interventions .Kelders
SM, Kok RN, Ossebaard HC, Van Gemert-Pijnen JE.
http://www.ncbi.nlm.nih.gov/pubmed/23151820
November 2012
Systematic review
Publication
Date
International - all
Region
1+ (well-conducted MA, SR, or RCTs with a low
risk of bias)
Moderate
Strength of
A substantial amount of variance in adherence to
evidence
web-based interventions can be explained using
intervention characteristics and persuasive
technology elements.
Moderate
Although there are differences between health care
areas on intervention characteristics, health care area
per se does not predict adherence. Rather, the
differences in technology and interaction predict
adherence.
Included 101 articles on 83 interventions

ID
Citation

D6

Web link
Type of
evidence

http://www.ncbi.nlm.nih.gov/pubmed/20558196
Meta analysis

Quality of
study

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

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

This study demonstrates that computer-tailored
interventions have the potential to improve health
behaviours.
Clinically and statistically significant overall effect sizes
were found across each of four behaviours (smoking
cessation, physical activity, eating a healthy diet, and
receiving regular mammography screening).

Prev Med. 2010 Sep-Oct;51(3-4):214-21. doi: 10.1016/j.ypmed.2010.06.004. Epub 2010 Jun
15.A meta-analysis of computer-tailored interventions for health behavior change.Krebs P,
Prochaska JO, Rossi JS.

While effect sizes decreased after completion of
computer-tailored interventions for health behaviour
change, dynamically tailored interventions were
found to have increased efficacy over time as
compared with tailored interventions based on one
assessment only.

Other
comments

Publication
Date
Region

Strength of
evidence

October 2010
International western style
countries
Moderate

Moderate

Moderate
Study effects of computer-tailored interventions for
health behaviour change did not differ across
communication channels nor decline when up to
three behaviours were identified for intervention
simultaneously.
88 computer-tailored interventions published between 1988 and 2009.
The majority of studies were conducted in the United States (72.7%),with 21.6% in Europe
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and the rest in Australia and New Zealand.
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Other
comments

D7
Health Promot Int. 2010 Jun;25(2):248-57. doi: 10.1093/heapro/daq012. Epub 2010 Mar
18.How can health promotion interventions be adapted for minority ethnic communities? Five
principles for guiding the development of behavioural interventions. Netto G, Bhopal R,
Lederle N, Khatoon J, Jackson A.
http://www.ncbi.nlm.nih.gov/pubmed/20299500
June 2010
Systematic review
Publication
Date
Region
1+ (well-conducted MA, SR, or RCTs with a low risk of
International bias)
western style
countries
Moderate
Strength of
To adapt behavioural interventions for minority ethnic
evidence
communities use community resources to publicize the
intervention and increase accessibility.
Moderate
To adapt behavioural interventions for minority ethnic
communities identify and address barriers to access
and participation.
Moderate
To adapt behavioural interventions for minority
ethnic communities develop communication
strategies which are sensitive to language use and
information requirements.
Moderate
To adapt behavioural interventions for minority
ethnic communities work with cultural or religious
values that either promote or hinder behavioural
change.
Moderate
To adapt behavioural interventions for minority ethnic
communities accommodate varying degrees of cultural
identification.
Seventeen papers met inclusion and quality criteria
Studies in the review were evaluations of health promotion interventions which targeted
Pakistanis, Chinese and Indian communities, in countries where they were a minority, that is,
Europe, USA, Australia and South Africa.

ID
Citation

D8

Web link

http://www.ncbi.nlm.nih.gov/pubmed/19386612
Systematic review

Type of
evidence
Quality of
study
Evidence
statements
(note
population,

J Epidemiol Community Health. 2009 Aug;63(8):610-22. doi: 10.1136/jech.2008.078725.
Epub 2009 Apr 21.Low-income groups and behaviour change interventions: a review of
intervention content, effectiveness and theoretical frameworks. Michie S, Jochelson K,
Markham WA, Bridle C.

1+ (well-conducted MA, SR, or RCTs with a low risk of
bias)
This review shows that behaviour change
interventions, particularly those with fewer
techniques, can be effective in low-income groups.
There is a lack of evidence to draw on in informing
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Publication
Date
Region

Strength of
evidence

August 2009
International western style
countries
Moderate

Low

interventio
n and
outcomes)

the design of interventions for disadvantaged groups.

Other
comments

Of the 13 studies included in the review, three were conducted in the United Kingdom, one
in Canada, eight in the USA and one in the Netherlands.

ID
Citation

D9
Obes Rev. 2012 Dec;13(12):1148-71. doi: 10.1111/j.1467-789X.2012.01029.x. Epub 2012
Sep 13.Nurse delivered lifestyle interventions in primary health care to treat chronic disease risk
factors associated with obesity: a systematic review. Sargent GM, Forrest LE, Parker RM.
http://www.ncbi.nlm.nih.gov/pubmed/22973970
Systematic review
December 2012
Publication
Date
Region
1+ (well-conducted MA, SR, or RCTs with a low
International risk of bias)
western style
countries

Web link
Type of
evidence
Quality of
study

Strength of
evidence

Low

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

The evidence supports the effectiveness of lifestyle
interventions delivered by nurses in PHC to affect
positive changes on outcomes associated with the
prevention of chronic disease including: weight, blood
pressure, cholesterol, dietary and physical activity
behaviours, patient satisfaction, readiness for change
and quality of life.

Other
comments

Thirty-one articles describing 28 studies were analysed
Studies involved a total of 10,759 participants and took place in the United Kingdom (n = 9),
United States (n = 13), Finland (n = 4), the Netherlands (n = 1) and New Zealand (n = 1).
The strength of recommendations is limited by the small number of studies within each
comparison group and the high risk of bias of the majority of studies.
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D10
Medicina (Kaunas). 2008;44(10):745-50.Preventing chronic disease risk factors:
rationale and feasibility.Jordan CO, Slater M, Kottke TE.
http://www.ncbi.nlm.nih.gov/pubmed/19001832
Systematic review
Publication
January 2008
Date
Region
1+ (well-conducted MA, SR, or RCTs with a low
International risk of bias)
western style
countries
High
Strength of
There is strong evidence for at least modest
evidence
intervention effects for each of the four predominant
risk factors for chronic disease: physical inactivity,
poor nutrition, smoking, and hazardous drinking.
The interventions that are effective in producing
chronic disease risk factor behaviour change are
diverse in nature, included a health risk assessment
(HRA), tailored face-to-face counselling, phone
counselling, and computerized feedback.
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Moderate

Computer-based health behaviour assessment with
feedback and education was documented to be an
effective method of determining behaviour, assessing
participant interest in behaviour change and
delivering interventions.

Moderate

Some programs have documented reduced health care
costs associated with chronic disease risk factor
prevention intervention.

Moderate

Other
comments

ID
Citation

D11

Web link
Type of
evidence

http://www.ncbi.nlm.nih.gov/pubmed/19135907
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)

SMS-delivered interventions have positive short-term
behavioural outcomes.

Am J Prev Med. 2009 Feb;36(2):165-73. doi: 10.1016/j.amepre.2008.09.040.Behavior change
interventions delivered by mobile telephone short-message service. Fjeldsoe BS, Marshall AL,
Miller YD.

Intervention initiation (researcher or participant), SMS
dialogue initiation, tailoring of SMS content, and
interactivity were found to be important features of SMSdelivered interventions.
Of 33 studies identified, 14 met the inclusion criteria.

ID
Citation

D12

Quality of
study
Evidence
statements
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interventio
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outcomes)

February 2009

Strength of
evidence

Moderate

International - all

Positive behaviour change outcomes were observed in
13 of the 14 reviewed studies.

Other
comments

Web link
Type of
evidence

Publication
Date
Region

Moderate

BMC Fam Pract. 2012 Jun 1;13:49.A systematic review of interventions in primary care to
improve health literacy for chronic disease behavioral risk factors.Taggart J, Williams A,
Dennis S, Newall A, Shortus T, Zwar N, Denney-Wilson E, Harris MF.
http://www.ncbi.nlm.nih.gov/pubmed/22656188
Systematic review
June 2012
Publication
Date
Region
1+ (well-conducted MA, SR, or RCTs with a low risk of
International bias)
western style
countries
Strength of
Moderate
Group and individual interventions of varying
evidence
intensity in primary health care and community
settings are useful in supporting sustained change in
health literacy for change in behavioural risk factors.
Certain aspects of risk behaviour may be better
handled in clinical settings while others more
effectively in the community.
The likelihood of interventions being effective did not
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Moderate

Moderate

appear to be related to the intensity of
the intervention.
Effective interventions may target multiple
behaviours (such as both physical activity and diet)
without compromising their effectiveness.

Other
comments

Moderate

Moderate
More interventions in primary health care than
the community were effective in supporting
smoking cessation whereas the reverse was true
for diet and physical activity interventions.
52 studies were included
Studies were from the US (n = 30), Australia/ New Zealand (n = 4) and other OECD
countries (n = 18).
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6.5

Sub-topic: Interventions to promote physical activity (all ages)
Search record

6.5.1

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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E1
NICE Public Health Guidance. 2008 January. Physical Activity and the Environment.
http://publications.nice.org.uk/physical-activity-and-the-environment-ph8
Systematic review
January 2008
Publication
Date
Region
Choose an item
1++ (high quality MA; or SR of RCTs; or RCT with very
low bias risk)
High
NICE guidance recommends the promotion and
Strength of
evidence
creation of built or natural physical environments
that support increased levels of physical activity.
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comments
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Citation
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E2
NICE Public Health Guidance. 2008 May. Promoting physical activity in the workplace.
http://publications.nice.org.uk/promoting-physical-activity-in-the-workplace-ph13
Systematic review
May 2008
Publication
Date
Region
International - all
1++ (high quality MA; or SR of RCTs; or RCT with very
low bias risk)
High
2008 NICE guidance recommends the development of
Strength of
organisation-wide plans or policies to encourage and
evidence
support employees to be more physically active.
These should:
include measures to maximise the opportunity for all
employees to participate
be based on consultation with staff and should ensure
they are involved in planning and design, as well as
monitoring activities, on an ongoing basis
be supported by management and have dedicated
resources
set organisational goals and be linked to other
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relevant internal policies (for example, on alcohol,
smoking, occupational health and safety, flexible
working or travel)
link to relevant national and local policies (for
example, on health or transport).

2008 NICE guidance recommends Introducing and
monitoring organisation-wide, multi-component
programme to encourage and support employees to be
physically active. This could be part of a broader
programme to improve health.

High

It could include:
flexible working policies and incentive schemes
policies to encourage employees to walk, cycle or use
other modes of transport involving physical activity (to
travel to and from work and as part of their working
day)
the dissemination of information (including written
information) on how to be more physically active and
on the health benefits of such activity. This could
include information on local opportunities to be
physically active (both within and outside the
workplace) tailored to meet specific needs, for
example, the needs of shift workers
ongoing advice and support to help people plan how
they are going to increase their levels of physical
activity
the offer of a confidential, independent health check
administered by a suitably qualified practitioner and
focused on physical activity.
2008 NICE guidance recommends encouraging
employees to walk, cycle or use another mode of
transport involving physical activity to travel part or all
of the way to and from work (for example, by
developing a travel plan).

High

2008 NICE guidance recommends helping employees
to be physically active during the working day by:

High

where possible, encouraging them to move around
more at work (for example, by walking to external
meetings)
putting up signs at strategic points and distributing
written information to encourage them to use the
stairs rather than lifts if they can
providing information about walking and cycling
routes and encouraging them to take short walks
during work breaks
encouraging them to set goals on how far they walk

153

and cycle and to monitor the distances they cover.
2008 NICE guidance recommends taking account of
the nature of work and any health and safety
issues. For example, many people already walk long
distances during the working day, while those
involved in shift work may be vulnerable if walking
home alone at night.

High

2008 NICE guidance recommends offering support to
employers who want to implement this guidance to
encourage their employees to be more physically
active. Where appropriate and feasible, this should be
provided on the employer's premises. It could involve
providing information on, or links to, local resources.
It could also involve providing advice and other
information or resources.

High

If initial demand exceeds the resources available,
focus on: enterprises where a high proportion of
employees are from a disadvantaged background,
enterprises where a high proportion of employees are
sedentary, small and medium-sized enterprises.
Other
comments

ID
Citation

E3
NICE Public Health Guidance. 2009 January. Promoting physical activity for children and
young people.

Web link

http://publications.nice.org.uk/promoting-physical-activity-for-children-and-young-peopleph17
Publication
Systematic review
January 2009
Date
1++ (high quality MA; or SR of RCTs; or RCT with very
Region
International - all
low bias risk)
Strength of
High
2009 NICE guidance recommends a long-term
evidence
national campaign to promote physical activity
among children and young people.

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

This campaign should encourage regional and local
campaigns to use the same messages, as well as
promoting examples of local opportunities to be
physically active, develop resources for regional and
local dissemination of the campaign and use
process, impact and outcome measures to ensure
national, regional and local campaigns are delivered
effectively.
2009 NICE guidance recommends raising awareness of
the importance of physical activity for children and
young people by:
Ensuring the need is addressed through children and
young people's plans, joint strategic needs
assessments, local development and planning
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High

frameworks, sustainable community plans and
strategies.
Ensuring there is a coordinated local strategy.
Ensuring physical activity initiatives aimed at children
and young people are regularly evaluated.
Identifying a senior council member to be a champion
for children and young people's physical activity.
2009 NICE guidance recommends developing physical
activity plans for groups of local children and young
people who are unlikely to participate in at least 1 hour
of moderate to vigorous physical activity a day.
2009 NICE guidance recommends the provision of,
access to and promotion of physical activity spaces
and facilities (indoor and outdoor) suitable for
children and young people with different needs and
their families.

High

2009 NICE guidance makes recommendations for the
provision of local transport plans.
2009 NICE guidance recommends responding to
children and young people to identify local factors
that may affect whether or not they are physically
active:

High

High

High

Find out what type of physical activities they enjoy
based on existing research or local consultation.
Remove locally identified barriers to participation.
Provide regular local programmes and other
opportunities and ensure these are well-publicised.
Ensure physical activity programmes are run by
people with the relevant training or experience.
2009 NICE guidance recommends that physical
activity sessions for children and young people are led
by staff or volunteers who have achieved the relevant
sector standards/ qualifications for working with
children and have the skills to design, plan and deliver
sessions.
Community networks and partnerships should be
used to encourage, develop and support local
communities and volunteers.
Employers should provide regular and relevant
development opportunities for employees and
volunteers.

High

2009 NICE guidance recommends training and
continuing professional development (CPD) for
people involved in organising and running physical
activities for children and young people.
2009 NICE guidance recommends multi-component
physical activity school and community programmes

High
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High

for children and young people that include:
education and advice to increase awareness of the
benefits of physical activity and to give children and
young people the confidence and motivation to get
involved
policy and environmental changes, such as creating a
more supportive school environment and new
opportunities for physical activity during breaks and
after school
the family: by providing homework activities which
children and their parents or carers can do together,
or advice on how to create a supportive home
environment. (For example, advice on how they might
help their child become involved in an activity.) It
could also include school-based family activity days
the community: for example, by setting up family fun
days and schemes such as 'Play in the park'.
2009 NICE guidance recommends ensuring children
and young people have opportunities, facilities and
equipment available to: encourage development of
movement skills regardless of ability/ disability,
stimulate their need to explore, safely challenge
them, help them identify activities they enjoy, keep
them motivated by varying activity, opportunities
available after school ,weekends and during school
holidays.

High

2009 NICE guidance recommends supporting girls and
young women to do physical activity by: consulting
them to find out what type they enjoy and providing a
range of options in response, offering school based
physical activities including extra-curricula ones,
address any barriers to physical activity
(psychological, social, environmental).

High

2009 NICE guidance recommends active and
sustainable school travel plans.

High

2009 NICE guidance recommends how local
practitioners should help children to be active, help
girls and young women to be active and help families
to be active.

High
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E4
NICE Public Health Guidance. 2012 November. Walking and cycling: local measures to
promote walking and cycling as forms of travel or recreation
http://publications.nice.org.uk/walking-and-cycling-local-measures-to-promote-walking-andcycling-as-forms-of-travel-or-recreation-ph41
November 2012
Systematic review
Publication
Date
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Quality of
study
Evidence
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outcomes)

1++ (high quality MA; or SR of RCTs; or RCT with very
low bias risk)
2012 NICE guidance recommends high level support
from the health sector for walking and cycling.

Region

UK

Strength of
evidence

High

2012 NICE guidance recommends ensuring a senior
member of the public health team is responsible for
promoting walking and cycling.
They should support coordinated, cross-sector
working and ensure NICE's recommendations on
physical activity and the environment are
implemented.

High

2012 NICE guidance recommends ensuring the joint
strategic needs assessment, the joint health and
wellbeing strategy and other local needs
assessments and strategies take into account
opportunities to increase walking and cycling and
also consider how impediments to walking and
cycling can be addressed.
2012 NICE guidance recommends ensuring walking
and cycling are considered, alongside other
interventions, when working to achieve specific health
outcomes in relation to the local population. Ensure
walking and cycling are included in chronic disease
pathways.
2012 NICE guidance recommends ensuring all
relevant sectors contribute resources and funding to
encourage and support people to walk and cycle.
2012 NICE guidance recommends ensuring where
appropriate, ensuring walking and cycling are treated as
separate activities which may require different
approaches.

High

2012 NICE guidance recommends ensuring walking
and cycling projects are evaluated, including their
impact on health inequalities.
2012 NICE guidance recommends ensuring all
relevant local, high-level strategic policies and plans
consider walking and cycling. This includes a
commitment to invest sufficient resources to ensure
more walking and cycling and recognition that this
will benefit individuals and the wider community.

High

NICE guidance recommends developing coordinated,
cross-sector programmes to promote walking and
cycling for recreation as well as for transport
purposes, based on a long-term vision of what is
achievable and current best practice.
2012 NICE guidance recommends helping those
interested in changing their travel behaviour to make
small, daily changes by commissioning personal travel
planning programmes.
2012 NICE guidance recommends cycling
programmes.
2012 NICE guidance recommends addressing

High
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High

High

High

High

High

High
High

infrastructure and planning issues that may
discourage people from wanting to cycle.
2012 NICE guidance recommends implementing
town-wide programmes to promote cycling for both
transport and recreational purposes. These should be
linked to existing national and local initiatives.

High

2012 NICE guidance recommends ensuring cycling
programmes are based on an accepted theoretical
framework for behaviour change and take into
account NICE's recommendations on behaviour
change. They should also be based on an
understanding of the needs of existing and potential
cyclists, including those with impairments.
2012 NICE guidance recommends ensuring cycle
parking and residential storage issues are addressed.

High

2012 NICE guidance recommends ensuring travel by
cycle and public transport is integrated to support
longer journeys.

High

2012 NICE guidance recommends ensuring training is
available for those who are interested in cycling,
either as a form of transport or as a recreational
activity.
2012 NICE guidance recommends ensuring all
training is sensitive to cultural issues, for instance,
by providing women-only groups with female
trainers, where appropriate. Also ensure it includes
an understanding of the needs of people with
impairments.

High

2012 NICE guidance recommends considering
providing free cycle safety checks and cycle
maintenance training.

High

2012 NICE guidance recommends using local media
to publicise activities and to clarify the links between
different elements of the programme. In addition,
use local media to raise awareness of any new or
improved infrastructure. Also provide success stories
from different elements of the programme to create
momentum.
2012 NICE guidance recommends both communitywide walking programmes.

High

2012 NICE guidance recommends community-wide
walking programmes address infrastructure issues
that may discourage people from walking.

High

2012 NICE guidance recommends developing
community-wide walking programmes for adults
who are not active enough, based on an accepted
theoretical framework for behaviour change and
taking into account NICE's recommendations on
behaviour change.
Ensure groups that are likely to be the least active are
encouraged to participate, by addressing issues that
may act as a barrier.

High
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High

High

High

2012 NICE guidance recommends ensuring
community-wide walking programmes for all adults
link to existing national and local walking initiatives.

High

2012 NICE guidance recommends ensuring all
community-wide walking programmes address
safety, cultural and disability issues.

High

2012 NICE guidance recommends ensuring all
community-wide walking programmes offer a
variety of routes, paces and distances at different
times of the day. Local people with different
preferences, time constraints and physical abilities
should all be able to participate.

High

2012 NICE guidance recommends community-wide

High

walking programmes could include community-wide
events, such as mass participation walking groups,
community challenges and 'walkathons' or walks led
by suitably trained walk leaders (paid or voluntary)
and aimed at people who are currently inactive.

2012 NICE guidance recommends community-wide
walking programmes ensure walking routes are
integrated with accessible public transport links to
support longer journeys. Signage should give details
of the distance and/or walking time, in both
directions, between public transport facilities and key
destinations.

High

2012 NICE guidance recommends community-wide

High

walking programmes provide information tailored for
individuals who want to go walking without joining a
group or club. Offer continued support.

2012 NICE guidance recommends community-wide
walking programmes develop and implement a
publicity strategy to let the local community know
about the walking routes and events and how
accessible they are.

High

2012 NICE guidance recommends community-wide
walking programmes provide support to help people
who have started walking as a leisure activity to also
consider walking as a means of transport.

High

2012 NICE guidance recommends ensuring individual

High

support is available for anyone who is walking on
their own, walking informally with others in a group,
or participating in local walking programmes.
This includes helping to assess their activity levels and
to set goals which build on this. The aim should be to
increase the distance walked gradually, rather than
providing them with a set target to aim for.

2012 NICE guidance recommends ensuring additional,
one-to-one support is offered at regular intervals to
help people develop a long-term walking habit.
This could be provided face-to-face, via the telephone
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High

or by using print-based materials, email, the Internet or
text messaging.
The support could include: individual, targeted
information, goal-setting (which may or may not
include the use of pedometers), monitoring and
feedback.
2012 NICE guidance recommends providing individuals
with general information for walking including: maps,
signs and other details about walking routes, how to
visit places of interest on foot, details on surface
quality and accessibility.

High

2012 NICE guidance recommends only using
pedometers as part of a package which includes
support to set realistic goals, monitoring and
feedback.

High

2012 NICE guidance recommends that schools: foster
a culture that supports physically active travel for
journeys to school (for all staff, parents and
students) and during the school day, develop and
implement school travel plans, map safe routes to
school and local play and leisure facilities, Develop
programmes to ensure the local environment around
schools and the nearby catchment area provide
opportunities for all children to cycle or walk,
introduce regular activities which support and
encourage walking and cycling to school, set
performance targets for school travel plans, ensure
all children can take part in 'Bikeability' training,
develop parents' and carers' awareness of the wider
benefits of walking and cycling and other physically
active modes of travel, Head teachers should identify
a walking or cycling champion (or champions) with
sufficient senior support to coordinate activities.

High

2012 NICE guidance recommends that workplaces
develop strategies in consultation with staff (and other
relevant stakeholders) to promote walking and cycling in
and around the workplace. Ensure activities are
developed in line with wider local activities and are
linked to existing national and local initiatives.

High

2012 NICE guidance recommends that workplaces
liaise with local authority transport departments,
neighbouring businesses and other partners to
improve walking and cycling access to workplace
sites.

High

2012 NICE guidance recommends that workplaces
identify an 'active travel champion' (or champions)
within the workplace, at a sufficiently senior level.
They should coordinate activities such as led and
informal walking groups, workplace 'challenges' and
promotional competitions (for example, using
pedometers), bicycle user groups and walking interest
groups. The active travel champion/s should also

High
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develop (or promote) schemes that give staff access
to a pool of bicycles for short-distance business
travel, or access to discounted cycle purchases (such
as cycle to work schemes).
2012 NICE guidance recommends that workplaces
ensure workplace walking and cycling programmes
are developed using an evidence-based theoretical
model of behaviour change.

High

2012 NICE guidance recommends that workplaces
provide information tailored for the specific
workplace on walking and cycling routes and
circuits. This should include details on the distances
involved, maps, routes and safety information.

High
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E5
NICE Public Health Guidance. 2006 March. Four commonly used methods to increase
physical activity.
http://publications.nice.org.uk/four-commonly-used-methods-to-increase-physical-activityph2
March 2006
Systematic review
Publication
Date
Region
UK
1++ (high quality MA; or SR of RCTs; or RCT with very
low bias risk)
High
Brief interventions in primary care involve
Strength of
opportunistic advice, discussion, negotiation or
evidence
encouragement.
2006 NICE guidance recommends that primary care
practitioners should take the opportunity, whenever
possible, to identify inactive adults and advise them
to aim for 30 minutes of moderate activity on 5
days of the week (or more). They should use their
judgement to determine when this would be
inappropriate (for example, because of medical
conditions or personal circumstances). They should
use a validated tool, such as the Department of
Health's forthcoming general practitioner physical
activity questionnaire (GPPAQ), to identify inactive
individuals.
2006 NICE guidance recommends that when
providing physical activity advice, primary care
practitioners should take into account the individual's
needs, preferences and circumstances. They should
agree goals with them. They should also provide
written information about the benefits of activity and
the local opportunities to be active. They should
follow them up at appropriate intervals over a 3 to 6
month period.

High

2006 NICE guidance recommends that local policy
makers, commissioners and managers, together with

High
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primary care practitioners, should monitor the
effectiveness of local strategies and systems to
promote physical activity. They should focus, in
particular, on whether or not opportunistic advice is
helping to increase the physical activity levels of
people from disadvantaged groups, including those
with disabilities (and thereby tackling health
inequalities). They should also assess how effective
professionals from a range of disciplines are at raising
long-term physical activity levels among these groups.
2006 NICE guidance recommends that local policy
makers, commissioners and managers, together
with primary care practitioners, should pay
particular attention to the needs of hard to reach
and disadvantaged communities, including minority
ethnic groups, when developing service
infrastructures to promote physical activity.

High

An exercise referral scheme directs someone to a
service offering an assessment of need, development of
a tailored physical activity programme, monitoring of
progress and a follow-up.

High

2006 NICE guidance recommends that practitioners,
policy makers and commissioners should only endorse
exercise referral schemes to promote physical activity
that are part of a properly designed and controlled
research study to determine effectiveness.
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E6
NICE Public Health Guidance. 2012 November. Obesity: Working with local communities.
http://publications.nice.org.uk/obesity-working-with-local-communities-ph42
Systematic review
November 2012
Publication
Date
Region
UK
1++ (high quality MA; or SR of RCTs; or RCT with very
low bias risk)
Strength of
High
2012 NICE Guidance recommends developing a
evidence
sustainable, community-wide, multi-agency approach to
obesity prevention and management.
High
2012 NICE Guidance recommends visible, strategic
leadership to tackle obesity at all levels and ensure an
effective team is in place.
High
2012 NICE Guidance recommends supporting
leadership at all levels to tackle obesity including:
identifying and working with 'champions' who have an
interest or role in preventing obesity, building and
supporting a network of leaders from all organisations
and partnerships that could make a contribution to
preventing obesity, directors of public health
supporting leaders at all levels.
2012 NICE Guidance recommends coordinating local
High
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action to prevent obesity.
Local authority chief executive officers should ensure
there is an effective public health team in place to
develop a coordinated approach. This team should
include: a director/ lead public health consultant, a
senior coordinator and community 'health champions'
and other people who work directly with the
community to encourage local participation and
support delivery of the programme.
2012 NICE Guidance highlights the importance of
good communication to: ensure awareness of the
importance of preventing and managing obesity,
visibility and recognition of obesity prevention
programmes, tailoring language and media
communicating about obesity to the situation or
audience, communicating results of monitoring and
evaluation.

High

2012 NICE Guidance recommends community
involvement to identifying priorities, decide what
action to take on obesity and identify networks/
champions/ advocates who have the potential to coproduce action on obesity as part of an integrated
health and wellbeing strategy.

High

2012 NICE Guidance recommends clinical
commissioning groups should make their GP practices
aware of local obesity prevention and treatment
services. They should encourage GPs to: make all their
patients aware of the importance of a healthy diet and
physical activity in helping to prevent obesity, signpost
people to relevant community programmes.

High

2012 NICE Guidance recommends council leaders and
elected members should raise the profile of obesity
prevention initiatives through informal meetings with
local people and groups and at formal ward meetings.
2012 NICE Guidance recommends integrated
commissioning.
Commissioners and public health teams should foster an
integrated approach to local commissioning that
supports a long-term (beyond 5 years) system-wide
health and wellbeing strategy.

High

High

2012 NICE Guidance recommends that commissioners
and public health teams should create an environment
that allows a community-wide approach to obesity.
They should consider which 'packages' of
interventions are most effective (including cost
effective), the 'intensity' of effective programme and
synergies between common actions to tackle obesity.

High

2012 NICE Guidance recommends that commissioners
should focus on all of the following areas: raising
awareness of the health problems caused by obesity and
the benefits of being a healthier weight among

High
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partners and the public, training to meet the needs
of staff and volunteers, influencing the wider
determinants of health, aiming activities at both
adults and children in a broad range of settings,
providing lifestyle weight management services for
adults, children and families and providing clinical
services for treating obesity.
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 and 'bottom-up' approaches. They should
include interventions that are known to be effective as
outlined in existing NICE guidance.
2012 NICE Guidance recommends involving
businesses and social enterprises operating in the
local area in the implementation of obesity strategies.
2012 NICE Guidance recommends that local
authorities and the NHS should be exemplars of good
practice in the prevention and management of
obesity.
2012 NICE Guidance recommends that public health
teams should ensure local authorities and NHS
organisations develop internal policies to help staff,
service users and the wider community achieve and
maintain a healthy weight.

High

2012 NICE Guidance recommends that local
authorities, NHS executive directors and commissioners
should promote healthier food and drink choices (and
discourage less healthy choices) in all onsite
restaurants, hospitality suites, vending machines,
outreach services and shops. They should do this
through contracts with caterers, pricing and the
positioning of products, information at the point of
choice and educational initiatives.

High

2012 NICE Guidance recommends that local
authorities and NHS organisations should introduce
and monitor an organisation-wide programme that
encourages and supports staff and, where
appropriate, service users, to be physically active.
This includes, for example, introducing physically
active travel plans for staff to promote walking and
cycling to and from work. It also includes considering
the design of working environments to increase
opportunities for physical activity.

High

2012 NICE Guidance recommends that local
authorities and NHS organisations should offer
lifestyle weight management services for overweight
or obese staff who would like support to manage
their weight.
2012 NICE Guidance recommends that local authority

High
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High

High

High

High

and NHS commissioners should consider how their
decisions impact on obesity in the local community.
2012 NICE Guidance recommends planning,
monitoring and evaluation of local action to tackle
obesity. Also, ensuring all partners and providers
appreciate the importance of monitoring and
evaluation.
2012 NICE Guidance recommends assessment of cost
effectiveness of local action to tackle obesity.

High

2012 NICE Guidance recommends ensuring partners
across the local system have opportunities to
increase their awareness and develop their skills to
take forward an integrated approach to obesity
prevention.

High

2012 NICE Guidance recommends local bodies with a
scrutiny function should assess local action on
preventing obesity.

High

High
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E7
Prev Med. 2012 Jun;54(6):371-80. doi: 10.1016/j.ypmed.2012.04.004. Epub 2012 Apr 13.The
effectiveness of physical activity interventions in socio-economically disadvantaged
communities: a systematic review. Cleland CL, Tully MA, Kee F, Cupples ME.
http://www.ncbi.nlm.nih.gov/pubmed/22521997
Systematic review
June 2012
Publication
Date
Region
International - all
1+ (well-conducted MA, SR, or RCTs with a low risk of
bias)
Moderate
Compared to other approaches, multi-component
Strength of
evidence
adult group-based interventions with theoretical
frameworks are most effective in increasing
physical activity in socio-economically
disadvantaged communities.
Moderate
This review provides evidence for the effectiveness
of adult group based interventions to increase
physical activity in socio-economically disadvantaged
communities.
This review provides evidence for the effectiveness
of community based interventions in increasing
physical activity in socio-economically disadvantaged
communities.

Moderate

This review provides evidence for the ineffectiveness of
interventions delivered to groups of children and
adolescents in increasing physical activity in socioeconomically disadvantaged communities.

Moderate

The evidence for individually targeted interventions
was insufficient to determine their effect in increasing
physical activity in socio-economically disadvantaged
communities.

Low
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Findings suggest that interventions are more likely
to be effective in increasing physical activity in socioeconomically disadvantaged communities when
underpinned by a theoretical framework.

Moderate

It was not possible to assess the effectiveness of
individual components in increasing physical activity
in socio-economically disadvantaged communities
as most interventions were multi-component.
However effective ‘packages’ are likely to include:
counselling, physical activity, education, social and
professional support and relevant incentives.

Moderate

Other
comments

Of 478 publications identified, 27 were included.
Most were implemented in the USA (20); others took place, in the UK (2), the Netherlands
(2), Norway (1), South Africa (1) and, Panama, Trinidad and Tobago (1).
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BMJ. 2012 Mar 26;344:e1389. doi: 10.1136/bmj.e1389.Effectiveness of physical activity
promotion based in primary care: systematic review and meta-analysis of randomised
controlled trials. Orrow G, Kinmonth AL, Sanderson S, Sutton S.
http://www.ncbi.nlm.nih.gov/pubmed/22451477
March 2012
Systematic review
Publication
1+ (well-conducted MA, SR, or RCTs with a low
risk of bias)
Promotion of physical activity to sedentary adults
recruited in primary care significantly increases
physical activity levels at 12 months, as measured by
self report.

Date
Region

Strength of
evidence

International western style
countries
Moderate

Moderate
There was insufficient evidence to recommend
exercise referral schemes over advice or counselling
interventions for physical activity promotion in
sedentary adults based in primary care.
Included 15 trials (n=8745).
Six trials took place in the UK, three in New Zealand, two in the United States, and
one each in Switzerland, the Netherlands, Australia, and Canada.

ID
Citation

E9
Health Technol Assess. 2011 Jan;15(2):1-182. doi: 10.3310/hta15020.The clinical
effectiveness and cost-effectiveness of long-term weight management schemes for adults: a
systematic review. Loveman E, Frampton GK, Shepherd J, Picot J, Cooper K, Bryant J, Welch
K, Clegg A.

Web link

http://www.ncbi.nlm.nih.gov/pubmed/21247515
Systematic review

Type of
evidence
Quality of
study
Evidence
statements
(note

1+ (well-conducted MA, SR, or RCTs with a low
risk of bias)
Long-term multicomponent weight management
interventions were generally shown to promote
weight loss in overweight or obese adults. Weight
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Publication
Date
Region

January 2011

Strength of
evidence

Moderate

International - all

population,
interventio
n and
outcomes)

changes were small however and weight regain
was common.
There is some evidence that weight management
interventions are likely to be cost-effective, although
caution is required as there were some limitations in
the two cost-evaluation studies described.

Other
comments

22 publications describing 12 RCTs were included.
There were no UK-based RCTs included in the review

Low

For the review of cost-effectiveness, 419 references were identified. No studies met the full
inclusion criteria. Two economic evaluations met many of the core criteria and a
pragmatic decision was taken to describe these studies.
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E10
http://www.ncbi.nlm.nih.gov/pubmed/19916637
Health Psychol. 2009 Nov;28(6):690-701. doi: 10.1037/a0016136.Effective techniques in
healthy eating and physical activity interventions: a meta-regression.Michie S, Abraham C,
Whittington C, McAteer J, Gupta S.
November 2009
Meta analysis
Publication
Date
Region
1+ (well-conducted MA, SR, or RCTs with a low
International - all
risk of bias)
Moderate
Strength of
Interventions that combined self-monitoring with at
evidence
least one other technique derived from control theory
were significantly more effective than the other
interventions, both in interventions designed to
promote physical activity and healthy eating.

Other
comments

122 evaluations (N = 44,747)
Studies were conducted in Australasia (10%), Canada (2%), United Kingdom (11%), another
European country (11%), the United States (61%), or Japan (4%).
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Br J Gen Pract. 2011 Mar;61(584):e125-33. doi: 10.3399/bjgp11X561249.Are physical
activity interventions in primary care and the community cost-effective? A systematic review
of the evidence.Garrett S, Elley CR, Rose SB, O'Dea D, Lawton BA, Dowell AC.
http://www.ncbi.nlm.nih.gov/pubmed/21375895
Systematic review
March 2011
Publication
Date
Region
1+ (well-conducted MA, SR, or RCTs with a low
International risk of bias)
western style
countries
Moderate
Strength of
Most interventions to increase physical activity were
evidence
cost-effective, especially where direct supervision or
instruction was not required.
Moderate
Walking, exercise groups, or brief exercise advice on
prescription delivered in person, or by phone or mail
appeared to be more cost-effective than supervised
gym-based exercise classes or instructor-led walking
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programmes.

Other
comments

ID
Citation

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

Moderate
Many physical activity interventions had similar costutility estimates to funded pharmaceutical
interventions and should be considered for funding at
a similar level.
Thirteen studies fulfilled the inclusion criteria. Eight studies were of good or
excellent quality.

E12
BMJ. 2012 Sep 27;345:e5888. doi: 10.1136/bmj.e5888.Effectiveness of intervention on
physical activity of children: systematic review and meta-analysis of controlled trials with
objectively measured outcomes (EarlyBird 54).Metcalf B, Henley W, Wilkin T.
http://www.ncbi.nlm.nih.gov/pubmed/23044984
Systematic review
September 2012
Publication
Date
Region
International - all
1+ (well-conducted MA, SR, or RCTs with a low
risk of bias)
Moderate
Strength of
This review provides strong evidence that physical
evidence
activity interventions have had only a small effect
(approximately 4 minutes more walking or running
per day) on children's (16 years or younger) overall
activity levels.

Other
comments

Thirty studies (involving 14,326 participants; 6153 with accelerometer measured physical
activity) met the inclusion criteria and all were eligible for meta-analysis/meta-regression
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Destroy user interface controlSend to:Br J Sports Med. 2011 Sep;45(11):923-30. doi:
10.1136/bjsports-2011-090186.Effect of school-based interventions on physical activity and
fitness in children and adolescents: a review of reviews and systematic update .Kriemler S,
Meyer U, Martin E, van Sluijs EM, Andersen LB, Martin BW.
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
This review shows strong evidence for the positive
Strength of
evidence
effect of school-based interventions on physical
activity in children and adolescents.
Physical activity promotion in the school setting leads
to an increase in school-based physical activity and is
associated with an increase in out of- school and
overall physical activity.

Moderate

There is some evidence that school-based
interventions can have positive effects on aerobic
fitness, although this evidence is weak.

Low

The school-based application of multicomponent
intervention strategies was the most consistent,
promising strategy.

Moderate
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Other
comments

conclusions are based on four systematic reviews published after 2006 of studies focusing on
PA promotion in school and other settings and on a new systematic review of trials published
between January 2007 and December 2010.
Most of the studies included in the updated review originated from Europe. Three trials
were performed in the USA, two in Canada, 12 in Europe and one each in Australia, Brazil
and Iran.
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E14
Obes Rev. 2011 Mar;12(3):205-16. doi: 10.1111/j.1467-789X.2009.00711.x.Schoolbased interventions promoting both physical activity and healthy eating in Europe: a
systematic review within the HOPE project.De Bourdeaudhuij I, Van Cauwenberghe E,
Spittaels H, Oppert JM, Rostami C, Brug J, Van Lenthe F, Lobstein T, Maes L.
http://www.ncbi.nlm.nih.gov/pubmed/20122137
March 2011
Systematic review
Publication
Date
Region
Europe
1+ (well-conducted MA, SR, or RCTs with a low
risk of bias)
Moderate
Strength of
The results suggest that combining educational and
evidence
environmental components that focus on both sides
of the energy balance give better and more relevant
effects.
Environmental interventions might include organized
physical activities during breaks, or before and after
school; improved availability of physical activity
opportunities in and around the school environment;
increased physical education lesson time; improved
availability or accessibility of healthy food options;
and restricted availability and accessibility of
unhealthy food options.
Moderate
Computer-tailored personalized education in the
classroom showed better results than a generic
classroom curriculum.
Eleven studies (reported in 27 articles) met the inclusion criteria, six in primary
school and five in secondary school children.
Most of them were performed in the Western part of Europe (UK, the Netherlands, Belgium,
Germany), some in Southern Europe (Italy, Greece) and only one in Northern Europe
(Norway).
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6.6

Sub-topic: Interventions to promote healthy eating (all ages)
Search record

6.6.1

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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F1
NICE public health guidance. November 2012. Obesity: working with local communities.
http://publications.nice.org.uk/obesity-working-with-local-communities-ph42
November 2012
Systematic review
Publication
Date
UK
Region
1++ (high quality MA; or SR of RCTs; or RCT with very
low bias risk)
High
2012 NICE guidance recommends developing a
Strength of
sustainable, community-wide approach to obesity.
evidence
2012 NICE guidance recommends ensuring through
the health and wellbeing board a coherent,
community-wide, multi-agency approach is in place
to address obesity prevention and management.
Activities should be integrated within the joint health
and wellbeing strategy and broader regeneration and
environmental strategies. Action should also be
aligned with other disease-specific prevention and
health improvement strategies as well as broader
initiatives.

High

2012 NICE guidance recommends that health and
wellbeing boards, supported by directors of public
health, should ensure JSNAs address the prevention
and management of obesity. They should ensure
JSNAs consider the full range of factors that may
influence weight, consider inequalities and the social
determinants of obesity, consider local evidence on
obesity.

High

2012 NICE guidance recommends that health and
wellbeing boards should:
- ensure tackling obesity is one of the strategic
priorities of the joint health and wellbeing strategy. work with partners to optimise the positive
impact (and mitigate any adverse impacts) of
local policies on obesity levels.

High

- through their performance infrastructure,
regularly assess local partners' work to
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tackle obesity.
2012 NICE guidance recommends providing visible,
strategic leadership to tackle obesity at all levels and
ensuring an effective team is in place.

High

2012 NICE guidance recommends supporting
leadership at all levels for the prevention of obesity
through:
-identifying and working with 'champions' who have a
particular interest or role in preventing obesity -working
to build and support a network of leaders from all
organisations and partnerships that could make a
contribution to preventing obesity
-directors of public health should support leaders
at all levels of all the partnerships involved in local
action on obesity, to ensure local people and
organisations are empowered to take action.
2012 NICE guidance recommends coordinating local
action for the prevention of obesity.
2012 NICE guidance recommends that directors of
public health, public health teams, local government
and NHS communications lead support clear
communication in the prevention of obesity through:
-ensuing awareness of the importance of preventing
and managing obesity
-ensuring obesity prevention programmes are highly
visible and easily recognisable
-ensuring partners have shared vision, speak with 'a
common voice' and are clearly identifiable to the
community
-advocating for action on obesity
-carefully consider the type of language and media to
use to communicate about obesity, tailoring language to
the situation or intended audience
-ensure the results of all monitoring and evaluation are
made available to all those who can use them to
inform their work
-ensure information from monitoring and evaluation is
accessible and easy to use by everyone in the
community

High

2012 NICE guidance recommends involving the
community:
-Local Healthwatch, community involvement and
public health teams should engage local people in
identifying their priorities in relation to weight
issues -Community involvement and public health
teams should work with local people, groups and
organisations to decide what action to take on
obesity
-Public health teams should use community
engagement and capacity-building methods to
identify networks of local people, champions and
advocates who have the potential to co-produce

High
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High
High

action on obesity as part of an integrated health and
wellbeing strategy.
-Public health teams should ensure those identified
are provided with the resources and training they
need to take action on obesity.
-Clinical commissioning groups should make their GP
practices aware of local obesity prevention and
treatment services.
Council leaders and elected members should raise the
profile of obesity prevention initiatives through informal
meetings with local people and groups and at formal
ward meetings.
2012 NICE guidance recommends that commissioners
and public health teams should foster an integrated
approach to local commissioning that supports a longterm (beyond 5 years) system-wide health and wellbeing
strategy.

High

2012 NICE guidance recommends that public health
teams should ensure commissioners understand the
demographics of their local area, and consider local
insight on the motivations and characteristics of
subgroups within local communities that may impact on
obesity levels.

High

2012 NICE guidance recommends that commissioners
and public health teams should create an
environment that allows the 'local system' to take a
truly community-wide approach to obesity.

High

2012 NICE guidance recommends 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
-influencing the wider determinants of health 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 commissioners
should fund both targeted and universal services that
can help people achieve or maintain a healthy weight

High

. 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).
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They should include interventions that are known to be
effective as outlined in existing NICE guidance.
2012 NICE guidance recommends commissioners
should allocate some of their budget to help establish
and sustain local community engagement activities
such as small community projects or local community
groups.

High

2012 NICE guidance recommends commissioners
should allocate some of their budget to innovative
approaches to obesity prevention that are based on
sound principles, have the support of the local
community and are likely to be effective, but for which
there is limited evidence. Funds for innovative
approaches should be allocated within a framework of
action learning and evaluation.

High

2012 NICE guidance recommends all contracts should
include requirements for regular monitoring or
evaluation.
Commissioners should ensure some flexibility in
contracts to allow programmes or services to be
adapted and improved, based on early or ongoing
monitoring. Any changes should be clearly
documented and carefully monitored.
Clear processes should be put in place for learning
and evaluation, especially for new approaches.

High

2012 NICE guidance recommends commissioners
should ensure service specifications and contracts
encourage local partnership working and reduce
unnecessary duplication and overlap, particularly
for local services provided by the voluntary and
community sector.

High

2012 NICE guidance recommends where possible,
commissioners should consider extending effective
programmes or services, recommissioning effective
small-scale projects and commissioning small-scale
projects or prototypes that fill a gap in provision.

High

2012 NICE guidance recommends commissioners
should consider redesigning or decommissioning
programmes or services that are identified by local
Healthwatch or other local bodies with a scrutiny
function as ineffective or not meeting the
community's needs.

High

2012 NICE guidance recommends that local
authorities and the NHS should be exemplars of good
practice to prevent obesity.

High

2012 NICE guidance recommends public health teams
should ensure local authorities and NHS organisations
develop internal policies to help staff, service users and
the wider community achieve and maintain a healthy
weight.
2012 NICE guidance recommends local authorities,

High
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High

NHS executive directors and commissioners should
promote healthier food and drink choices (and
discourage less healthy choices) in all onsite
restaurants, hospitality suites, vending machines,
outreach services and shops. They should do this
through contracts with caterers, pricing and the
positioning of products, information at the point of
choice and educational initiatives.
2012 NICE guidance recommends local authorities
and NHS organisations should introduce and monitor
an organisation-wide programme that encourages
and supports staff and, where appropriate, service
users, to be physically active. This includes, for
example, introducing physically active travel plans for
staff to promote walking and cycling to and from
work. It also includes considering the design of
working environments to increase opportunities for
physical activity.

High

2012 NICE guidance recommends local authorities and
NHS organisations should offer lifestyle weight
management service(s) for overweight or obese staff
who would like support to manage their weight.

High

2012 NICE guidance recommends local authority
and NHS commissioners should consider how their
decisions impact on obesity in the local community.
For example, ensuring the provision of healthier
choices is included in food contracts for leisure
centres may have a positive impact on the diet of
people who visit or work at these centres.

High

2012 NICE guidance recommends planning systems
for monitoring and evaluation to directors of public
health, public health teams, local authority, NHS
and other local commissioners, providers of local
authority or NHS commissioned services that have a
direct or indirect impact on obesity:

High

-ensure sufficient resources are set aside
for planning, monitoring and evaluation,
and that all partners and providers
appreciate the importance of monitoring
and evaluation.
- ensure all monitoring and evaluation
considers the impact of strategies, policies
and activities on inequalities in obesity and
related health issues.
-ensure all strategies, policies and activities
that may impact on the obesity agenda
(whether intended or not) are monitored in
a proportionate manner. Monitoring
arrangements should be built into all
relevant contracts.
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-ensure sufficient resources are set aside to
thoroughly evaluate new or innovative pieces
of work.
-ensure, when commissioning services, there
is an appropriate lead-in time for baseline
data collection, and data are stratified so
that the impact on inequalities can be
considered.
- use simple tests to assess value for money.
-encourage a reflective learning approach that
builds on effective practice and changes or
discards practices that are found to be less
effective.
-ensure monitoring arrangements address the
information needs and expectations of a broad
range of groups.
2012 NICE guidance recommends Public Health
England, Directors of public health and public
health teams, Academic health networks and other
academic institutions, Local authority, NHS and
other local commissioners, Provider organisations
implement monitoring and evaluation functions:

High

Public Health England is encouraged to develop a
framework for monitoring and evaluating integrated
community-wide approaches to obesity to ensure
consistency and comparability across all local areas.
Directors of public health and public health teams
should develop methods to capture changes in know of
what it means to be a healthy weight and the benefits
of maintaining a healthy weight.
Academic health networks and academic institutions
should establish links with local practitioners to help
with planning, collecting and analysing data on
obesity strategies and interventions and identify
aspects of partnership working or cooperation that
can achieve health benefits at a negligible or lower
cost.
Encourage all partners to measure a broad range of
outcomes to capture the full benefits of a sustainable,
integrated health and wellbeing strategy.
2012 NICE guidance recommends for cost
effectiveness that academic health networks and
other academic institutions, directors of public
health, public health teams, local authority, NHS
and other local commissioners and provider
organisations:
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High

-use simple tests to assess value for money
of local action to tackle obesity.
-ensure evaluation frameworks assess the
value for money of partnership working and
collaboration compared with working as
separate entities.
-identify aspects of partnership working or
cooperation that can achieve health benefits at
negligible or low cost.
2012 NICE guidance recommends that health and
wellbeing boards, local education and training
boards, and public health teams should ensure
partners across the local system have opportunities
to increase their awareness and develop their skills
to take forward an integrated approach to obesity
prevention. Local organisations, decision makers,
partners and local champions, including those from
public, private, community and voluntary sector
bodies working in health, planning, transport,
education and regeneration, should receive training
to:
-increase their awareness of the local challenges in
relation to public health and preventing obesity understand the local systems and how their own work
can contribute to preventing and managing the
condition
-develop their community engagement skills to
encourage local solutions and ensure co-production of
an integrated approach
-understand the importance of monitoring and
evaluation to the approach.

High

2012 NICE guidance recommends local education
and training boards should ensure health promotion,
chronic disease prevention and early intervention are
part of the basic and post basic education and
training for the public health workforce.

High

2012 NICE guidance recommends local education
and training boards, health and wellbeing boards,
directors of public health and local public health
providers, academic health networks and other
academic institutions and professional bodies
providing training in weight management, diet or
physical activity should ensure health and other
relevant professionals are trained to be aware of the
health risks of being overweight and obese and the
benefits of preventing and managing obesity. This
training should include:
-understanding the wider determinants of obesity
(such as the impact of the local environment or
socioeconomic status)
-understanding the local system in relation to the

High
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obesity agenda (such as who the key partners are) understanding methods for working with local
communities
-knowing the appropriate language to use (referring to
achieving or maintaining a 'healthy weight' may be more
acceptable than 'preventing obesity' for some
communities)
-understanding why it can be difficult for some
people to avoid weight gain or to achieve and
maintain weight loss
-being aware of strategies people can use to address
their weight concerns
-being aware of local services that are likely to be
effective in helping people maintain a healthy weight being aware of local lifestyle weight management
services that follow best practice.
2012 NICE guidance recommends local education
and training boards, health and wellbeing boards,
directors of public health and local public health
providers, academic health networks and other
academic institutions and professional bodies
providing training in weight management, diet or
physical activity should ensure training addresses the
barriers some professionals may feel they face when
initiating conversations about weight issues. For
example, they may be overweight themselves, or feel
that broaching the subject might damage their
relationship with the person they are advising.

High

2012 NICE guidance recommends local education
and training boards, health and wellbeing boards,
directors of public health and local public health
providers, academic health networks and other
academic institutions and professional bodies
providing training in weight management, diet or
physical activity should ensure all relevant staff who
are not specialists in weight management or
behaviour change can give people details of: -local
services that are likely to be effective in helping
people maintain a healthy weight
-local lifestyle weight management services that meet
best practice

High

2012 NICE guidance recommends local education
and training boards, health and wellbeing boards,
directors of public health and local public health
providers, academic health networks and other
academic institutions, professional bodies providing
training in weight management, diet or physical
activity should promote, as appropriate, web
resources which encourage a community-wide
approach to obesity.

High

2012 NICE guidance recommends local bodies with a
scrutiny function should assess local action on

High
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preventing obesity, ensuring that commissioning
meets the breadth of the joint health and wellbeing
strategy. This includes:
-the impact of wider policies and strategies
-organisational development and training on
obesity to ensure a system-wide approach
-the extent to which services aimed at
tackling obesity are reaching those most in
need and addressing inequalities in health.
2012 NICE guidance recommends local
bodies with a scrutiny function should be
encouraged to include plans of action to
prevent obesity within their rolling
programme of service reviews.

High

2012 NICE guidance recommends local
Healthwatch should ensure the views of the
local community are reflected in the
development and delivery of the local
approach to obesity. They should also
scrutinise the priority given to obesity
prevention by local health and wellbeing
boards and the implementation of local
obesity strategies.

High
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High
2006 NICE guidance recommends people achieve and
Strength of
maintain a healthy weight by:
evidence
Base meals on starchy foods such as potatoes, bread,
rice and pasta, choosing wholegrain where possible.
Eat plenty of fibre-rich foods – such as oats, beans,
peas, lentils, grains, seeds, fruit and vegetables, as
well as wholegrain bread, and brown rice and pasta.
Eat at least five portions of a variety of fruit and
vegetables each day, in place of foods higher in fat
and calories.
Eat a low-fat diet and avoid increasing your fat and/or
calorie intake.
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Eat as little as possible of: fried foods, drinks and
confectionery high in added sugars, other food and
drinks high in fat and sugar, such as some take-away
and fast foods.
Eat breakfast.
Watch the portion size of meals and snacks, and how
often you are eating.
For adults, minimise the calories you take in from
alcohol.
2006 NICE guidance recommends that all adults
should be encouraged to periodically check their
weight, waist measurement or a simple alternative,
such as the fit of their clothes.

High

2006 NICE guidance recommends that people who
have any queries or concerns about their – or their
family's – diet, activity levels or weight should discuss
these with a health professional such as a nurse, GP,
pharmacist, health visitor or school nurse. They could
also consult reliable sources of information.

High

2006 NICE guidance recommends that for adults
wishing to lose weight, weight loss programmes
(including commercial or self-help groups, slimming
books or websites) are recommended only if they are
based on a balanced healthy diet, encourage regular
physical activity and expect people to lose no more
than 0.5–1 kg (1–2 lb) a week.

High

People with certain medical conditions should check
with their GP or hospital specialist before starting a
weight loss programme.
2006 NICE guidance recommends that parents and
carers helping children and young people maintain
or work towards a healthy weight should consider:
Children and young adults should eat regular meals,
including breakfast, in a pleasant, sociable
environment without distractions.

High

Parents and carers should eat with children – with all
family members eating the same foods.
2006 NICE guidance recommends that managers
and health professionals in all primary care settings
should ensure that preventing and managing obesity
is a priority at both strategic and delivery levels.
Dedicated resources should be allocated for action.

High

2006 NICE guidance recommends that in their role as
employers, NHS organisations should set an example
in developing public health policies to prevent and
manage obesity by following existing guidance and
(in England) the local obesity strategy. In particular: on-site catering should promote healthy food and

High
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drink choices
-there should be policies, facilities and information
that promote physical activity
2006 NICE guidance recommends that all primary
care settings should ensure that systems are in place
to implement the local obesity strategy. This should
enable health professionals with specific training,
including public health practitioners working singly
and as part of multidisciplinary teams, to provide
interventions to prevent and manage obesity.

High

2006 NICE guidance recommends that all primary care
settings should:

High

-address the training needs of staff involved in
preventing and managing obesity
-allocate adequate time and space for staff to take
action
-enhance opportunities for health professionals to
engage with a range of organisations and to develop
multidisciplinary teams.
2006 NICE guidance recommends that local health
agencies should identify appropriate health
professionals and ensure that they receive training in:

High

-the health benefits and the potential effectiveness of
interventions to prevent obesity, increase activity levels
and improve diet
-the best practice approaches in delivering such
interventions, including tailoring support to meet
people's needs over the long term
-the use of motivational and counselling techniques.
Training will need to address barriers to health
professionals providing support and advice,
particularly concerns about the effectiveness of
interventions, people's receptiveness and ability to
change and the impact of advice on relationships with
patients.
2006 NICE guidance recommends that interventions
to increase physical activity should focus on activities
that fit easily into people's everyday life, should be
tailored to people's individual preferences and
circumstances and should aim to improve people's
belief in their ability to change (for example, by verbal
persuasion, modelling exercise behaviour and
discussing positive effects).
Ongoing support (including appropriate written
materials) should be given in person or by phone,
mail or internet.
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High

2006 NICE guidance recommends that interventions to
improve diet (and reduce energy intake) should be
multicomponent (for example, including dietary
modification, targeted advice, family involvement and
goal setting), be tailored to the individual and provide
ongoing support.

High

2006 NICE guidance recommends that interventions
may include promotional, awareness-raising
activities, but these should be part of a long-term,
multicomponent intervention rather than one-off
activities (and should be accompanied by targeted
follow-up with different population groups).

High

2006 NICE guidance recommends that health
professionals should discuss weight, diet and activity
with people at times when weight gain is more likely,
such as during and after pregnancy, the menopause
and while stopping smoking.

High

2006 NICE guidance recommends all actions aimed at
preventing excess weight gain and improving diet
(including reducing energy intake) and activity levels in
children and young people should actively involve
parents and carers.
2006 NICE guidance recommends that for health
professionals in primary care, all interventions to
support smoking cessation should:

High

High

-ensure people are given information on services that
provide advice on prevention and management of
obesity if appropriate
-give people who are concerned about their weight
general advice on long-term weight management, in
particular encouraging increased physical activity.
2006 NICE guidance recommends for health
professionals in broader community settings, all
community programmes to prevent obesity, increase
activity levels and improve diet (including reducing
energy intake) should address the concerns of local
people from the outset.

High

Concerns might include the availability of services
and the cost of changing behaviour, the expectation
that healthier foods do not taste as good, dangers
associated with walking and cycling and confusion
over mixed messages in the media about weight, diet
and activity.
2006 NICE guidance recommends that health
professionals in broader community settings should work
with shops, supermarkets, restaurants, cafes and
voluntary community services to promote healthy eating
choices that are consistent with existing good practice
guidance and to provide supporting

181

High

information.
2006 NICE guidance recommends that health
professionals in broader community settings should
support and promote community schemes and
facilities that improve access to physical activity, such
as walking or cycling routes, combined with tailored
information, based on an audit of local needs.

High

2006 NICE guidance recommends that health
professionals in broader community settings should
support and promote behavioural change programmes
along with tailored advice to help people who are
motivated to change become more active, for example
by walking or cycling instead of driving or taking the
bus.

High

2006 NICE guidance recommends for health
professionals in broader community settings, families
of children and young people identified as being at
high risk of obesity – such as children with at least one
obese parent – should be offered ongoing support
from an appropriately trained health professional.
Individual as well as family-based interventions should
be considered, depending on the age and maturity of
the child.

High

2006 NICE guidance recommends for health
professionals working with preschool, childcare and
family settings, any programme to prevent obesity in
preschool, childcare or family settings should
incorporate a range of components (rather than
focusing on parental education alone), such as:

High

diet – interactive cookery demonstrations, videos and
group discussions on practical issues such as meal
planning and shopping for food and drink
physical activity – interactive demonstrations, videos and
group discussions on practical issues such as ideas for
activities, opportunities for active play, safety and local
facilities.
2006 NICE guidance recommends for health
professionals working with preschool, childcare and
family settings, family programmes to prevent
obesity, improve diet (and reduce energy intake)
and/or increase physical activity levels should provide
ongoing, tailored support and incorporate a range of
behaviour change techniques. Programmes should
have a clear aim to improve weight management.

High

2006 NICE guidance recommends that health
professionals such as occupational health staff and
public health practitioners should establish
partnerships with local businesses and support the
implementation of workplace programmes to prevent

High
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and manage obesity.
2006 NICE guidance recommends as part of their
roles in regulation, enforcement and promoting
wellbeing, local authorities, primary care trusts (PCTs)
or local health boards and local strategic partnerships
should ensure that preventing and managing obesity
is a priority for action – at both strategic and delivery
levels – through community interventions, policies
and objectives. Dedicated resources should be
allocated for action.

High

2006 NICE guidance recommends local authorities
should set an example in developing policies to
prevent obesity in their role as employers, by
following existing guidance and the local obesity
strategy. On-site catering should promote healthy
food and drink choices and physical activity should
be promoted.

High

2006 NICE guidance recommends local authorities should
engage with the local community, to identify
environmental barriers to physical activity and healthy
eating.

High

2006 NICE guidance recommends local authorities
should work with local partners, such as industry and
voluntary organisations, to create and manage more
safe spaces for incidental and planned physical activity,
addressing as a priority any concerns about safety,
crime and inclusion.

High

2006 NICE guidance recommends local authorities
should facilitate links between health professionals
and other organisations to ensure that local public
policies improve access to healthy foods and
opportunities for physical activity.

High

2006 NICE guidance recommends Local authorities
and transport authorities should provide tailored
advice such as personalised travel plans to increase
active travel among people who are motivated to
change.

High

2006 NICE guidance recommends local authorities,
through local strategic partnerships, should
encourage all local shops, supermarkets and caterers
to promote healthy food and drink, for example by
signs, posters, pricing and positioning of products, in
line with existing guidance and (in England) with the
local obesity strategy.

High

2006 NICE guidance recommends all community
programmes to prevent obesity, increase activity
levels and improve diet (and reduce energy intake)
should address the concerns of local people.

High

2006 NICE guidance recommends community-based
interventions should include awareness-raising
promotional activities, but these should be part of a

High
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longer-term, multi-component intervention rather
than one-off activities.
2006 NICE guidance recommends all nurseries and
childcare facilities should ensure that preventing excess
weight gain and improving children's diet and activity
levels are priorities.

High

2006 NICE guidance recommends all action aimed at
preventing excess weight gain, improving diet (and
reducing energy intake) and increasing activity levels in
children should involve parents and carers.

High

2006 NICE guidance recommends nurseries and other
childcare facilities should:

High

-minimise sedentary activities during play time, and
provide regular opportunities for enjoyable active play
and structured physical activity sessions
-implement Department for Education and Skills, Food
Standards Agency and Caroline Walker Trust guidance
on food procurement and healthy catering.
2006 NICE guidance recommends in early years
settings staff should ensure that children eat regular,
healthy meals in a pleasant, sociable environment
free from other distractions (such as television).
Children should be supervised at mealtimes and, if
possible, staff should eat with children.

High

2006 NICE guidance recommends all schools should
ensure that improving the diet and activity levels of
children and young people is a priority for action to
help prevent excess weight gain. A whole-school
approach should be used to develop life-long healthy
eating and physical activity practices.

High

2006 NICE guidance recommends head teachers and
chairs of governors, in collaboration with parents and
pupils, should assess the whole school environment
and ensure that the ethos of all school policies helps
children and young people to maintain a healthy
weight, eat a healthy diet and be physically active, in
line with existing standards and guidance.

High

2006 NICE guidance recommends head teachers and
chairs of governors should ensure that teaching,
support and catering staff receive training on the
importance of healthy-school policies and how to
support their implementation.

High

2006 NICE guidance recommends schools should
establish links with relevant organisations and
professionals, including health professionals and
those involved in local strategies and partnerships
to promote sports for children and young people.

High

2006 NICE guidance recommends interventions
should be sustained, multicomponent and address
the whole school, including after-school clubs and
other activities. Short-term interventions and one-off

High
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events are insufficient on their own and should be
part of a long-term integrated programme.
2006 NICE guidance recommends staff delivering
physical education, sport and physical activity should
promote activities that children and young people
find enjoyable and can take part in outside school,
through into adulthood. Children's confidence and
understanding of why they need to continue physical
activity throughout life (physical literacy) should be
developed as early as possible.

High

2006 NICE guidance recommends children and young
people should eat meals (including packed lunches) in
school in a pleasant, sociable environment. Younger
children should be supervised at mealtimes and, if
possible, staff should eat with children.

High

2006 NICE guidance recommends staff planning
interventions should consider the views of children
and young people, any differences in preferences
between boys and girls, and potential barriers.

High

2006 NICE guidance recommends where possible,
parents should be involved in school-based
interventions through, for example, special events,
newsletters and information about lunch menus and
after-school activities.

High

2006 NICE guidance recommends all workplaces,
particularly large organisations such as the NHS and
local authorities, should address the prevention and
management of obesity, because of the considerable
impact on the health of the workforce and associated
costs to industry. Workplaces are encouraged to
collaborate with local strategic partnerships and to
ensure that action is in line with the local obesity
strategy.

High

2006 NICE guidance recommends workplaces should
provide opportunities for staff to eat a healthy diet and
be more physically active through:

High

-active and continuous promotion of healthy choices in
restaurants, hospitality, vending machines and shops
for staff and clients, in line with existing Food
Standards Agency guidance
-working practices and policies, such as active travel
policies for staff and visitors
-a supportive physical environment, such as
improvements to stairwells and providing showers
and secure cycle parking
-recreational opportunities, such as supporting out-ofhours social activities, lunchtime walks and use of local
leisure facilities.
2006 NICE guidance recommends incentive schemes
(such as policies on travel expenses, the price of food
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High

and drinks sold in the workplace and contributions to
gym membership) that are used in a workplace
should be sustained and part of a wider programme
to support staff in managing weight, improving diet
and increasing activity levels.
2006 NICE guidance recommends primary care
organisations and local authorities should recommend
to patients, or consider endorsing, self-help,
commercial and community weight management
programmes only if they follow best practice by:

High

helping people assess their weight and decide on a
realistic healthy target weight (people should usually
aim to lose 5–10% of their original weight)
aiming for a maximum weekly weight loss of 0.5–1 kg
focusing on long-term lifestyle changes rather than a
short-term, quick-fix approach
being multicomponent, addressing both diet and
activity, and offering a variety of approaches
using a balanced, healthy-eating approach
recommending regular physical activity (particularly
activities that can be part of daily life, such as brisk
walking and gardening) and offering practical, safe
advice about being more active
including some behaviour change techniques, such as
keeping a diary and advice on how to cope with 'lapses'
and 'high-risk' situations
recommending and/or providing ongoing support.
2006 NICE guidance recommends health
professionals in primary and secondary care and
community settings should discuss the range of
weight management options with people who want
to lose or maintain their weight, or are at risk of
weight gain, and help them decide what best suits
their circumstances and what they will be able to
sustain in the long term.

High

2006 NICE guidance recommends that General
practices and other primary or secondary care
settings recommending commercial, community
and/or self-help weight management programmes
should continue to monitor patients and provide
support and care.

High

2006 NICE guidance recommends health
professionals in primary and secondary care and
community settings should check that any
commercial, community or self-help weight
management programmes they recommend to
patients meet best-practice standards.

High
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2006 NICE guidance recommends for both adults and
children regular, non-discriminatory long-term followup by a trained professional should be offered.
Continuity of care in the multidisciplinary team should
be ensured through good record keeping.

High

2006 NICE guidance recommends for adults that any
specialist setting should be equipped for treating
people who are severely obese with, for example,
special seating and adequate weighing and
monitoring equipment.

High

Hospitals should have access to specialist equipment –
such as larger scanners and beds – needed when
providing general care for people who are severely
obese.
2006 NICE guidance recommends that for adults the
choice of any intervention for weight management
must be made through negotiation between the
person and their health professional.

High

2006 NICE guidance recommend that for adults
components of the planned weight-management
programme should be tailored to the person's
preferences, initial fitness, health status and lifestyle.

High

2006 NICE guidance recommends the care of children
and young people should be coordinated around their
individual and family needs and should comply with
national core standards as defined in the Children's NSFs
for England and Wales.

High

2006 NICE guidance recommends the overall aim
should be to create a supportive environment that helps
overweight or obese children and their families make
lifestyle changes.

High

2006 NICE guidance recommends decisions on the
approach to management of a child's overweight or
obesity (including assessment and agreement of goals
and actions) should be made in partnership with the
child and family, and be tailored to the needs and
preferences of the child and the family.

High

2006 NICE guidance recommends Interventions for
childhood overweight and obesity should address
lifestyle within the family and in social settings.

High

2006 NICE guidance recommends parents (or carers)
should be encouraged to take the main responsibility
for lifestyle changes for overweight or obese children,
especially if they are younger than 12 years. However,
the age and maturity of the child and the preferences
of the child and the parents should be taken into
account.

High

2006 NICE guidance recommends that for both adults

High
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and children multicomponent interventions are the
treatment of choice. Weight management
programmes should include behaviour change
strategies to increase people's physical activity levels
or decrease inactivity, improve eating behaviour and
the quality of the person's diet and reduce energy
intake.
2006 NICE guidance recommends that for both adults
and children when choosing treatments, the following
factors should be considered: the person's individual
preference and social circumstance and the
experience and outcome of previous treatments, their
level of risk based on BMI and waist circumference
and any comorbidities.

High

2006 NICE guidance recommends the results of a
discussion should be documented, and a copy of the
agreed goals and actions should be kept by the
person and the healthcare professional or put in the
notes as appropriate. Healthcare professionals should
tailor support to meet the person's needs over the
long term.

High

2006 NICE guidance recommends that the level of
support offered should be determined by the person's
needs, and be responsive to changes over time.

High

2006 NICE guidance recommends that any healthcare
professional involved in the delivery of interventions
for weight management should have relevant
competencies and have undergone specific training.

High

2006 NICE guidance recommends that information
should be provided in formats and languages that are
suited to the person. When talking to patients and
carers, healthcare professionals should use everyday,
jargon-free language and explain any technical terms.
Consideration should be given to the person's age and
stage of life, gender, cultural needs and sensitivities,
ethnicity, social and economic circumstances, physical
and mental disabilities.

High

2006 NICE guidance recommends that to encourage
the patient through the difficult process of changing
established behaviour, healthcare professionals should
praise successes – however small – at every
opportunity.

High

2006 NICE guidance recommends People who are
overweight or obese, and their families and/or carers,
should be given relevant information on: overweight
and obesity including related health risks, realistic
targets for weight loss, the distinction between losing
weight and maintaining weight loss and the
importance of developing skills for both, realistic
targets for outcomes other than weight loss such as

High
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increased physical activity and healthy eating,
diagnosis and treatment options, healthy eating in
general, medication and side effects, surgical
treatments, self care, voluntary organisations and
support groups and how to contact them.
There should be adequate time in the consultation to
provide information and answer questions.
2006 NICE guidance recommends that if a person (or
their family or carers) does not want to do anything at
this time, healthcare professionals should explain that
advice and support will be available in the future
whenever they need it. Contact details should be
provided, so that the person can make contact when
they are ready.
2006 NICE guidance recommends for adults the
person's partner or spouse should be encouraged to
support any weight management programme.
2006 NICE guidance recommends for adults the
level of intensity of the intervention should be
based on the level of risk and the potential to gain
health benefits.
2006 NICE guidance recommends single-strategy
approaches to managing weight are not
recommended for children or young people.
2006 NICE guidance recommends the aim of weight
management programmes for children and young
people may be either weight maintenance or weight
loss, depending on their age and stage of growth.

High

2006 NICE guidance recommends parents of
overweight or obese children and young people should
be encouraged to lose weight if they are also
overweight or obese.

High

2006 NICE guidance recommends for both adults and
children that any behavioural intervention should be
delivered with the support of an appropriately trained
professional.

High

2006 NICE guidance recommends that behavioural
interventions for adults should include the following
strategies, as appropriate for the person: self
monitoring of behaviour and progress, stimulus
control, goal setting, slowing rate of eating, ensuring
social support, problem solving, assertiveness,
cognitive restructuring (modifying thoughts),
reinforcement of changes, relapse prevention,
strategies for dealing with weight regain.

High

2006 NICE guidance recommends behavioural
interventions for children should include the following
strategies, as appropriate for the child: stimulus
control, self monitoring, goal setting, rewards for
reaching goals, problem solving.

High
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High

High

High

High

Although not strictly defined as behavioural
techniques, giving praise and encouraging parents
to role-model desired behaviours are also
recommended.
2006 NICE guidance recommends for adults and
children dietary changes should be individualised,
tailored to food preferences and allow for flexible
approaches to reducing calorie intake.

High

2006 NICE guidance recommends for adults and
children unduly restrictive and nutritionally
unbalanced diets should not be used, because they
are ineffective in the long term and can be harmful.

High

2006 NICE guidance recommends adults and children
should be encouraged to improve their diet even if they
do not lose weight, because there can be other health
benefits.

High

2006 NICE guidance recommends for adults that the
main requirement of a dietary approach to weight loss
is that total energy intake should be less than energy
expenditure.

High

2006 NICE guidance recommends for adults diets that
have a 600 kcal/day deficit or that reduce calories by
lowering the fat content, in combination with expert
support and intensive follow-up, are recommended for
sustainable weight loss.

High

2006 NICE guidance recommends for adults lowcalorie diets (1000–1600 kcal/day) may also be
considered, but are less likely to be nutritionally
complete.

High

2006 NICE guidance recommends for adults very-lowcalorie diets (less than 1000 kcal/day) may be used
for a maximum of 12 weeks continuously, or
intermittently with a low-calorie diet (for example for
2–4 days a week), by people who are obese and have
reached a plateau in weight loss.

High

2006 NICE guidance recommends for children a dietary
approach alone is not recommended. It is essential that
any dietary recommendations are part of a
multicomponent intervention.

High

2006 NICE guidance recommends for children that
any dietary changes should be age appropriate and
consistent with healthy eating advice.

High

2006 NICE guidance recommends for overweight and
obese children and adolescents, total energy intake
should be below their energy expenditure. Changes
should be sustainable.

High

2006 NICE guidance recommends that for both adults

High
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and children pharmacological treatment should be
considered only after dietary, exercise and
behavioural approaches have been started and
evaluated.
2006 NICE guidance recommends for adults that drug
treatment should be considered for patients who have
not reached their target weight loss or have reached a
plateau on dietary, activity and behavioural changes
alone.

High

2006 NICE guidance recommends for adults that the
decision to start drug treatment, and the choice of
drug, should be made after discussing with the
patient the potential benefits and limitations,
including the mode of action, adverse effects and
monitoring requirements, and their potential impact
on the patient's motivation.

High

When drug treatment is prescribed, arrangements
should be made for appropriate healthcare
professionals to offer information, support and
counselling on additional diet, physical activity and
behavioural strategies. Information on patient
support programmes should also be provided.
2006 NICE guidance recommends for adults that
prescribing should be in accordance with the drug's
summary of product characteristics.

High

2006 NICE guidance recommends that drug
treatment is not generally recommended for children
younger than 12 years.
In children younger than 12 years, drug treatment
may be used only in exceptional circumstances, if
severe life-threatening comorbidities are present.
Prescribing should be started and monitored only in
specialist paediatric settings.
In children younger than 12 years, treatment with
orlistat is recommended only if physical comorbidities or
severe psychological comorbidities are present.
Treatment should be started in a specialist paediatric
setting, by multidisciplinary teams with experience of
prescribing in this age group.

High

2006 NICE guidance recommends that orlistat should
be prescribed for obesity in children only by a
multidisciplinary team with expertise in: drug
monitoring, psychological support, behavioural
interventions, interventions to increase physical activity,
interventions to improve diet.

High

Orlistat should be prescribed for young people only if
the prescriber is willing to submit data to the proposed
national registry on the use of these drugs in young
people.
2006 NICE guidance recommends for children that
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High

after drug treatment has been started in specialist
care, it may be continued in primary care if local
circumstances and/or licensing allow.
2006 NICE guidance recommends for adults and
children pharmacological treatment may be used to
maintain weight loss, rather than continue to lose
weight.

High

2006 NICE guidance recommends for adults and
children, if there is concern about the adequacy of
micronutrient intake, a supplement providing the
reference nutrient intake for all vitamins and minerals
should be considered, particularly for vulnerable
groups such as older people (who may be at risk of
malnutrition) and young people (who need vitamins
and minerals for growth and development).

High

2006 NICE guidance recommends that both adults and
children whose drug treatment is being withdrawn
should be offered support to help maintain weight
loss, because their self-confidence and belief in their
ability to make changes may be low if they did not
reach their target weight.

High

2006 NICE guidance recommends for adults on drug
treatment:

High

Regular review is recommended to monitor the effect of
drug treatment and to reinforce lifestyle advice and
adherence.
Withdrawal of drug treatment should be considered in
people who do not lose enough weight.
Rates of weight loss may be slower in people with
type 2 diabetes, so less strict goals than those for
people without diabetes may be appropriate. These
goals should be agreed with the person and reviewed
regularly.
2006 NICE guidance recommends that if orlistat is
prescribed for children, a 6–12-month trial is
recommended, with regular review to assess
effectiveness, adverse effects and adherence.

High

2006 NICE guidance recommends Orlistat should be
prescribed only as part of an overall plan for
managing obesity in adults who meet one of the
following criteria: a BMI of 28.0 kg/m2 or more with
associated risk factors, or a BMI of 30.0 kg/m2 or
more.

High

Therapy should be continued beyond 3 months only if
the person has lost at least 5% of their initial body
weight since starting drug treatment.
The decision to use drug treatment for longer than 12
months (usually for weight maintenance) should be
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made after discussing potential benefits and
limitations with the patient.
The co-prescribing of orlistat with other drugs aimed at
weight reduction is not recommended.
2006 NICE guidance recommends bariatric surgery as
a treatment option for adults and children with
obesity if all of the following criteria are fulfilled:

High

they have a BMI of 40 kg/m2 or more, or between 35
kg/m2 and 40 kg/m2 and other significant disease that
could be improved if they lost weight
all appropriate non-surgical measures have been tried
but have failed to achieve or maintain adequate,
clinically beneficial weight loss for at least 6 months
the person has been receiving or will receive intensive
management in a specialist obesity service
the person is generally fit for anaesthesia and surgery
the person commits to the need for long-term followup.
2006 NICE guidance recommends bariatric surgery is
also recommended as a first-line option (instead of
lifestyle interventions or drug treatment) for adults
with a BMI of more than 50 kg/m2 in whom surgical
intervention is considered appropriate.
2006 NICE guidance states that that surgical intervention
is not generally recommended in children or young
people.

High

High

Bariatric surgery may be considered for young people
only in exceptional circumstances, and if they have
achieved or nearly achieved physiological maturity.
2006 NICE guidance recommends

High
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NICE public health guidance. 2008 March. Maternal and child nutrition.
http://publications.nice.org.uk/maternal-and-child-nutrition-ph11
Systematic review
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1++ (high quality MA; or SR of RCTs; or RCT with very
low bias risk)
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2008 NICE guidance recommends for maternal and child
evidence
nutrition that professional bodies should 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
(including folic acid)
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March 2008
UK
High

-the rationale for recommending certain dietary
supplements to pregnant and breastfeeding women the nutritional needs of infants and young children
breastfeeding management, using BFI training as a
minimum standard
-strategies for changing people's eating behaviour,
particularly by offering practical, food-based advice.
2008 NICE guidance recommends as part of their
continuing professional development, train midwives,
health visitors and support workers in breastfeeding
management, using BFI training as a minimum
standard.

High

2008 NICE guidance recommends as part of their
continuing professional development, train health
professionals, including doctors, dieticians and
pharmacists, to promote and support breastfeeding,
using BFI training as a minimum standard.

High

2008 NICE guidance recommends that health
professionals should use any appropriate
opportunity to advise women who may become
pregnant that they can most easily reduce the risk
of having a baby with a neural tube defect by taking
folic acid supplements.

High

Health professionals should advise all women who
may become pregnant about a suitable folic acid
supplement and encourage them to take these and to
eat foods rich in folic acid and to consume foods and
drinks rich in folate.
2008 NICE guidance recommends PCTs should
ensure local education initiatives aimed at health
professionals include information on the importance
of folic acid supplements.

High

2008 NICE guidance recommends that GPs should
prescribe 5 milligrams of folic acid a day for women
who are planning a pregnancy, or are in the early
stages of pregnancy, if they or their partner have a
neural tube defect, if they have had a previous baby
with a neural tube defect, they or their partner have a
family history of neural tube defects, if they have
diabetes.

High

2008 NICE guidance recommends that dieticians and
public health nutritionists should educate health
professionals about the importance of vitamin D
supplements for all pregnant and breastfeeding
women.
2008 NICE guidance recommends that during the
booking of an appointment at the beginning of
pregnancy, midwives should offer every woman
information and advice on the benefits of taking a
vitamin D supplement (10 micrograms [ìg] per day)

High
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High

during pregnancy and while breastfeeding.
They should explain that it will increase both the
mother's and her baby's vitamin D stores and reduce
the baby's risk of developing rickets.
2008 NICE guidance recommends that health
professionals should take particular care to check
that women at greatest risk of deficiency are
following advice to take a vitamin D supplement
during pregnancy and while breastfeeding.

High

These include women who are obese, have limited
skin exposure to sunlight or who are of South Asian,
African, Caribbean or Middle Eastern descent.
2008 NICE guidance recommends that midwives and
health visitors should advise all pregnant and
breastfeeding women about the availability of suitable
vitamin D supplements.

High

2008 NICE guidance recommends the promotion of
the 'Healthy Start' scheme by PCTs and health
professionals accompanied by information, support
and advice.
Commissioners should consider distributing the
maternal Healthy Start vitamin supplement (folic acid,
vitamins C and D) to all women who receive Healthy
Start benefit for children aged 1–4 years, particularly
those who may become pregnant.

High

2008 NICE guidance recommends that midwives,
obstetricians, GPs, health visitors and dieticians, early in
pregnancy, 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 midwives,
obstetricians, GPs, health visitors and dieticians,
provide information on the benefits of a healthy diet
and practical advice on how to eat healthily
throughout pregnancy. This should be tailored to the
woman's circumstances. The advice should include:
eat five portions of fruit and vegetables a day and one
portion of oily fish a week.

High

2008 NICE guidance recommends informing women who
have 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.
Provide 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, identifies
and addresses individual barriers to change, provides
ongoing support over a sufficient period of time to

High
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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 advising
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 NHS trusts
should train link workers who speak the mother's first
language to provide information and support. Where
link workers are not available, ensure women whose
first language is not English have access to
interpreting services and information in a format and
language they can understand.

High

2008 NICE guidance recommends that health
visitors and the CHPP team should provide mothers
and other family members with support to introduce
a variety of nutritious foods (in addition to milk) to
ensure the child is offered a progressively varied
diet from 6 months.

High

2008 NICE guidance recommends health visitors and
the CHPP team should encourage and support parents
and carers to make home-prepared foods for infants
and young children, without adding salt, sugar or
honey.
2008 NICE guidance recommends health visitors and
the CHPP team should encourage families to eat
together and encourage parents and carers to set a
good example by the food choices they make for
themselves
advise parents and carers not to leave infants alone
when they are eating or drinking.

High

2008 NICE guidance recommends health visitors and
the CHPP team should advise parents and carers not
to leave infants alone when they are eating or
drinking.

High

2008 NICE guidance recommends as a minimum,
ensure babies are weighed at birth and in the first
week, as part of an overall assessment of feeding.
Thereafter, healthy babies should usually be weighed
at 8, 12 and 16 weeks and at 1 year, at the time of
routine immunisations.
If there is concern, weigh more often, but no more than
once a month up to 6 months of age, once every 2
months from 6–12 months of age and once every 3
months over the age of 1 year.
Ensure infants are weighed using digital scales which
are maintained and calibrated annually, in line with
medical devices standards

High
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High

2008 NICE guidance recommends that
commissioners and managers should ensure health
professionals receive training on weighing and
measuring infants. This should include: how to use
equipment, how to document and interpret the data,
and how to help parents and carers understand the
results and implications.

6.6.2

2008 NICE guidance recommends ensuring support
staff are trained to weigh infants and young children
and to record the data accurately in the child health
record held by the parents.

High

2008 NICE guidance recommends for good child oral
health, health professionals and those that work with
children should encourage parents and carers to: use a
bottle for expressed breast milk, infant formula or
cooled boiled water only, offer drinks in a non-valved
free-flowing cup from age 6 months to 1 year,
discourage feeding from a bottle from 1 year onwards,
limit sugary foods to mealtimes only, avoid giving
biscuits or sweets as treats, encourage snacks free of
salt and added sugar (such as vegetables and fruit)
between meals, provide milk and water to drink
between meals (diluted fruit juice can be provided with
meals – 1 part juice to 10 parts water).

High

2008 NICE guidance recommends for good child oral
health, health professionals and those that work with
children should discourage parents and carers from
adding sugar or any solid food to bottle feeds, adding
sugar or honey to weaning (solid) foods, offering baby
juices or sugary drinks at bedtime.

High

2008 NICE guidance recommends school and nursery
staff 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.

High

2008 NICE guidance recommends school and nursery
staff should take every opportunity to encourage
children to handle and taste a wide range of foods that
make up a healthy diet by:
-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
-ensuring carers eat with children whenever possible.

High

2008 NICE guidance recommends that public health
nutritionists and dieticians should offer parents in
receipt of Healthy Start benefit 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 providing support

High
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High

(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 working with local retailers
to improve the way fresh fruit and vegetables are
displayed and promoted.
Other
comments

Breastfeeding and formula feeding recommendations not included here due to
separate dedicated topic.
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Eur J Public Health. 2012 Oct;22(5):677-83. Epub 2011 Jul 23.Effectiveness of workplace
interventions in Europe promoting healthy eating: a systematic review.Maes L, Van
Cauwenberghe E, Van Lippevelde W, Spittaels H, De Pauw E, Oppert JM, Van Lenthe FJ, Brug
J, De Bourdeaudhuij I.
http://www.ncbi.nlm.nih.gov/pubmed/21785115
Systematic review
1+ (well-conducted MA, SR, or RCTs with a low
risk of bias)
There is limited to moderate evidence for
positive effects of nutrition interventions on
adults implemented at the workplace.

Publication
Date
Region

October 2012

Strength of
evidence

Moderate

Europe

There is moderate evidence of effect of educational
and multi-component dietary interventions on adults
in the workplace on dietary behaviours and potential
dietary determinants of such behaviours.

Moderate

There is evidence that effects of workplace health
promotion interventions for adults may be improved
if stronger adherence to established quality criteria
for such interventions is realized.

Moderate

Low
There is inconclusive evidence of effect on adults for
workplace interventions focusing both on nutrition
and physical activity.
Seventeen studies solely focusing on promotion of a healthy diet were identified.
Eight were educational, one used worksite environmental change strategies, and
eight used a combination of both (multi-component).
None of the interventions were rated as 'strong'; seven met the criteria for
'moderate' quality.
Thirteen studies focusing both on nutrition and physical activity (nine educational
and four multi-component studies) were identified.
Ten were rated as having 'weak' and three as having 'moderate' methodological quality.
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F5
Health Promot Int. 2012 Jun;27(2):238-49. doi: 10.1093/heapro/dar035. Epub
2011 Jul 6.Improving nutrition and physical activity in the workplace: a metaanalysis of intervention studies.Hutchinson AD, Wilson C.
http://www.ncbi.nlm.nih.gov/pubmed/21733915
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Type of
evidence
Quality of
study

Meta analysis

Evidence
statements
(note
population,
interventio
n and
outcomes)

There is evidence that the workplace is a suitable
environment for making modest changes in the
physical activity, nutrition and health of employees.

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

Publication
Date
Region

June 2012

Strength of
evidence

Moderate

International - all

Moderate

There is evidence regarding nutrition and physical
activity interventions in the workplace that large
effects were found for some measures of
interventions using motivation enhancement
approaches (change over time data only).
These results suggest that aspects of motivational
enhancement such as motivational interviewing and
the use of rewards or incentives should be
incorporated into future programmes.

Moderate

There is evidence regarding nutrition and physical
activity interventions in the workplace that effect
sizes are larger for studies focusing on one health
behaviour.
Other
comments

Twenty-one studies were included that reported post-intervention results (9517
participants). A further 10 studies were included that reported change over time results
(2894 participants).
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http://www.ncbi.nlm.nih.gov/pubmed/22907934
Systematic review

Evidence
statements
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interventio
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There is evidence for sustained, focused media and
educational campaigns, using multiple modes, for
increasing consumption of specific healthful foods
or reducing consumption of specific less healthful
foods or beverages, either alone or as part of
multicomponent strategies.

Circulation. 2012 Sep 18;126(12):1514-63. Epub 2012 Aug 20.Population approaches to
improve diet, physical activity, and smoking habits: a scientific statement from the American
Heart Association. Mozaffarian D, Afshin A, Benowitz NL, Bittner V, Daniels SR, Franch HA,
Jacobs DR Jr, Kraus WE, Kris-Etherton PM, Krummel DA, Popkin BM, Whitsel LP, Zakai NA;
American Heart Association Council on Epidemiology and Prevention, Council on Nutrition,
Physical Activity and Metabolism, Council on Clinical Cardiology, Council on Cardiovascular
Disease in the Young, Council on the Kidney in Cardiovasc.

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

Publication
Date
Region

Strength of
evidence

September 2012
International western style
countries
High

There is evidence for on-site supermarket and grocery
store educational programs to support the purchase of
healthier foods.

Moderate

There is evidence for mandated nutrition facts panels or
front-of-pack labels/icons as a means to influence

Moderate
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industry behavior and product formulations
There is evidence for subsidy strategies to lower
prices of more healthful foods and beverages.
There is evidence for tax strategies to increase prices of
less healthful foods and beverages.
There is evidence for changes in both agricultural
subsidies and other related policies to create an
infrastructure that facilitates production,
transportation, and marketing of healthier foods,
sustained over several decades.

High
Moderate
Moderate

There is evidence for multicomponent interventions in
schools focused on improving both diet and physical
activity, including: specialized educational curricula,
trained teachers, supportive school policies, a formal PE
program, healthy food and beverage options, and a
parental/family component.

High

There is evidence for school garden programs,
including nutrition and gardening education and
hands-on gardening experiences.

Moderate

There is evidence for fresh fruit and vegetable
programs in schools that provide free fruits and
vegetables to students during the school day.
There is evidence for comprehensive workplace
wellness programs with nutrition, physical activity,
and tobacco cessation/prevention components.

Moderate

Moderate

There is evidence for workplace increased availability of
healthier food/beverage options and/or strong nutrition
standards for foods and beverages served, in
combination with vending machine prompts, labels, or
icons to make healthier choices.

Moderate

There is evidence for increased availability of
supermarkets near homes for improving diet.
There is evidence for restrictions on television
advertisements for less healthful foods or beverages
advertised to children.

Moderate

There is evidence for restrictions on advertising and
marketing of less healthful foods or beverages near
schools and public places frequented by youths.

Moderate

There is evidence for general nutrition standards for
foods and beverages marketed and advertised to
children in any fashion, including on-package
promotion.

Moderate

There is evidence for regulatory policies to reduce
specific nutrients in foods (eg, trans fats, salt, certain
fats).

High
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ID
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BMC Public Health. 2011 Feb 18;11:119. doi: 10.1186/1471-2458-11-119.Systematic
review of reviews of intervention components associated with increased effectiveness in
dietary and physical activity interventions.Greaves CJ, Sheppard KE, Abraham C, Hardeman
W, Roden M, Evans PH, Schwarz P; IMAGE Study Group.
http://www.ncbi.nlm.nih.gov/pubmed/21333011
Systematic review
February 2011
Publication
Date
Region
International - all
1+ (well-conducted MA, SR, or RCTs with a low
risk of bias)
Moderate
Strength of
There is evidence based on causal analyses that
evidence
intervention effectiveness was increased by engaging
social support, targeting both diet and physical
activity, and using well-defined/established behaviour
change techniques.
There is evidence that increased effectiveness was also
associated with increased contact frequency and using
a specific cluster of "self-regulatory" behaviour change
techniques (e.g. goal-setting, self-monitoring).

Moderate

There is evidence that no clear relationships were
found between effectiveness and intervention
setting, delivery mode, study population or
delivery provider.

Moderate

Moderate
Evidence on long-term effectiveness suggested
the need for greater consideration of behaviour
maintenance strategies.
Of 3856 identified articles, 30 met the inclusion criteria and 129 analyses
related intervention components to effectiveness.

F8
Am J Clin Nutr. 2012 Oct;96(4):889-901. Epub 2012 Sep 5.Systematic review and metaanalysis of school-based interventions to improve daily fruit and vegetable intake in children
aged 5 to 12 y.Evans CE, Christian MS, Cleghorn CL, Greenwood DC, Cade JE.
http://www.ncbi.nlm.nih.gov/pubmed/22952187
Meta analysis
September 2012
Publication
Date
Region
1+ (well-conducted MA, SR, or RCTs with a low
International risk of bias)
western style
countries
Moderate
Strength of
There is evidence that school-based interventions
evidence
moderately improve fruit intake but have
minimal impact on vegetable intake.

A total of 27 school-based programs involving 26,361 children were identified that met the
inclusion criteria and assessed the daily weight of fruit and vegetable intake combined, fruit
intake only, or vegetable intake only, and 21 studies were used in meta-analyses.
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Prev Med. 2011 Jul-Aug;53(1-2):3-9. doi: 10.1016/j.ypmed.2011.04.016. Epub 2011 May
11.Primary school interventions to promote fruit and vegetable consumption: a systematic
review and meta-analysis. Delgado-Noguera M, Tort S, Martínez-Zapata MJ, Bonfill X.
http://www.ncbi.nlm.nih.gov/pubmed/21601591
Meta analysis
August 2011
Publication
Date
Region
1+ (well-conducted MA, SR, or RCTs with a low
International risk of bias)
western style
countries
Moderate
Strength of
There is evidence that computer-based interventions
evidence
were effective in increasing fruit and vegetable
consumption in primary schools.
Although these results are preliminary, computerbased interventions could be considered in schools,
given that they are effective and cheaper than
other alternatives.
Moderate
There is evidence that multicomponent interventions
and free/subsidized fruit and vegetable interventions
were not effective in increasing fruit and vegetable
consumption in primary schools.
Nineteen cluster studies were included (of strong or moderate quality)
Seven out of 19 studies were carried out in the United States, three in the United Kingdom,
two in the Netherlands, Ireland, and Italy and one each in Norway and New Zealand. Another
study was performed in three European countries: Netherlands, Norway & Spain.

F10
Obes Rev. 2011 Mar;12(3):205-16. doi: 10.1111/j.1467-789X.2009.00711.x.Schoolbased interventions promoting both physical activity and healthy eating in Europe: a
systematic review within the HOPE project.De Bourdeaudhuij I, Van Cauwenberghe E,
Spittaels H, Oppert JM, Rostami C, Brug J, Van Lenthe F, Lobstein T, Maes L.
http://www.ncbi.nlm.nih.gov/pubmed/20122137
Systematic review
March 2011
Publication
Date
Region
Europe
1+ (well-conducted MA, SR, or RCTs with a low
risk of bias)
Moderate
Strength of
There is evidence regarding school based
evidence
interventions that combining educational and
environmental components that focus on both sides
of the energy balance (physical activity and healthy
eating) give better and more relevant effects.
Environmental interventions might include: organized
physical activities during breaks, or before and after
school; improved availability of physical activity
opportunities in and around the school environment;
increased physical education lesson time; improved
availability or accessibility of healthy food options;
and restricted availability and accessibility of
unhealthy food options.
There is evidence regarding school based
interventions that computer-tailored personalized
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Moderate

Other
comments

ID
Citation

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

education in the classroom showed better results
than a generic classroom curriculum for promoting
physical activity and healthy eating.
Eleven studies (reported in 27 articles) met the inclusion criteria, six in primary
school and five in secondary school children.

F11
Public Health Nutr. 2009 Feb;12(2):267-83. doi: 10.1017/S1368980008002589. Epub
2008 Jun 18.Family correlates of fruit and vegetable consumption in children and
adolescents: a systematic review.Pearson N, Biddle SJ, Gorely T.
http://www.ncbi.nlm.nih.gov/pubmed/18559129
Systematic review
February 2009
Publication
Date
Region
International - all
1+ (well-conducted MA, SR, or RCTs with a low
risk of bias)
Moderate
Strength of
There is evidence for the importance of targeting the
family environment for the promotion of healthy
evidence
eating behaviours among children and adolescents.
Moderate
There is evidence that future interventions should
encourage parents to be positive role models by
targeting parental intake and to create a supportive
home environment through increased
encouragement and availability of fruits and
vegetables and employing rules to govern eating
behaviours.
There is evidence that for adolescents, indicators of
family circumstances (e.g. parental education) should
be used to identify target groups for interventions
aimed at promoting healthy eating.

Other
comments

Moderate

There were also positive associations between
parental occupational status and adolescent fruit
consumption and between parental education and
adolescents' fruit, juice and vegetable consumption.
Twenty-five studies (thirty-three samples) of children were reviewed. The majority of
studies were conducted in the USA (11) and in European countries (11).
Thirty-eight studies (fifty-five samples) of adolescents were reviewed. The majority
of studies were conducted in the USA (17).

ID
Citation

Web link
Type of
evidence
Quality of
study
Evidence

F12
BMC Public Health. 2009 Jun 12;9:182. doi: 10.1186/1471-2458-9-182.Effective elements of
school health promotion across behavioural domains: a systematic review of reviews. Peters
LW, Kok G, Ten Dam GT, Buijs GJ, Paulussen TG.
http://www.ncbi.nlm.nih.gov/pubmed/19523195
Systematic review
June 2009
Publication
Date
Region
1+ (well-conducted MA, SR, or RCTs with a low
International risk of bias)
western style
countries
There is evidence for five effective elements of school Strength of
Moderate

203

statements
(note
population,
interventio
n and
outcomes)

Other
comments

health promotion found to be similar across three
behavioral domains examined (substance abuse, sexual
behavior, nutrition): use of theory; addressing social
influences, especially social norms; addressing
cognitive-behavioral skills; training of facilitators; and
multiple components.
There is at least tentative evidence that two
additional elements had effectiveness in all domains
(substance abuse, sexual behaviour, nutrition) when
using a rule based method of analysis but had
inconclusive evidence in at least one domain when
using an interpretation-based method of analysis:
parent involvement and a larger number of sessions.

evidence

Low

Fifty-five reviews and meta-analyses met predetermined relevance and publication criteria
and were included.
36 reviews were rated strong, 6 moderate, and 13 weak. Included only strong and moderate
reviews in two types of analysis: one based on interpretation of conflicting results, the other on a
specific vote-counting rule.
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