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•Behaviour

•Genes

•Environment

The causes of obesity are complex



Childhood obesity in New Zealand
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Adult obesity in New Zealand
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What to do?



http://www.health.govt.nz/system/files/documents/publications/weight-management-2-5-year-oldsv2.pdf



Monitor
Assess       Manage   

Maintain



STEP 1 - Monitor
• Growth in children

• Regularly measure 
height and weight to 
calculate BMI using age-
and sex-specific growth 
charts

• Weight in adults

• Regular weight 
measurements (and a 
height, if this is not 
already known)



‘My child exercises every day 
of the week with horse riding 
and running and as you should 
know muscle weighs heavier 
than fat.’

Gillison et al Public Health Nutrition 2013: 17(5), 987–997

You might hear…



You might hear…

‘There are much fatter children 
out there and my son isn’t that 
bad!’

Gillison et al Public Health Nutrition 2013: 17(5), 987–997



Perception of adults weight

Under 
weight

Healthy 
weight

Over 
weight

Class I Obesity Class II Obesity Class III Obesity

Under 
weight

Healthy Weight Overweight

Obese

Perception of weight was influenced by the respondents' weight status and genderAdult perception

Harris et al. International Journal of Obesity (2008) 32, 336–342;



Perceptions of Children’s Weight

Under weight

Healthy weight

Unhealthy 
weight

Very unhealthy 
weight



Growth Chart - BMI

http://www.ttophs.govt.nz/childhood_obesity_prevention_health_professionals



Raising Healthy Kids Target

Measurements
Having a 

conversation
Referral GP/PN visit

Healthy Lifestyle Support Services

B4SC Staff Primary Care Staff

Feedback

By December 2017, 95% of obese 
children identified in the Before 
School Check (B4SC) programme will 
be offered a referral to a health 
professional for clinical assessment 
and family based nutrition, activity 
and lifestyle interventions.





Quarter 1   Quarter 2 Quarter 3



You might hear….

BMI is a flawed 
measure!



BMI is an indicator of risk.  It does not:

• distinguish between fat and lean mass

• account for ethnic differences

• measure actual body fat or provide 
information about distribution of body fat

• account for people with smaller stature and 
with a BMI < 25, but with a large waist

Limitations of BMI



STEP 2 - Assess

Children

History
• Pregnancy (obesity, diabetes, birth weight)

• Feeding (breast, bottle weaning)

• Early weight trajectory

• Current eating habits

• Developmental milestones

• Physical activity (& screen time)

• Sleep (enough of it, snoring)

• Medications (steroids)

• Family

Examination 
• Watch the child walk into the room

• Talk to the child

• Growth chart (height, weight, BMI)

• Dysmorphic features

• Blood pressure

Adults
History
• Current eating habits

• Physical activity 

• Sleep

• Medications

• Family history of obesity 
• Early cardiovascular disease or dyslipidaemia
• Weight loss history
• Dietary patterns
• Current physical and social consequences of an unhealthy weight

Examination
• Weight & height
• Waist circumference 
• Blood pressure



STEP 3: Manage

F
Food

A
Activity
& Sleep

B
Behavioural 
Strategies

Behavioural changes are pivotal 



For kids

Food
• Nutritionally balanced diet
• Appropriate portion sizes
• Family meals
• Slower eating
• Avoid snacking

Activity and sleep
• Play and physical activity
• Reduce screen time (esp TV)
• Sleep time 

• Infants 12-15
• Toddlers 11-14
• Preschoolers 10-13

Behavioural strategies
• Change what is available at home
• Keep ‘treats’ out of site
• Increase easy accessibility to healthy options



For adults - FAB

• There is huge individual variation with diets - so it’s perhaps more about 
stick-ability!

• Chose an option that can be implemented and sustained

• If one approach does not succeed try another

• Encourage exercise as well as dietary changes, but manage expectations 
(i.e. exercise does not have a huge impact on weight loss, but has 
numerous other health benefits)



Approved Medicines
• Orlistat
• Phentermine

Not approved in NZ
• Liraglutide
• Naltrexone/bupropion

There are a number of other 
criteria for publicly funded 
bariatric surgery
• BMI <55kg/m2

• weigh less than 160kg
• acceptance of long term 

follow-up



STEP 4 - Maintain

• Review opportunistically

• Address comorbidities

• Accept setbacks – maintain positivity

• Encourage family activities and sport

• Encourage cultural initiatives

• Support communities 
• Healthy Families NZ

• Iron Māori

• Community gardens/Kai Atua



Brief interventions – Adult obesity

•Motivate a weight loss 
attempt

•Healthcare professional 
advice to lose weight was 
associated with increased 
odds of weight loss attempts 
(OR=3.53; 95% CI: 2.44-5.10)

Jackson et al BMJ Open 2013, 3: e003693



Making an offer of support

Intervention (n=940)
– Physician offered 

referral to a weight 
management group

• 72% agreed to attend

• 40% attended

• Mean weight change 
at 12 months: 2·43 kg

Control (n=942)
– Physician advised the 

patient that their health 
would benefit from 
weight loss.

• 9% attended weight 
management group

• Mean weight change at 
12 months: 1.04 kg

Aveyard et al. Lancet. 2016 Nov 19;388(10059):2492-2500. 

adjusted difference = 1·43 kg (95% CI 0·89-1·97)

https://www.ncbi.nlm.nih.gov/pubmed/27789061


Importance of systems

• Measurements

– Who takes these?

– Where/when?

• Conversation

• Next steps

– Referral

– Follow-up
Tasks can be shared



Brief interventions – childhood obesity

Marginal effect for primary care–based 
early interventions for paediatric obesity 
with regard to BMI reduction

Leslie A. Sim et al. Pediatrics 2016;138:e20160149



Leslie A. Sim et al. Pediatrics 2016;138:e20160149©2016 by American Academy of Pediatrics

Random effect meta-analysis (the effect of brief primary care interventions vs usual care 
or active control on z-BMI). 



So why is having 
the conversation 

so hard?



Do you remember this campaign?



“Our findings highlight a mismatch
between health professionals 

perceptions of how difficult these 
discussions are and reality, in that most 
parents are receptive to the information 

if delivered well.” 

Dawson et al. Pediatr Obesity, 2016



Having the conversation….

The most important aspect of these 
conversations is to make the experience positive
and non-judgmental

The style in which this feedback is provided 
appears to be less important.

Dawson et al. Pediatr Obesity, 2016

Keep it simple, but if you have more time you can go further utilising ‘change talk’





Tools to help

http://www.waikatodhb.health.nz/directory-of-our-services/waikids/bodywise/http://www.live5210.ca/resources/downloads/



http://www.health.govt.nz/your-health/healthy-living/food-and-physical-activity/obesity

Tips



Commonly selected goals

• Increase in fruit and vegetables 

• Less junk food, more healthy snacks

• Decrease sugary drinks

• Drink more water 

• Proportionate hand-based portion sizes 

• Active play at least 60 minutes each day 



Expectations of weight loss

• Foster et al 1997
– 60 middle aged obese women

– BMI > 35

• Their goal weight loss
– Dream weight

– Happy weight

– Acceptable weight

– Disappointed weight

Foster GD, et al. J Consult Clin Psychol 1997;65:79-85.

Dream Happy Acceptable Disappointed

% of baseline weight lost 38% 31% 25% 17%



Weight loss at 48 weeks
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disappointed
weight loss

No one achieved their dream weight loss

Foster GD, et al. J Consult Clin Psychol 1997;65:79-85



Realistic expectations

• Most people cannot achieve their ideal 
weight, even with the most aggressive 
approaches

• Most cannot maintain losses  >15% of 
initial body weight without surgery

• Loss of 5% to 10% of body weight is 
realistic, and associated with significant 
health improvements



What people think 
it should look like

What it really 
looks like

Success



Overweight healthcare professionals?
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What do patients think?

Patients estimation 
of doctors weight

Normal (n=118) Overweight (n=312) Obese (n=170)

Trust* advice on 
weight control

76% 85% 85%

Trust advice on diet 77% 87%** 82%

Trust advice on 
physical activity

79% 86% 80%

• Survey of 600 overweight or obese adults

* Rated ‘a great deal’ or ‘a good amount’ of trust
**Significantly greater than normal weight (p=0.04)

Bleich et al (2013) Preventive Medicine 57: 120-124



Conclusion

• The solution to obesity is multi-faceted

• Health care professionals have an important 
role to play

• Although the conversations can be difficult, 
they are worthwhile





Can be hard...

and a little 
help is 
sometimes 
needed!

Maintaining healthy behaviours

hayden@thedragon.institute


