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Background: Obesity is a major public health issue because of its increasing pre-

valence and impact on health. The management of overweight and obesity has been a

government priority for many years. However, overweight and obesity management at

a local level has often been ineffective. Although there is a need to examine obesity

strategies and policies for local populations, there is currently no readily available

framework for evaluating local obesity strategies. We therefore developed a frame-

work, the Imperial College Obesity Strategy Assessment Framework (IC-OSAF), for

examining the content of local obesity strategies. Methods: We adapted two previous

policy analysis frameworks (Bardach’s Eightfold Path Framework and Collins’ Health

Policy Analysis Framework) and used these with information from national guidelines

to develop an obesity strategy analysis framework. We then piloted this framework

using the obesity strategy for one London primary care trust (PCT). Results: The

framework was applied successfully and helped identify limitations and omissions

in the PCT obesity management strategy. Conclusions: The IC-OSAF is a practical,

easy-to-use tool for the analysis of local obesity management strategies. The frame-

work can help identify gaps and limitations in strategies to help reduce variations in

obesity management between PCTs.
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Introduction

The World Health Organization (WHO) esti-
mated in 2006 that approximately 1.6 billion
adults were overweight, and at least 400 million
adults were obese and that about 20 million
children under the age of five years were over-
weight (World Health Organization, 2006). In the
United Kingdom, the proportion of adults with

obesity has significantly increased in recent dec-
ades, with no signs of any reversal in this trend
(National Health Services, 2008). The ineffec-
tiveness of interventions for obesity has resulted
in predictions that around 12 million adults and
1 million children will be obese in the United
Kingdom in 2010. This represents a shift in recent
years of around 3.5 million adults who were pre-
viously within a healthy weight range or with
a body mass index of ,30 kg/m2 into either
the overweight or obese range, respectively, by
2010 (Department of Health, 2006; Pryke and
Docherty, 2008). The Foresight Report predicts
further increases in obesity and states that by
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2050, 60% of men, 50% of women and 25% of
children in the United Kingdom could be obese
(Government Office for Science, 2007).

The contributing factors for an increase in
overweight and obesity are a global shift in diets
towards an increased intake of energy-dense
foods (high in fat and sugars). Other factors
include decreased physical activity and a seden-
tary lifestyle; and environmental factors such as
changing modes of transportation, a shift from
manual to non-manual occupations and increas-
ing urbanisation (World Health Organization,
2006). A number of studies have examined stra-
tegies to prevent obesity. Some studies have
shown that children are perhaps the most impor-
tant group to target; however, a majority of these
studies were short term. Studies that focused on
combining dietary and physical activity approa-
ches generally did not significantly impact on
obesity, although they helped in promoting a
healthy diet and increased physical activity levels
(Summerbell et al., 2005).

The consequences of obesity are significant
impairments of health and longevity. Diabetes, heart
disease, hypertension, cancer and osteoarthritis are
all more common in overweight and obese people
(London Health Observatory, 2008). The Foresight
Report comments that the risk of hypertension is
increased up to fivefold in people with obesity; that
coronary heart disease (CHD) risk increased two-
fold in adults under 50 years of age; and that 10% of
all cancer deaths in non-smokers are associated with
obesity. Moreover, around 8.7% of total deaths in
the United Kingdom are estimated to be as a result
of excess weight (Banegas et al., 2003). Obesity also
reduces quality-adjusted life expectancy by about
three years in males and six years in females
(Brønnum-Hansen et al., 2007; Pryke and Docherty,
2008). Furthermore, obesity has huge economic
implications for the country from direct treatment
costs and from indirect costs, such as sickness
absence, with estimated total annual costs of £3.5
billion in 2002 (House of Commons Health Com-
mittee, 2004). The Foresight Report also predicts
that National Health Service (NHS) costs from
overweight and obesity will reach £10 billion per
year by 2050, with the wider societal costs estimated
to reach around £50 billion per year.

Many studies have evaluated the effectiveness
of drug, dietary and physical exercise interven-
tions for obesity management among overweight

and obese individuals, and have reported moder-
ate weight loss at up to 12 months follow-up
(Miller et al., 1997; Padwal et al., 2003; Avenell
et al., 2004a; 2004b; Douketis et al., 2005; Jain,
2005; Norris et al., 2005; Nield et al., 2009; Orozco
et al., 2008; Shaw et al., 2006). However, there is a
lack of evidence about which interventions are
effective in the prevention of obesity and over-
weight or for sustainable long-term weight loss for
more than one year in primary care or community
settings. Surgical interventions show clinically
effective results but are expensive and can be
associated with significant complications. Hence,
bariatric surgery is reserved for more severe cases
(Salem et al., 2005; Picot et al., 2009; Reedy, 2009).

Similar issues were reported in a review of
evidence for the management of obesity and
overweight: that there is mixed and inconclusive
evidence of effectiveness for community-based
interventions among adults. Among reported
gaps in the evidence are lack of research focusing
on the prevention of obesity and overweight; the
maintenance of weight loss in adults and children;
and for ‘upstream’ interventions such as policies
or strategies at the national or regional level,
which focus on population and environmental
strategies for the prevention of obesity and
overweight (Mulvihill and Quigley, 2003) The
failure of obesity management in England may be
related to ineffective implementation of obesity
strategies and policies at a local population level
(House of Commons Health Committee, 2004).

Literature review of national guidelines
The Department of Health report ‘Tackling

Obesity in England 2001’ highlighted that surgery
and drug treatment are potentially effective inter-
ventions in the management of overweight and
obese patients but are costly and possibly not
scalable to a population level. Other interventions
include dietary management, physical activity and
cardiovascular risk assessment. The National Ser-
vice Framework (NSF) for CHD and the National
Institute for Health and Clinical Excellence
(NICE) are other sources of guidelines commonly
used by general practitioners in the management
of patients with obesity (Comptroller and Auditor
General, 2001).

A House of Commons Health Committee
report discussed issues in obesity management at
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the primary care level among overweight and
obese adults in the United Kingdom (House of
Commons Health Committee, 2004). Most contacts
with overweight and obese people within the NHS
occur in general practice. Hence, general practice
offers one setting in which to tackle obesity.
However, many obese and overweight patients
will present for problems other than their weight
and may be reluctant to have this raised by their
general practitioner in an unrelated consultation.

Key findings in the House of Commons report
include ineffective implementation of obesity
guidelines, as well as limited patient access to
various obesity treatments such as drugs, beha-
vioural interventions and specialist medical care.
The report stated that the main reason for this
is that obesity remains a low priority for many
service commissioners and providers in the NHS.
Furthermore, resources to provide structured,
long-term interventions to tackle obesity in pri-
mary care were generally unavailable. The report
highlighted that ineffective implementation of
obesity strategies or policies at the community
level is a critical issue for England (House of
Commons Health Committee, 2004).

The prevention and management of obesity
and overweight has been highlighted in many
published reports, including in a ‘Cross-Government
Health of Nation Strategy’ published by the
Department of Health in 1992 and in ‘Saving
Lives: Our Healthier Nation’ published in 1999
(Mulvihill and Quigley, 2003). The national obe-
sity policy was heavily scrutinised and criticised
for being ineffective in tackling the issue of
obesity as reported in the ‘Tackling Obesity in
England’ report in 2001 (National Audit Office,
2001). Evidently, there is a critical gap in the
‘upstream’ interventions such as policies or strate-
gies at the national or regional level for the pre-
vention of obesity and overweight in both
children and adults (Mulvihill and Quigley, 2003).

Currently, there is no readily available frame-
work for evaluating obesity strategies at a local
population level in England even though such a
framework may be very beneficial in highlighting
deficiencies in local strategies. Imperial College
Obesity Strategy Assessment Framework (IC-
OSAF) is developed mainly because the existing
policy analysis frameworks are very generic and
not tailored or detailed enough to evaluate local
obesity strategies. The focus is on obesity strategies

for prevention and management among children
and adults as emphasised in various UK govern-
ment reports in the past few years. In this paper,
we describe the development and application of
such a framework. The objectives of this work
were to:

a) review current policy analysis models;
b) develop a new strategy framework (which we

have called the IC-OSAF that is suitable for
evaluating obesity strategies at a local popula-
tion level);

c) apply the IC-OSAF to assess the obesity
strategy of Primary Care Trusts in London;

d) identify potential policy issues related to
obesity and its related health outcomes in this
population and provide recommendations to
local commissioners.

Methods

WHO defines health policy as an agreement or
consensus on the health issues, goals and objectives
to be addressed, with a set of priorities among those
objectives and main directions for achieving them
(World Health Organization, 1999). Policy analysis
is a generic name for a range of techniques and
tools to study the characteristics of established
policies, how the policies came to be and what their
consequences are (Rodriguez-Garcia, 2000). Policy
analysis is also considered as both a descriptive
activity that dissects and describes how policy is
formulated; it is also prescriptive, aiming to influ-
ence and change policy making (Ham, 1990).
Therefore, it is imperative to distinguish between
the analysis of policy process and the analysis of
policy content in the policy analysis approach. The
main distinction is that process analysis focuses on
policy formulation, while content analysis focuses
on the substance of the policy (Ham, 1990; Collins,
2005). The above terms will be adapted in course of
the content policy analysis approach in this project.

Review of policy models
The policy analysis phase starts with reviewing

the existing policy frameworks or models that
are relevant to the scope of this project. The
policy analysis models and guidelines for obesity
management reviewed were the Health Impact
Assessment framework, NICE guidelines, UK
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Obesity Tool Kit, WHO Global Strategy on Diet,
Physical Activity and Health (WHO DPAS),
Bardach’s ‘Eightfold Path Framework’ (EPF) and
Collins’ Health Policy Analysis Framework
(HPAF). The most applicable frameworks used
in the development of the ‘Obesity Strategy
Analysis Framework (OSAF)’ were Bardach’s
EPF, Collins’ HPAF and NICE guidelines. They
were selected as the basis of the framework and
are among the widely used frameworks in policy
analysis, while NICE is the standard setting body
for England’s NHS.

Bardach’s EPF
Bardach’s ‘Eightfold Path’ is a generic decision-

making tool often used to analyse the content
of policy strategies, particularly for public policy
analysis that can be undertaken by policy analysts
in a relatively short time frame. The framework
consists of eight steps: (1) define the problem – in
an evaluative form and quantified if possible
to calibrate the magnitude of the issue; (2)
assemble evidence – involves reviewing docu-
ments and literature, using statistics as well as
interviewing people; (3) construct the alternatives
– refers to making a list of all the alternative
strategies of intervention to solve or mitigate
the problem; (4) select the criteria – commonly
used evaluative criteria are efficiency, equality,
equity, fairness, justice, freedom, community and
process values. Practical criteria that are com-
monly used include legality, political acceptability
as well as robustness and improvability; (5) pro-
ject the outcomes – anticipating for each of
the alternatives on the current list realistic and
relevant outcomes that are important to the
analyst; (6) confront the trade-offs – a process
when one of the policy alternatives under con-
sideration is expected to produce a better out-
come than any of the other alternatives; then one
must clarify the trade-offs between outcomes
associated with different policy options for the
sake of the client; (7) decide – refers to checking
on how well the analysis is done up to this stage
and decide what to do next. At this point, the
analyst must be able to convince himself or her-
self of the plausibility of some course of action;
otherwise, one will not be able to convince the
client or stakeholders; (8) tell your story – the
policy analyst attempts to explain the basic idea

of the best chosen alternatives in satisfactorily
simple and down-to-earth terms. Although the
framework offers a step-by-step guidance for
policy analysis, these steps do not have to be
taken rigidly or in the exact order, and nor are all
of them necessarily significant in every problem
(Bardach, 2005).

Collins’ HPAF
Collins’ HPAF differs from Bardach’s ‘EPF’ as

it is designed specifically for health policy analysis
mainly used by policy makers who need to make
decisions on health issues. According to Collins,
health policy analysis is a political as well as social
activity and can be very time consuming. Policy
makers may face having to make critical decisions
in a very short period of time. Therefore, a
simplified framework for health policy analysis,
which is practical, less time consuming and less
resource intensive, is needed in conducting policy
analysis studies. Collins’ HPAF modifies Bar-
dach’s ‘EPF’ further into the following steps:
(1) define the context, (2) state the problem, (3)
search for the evidence, (4) consider different
policy options, (5) project the outcomes, (6) apply
evaluative criteria, (7) weight the outcomes and
(8) make the decision. There are two distinctive
features for Collin’s HPAF, that is, looking at
different existing policies before making decisions
and making use of evaluation measures in the
analysis (Collins, 2005).

Imperial College Obesity Strategy Analysis
Framework

IC-OSAF is a new framework developed from
adapting Bardach’s EPF, Collins’ HPAF and
NICE guidelines. Bardach’s EPF is the under-
pinning theory of IC-OSAF, whereas Collins’
HPAF, which evolves from Bardach’s EPF,
provides IC-OSAF with health policy analysis
context and components (particularly evaluative
and evidence-based approaches). IC-OSAF has
adapted concepts from both frameworks and
used NICE guidelines as the benchmark in the
analysis criteria. Examination of local data (step 3)
and current strategies (step 4) are the two main
items added in the framework to make it more
applicable to obesity and health policy analysis
approaches at the community level in the context
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of the United Kingdom. The evaluation process
(step 6) is modified according to criteria required
by NICE guidelines and health programme eva-
luation approaches. IC-OSAF distinctively has
reformed the final step of the framework by
considering the existing local strategies as well as
evidence from the literature and other official
reports as the basis to decide on the value and
generate recommendations for the policy. The
comparison of the three given frameworks is
shown in Figure 1.

IC-OSAF is a practical content policy analysis
framework that can be used by policy analysts to
assess obesity-related strategies or policies in a
relatively short time frame. The main components
of the model (Figure 1) are:

> Seven steps that are reiterative rather than
linear: (1) state the problem, (2) define the
context, (3) search the evidence and examine
the local data, (4) examine current strategies,
(5) project the outcomes, (6) evaluation and (7)
make conclusions on the value of local strate-
gies and provide recommendations. The defini-
tions and terms of the framework are based on

Bardach’s and Collins’ frameworks as well as
NICE guidelines.

> The analysis criteria are generated from NICE
guidelines that made up the characteristics of
the framework.

> Use of a wide range of primary and secondary
evidence (including published literature, epide-
miologic data and clinical evidence).

> Focus on prevention and lifestyle modification
strategies at a local population level, as well as
on treatment strategies.

Results

Applying IC-OSAF
Having developed the IC-OSAF, the next stage

was to pilot this framework on the obesity strat-
egy of one primary care trust (PCT). Hammer-
smith and Fulham (H&F) PCT in London was
selected to pilot the IC-OSAF as this is our local
PCT. The description of the framework is shown
in Box 1. The framework will also be used to
assess obesity strategies of other PCTs in North
West London, but the results are not included in

Figure 1 Evolution of IC-OSAF.
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Box 1 The description of imperial college obesity strategy analysis framework
(IC-OSAF)

Step Characteristics

1) State the problem State the national trends and prevalence of obesity; prevalence
of obesity andhealth impact of obesity in PCT.

2) Define the context Describe the profile of the PCT: background information and
determinants of health problems (including demography, socio-
economic profile, ethnicity, health, morbidity andmortality
indicators)

3) Identify local data andevidence
used (then examine where
necessary)

Does the PCT use information from local/national published data
and evidence from literature (publications, policy documents,
unpublished reports and survey data? yes/no

> NICE guidelines (NICE, 2006) yes/no
> GP data (local and national) yes/no
> UK National Statistics yes/no
> Public Health Report yes/no
> National policy guidelines yes/no

4) Examine current strategies a) What Management strategies are available (based on
NICE)? Please circle your answer for each item.
NHS:

> develop/implement local obesity strategies yes/no
> specific training yes/no
> develop/implement well-being programmes yes/no
> conduct health impact assessments yes/no

b) What services are available (based on NICE)? Please circle
your answer for each item.
NHS:

> primary care yes/no
> community care yes/no
> secondary care yes/no
> tertiary care yes/no

Does PCT have local authorities and partners in the community
services?

> early years settings yes/no
> schools yes/no
> workplaces yes/no
> self-help programme yes/no
> commercial programme yes/no

Clinical/Treatment Pathways (Please circle your answer for
each item.)
Children:

Assessment yes/no
Measurements yes/no
Referral to specialist yes/no
Counselling yes/no
Lifestyle behavioural/diet/physical activity/family
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Box 1. Continued

Drug treatment (not for children younger than 12 years, except
under specialist paediatric settings) yes/no
Follow-up yes/no

Adult:
Assessment yes/no
Measurement yes/no
Referral to specialist yes/no
Counselling yes/no
Lifestyle behavioural/diet/physical activity/family
Drug treatment yes/no
Surgical treatment yes/no
Follow-up yes/no

c) Does PCT have non-NHS public programmes? yes/no

d) Does PCT consider different services and aspects
(epidemiological, clinical and economic) for
interventions? yes/no (give details if applicable)

e) Do services reflect the ethnic and socio-economic diversity of
the PCT? yes/no (give details if applicable)

f) Compare services against the evidence. Do the services
offered by PCT have evidence to show they are likely to be
effective? yes/no (give details if applicable)

5) Define the outcomes a) Are the key outcome indicators for interventions
defined? yes/no
short term yes/no
intermediate yes/no
long term yes/no

b) Are the projected outcomes based on NICE
guidelines? yes/no

c) What interventions are implemented by PCT?

d) Any other alternative interventions considered? yes/no
(give details if applicable)

e) Is there evidence from the literature supporting the
interventions/outcomes stated? yes/no

6) Evaluation What plans does the PCT have (if any) to evaluate obesity
interventions?
What time frames are specified?
What methods will be used for evaluation?
What are the total costs of the obesity strategy?
Are the costs of the strategy and resources for evaluation
clearly identified?

7) Make conclusions about the a) Could this PCT’s policy be improved? If so, how?
value of local policies b) Are there PCTs that are examples of good practice?

c) What could be done to improve the evaluation of local policies?
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this paper as the preliminary findings are similar
to those for H&F PCT.

The H&F PCT obesity strategy was examined
using IC-OSAF and data analysed by two
researchers (NT & SQ). Any discrepancies were
resolved by consensus, or by consultation with a
third observer (AM). The purpose of this was to
validate and enhance reliability of the framework
as well as minimise assessor bias on the findings.
IC-OSAF will be continuously fine-tuned as the
process of obesity policy analysis is undertaken
for other PCTs in the future. The result of this
current process is a validated narrative review on
the content of the H&F PCT’s obesity strategy,
which is summarised in Box 2.

Narrative review of the H&F PCT’s obesity
strategy

Identifying the level of obesity and the broad
range of factors that influence its prevalence in
H&F is essential to putting the problem into
context. Descriptive data including the local
population’s vital statistics such as births, deaths
by age and sex, and cause of death, as well as
health statistics such as morbidity by cause and

severity, outcome data and burden of disease data
are crucial in defining the problem.

It is important to differentiate between pre-
valence of obesity in adults and children, as the
interventions for them will differ. The H&F PCT’s
obesity strategy contains adequate statistics of
childhood obesity, derived from the National Child
Measurement Programme. This has the advantage
that direct comparisons can be made between the
H&F PCT and London/National results. The strat-
egy may benefit from including data on the size of
the obesity population being served in H&F, as this
is critical for effective planning. There was a lack of
information on local obesity prevalence.

In addition to current figures, using statistical
methods to project future prevalence and trends
of obesity in the PCT would also aid in high-
lighting the potential magnitude of the problem.
There is no information included in the H&F
PCT obesity strategy to demonstrate the health
impact of obesity in H&F. For example, Type 2
diabetes, stroke and CHD can all arise as a con-
sequence of obesity and could be included and
then compared to national averages.

Finally, the strategy identifies that there are
differing levels of obesity in the various ethnic

Box 2 Recommendations for the H&F PCT obesity strategy

The policy can be improved by considering the following points:

> Need to clearly define the problem and its significance in H&F.
> Baseline statistics, such as prevalence of obesity and obesity-related illnesses in H&F, need to be

included in addition to national statistics.
> Additional information is required on the relationship between obesity and demographic

variables specific to H&F. The PCT’s strategies should reflect the ethnic and socio-economic
diversity of its patients.

> Specific training needs should be identified to efficiently implement new strategies.
> The PCT should consider providing channels for patients to access the adult obesity pathway,

for example, devising strategies to address obesity in workplaces, or via self-help, commercial
and community programmes. The PCT should also include non-NHS public programmes, if
available.

> It should include more details of the exact methods the PCT will use to achieve its strategy.
> The proposed strategies should be evidence-based and the report should demonstrate this with

evidence from up-to-date literature.
> Specific, measurable targets and outcomes need to be decided on and clearly stated in the

strategy. Including intermediate targets would create a stepwise progression towards achieving
the overall aim.

> An evaluation process should be agreed on, as well as when this is performed.
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groups within the H&F PCT. A comprehensive
profile of the PCT would put health policy into
context and enable an understanding of the specific
sociocultural determinants of obesity in the PCT.
This would create a shared understanding of the
relationship between key factors influencing the
levels of obesity and their relative importance. This
information could then be used to identify and
tailor effective interventions, as well as allowing
efficient distribution of resources. Additional infor-
mation on the relationship between obesity and
other demographic variables such as income, dis-
abilities and employment status is needed.

The current H&F PCT’s obesity strategy identi-
fies that a multi-focused approach is required in
tackling obesity, and that a balance must be sought
between population level measures and more tar-
geted interventions aimed at individual patients.
Thus, the strategy has been divided into preventing
obesity (by promoting healthy eating behaviours
and encouraging physical activity) and treating
obesity (adult and child care pathway). The main
weakness that IC-OSAF has identified in H&F’s
obesity strategy is that it fails to declare the specific
methods that will be utilised to execute these
strategies.

The H&F PCT’s obesity strategy is based
on guidelines from local and national published
data, including NICE guidelines, Department of
Health publications such as Healthy Weight,
Healthy Lives: a tool kit for developing local
strategies 2008, primary care data, UK National
Statistics and national policy guidelines such as
the Foresight Report 2007. However, the amount
of published data and evidence incorporated into
the H&F PCT’s obesity strategy is very limited.
Furthermore, there is no evidence included to
support the effectiveness of combating obesity
specifically by dietary and physical activity inter-
ventions. In addition, the child obesity care
pathway is aimed at children between 7–13 years
old only; no future plans to prevent, identify and
target obesity at an earlier stage are included.
The H&F PCT’s obesity strategy would benefit
from including supportive statements from recent
medical literature.

A multidisciplinary approach to the problem of
obesity is demonstrated, and clear indications and
detailed pathways for referral stated. The obesity
strategies will be implemented via primary and
secondary care. Tertiary care services should also

be included, if available. Other than for some
work with schools, the H&F PCT obesity strategy
does not demonstrate that the PCT has the local
authority and community services as partners.
The strategies may be unsuccessful if they fail to
have sufficient impact because they do not offer
the range and depth of the interventions needed.
Although self-help and community initiatives
are available in H&F, no mention of these is made
in the H&F PCT’s obesity strategy (eg, Fit for
Life is a 13-week weight management programme
consisting of nutrition education, behaviour
change therapy and physical activity. Community
nutrition project works with community groups to
improve knowledge of food and nutrition along
with practical skills like cooking and shopping
(NHS H&F, 2009). There are no non-NHS pro-
grammes described in the H&F PCT’s obesity
strategy and therefore the availability of these
services, which are recommended by NICE
guidelines (NICE, 2006), is unknown.

Although the H&F PCT’s obesity strategy
acknowledges the ethnic and socio-economic
diversity of the PCT, it is unclear if these have
been considered in the services intended to be
offered. This is compounded by the fact that the
specific methods and programmes to tackle obe-
sity have not been included. The options available
should reflect the ethnic specificity and experi-
ence of the nation and be scientifically justified
and based on international experience (Collins,
2005).

The H&F PCT’s obesity strategy identifies
that additional training will be required to imple-
ment the proposed obesity strategy effectively.
Although broad training needs within the child
obesity care pathway are identified, no specific
needs assessment has been performed. No specific
training needs have been identified within the
adult obesity care pathway. This will be required
across the multidisciplinary team due to the likely
increase in subjects entering the pathways as
identification of obese individuals improves.

The likely costs (including breakdown) involved
in implementing the adult and child obesity care
pathways are clearly delineated. The H&F PCT’s
obesity strategy also appropriately recognises that
the obesity pathways will need to be aligned with
other care pathways, for example, for cardiovas-
cular disease to avoid confusion and duplication.
This will ultimately also have a cost benefit.
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General policy outcomes have been suggested in
the H&F PCT’s obesity strategy such as targets to
reduce obesity in year six children to levels seen in
2000 by 2020, and a reduction of premature mor-
tality for cardiovascular disease and cancer, but the
report does not specify the exact targets expected
to be achieved. The interventions proposed to
achieve these outcomes are aimed at dietary and
physical activity modification; there are no alter-
native interventions considered at this stage.
However, it can be questioned whether the inter-
ventions are based on evidence from current lit-
erature. Many studies found that drugs, dietary and
physical exercise intervention may result in modest
weight loss (2–5 kg) after one to two years of
interventions (Padwal et al., 2003; Douketis et al.,
2005). Nevertheless, a clinical review argued that
the reported weight lost can be statistically sig-
nificant, but it may not be clinically significant
enough to improve patient’s health or quality of life
(Jain, 2005).

Both short- and long-term outcomes are inclu-
ded in the H&F PCT’s obesity strategy. This is
important as the need for short-term action and
impact must be balanced against the drive for
longer-term sustainable change (Kopelman et al.,
2007). No intermediate outcomes are included;
smaller time-specific deliverables within the
strategy should be stated to ensure timely pro-
gress. Furthermore, stating an estimated end
point adds an appropriate sense of urgency and
ensures that the objectives do not extend over an
unreasonably long time scale. Once objectives
have been achieved, the policy objective can
extend to maintaining results. The H&F PCT’s
obesity strategy does not allude to the achiev-
ability of the aims, for example, does the PCT
have personnel with the required skill sets, have
enough resources and have management support?

Crucially, the need for evaluation is identified in
the document. The practicalities of the strategy will
be evaluated in a few general practices before
widespread implementation. This is important as it
will improve efficacy in terms of final outcomes and
costs. However, the document does not include
information on using systematic data collection
methods and building in a robust evaluation pro-
cess of the outcomes; this is vital to ensure ongoing
refinement of the policy. Furthermore, the report
should contain details of when, how and by whom
this evaluation will be conducted.

Discussion

Summary
There is a strong case to examine local obesity

strategies and policies in England due to the
established critical gap in the implementation of
policies related to obesity management (Mulvihill
and Quigley, 2003). Studies on ‘upstream’ inter-
ventions, particularly evaluation of policies and
their impact (policy analysis), may fill in the gaps
on the ‘failure’ of conventional obesity manage-
ment interventions. Most frameworks proposed
in the health policy literature use particular
concepts and models to explain health policies
in abstract, theoretical terms and focus mainly
on the macro-analysis of the political system,
including the role of the state (Collins, 2005). The
IC-OSAF is a practical tool used to analyse the
content of obesity strategies implemented at
the community level (PCT), which has advan-
tages over other frameworks. It is a practical and
quick assessment tool as well as less resource
intensive for policy analysts or policy makers. It
focuses on community rather than national-level
policies; this is where most issues arise in policy
planning and implementation.

Context
IC-OSAF is an evidence-based framework

derived from existing decision-making and policy
analysis models and national guidelines (Bardach’s
EPF, CHPAF and NICE UK). It has evolved, been
tested and produced results for obesity strategies
implemented for the H&F PCT. Preventive as well
as clinical interventions are covered in the content
policy analysis, as both are important in dealing
with the rising prevalence of overweight and
obesity.

Strengths and limitations
It allows the identification of any potential and

actual policy content issues, for example, lack
of baseline statistics and details that reflect on the
relationship between obesity and demographic
variables. The framework enables users to examine
and ensure that strategies are completed accord-
ing to national guidelines, which are crucial for
the effective implementation of obesity strategies
at the local level.
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The main limitation of the IC-OSAF is that its
usage might be limited to UK policy priorities in
tackling obesity at the primary care level. There-
fore, it is necessary to take into account the relevant
existing national guidelines in applying the IC-
OSAF in countries other than the United Kingdom.
The prior assumption is that users have a basic
knowledge of the terms used in the IC-OSAF.

Implications
Hence, the IC-OSAF might be a useful tool for

the policy analysts to examine the content of
obesity policy within a short time frame and is
inexpensive. As a consequence, the findings will
enable policy makers to make more rapid deci-
sions and set up relevant strategies or priorities.
For England, the ineffective implementation of
obesity strategies or policies at the community
level is a critical issue (House of Commons Health
Committee, 2004), and has been a national gov-
ernmental concern for many years (Mulvihill
and Quigley, 2003). The framework will be further
refined from application to obesity strategies from
other PCTs and from feedback from users, which
generates more research in this area.

Conclusions

IC-OSAF is a practical and easy-to-use tool for
analysing local obesity management strategies.
Although national obesity policies exist, obesity
continues to be a growing health concern. Most
PCTs have publicly stated policies on combating
obesity locally, but there is enormous variation
between areas. Applying IC-OSAF to these strate-
gies will highlight any shortcomings in them and
lead to greater standardisation of the content of
policies between PCTs.
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