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Introduction 
 
Welcome to the educator manual for Northeast Lincolnshire Adult Weight 
Management programme, as created by Xyla health & wellbeing (part of the 
Acacium group). Please take the time to read the educator manual, lesson plans, 
slides and Personalised Action Plan handbook (PAP) in full as part of your 
training and consider how it will be used as a learning tool, resource and 
reference guide for Service Users (SUs) throughout the programme. The 
curriculum for Xyla health and wellbeing adult weight management programme 
is based on three pillars, which are discussed in this educator manual: 

• Eating well – discovering nutrition for healthy living 
• Taking charge – discovering behaviour change skills in order develop 

long-lasting changes 
• Moving more – discovering movement, activity, and exercise for healthy 

living. 
 
The SU PAP was designed to provide easy to understand information, clear 
guidelines, ideas for applying these guidelines in practical, achievable ways and 
opportunities to further explore topics of interest for more advanced learners. 
Most SUs are laypersons with a very wide range of experience. This requires the 
programme to be pitched in a way that is accessible to everyone – the handbook 
(Personalised Action Plan) is an example of the level at which the curriculum it 
pitched. Remember that the point of the programme is to enable participants to 
make sustainable lifestyle changes. To do this, clarity, simplicity, and relevance 
are key. Please ensure that you thoroughly understand the content of the PAP 
and seek clarification if needed. 
 
Your educator manual is intended to provide you with presentation and 
coaching tips, some foundation knowledge to enhance your understanding and 
guidance for delivering the curriculum. 

Training overview 

The training to deliver the 12-week Xyla health and wellbeing adult weight 
management is in two parts: self-directed learning and facilitated sessions. You 
are expected to prepare thoroughly by undertaking all self-directed learning 
before the facilitated sessions, and to continue to undertake self-directed 
learning and development after the facilitated sessions before your first group 
delivery. By preparing thoroughly and engaging in continuous development, 
educators are more likely to enjoy delivery of the programme, have greater 
confidence, and be able to support service users more thoroughly. 
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Quality assurance 

When delivering the Xyla health and wellbeing adult weight management 
programme educators are representing their own organisations and Xyla health 
and wellbeing. We all want the best possible service to be provided for our 
service users, and to ensure we are providing safe information. As such, the 
process of quality assurance means ensures that all educators are fully 
supported in delivery of the programme. 
 
Quality assurance is undertaken in three parts. Part one of the quality assurance 
will be informal assessment during the facilitated training sessions. Educators 
will be expected to engage in the teaching to the best of their ability. If an 
educator is not able to engage in the facilitated sessions and concerns are 
raised on their ability to deliver the session then this will be raised by the 
facilitator to the commissioning body. Action will then be taken to ensure that 
the educator is suitable to deliver the programme.  
 
Part two of quality assurance is an assessment of a submitted group session. 
During the first year of delivery, each educator is required to submit a video of 
one session for assessment by Xyla health and wellbeing. The session can be 
any session delivered by the educator. 
 
Part three of quality assurance is mandatory attendance of ‘refresher day’ every 
2 years. During the ‘refresher day’ each educator will be expected to engage in 
the teaching to the best of their ability. If an educator is not able to engage in 
the facilitated sessions and concerns are raised on their ability to deliver the 
session, then this will be raised by the facilitator to the commissioning body. 
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North East Lincolnshire 

North East Lincolnshire 
has an estimated 160,00 
residents with 56% of it’s 
adult population (approx. 
100,00) living with 
overweight or obesity. 
Not only does this have a 
personal cost to the 
individual and their 
friends and families, but 
does have the potential 
to have long-term costs 
to health and cost to the 
NHS. It is recognised that 
a high-level of need with 
reducing investment is 
challenging. In this 
sense, joint working and 
collaboration is vital. The 
Xyla health and wellbeing 
adult weight 
management programme 
works within joint 
Northeast Lincolnshire 
council and CCG strategy 
(as describe in the link 
below) to provide a local approach to adult support and actively identify 
opportunities to prevent, reduce or delay adults’ need for health/ care services. 
The aim of the Xyla health and wellbeing adult weight programme is to support 
adults living with overweight and obesity to reduce weight and live heathier lives 
through lasting behaviour change and to be empowered to self-manage their 
health. 
 
Signposting: 
 
Adult strategy 2019-2022 
https://portal.yhcs.org.uk/documents/5665646/5860313/Adult+Social+Care+S
trategy/461f6203-8bee-40fd-a0fc-5cd7e04028e7  
 
 
 
 

https://portal.yhcs.org.uk/documents/5665646/5860313/Adult+Social+Care+Strategy/461f6203-8bee-40fd-a0fc-5cd7e04028e7
https://portal.yhcs.org.uk/documents/5665646/5860313/Adult+Social+Care+Strategy/461f6203-8bee-40fd-a0fc-5cd7e04028e7
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North East Lincolnshire Clinical Commissioning group: A strategy for primary 
care 2019-2024 
https://portal.yhcs.org.uk/documents/7948364/19689278/NELCCG+Primary+C
are+Strategy+2019-2024/0b5a32be-66ce-4be8-86f7-5353aa399a7b 
 
North East Lincolnshire council, Director of public health annual report 2020: 
Health inequalities in North East Lincolnshire  
 
https://www.nelincs.gov.uk/assets/uploads/2021/03/Director-of-Public-
Health-Annual-Report-2020.pdf  
 
Public Health England North East Lincolnshire: Local authority health profile 
2019 
https://fingertips.phe.org.uk/static-reports/health-
profiles/2019/e06000012.html?area-name=north%20east%20lincolnshire  
 

The role of the educator 

It is important to consider professional boundaries when delivering a health 
intervention to ensure safe information is provided and the service is consistent 
quality and equal to all SUs. Once you have completed your training and 
evaluations, you should be confident and competent in delivering the Xyla 
health and wellbeing adult weight management curriculum, but you are not 
expected to have specialist knowledge beyond the scope of this programme. 
SUs should always prioritise specific dietary advice (for managing other health 
requirements e.g. coeliac or when taking warfarin) given to them by a qualified 
health professional before making dietary changes as per Xyla health and 
wellbeing adult weight management programme. Even if you are qualified to 
make recommendations on diet/ physical activity, we ask that you do not unless 
agreed by your commissioning body. Instead, please signpost SUs to their GP or 
another qualified health professional (nurse, pharmacist, physiotherapist, 
dietitian) for further support.  
 
The Xyla health and wellbeing adult weight management programme curriculum 
is designed for the general population living with overweight and obesity and 
thus focuses on lifestyle changes that support this. Always remain mindful of 
operating within these boundaries. If you are ever unsure of how to best advise 
an SU it is always safe to signpost to healthcare professionals who can 
understand the individual circumstances and treat in an individual and holistic 
manner. 

https://portal.yhcs.org.uk/documents/7948364/19689278/NELCCG+Primary+Care+Strategy+2019-2024/0b5a32be-66ce-4be8-86f7-5353aa399a7b
https://portal.yhcs.org.uk/documents/7948364/19689278/NELCCG+Primary+Care+Strategy+2019-2024/0b5a32be-66ce-4be8-86f7-5353aa399a7b
https://www.nelincs.gov.uk/assets/uploads/2021/03/Director-of-Public-Health-Annual-Report-2020.pdf
https://www.nelincs.gov.uk/assets/uploads/2021/03/Director-of-Public-Health-Annual-Report-2020.pdf
https://fingertips.phe.org.uk/static-reports/health-profiles/2019/e06000012.html?area-name=north%20east%20lincolnshire
https://fingertips.phe.org.uk/static-reports/health-profiles/2019/e06000012.html?area-name=north%20east%20lincolnshire
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Overview of the programme 

The Xyla health and wellbeing adult weight management programme has been 
commissioned by Northeast Lincolnshire local authority for a 5-year contract. 
The aim of the Xyla health and wellbeing adult weight programme is to support 
adults living with overweight and obesity to reduce weight and live heathier lives 
through lasting behaviour change and to be empowered to self-manage their 
health. Referral criteria are agreed locally. 
 
The holistic multicomponent service encompasses nutrition, behaviour change 
and physical activity, developed by our qualified, experienced multi-disciplinary 
team (consisting of Dietitians, Psychologists, physical activity specialists and 
medical professionals). Each one-hour group session includes a topic to support 
changes in achieving a healthier weight. Peer support, tracking, progress 
reviews and goal setting are weekly features to enable sustainable behaviour 
change. 
 
For more information, see ‘Service offer’ in appendix. 

General structure of the sessions 

Meet and greet – First impressions count and set the tone for the session. Where 
applicable, announce/record your arrival to the venue reception or security 
desk, ensuring that you are wearing an appropriate ID badge. You should ensure 
that the room is set up in a way to promote group work and learning, and you 
should be ready to welcome arrivals. Do this by stating your name and role and 
check and consider keeping a register. Encourage SUs to occupy seats away 
from the door to allow late arrivals to easily seat themselves with minimum 
disruptions. This is also an opportunity to measure and record SU weights and 
attendance. Please ensure that SUs record their current weight in their 
Personalised Action Plans (PAPs). 
 
Start the session – Start your session on time by announcing the beginning of 
the session and stating the day’s topic.  
 
Ground rules – These should be reiterated at the start of every session. This is 
important as this sets the tone for how everyone is expected to behave within 
the group, as well as giving you permission to address unacceptable behaviour 
where necessary. It is a useful strategy to come back to lead the group, 
especially if you are covering a group. 
 
Housekeeping – It’s good practice to start every session with housekeeping, to 
ensure that everyone is aware of the location of facilities and any specific 
procedures such as signing into venue registers and so on. This is also a good 
opportunity to remind SUs of materials they should be bringing for upcoming  
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sessions (e.g. dressing appropriately to participate in physical activity sessions if 
being used) as well as inviting SUs to notify you of any problems or special 
requirements they would like to make you aware of. Remember that SUs may 
not be literate, have learning or memory difficulties or require additional support. 
By being aware you will be able to make provisions within reason such as pairing 
up more advanced learners with those requiring support.  
 
Session overview – This introduces the key content and focus of the day’s 
session which will be explored in greater detail that day. 
 
Progress Review – The progress review features in every session except in 
session 1. It is imperative that SUs can review their previous session goal(s) and 
evaluate their progress, challenges and wins. This is part of the behaviour 
change tools underpinning the programme and an important skill to instil as it 
helps participants develop sustainable habits and adjust their goals.  
 
Main content and activities – Session plans, slide decks and activity prompt 
slides will guide you through your session delivery. The slide decks were 
developed to help you deliver consistent and clear messages as well as 
providing helpful prompts to keep the session on track. 
 
Summary and goal setting – Summarising key learning points is good practice, 
as it helps consolidate learning. Use this opportunity to encourage SUs to briefly 
recall key points, knowledge, skills and phrases and answer any remaining 
queries. Also guide conversations to consider how learning may be turned into 
practice in their own life.  
 
Allow at least 10 minutes for SUs to complete goals. The entire programme is 
designed to develop skills for making sustainable lifestyle changes and effective 
goal setting is imperative. Ensure that this features in every session, that 
previous goals are reviewed and evaluated by SUs and please do not give goal 
setting as homework. Each session has sufficient time allocations for 
completing goal setting as well as giving you the opportunity to facilitate and 
probe SUs for their goals.  
 
Encourage SUs to work in pairs or small groups, ensuring that those who may 
require assistance are paired up with another SU who is able to support them. 
Demonstrate the goal setting process and check for understanding by asking 
SUs to give examples of SMART goals and ensure goals are recorded in SU PAPs. 
 
Close of session – Conclude the session by thanking SUs for their attendance 
and participation, wish them success in the coming weeks and remind them of 
when the next session is taking place, as well as any specific reminders such as 
dressing appropriately for a PA session or a longer than usual breaks between 
sessions due to Bank holidays or similar.  
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Your educator kit should include 
• A SU PAP 
• Your educator manual 
• Session slides 
• Lesson plans 
• Labels for name tags (1 box/roll) per kit  
• Pens for board 
• Pens  
• Carbs and cals book 
• BMI wheel/ chart 
• Tape measures 
• Value cards   
• String   
• Scissors 
• Carbs and cals food cards 
• Laminated portion plates 
• GI kit 
• Alcohol wheel 
• Food cards 

Other measurement kit e.g. scales, stadiometer and flipchart, A-frame and 
projector as needed and agreed locally. 

 

First impressions 

The focus of the first session is to begin building rapport and trust with SUs and 
to lay the foundations for a supportive and constructive group environment. 
Ensure that you are aware of SUs with any special needs/requirements and that 
they make you aware of how best to support them (within) reason. Often, an 
effective strategy is to pair up nurturing or more advanced SUs with ones 
requiring some support. SUs will gain an understanding of what being 
overweight or having obesity is, risks associated with being overweight and 
having obesity and begin thinking about what they can do to reduce risk and 
how to go about it.  
 
Take a moment to think about how you would feel as a Service User (SU), 
attending the first group session of the programme. How might you feel? Would 
everyone feel the same? What type of welcome would put you most at ease? 
We cannot emphasise enough the importance of establishing a welcoming and 
supportive environment for SUs to begin their journey. You as the educator are 
the face of the programme and have a huge impact on the impression that SUs 
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have of the service as a whole. You are the person they will look to for advice 
and support on what can be a challenging journey through the programme. 
While you are in no way responsible for an SU’s decision(s) and action(s), your 
skills and professionalism will play a pivotal role in helping participants make 
lifestyle changes. A job well done will not only provide SUs with a better 
experience of our service, but also increase your job satisfaction and enjoyment. 
 
Building rapport starts from the moment you meet your Service Users, so 
ensuring that you are relaxed, organised and in control can make a big impact. 
This is partially achieved by making sure that you are on time, prepared and 
ready with the appropriate kit and well-practiced in the session that you are 
delivering. The first session has been designed to cover some aspects that will 
help set the tone for the group and help you remain professional.  
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Presentation & group management 
skills 
Preparation 

Preparation is key to delivering, supporting SUs, ensuring good engagement, 
participation, outcomes and in everyone enjoying the programme. Preparation 
can take many forms, and the following will support all trainees to ensure that 
they are confident in delivery Xyla health and wellbeing adult weight 
management. 
 
It may be beneficial to consider the following in preparation: 

• How – how will you prepare? 
• When – when will you prepare? 
• What – what do you feel needs preparing? 
• Where – where will you do your preparation? 
• Why – why are you preparing? 

 
Taking these points into consideration, and share with other people on the 
training, to support personal preparation as much as possible for an enjoyable 
and productive group session. 
 
Remember the 5Ps: 
 

Prior Preparation Prevents Poor Performance 
 

Room set up 

• Consider how you would want your room set-up beforehand (if you can – 
visit the site/ room before the day of delivery). Run through your session 
and understand how the whole session will take place in the space 
available. 

• Have the room laid out in a comfortable but communal way – participants 
want to be close enough to work together and hear one another, but do 
not want to be uncomfortably close to one another. 

• Work with the room you have – some rooms will not be entirely suitable, 
but it is important, where possible, to ensure the group runs as smoothly 
as possible – this may mean some moving around or adjustment to the  
session or the room. Ensure you have permission to move the room before 
doing so, and always leave the room as your found it, unless otherwise  
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instructed by the owner. If a room is unsuitable, ensure it is feedback and 
discussed so that alternatives can be explored. 

• Ensure that you allow space for late arrivals and encourage SUs to sit 
away from the door so new arrivals can be seated with minimal disruption. 

• Be aware of SUs mobility and make appropriate adjustments. 
• A classic semi-circle set-up ensures comfort and equality to all SUs and 

allows educators to be heard and read the room easily. 
• Position any presentation equipment (projector/ slides/ flipchart) so that 

they can be seen by everyone and do not obstruct any views – lighting 
can sometimes be an issue so ensure it is appropriate.  

• Ask for any SU needs i.e. if vision/ hearing is a problem, ensure SU sits 
near the front. 

• Where possible, ensure the space is well ventilated. 
• Consider temperature for the space and if this can be adjusted if needed. 
• If a room layout is not working for you during a session, move it! A little bit 

of light activity, where possible, will help ensure engagement and can be 
used to make the learning more accessible. 

Communication skills 

The way we talk and the way that we are with people is one of the most powerful 
tools that we have at our disposal. Good communication of messages, ideas and 
knowledge can help people to understand, learn, feel confident and self-
empowered. Communication can be divided into two main categories – verbal 
and non-verbal. Verbal communication encompasses everything we say, our 
pace of speech, tone of voice, phrasing, words, structure and emphasis. Non-
verbal communication is awareness of our general movements, posture, actions 
and overall appearance. 
 
Watch the following two videos and pick out 5 examples of poor verbal 
communication, 5 examples of good verbal communication and then 5 examples 
of poor non-verbal communication and 5 examples of good non-verbal 
communication. 
 
https://bit.ly/375XVLY 
 
https://bit.ly/2UXGpqL 
 
In verbal communication we may use questioning to draw out, or elicit, 
experience, knowledge, messages and evaluate learning. We can do this in two 
main ways: with open questioning and closed questioning. Open questions allow 
for various answers e.g. “How are you?” or “What did you do?”; whereas closed  
questions only allow for more limited answers e.g. “How old are you?” or “Do you 
understand?”. Use open questions to explore and open up the conversation, use 

https://bit.ly/375XVLY
https://bit.ly/2UXGpqL
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closed questions for understanding specifics and details. Using a mixture of 
both types of questions can facilitate a productive conversation which is 
conducive to the learning experience. However, be aware that repeated use of 
closed questions can sometimes feel like an interrogation and can shut down 
communication. Be aware of when closed questions are being used and mix 
them with open questions to achieve a productive balance. 
 
A useful framework which you may want to use to ensure effective learning is 
the EPPE framework: 
 
E = Elicit – ask the person what they already know or understand 
P = Permission – ask the person for permission to provide information  
P = Provide – provide the information/share knowledge 
E – Elicit – ask the person if their understanding is different now 
 
Try using this in practice with fellow trainees, friends, or family members. 
 
In most groups of people in a health care setting there will be a range of 
education (literacy and numeracy) levels, knowledge, and experience. Therefore, 
try and adapt your language to the audience and avoid using jargon words if 
possible. Consider what you think the common jargon words may be and think 
about what alternatives word or words you might use instead. 

Signposting: 

https://www.bhf.org.uk/for-professionals/healthcare-professionals/blog/16-
ways-to-improve-your-communication-skills-with-patients  

Reflective practice and Continuous Professional Development 

Reflective practice is used throughout healthcare services and by many 
educators to continue their professional development. It is a process of 
reviewing personal work and practice to establish and gain awareness of self 
and  provide opportunity for growth, development and performance. 
 
There are many ways to engage in reflective practice: 

• Keeping a journal where you reflect on what you have done, how you have 
done.it, what you liked about what you have done and what you like to do 
differently 

• Record yourself and review the recording. 
• Talk to a colleague about what you are doing and share insights, tips and 

explore different ways of doing things. 
 
 

https://www.bhf.org.uk/for-professionals/healthcare-professionals/blog/16-ways-to-improve-your-communication-skills-with-patients
https://www.bhf.org.uk/for-professionals/healthcare-professionals/blog/16-ways-to-improve-your-communication-skills-with-patients
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Reflective practice is considered a cornerstone of continued professional 
development (CPD). CPD can also include: 

• Attending a conference or training day (internal and external) 
• Attending meetings for training/ updates 
• Attending a journal club 
• Reading articles related to your field 

 
CPD ensures that we stay up to date with current knowledge and skills and 
provide the best service to our service users. 

Signposting 

https://www.cipd.co.uk/Images/reflective-practice-guide_tcm18-12524.pdf  
https://www.hcpc-uk.org/standards/meeting-our-standards/reflective-
practice/  
https://www.qmu.ac.uk/media/5533/reflection-2014.pdf  
https://www.hcpc-uk.org/cpd/  
 
Learning Theory 
 
The Xyla health and wellbeing adult weight management curriculum is designed 
to be delivered based on adult learning theory, or andragogy, which was 
theorised by Knowles in 1980s. This differs to children learning theory 
(pedagogy), which assumes children are dependant and requiring leading. Adult 
learning assumes independence, motivation, and autonomy amongst other 
assumptions. The four key principles of adult learning practice are: 

• Adults need to be involved in the planning and self-evaluation of the 
learning 

• Experience (correct and incorrect) provides the core of for learning 
activities 

• Adults are most interested in learning subjects that have immediate 
relevance and impact to self 

• Adult learning is problem orientated (vs content orientated) 
 
As part of this, we recognise that adults prefer learning in different ways i.e. 
learn by doing/ learn by observing (writing, hearing, action) etc. Therefore, it is 
important to employ adults in their own learning by using a variety of the 
following techniques: 

• Eliciting information 
• Sharing experiences – peer learning and support 
• Demonstrating skills and techniques 
• Problem solving in small groups 
• Problem solving on own 
• Writing/ drawing to observed/ directing to written materials 

https://www.cipd.co.uk/Images/reflective-practice-guide_tcm18-12524.pdf
https://www.hcpc-uk.org/standards/meeting-our-standards/reflective-practice/
https://www.hcpc-uk.org/standards/meeting-our-standards/reflective-practice/
https://www.qmu.ac.uk/media/5533/reflection-2014.pdf
https://www.hcpc-uk.org/cpd/
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• Speaking and listening – conversation around problem-solving 
• Directing to audio/ visual learning e.g. podcasts/ videos 

 
As part of your own learning, you may find it beneficial to review your own 
learning style by using the Honey and Mumford questionnaire (which can be 
found easily online). 
 
You may find during your sessions that you work with adults that display 
challenging behaviour. Consider how you may manage the following behaviours: 
 

• A person who is continuously interrupting with negativity or challenging 
the curriculum. 

• A person who is always contributing correct answers but does not leave 
space for anyone else to speak. 

• A person who does not want to talk or contribute. 
• Someone who is distressed by topics raised. 
• A person who always talks with other service users and disrupts their 

learning. 
• Service users with a difference of opinion getting into a heated debate. 

 
By having a variety of tactics readily available, educators are more able to 
facilitate the group learning effectively and efficiently. If at any point you feel 
unsafe, please raise this with your line manager and document appropriately. 
 
Signposting: 
Teaching Excellence in Adult Literacy:  
https://lincs.ed.gov/sites/default/files/11_%20TEAL_Adult_Learning_Theory.
pdf  
 
The open university - learning styles: 
https://www.open.edu/openlearn/ocw/pluginfile.php/629607/mod_resource/c
ontent/1/t175_4_3.pdf  
 
NHS – How to deal with challenging behaviour in adults: 
https://www.nhs.uk/conditions/social-care-and-support-guide/practical-tips-
if-you-care-for-someone/how-to-deal-with-challenging-behaviour-in-adults/ 
 
 
 
 
 
 
 
 

https://lincs.ed.gov/sites/default/files/11_%20TEAL_Adult_Learning_Theory.pdf
https://lincs.ed.gov/sites/default/files/11_%20TEAL_Adult_Learning_Theory.pdf
https://www.open.edu/openlearn/ocw/pluginfile.php/629607/mod_resource/content/1/t175_4_3.pdf
https://www.open.edu/openlearn/ocw/pluginfile.php/629607/mod_resource/content/1/t175_4_3.pdf
https://www.nhs.uk/conditions/social-care-and-support-guide/practical-tips-if-you-care-for-someone/how-to-deal-with-challenging-behaviour-in-adults/
https://www.nhs.uk/conditions/social-care-and-support-guide/practical-tips-if-you-care-for-someone/how-to-deal-with-challenging-behaviour-in-adults/
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Obesity 
Definition and diagnosis  

Some very simple definitions of obesity are:   
 
“Overweight and obesity are defined as abnormal or excessive fat accumulation 
that presents a risk to health”   

World Health Organisation   
 
 “The term obese describes a person who's very overweight, with a lot of body 
fat”   

NHS   
 
We recognise that for public health and policy, obesity is considered a disease. 
However, for many people living with being overweight or obesity, it is a complex 
long-term health condition. The root causes for obesity run much deeper than a 
simple sentence e.g. genetic, psychological, sociocultural, economic, 
environmental, and other areas.  
 
Diagnosis of obesity is commonly based on BMI, medical history, physical exam, 
tests to identify other medical conditions and potentially other measurements 
e.g. waist circumference, waist to hip ratio, skin fold callipers etc. BMI provides 
an easy, quick and inexpensive gauge within a population setting to guide if a 
person may be living with a weight that may pre-dispose them to health 
conditions linked with excess weight. BMI is classified as:  
 

  White European BMI (kg/m2)  
BAME origin BMI 

(kg/m2)  
  

Underweight  <18.5  <18.5  

Healthy weight  18.5-24.9  18.5-22.9  

Overweight  25-29.9  23-27.4  

Obese (class I)  30-39.9  27.5  

Severely obese  >40  -  

Healthy waist   Men <94cm/ 37”  
Women <80cm/ 31.5”  

Men <90cm/ 31.5”  
Women <80cm/ 31.5”  
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Whilst BMI does have limitations, it can be used as a tool within our setting. For 
an alternative approach to BMI, please see:  
 
https://asdah.org/health-at-every-size-haes-approach/ for further reading.  

Causes and statistics  

We know that obesity is mostly preventable, but we also know that there is no 
simple solution; a multifactorial, cross-sector approach is encouraged to 
support all people to live healthier lives across the life-span. Whilst our 
programme focuses on overweight and obesity in adulthood, it is important to 
recognise that often, overweight and obesity will span generations, 
communities, both in the home and out of the home. Our programme is just a 
small, but significant, part of this picture.  
 
There is a rising trend in people living with obesity worldwide. Some global 
statistics from the World Health Organisation (WHO):   
 

• People living with obesity has nearly tripled between 1975-2016.   
• In 2016, more than 1.9 billion (39%) had a BMI above healthy range   
• Of these >650 million (13%) had a BMI in obese category   
• Most of the world's population live in countries where overweight and obesity 

kills more people than being underweight   
• Overweight and obesity are major risk factors for the leading causes of death 

globally   
 
(https://www.who.int/news-room/fact-sheets/detail/obesity-and-overweight)   
 
Obesity was once considered more prevalent in high-income countries, however 
overweight and obesity are now on the rise in low- and middle-income 
countries, particularly in urban settings. It continues to be generally lower in 
more deprived countries vs less deprived countries.  
 
We are also seeing the rise of the double burden of malnutrition in many low- 
and middle-income countries. The double burden of malnutrition is 
characterised by the coexistence of undernutrition along with overweight and 
obesity, or diet-related noncommunicable diseases, within individuals, 
households and populations, and across the life course e.g. obesity and vitamin 
deficiency. Children are especially vulnerable to this. Whilst we are not focusing 
on children here, it is worth mentioning that there is a rising trend on child and 
adolescent overweight and obesity which will move into adulthood if not 
managed in early years and propagate existing trends.  
 
In the UK, the NHS have compiled the following data for England:  

• 35 million adults (63%) in UK have a BMI >25kg/m2 (2018/2019)   

https://asdah.org/health-at-every-size-haes-approach/
https://www.who.int/news-room/fact-sheets/detail/obesity-and-overweight
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• Obesity is estimated to affect 1 in 4 adults and 1 in 5 children aged 10-11 
years old   

• 11,117 hospital admissions directly attributed to obesity in 2020 (+4% from 
2017/2018)   

• 876,000 hospital admissions where obesity a factor in 2020 (+23% on 
2017/2018)   

• 67% considered active (as per government guidelines) in 2020   
 
Cancer Research UK reports:  
 

• Slightly more women with BMI>30 vs men   
• Prevalence of obesity usually increases with age (from 16yo) until 

late/middle age then decreases in older adults (75+ years)   
• Prevalence of BMI>30 has increased in England and Scotland since 1990s   
• Prevalence of BMI 25-30 has stabilised in recent years   
• BMI>30 prevalence in more deprived groups   
• BMI 25+ generally higher than national average in people that identify as 

Black vs White British ethnicity 
• BMI 25+ generally lower than national average in people that identify as 

Chinese, Asian, Other White, Mixed or Other ethnicity  
 
 (long term data is not currently available for Wales and Northern Ireland).  
 
Furthermore, we know that there is an emerging link between Covid-19 and 
obesity, and evidence suggests that morbidity and mortality rates are higher 
within BAME communities when compared to White counterparts.  
 

Obesogenic environment  

The obesogenic environment is a term used to describe how our modern 
environments encourages a rise in overweight and obesity. Examples of this are:  
 

• Relatively inexpensive high calorie food availability vs. Healthier options;  
• Improved transport meaning less of a need to walk between destinations;  
• Increased desk-based occupations vs. Manual labour occupations;  
• Reduced time availability (to engage in meal planning, activities/ 

movement);  
• Less inbuilt reasons for activities.  

 
At this point, we may consider the relationships between social responsibility 
and personal responsibility in causing obesity. This relationship is mixed and  
intertwined; it is important to recognise and appreciate that obesity it is not a 
simple condition, has no simple cause and as such has no simple solution.  
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Treatment and services  

The aim of all obesity treatments is to achieve a sustainable lower/ healthier 
weight. These will also be at different levels, with different rates of weight loss 
but should always be a collaborative approach with individuals and their 
healthcare teams. Whilst many relatively simple interventions aim for a 5% 
weight loss, health benefits can be seen with as little as 3% weight loss.   
 
As per NICE guidance, the first line intervention for many people looking to 
achieve a healthy weight is by augmenting towards a healthier lifestyle. 
Interventions such as this encourage a negative energy balance / energy deficit 
with healthy holistic lifestyle approach (such as Xyla health and wellbeing adult 
weight management).  
 
Second line interventions (NICE guidance) usually include the use of prescription 
only medications such as Orlistat (also called Xenical) or Liraglutide (also called 
Victoza, Saxenda). Orlistat works by partially inhibiting fat absorption in gut 
therefore supporting a negative energy balance. Orlistat can be well tolerated if 
taken alongside a healthy lower fat diet, however if fat intake is high then side 
effects of diarrhoea/ steatorrhea are likely to occur. Liraglutide works by slowing 
down gastric emptying (peristalsis), decreasing GLP1 hormone degradation 
(increasing satiety although with variable results long-term), suppressing 
prandial glucagon secretion and increasing mealtime insulin secretion 
(increased insulin sensitivity to plasma glucose levels). Other less commonly 
used medications are Metformin and Leptin (Leptin not currently available in the 
UK). Over the counter medications (Alli) are also available without a prescription 
(Alli is a weaker form of Orlistat).  
 
The most invasive intervention for obesity is bariatric surgery. This includes 
surgeries such as gastric balloon, gastric band, gastric sleeve, and gastric 
bypass (Roux-en-Y). Other surgeries are available and sometimes these 
surgeries can be combined.   
 
All weight management journeys and use of interventions and services are 
unique. Some people may try one intervention and find that works. Others may 
try an intervention, achieve a healthy weight, but then may try another 
intervention in the future if required. Depending on circumstances, some weight 
management journeys may not be traditional. Weight management services in 
the UK are divided into four tiers. A tier is an environment in which a service is 
based. Each tier has a set of specific characteristics which allow it to sit 
alongside other complementary services and specialities and have access to 
specific tools and funding. This is demonstrated in the diagram below (taken 
from https://thegastricguru.com/nhs-tier-pyramid).  
 
 

https://thegastricguru.com/nhs-tier-pyramid
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The Xyla health and wellbeing adult weight management programme is a Tier 2 
service so we may expect some people on this programme to be using 
medications to support their weight loss journey.  

Signposting  

Please use the signposting available to support your learning.  
 

• World obesity day  
www.worldobesityday.org      
 

• Public Health England: All Our Health   
https://www.gov.uk/government/collections/all-our-health-personalised-
care-and-population-health     
 

• Elearning:  
https://portal.e-lfh.org.uk/Component/Details/571222  
 

• Public health library   

http://www.worldobesityday.org/
https://www.gov.uk/government/collections/all-our-health-personalised-care-and-population-health
https://www.gov.uk/government/collections/all-our-health-personalised-care-and-population-health
https://portal.e-lfh.org.uk/Component/Details/571222


   

22 
 

https://khub.net/web/phe-obesity-intelligence/public-library  
• British Nutrition Foundation   

https://www.nutrition.org.uk/nutritionscience/obesityandweightmanagement/
obesity-and-overweight.html?limitstart=0   

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

https://khub.net/web/phe-obesity-intelligence/public-library
https://www.nutrition.org.uk/nutritionscience/obesityandweightmanagement/obesity-and-overweight.html?limitstart=0
https://www.nutrition.org.uk/nutritionscience/obesityandweightmanagement/obesity-and-overweight.html?limitstart=0
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Measurements 
 
The two main measurements that are encouraged as part of this programme are weight 
(which can be used to calculate BMI) and waist circumference. There are other 
measurements available to users e.g. steps, but we will now focus on the main ones. 

Body Mass Index (BMI) 

BMI is the proportion of weight to height. The weight range for a healthy BMI at a 
particular height is around 15kg (33lbs) to 20kg (44lbs), depending on ethnicity, so 
should account for very petite to “heavy-set” and “stocky” body types. BMI is often 
criticised as an inaccurate measure as it does not differentiate between body fat and 
muscle mass (body composition). Someone with a higher than normal BMI but a healthy 
muscle to fat ratio is unlikely to be at the same risk as someone of a higher than normal 
BMI due to excess fat. Most SUs that you will encounter in this programme will most 
likely fall into the latter category and if this is not the case, this will be apparent in their 
physique and activity levels. 
 
BMI is calculated BMI by dividing weight (in kilograms) by height squared (in metres) – 
the answer in the example below has been rounded up to one decimal point. 
 
BMI =  70kg / 1.75m2 
 

= 70kg / (1.75m x 1.75m)  
 

= 70kg / 3.0625m  
 

= 22.9kg/m2 (answer is rounded up to one decimal place) 
 
For the average individual BMI is an excellent indicator of disease risk not only for 
diabetes, but also lifestyle mediated diseases including cardiovascular disease and even 
some cancers. Simply put, a BMI of 25 kg/m2 and above also means increased likelihood 
of developing these diseases. The great news is that anyone with a higher than healthy 
BMI can dramatically reduce their risk of developing diseases associated with excess 
weight by decreasing their current body weight by 5 – 10 %. Even moderate decreases in 
BMI can have a significant impact on risk reduction and improve overall wellbeing.  

Weight monitoring and weight loss 

Regular weigh-ins are not about the small and inevitable fluctuations in weight that are 
normal for anybody, but about the long-term trend of recorded weight at regular  
intervals. Some SUs may feel very motivated and weigh themselves daily as part of their 
routine, while others may find this very demotivating or stressful, particularly if they 
notice increases in their weight when they are aiming to lose weight. Consistency helps 
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minimise fluctuations: using the same scales, wearing the same clothes, weighing on 
the same weekday and at the same time.  
 
A safe, sustainable and realistic rate of weight loss is 0.25 to 1kg (approximately 0.5 to 2 
lb) per week. If someone is losing weight more rapidly than this, or hasn’t made changes 
to reduce their energy intake, you may want to raise this with them and find out whether 
they have concerns or why they think this is happening. If it is out of the ordinary or 
inexplicable, they should visit their GP to discuss this further raise your concerns with 
line manager if appropriate.  

Waist Circumference 

Regardless of BMI, waist circumference is a reliable risk predictor. A waist circumference 
that exceeds the healthy range increases an individual’s risk of heart disease, T2DM and 
some cancers. This is because visceral fat is stored inside the abdominal cavity, rather 
than being subcutaneous (directly under the skin). Visceral fat coats vital organs 
including the heart, liver and kidneys and impairs their function.  
 
Watch the video on the Diabetes UK website for clear instructions for measuring your 
own waist circumference. 
https://www.diabetes.org.uk/preventing-type-2-diabetes/waist-measurement  
 

Further reading for educators: 

• NICE. (2014). Obesity: identification, assessment and management 
(CG189). 

https://www.nice.org.uk/guidance/cg189/resources/obesity-identification-
assessment-and-management-pdf-35109821097925 

• NICE. (2014). Weight management: lifestyle services for overweight or 
obese adults (PH53). 

https://www.nice.org.uk/guidance/ph53/resources/weight-management-
lifestyle-services-for-overweight-or-obese-adults-pdf-1996416726469 

• NICE. (2013). BMI: preventing ill health and premature death in black, 
Asian and other minority ethnic groups (PH46). 

https://www.nice.org.uk/guidance/ph46/resources/bmi-preventing-ill-health-
and-premature-death-in-black-asian-and-other-minority-ethnic-groups-pdf-
1996361299141 

• NICE. (2012). Type 2 diabetes: prevention in people at high risk (PH38). 

https://www.nice.org.uk/guidance/ph38/resources/type-2-diabetes-
prevention-in-people-at-high-risk-pdf-1996304192197.  

https://www.diabetes.org.uk/preventing-type-2-diabetes/waist-measurement
https://www.nice.org.uk/guidance/cg189/resources/obesity-identification-assessment-and-management-pdf-35109821097925
https://www.nice.org.uk/guidance/cg189/resources/obesity-identification-assessment-and-management-pdf-35109821097925
https://www.nice.org.uk/guidance/ph53/resources/weight-management-lifestyle-services-for-overweight-or-obese-adults-pdf-1996416726469
https://www.nice.org.uk/guidance/ph53/resources/weight-management-lifestyle-services-for-overweight-or-obese-adults-pdf-1996416726469
https://www.nice.org.uk/guidance/ph46/resources/bmi-preventing-ill-health-and-premature-death-in-black-asian-and-other-minority-ethnic-groups-pdf-1996361299141
https://www.nice.org.uk/guidance/ph46/resources/bmi-preventing-ill-health-and-premature-death-in-black-asian-and-other-minority-ethnic-groups-pdf-1996361299141
https://www.nice.org.uk/guidance/ph46/resources/bmi-preventing-ill-health-and-premature-death-in-black-asian-and-other-minority-ethnic-groups-pdf-1996361299141
https://www.nice.org.uk/guidance/ph38/resources/type-2-diabetes-prevention-in-people-at-high-risk-pdf-1996304192197
https://www.nice.org.uk/guidance/ph38/resources/type-2-diabetes-prevention-in-people-at-high-risk-pdf-1996304192197
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Weighing sensitively 

Taking measurements can sometimes be an intrusive, sensitive or even 
triggering experience and it is important that we are aware and act appropriately 
to this. The following are tips for measuring weight in a sensitive manner: 
 

• Respect and non-judgemental: Think about the ways that you can portray 
respect and being non-judgemental in your verbal and non-verbal 
communication. Looking a person in the eyes whilst talking to them vs 
looking away whilst talking to them; a friendly, non-confrontational smile 
vs an eye-roll; using uplifting words vs derogatory language; these are all 
comparisons of respect and non-judgment. 

• Ask permission: Asking a person’s permission to take the measurement, 
and thanking them for sharing it with us acknowledges that we recognise 
the personal boundaries that exist and this information is personal 
information rarely shared with other people outside of close and trusted 
friends and family of trusted health professionals. 

• Maintain a neutral manner: Traditional reactions to results in 
measurements are binary i.e. positive or negative. It is important to 
maintain a neutral manner and to not give a lead on emotions connected 
to the result that the SU then may take a steer from. As an educator, you 
are the nominated leader of the group and your praise/ criticism of a 
weight measurement can dictate a tone for the group and the individual. 

• Frame the conversation: It is important to acknowledge that weight 
measurements, or indeed any measurements, are small part of the health 
picture. Whilst objectives measurements e.g. weight, waist 
measurements, blood pressure provide some insight, they are by no 
means the definitive guide. It is important to recognise that other 
changes that may be happening, or more subjective measures i.e. how 
does the SU feel/ sleep/ manage stress etc. This gives us a more holistic 
approach to weight management and long-term behaviour change. 

• Praise the efforts, not the result: By focusing attention on the effort and 
input we recognise that it is the effort that is important; not necessarily 
the result. Being consistent and practising tools to overcome obstacles 
can lead to the desired outcomes (which may not always be weight-loss 
as a primary focus, but may be a secondary focus, or a side-effect of the 
primary focus). 
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Obesity and long-term conditions  
Diabetes  

Diabetes is a disease characterised by an abnormal metabolism of 
carbohydrates and resulting in elevated levels of blood glucose. Insulin allows 
blood glucose to enter the cells. Diabetes occurs when the insulin produced by 
the pancreas is not working effectively and/or the pancreas is not producing 
enough insulin, resulting in elevated blood glucose levels.  
 
Type 2 Diabetes – In England persons living with obesity are 5 x more likely to 
be diagnosed with Diabetes than adults living with a healthy weight; currently 
90% of adults with type 2 diabetes also live with overweight / obesity.   
 
Type 1 diabetes – 10% of people living with diabetes; currently approx. 50% of 
people living with type 1 diabetes also live with overweight/ obesity.   
 
Double diabetes - newer term to describe persons living with Type 1D and also 
showing clinical signs of Type2D e.g. obesity & insulin resistance. The pro-
inflammatory state of metabolic syndrome leads to reduced glycaemic control & 
greater need for insulin.   
  
Some signs and symptoms of diabetes include:  
 

• Excessive urination: when blood glucose levels are very high, glucose 
starts spilling into the urine, and because glucose draws water with it, the 
kidney increases urine production  

• Excessive thirst: excessive urination and loss of water will increase thirst 
sensation.  

• Fatigue: glucose stays in the blood instead of being used as fuel by the 
body, resulting in fatigue.   

• Genital itching or thrush: high levels of glucose in urine is a breeding 
ground for fungal infections  

• Cuts and wounds which take longer to heal   
• Blurred vision: the retina depends on a network of efficient capillaries that 

supply the light sensitive nerve endings. High glucose levels can lead to 
leaky or blocked capillaries which prevent the nerves from working 
efficiently and lead to eyesight problems.    

 
Some people may not experience any symptoms or do not notice the symptoms 
or may not think the symptoms are a concern. These people can live with 
diabetes for years without being diagnosed.   
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Our body depends on a constant supply of oxygen and energy to work 
efficiently. Our blood vessels are responsible for transporting oxygen and energy 
to all the cells in our body. Elevated blood glucose levels can cause capillaries to 
become inefficient, leaky or blocked. When cells in our body do not receive the 
oxygen and energy required to function normally, complications occur.   
 

• Retinopathy (eye problems and blindness)  
• Cardiovascular disease (heart attacks and strokes)  
• Slow wound healing  
• High rates of infections  
• Amputations  
• Neuropathy (nerve damage)  
• Nephropathy (kidney damage)   

 
It is important to remember that there will be a range of SUs in your groups; 
some living with diabetes / pre-diabetes and some with risk factors for 
development. Lifestyle changes to support weight reduction are the 
cornerstone of diabetes treatment in service users attending the weight 
management programme.   

Signposting: 

• Diabetes UK website 
www.diabetes.org.uk  

Hypertension   

Around 1 in 3 people in the UK are living with hypertension & 60-70 % of persons 
living with overweight & obesity also live with hypertension   
 

• Signs and symptoms: rarely any noticeable; often picked up on routine 
health check but if severely poorly controlled may experience blurred 
vision, headaches, chest pain, shortness of breath, nosebleeds  

• Diagnosis: 24-hour or ambulatory blood pressure monitoring  
• Treatment: Stage 1 - lifestyle changes (weight reduction, activity, alcohol, 

eating well), Stage 2 - medications & lifestyle   
 
NICE recommend that persons diagnosed with hypertension are offered the 
choice of trying lifestyle measures alone prior to commencing blood pressure 
medications; you may find avoiding medications for hypertension is a key area of 
importance for some Sus on Live Well Newham.   

http://www.diabetes.org.uk/
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Signposting:   

• British heart foundation website  
https://www.bhf.org.uk/informationsupport/risk-factors/high-blood-pressure    
 

Obstructive sleep apnoea (OSA)  

Overweight / obesity is the leading risk factor for OSA and prevalence in persons 
living with overweight and obesity is estimated at 60%. OSA is a condition in 
which breathing stops involuntarily for brief periods of time during sleep.  
 

• Signs and symptoms – snoring, pausing breathing, feeling of choking; 
waking up sleepy / unrefreshed, headache in the morning, difficulty 
concentrating, poor memory, depression, loss of sex drive, poor 
coordination  

• Diagnosis – Screening e.g. EPWORTH sleepiness scale (self-directed) 
followed by a sleep study in secondary services  

• Treatment – lifestyle changes (alcohol, activity, weight reduction, bedtime 
routine, stop smoking), CPAP machines, bariatric surgery  

 

Signposting:   

• British Lung foundation (including EPWROTH screening tool) website 
https://www.blf.org.uk/support-for-you   
 

Osteoarthritis (OA)  

Overweight & obesity is a clear risk factor for developing OA and for persons 
living with overweight / obesity the risk of developing OA is 4-5 x greater.   
 

• Signs and symptoms – joint tenderness, joint pain the mornings, cracking 
/ grating sound, knobbly appearance, weakness & muscles loss  

• Diagnosis is made by a medical professional using a variety of screening 
and tests 

• Treatment – lifestyle changes to facilitate weight loss may reduce pain; 
leg strengthening exercises stabilise the joint, pain medications   

Signposting:  

• Arthritis action website 
https://www.arthritisaction.org.uk/    

https://www.bhf.org.uk/informationsupport/risk-factors/high-blood-pressure
https://www.blf.org.uk/support-for-you
https://www.arthritisaction.org.uk/
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Polycystic ovarian syndrome (PCOS)  

1 in 6 women of reproductive age live with PCOS; 40-85% of women with PCOS 
also live with overweight & obesity; the two conditions are interlinked.   
 

• Signs & symptoms: weight gain, irregular periods, excessive hair growth, 
acne, emotional challenges, difficulty getting pregnant, impact on body 
image, low self-esteem, increased risk of hypertension and type 2 
diabetes   

• Diagnosis: combination of assessing symptoms, blood test & a ultrasound 
of the ovaries   

• Treatment: lifestyle changes to support 5-10% weight reduction, oral 
contraceptives, metformin, supportive treatments (e.g. laser hair 
removal/ talking therapies)   

 
Be aware that you may find that some SUs living with PCOS place high 
importance on weight loss to support their fertility / access to fertility 
treatments; whilst this may be motivating for some; it can also be incredibly 
pressured and emotive with the opposite impact on motivation. It can be helpful 
to support SUs to broaden out the importance for weight management, so the 
focus is not solely on weight loss. Be mindful that persons living with PCOS will 
also experience insulin resistance and overproduction of insulin; this increases 
the ease of fat storage. Though it is easier to gain weight when living with PCOS; 
the evidence indicates that persons living with PCOS respond just as well to 
lifestyle changes for weight loss.   

Additional reading for educators:   

• Evidence based management guidelines: 
https://www.monash.edu/medicine/sphpm/mchri/pcos/guideline   
 

• Short patient impact video 
https://vimeo.com/271184866/f47f34563c  

Signposting:  

• Monash university website: 
https://www.monash.edu/medicine/sphpm/mchri/pcos/resources/resources-
for-women-with-pcos  

Support groups: 

• Verity website: 
https://www.verity-pcos.org.uk/local-groups.html  
 

https://www.monash.edu/medicine/sphpm/mchri/pcos/guideline
https://vimeo.com/271184866/f47f34563c
https://www.monash.edu/medicine/sphpm/mchri/pcos/resources/resources-for-women-with-pcos
https://www.monash.edu/medicine/sphpm/mchri/pcos/resources/resources-for-women-with-pcos
https://www.verity-pcos.org.uk/local-groups.html
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Long term conditions and engagement  

How a person is feeling about their health condition can have a significant 
impact on their motivation which in turn has a significant impact on their 
behaviours and ultimate health. For example, a person my feel a sense of lack of 
control over their body; leading to helplessness; or they may feel isolated – as if 
the health condition is unique to them. They may feel embarrassed about living 
with a health condition, reducing the likelihood of reaching out for support. All of 
these factors feed into one another contributing to a vicious cycle of ill health.   
 
What can you do to support SUs in this cycle?   
 

• Facilitate peer support  
• Facilitate Sus engaging in their social networks  
• Normalise health conditions & signpost appropriate   
• Normalise feelings of loss of control / isolation / sadness  
• Combat embarrassment stigma; encourage SUs to access health care 

services   
• Empower SUs to make sustainable lifestyle changes  
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Avoid making assumptions in long term conditions:  
 

1. Body Mass index is not a sensitive indicator of the impact of a person’s 
overweight / obesity on an individual. You could have a person living with 
a BMI of 40 with no health conditions, able to function and enjoy life fully, 
whereas you could meet an SU with a BMI of 28 living with complications 
of T2D and their self-esteem severely affected. Whilst BMI remains the 
easiest tool to allocate access to services; we can hold awareness of its 
limitations and apply a curious interest / openness to each of our SUs 
lived experience with overweight / obesity.   

 
2. Living alongside a health condition: service users will be at different 

points in their self-management of health conditions; some may be at the 
beginning of the journey – not knowing what they need to do and having 
low confidence, some may be finding the way gaining knowledge and 
skills and some may be very confident with all the skills and knowledge 
needed to manage their health condition effectively. Have a curious 
interest as to where an individual is at; this can help pitch appropriate 
goals. Also be aware that living with a health condition is a fine balancing 
act and that setbacks can easily occur even for the most confident of 
self-managers.  

 

Additional reading for educators:  

• The Edmonton staging system; possibly an alternative to BMI in the 
future:  

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4427774/  
 

The boom & bust cycle   

When working with SUs who live with pain or any other condition that can limit 
function it is important to hold the boom bust cycle in mind. Quite often persons 
living with pain will experience good days and not so good days; they can fall 
into the trap of saving all their energy up and going particularly hard on the good 
days with the result of being in more pain / much lower energy on the bad days 
resulting in being much less active. It is more effective in in the longer term to 
pace activity so doing a little less than you could do on the good days and doing 
a little more on the not so good days; therefore, maintaining a fairly constant 
and sustainable effort for more consistent activity levels.   This helps to break 
the link between thinking activity causes pain (which is obviously a barrier to 
motivation).   
 
 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4427774/
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What can you do as educators to help guard against the boom bust cycle?   

• Look out for service users reporting they are going to great lengths to 
achieve their goals; no matter the cost. Listen out for Sus who report 
being ‘laid up’ for extended periods after physical activity.    

• Support with pacing skills and buffer Sus expectations for short term wins 
against long term gains.   

• Explain the ‘boom bust’ cycle and how it works – especially that it is not 
counterproductive to do ‘less’ on good days.   

  

Weight stigma & bias 

Weight stigma is also known as weight bias, obesity stigma, or obesity bias. 
Weight stigma is discrimination based on an individual’s weight. It can be in the 
way that we think about people, make assumptions about them, or the way that 
we treat them. It is important to hold an awareness of these concepts, and 
acknowledge our role and actions within health interventions, so that we can 
prevent the negative consequences of weight stigma. We all hold natural biases 
and privileges. Biases usually develop naturally over time, from our experiences, 
or are shared common beliefs in a group. Privileges are usually pre-existing or 
gained, for example, being able to access education. Acknowledging these 
allows us to acknowledge our place and influence how we are with people. There 
are numerous negative consequences associated with weight stigma. These 
include psychological (depression, anxiety, poor body image) and biological 
(linked to binge eating, disordered eating, eating disorders). All levels of society 
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and health intervention need to work together to overcome weight stigma and 
reduce its existence.   
 
What can we do as educators?  
 

• Notice and name it for what it is with SUs – acknowledge instances of 
weight bias/ discrimination – confirm that it is not right & empathise   

• Call it out when we see it in the media and respond with alternate images 
(see image bank linked below)  

• Acknowledge the difficulty of losing and sustaining weight loss   
• Recognise that many persons with obesity have tried to lose weight 

repeatedly  
• Consider that SUs may have had negative experiences with health 

professionals/ educators in the past & pay extra attention to building 
rapport  

• Approach SUs with sensitivity and empathy  
• Emphasise the importance of realistic and sustainable behaviour change – 

focus on meaningful health gains  
• Use appropriate language with SUs  
• Be aware of and reflect upon your own feelings 

Further reading for educators:   

• A 3-page summary document on weight bias & stigma, who’s at risk, the 
impact and what we can do to combat it: 

https://www.euro.who.int/__data/assets/pdf_file/0017/351026/WeightBias.p
df   
 

• World Obesity Website resources including non-stigmatising image bank: 
https://www.worldobesity.org/what-we-do/our-policy-priorities/weight-
stigma   
 

• The weight of expectation comic:  
 http://www.actwithlove.co.uk/woe-digital-comic.html   
 

• National Eating Disorders Association Website: 
https://www.nationaleatingdisorders.org/weight-stigma   
 

• Puhl, R. and Heuer, C. (2010). Obesity Stigma: Important Considerations 
for Public Health. American Journal of Public Health:100:6;10191028:  

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2866597/pdf/1019.pdf   
 

• NICE Expert paper for Weight Management Public Health Guidelines: 

https://www.euro.who.int/__data/assets/pdf_file/0017/351026/WeightBias.pdf
https://www.euro.who.int/__data/assets/pdf_file/0017/351026/WeightBias.pdf
https://www.worldobesity.org/what-we-do/our-policy-priorities/weight-stigma
https://www.worldobesity.org/what-we-do/our-policy-priorities/weight-stigma
http://www.actwithlove.co.uk/woe-digital-comic.html
https://www.nationaleatingdisorders.org/weight-stigma
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2866597/pdf/1019.pdf
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https://www.nice.org.uk/guidance/ph53/evidence/expert-paper-1-jane-
ogden-pdf-431710525    

Language in Obesity & long-term health conditions:  

Language is one of the most important and effective tools at our disposal. We 
use it every day, in many ways. We use it to communicate our thoughts, our 
feelings, to deliver or exchange information, to request, to order, to facilitate. 
There has recently been a movement to enhance and ensure that the language 
we use around obesity and all long-term health conditions is the best it possibly 
can be. Please be familiar with what language is deemed appropriate and 
consider how you may want to use this within your sessions. It is recommended 
that we use language that is:   
 

• Neutral, non-judgemental, and based on facts, actions or 
physiology/biology  

• Free from stigma   
• Strengths-based, respectful, inclusive and imparts hope  
• Fosters collaboration between patients and providers   
• Person-centred & people first   

 
Be conscious of how a person/ group may want their weight referring to and 
wherever possible check what they would prefer. As a starting point; preferable 
terms:  
 

• Weight  
• Excess weight  
• BMI  
• Weight problem   
• Unhealthy body weight   
• Unhealthy BMI   

Further reading for educators:  

• Practical examples of language to avoid and ideas to try instead: 
https://cdn.easo.org/wp-content/uploads/2020/07/31073423/Obesity-
Language-Matters-_FINAL.pdf   
 

• A practical guide to engaging persons with obesity: 
https://www.karger.com/Article/FullText/445193   
 

• A guide to people first language:  
https://www.obesityaction.org/action-through-advocacy/weight-bias/people-
first-language/   

https://www.nice.org.uk/guidance/ph53/evidence/expert-paper-1-jane-ogden-pdf-431710525
https://www.nice.org.uk/guidance/ph53/evidence/expert-paper-1-jane-ogden-pdf-431710525
https://cdn.easo.org/wp-content/uploads/2020/07/31073423/Obesity-Language-Matters-_FINAL.pdf
https://cdn.easo.org/wp-content/uploads/2020/07/31073423/Obesity-Language-Matters-_FINAL.pdf
https://www.karger.com/Article/FullText/445193
https://www.obesityaction.org/action-through-advocacy/weight-bias/people-first-language/
https://www.obesityaction.org/action-through-advocacy/weight-bias/people-first-language/
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Eating Well 
 
The focus of Eating Well is risk reduction through diet and nutrition. For this 
reason, it helps to understand the many facets of how diet can impact on overall 
health. Quite often, small and ongoing changes are far more effective and may 
be easier to sustain than extreme changes and restrictions. 

Units of energy and macronutrients 

In the United Kingdom (UK), we use kilocalories to calculate energy units from 
food.  

A kilocalorie (kcal) is the amount of heat required to heat a kilogram of water by 
one degree Celsius. Kilocalories are commonly referred to as calories, which is, 
technically, incorrect as a kilocalorie (kcal) is 1000 calories. None the less, it’s 
good to be aware that SUs may not know the difference and use the term 
calories to describe kilocalories.  

You may also have seen kcal expressed alongside kJ (kilojoules = 1000 Joules). 
Kilojoule is simply a different unit of measure for energy.  One kcal is 4.184kJ. 
Multiply kcal by this number (often rounded up to 4.2) for the energy content in 
kJ and vice versa. The main message here is that whatever unit we use, this is a 
reliable way to estimate how energy-dense a food is. 

The body requires energy to maintain all its bodily functions to keep us alive. 
This is known as Basal Metabolic Rate (BMR) and is different for each individual. 
In addition to this energy requirement, we also require energy for any additional 
movement or activity. Together, these amounts estimate an individual’s daily 
energy requirements. The key here is to understand that factors such as body 
composition, physical activity and even disease can affect a person’s energy 
requirements. Most SUs are unlikely to count calories and keep a regular food 
diary to track their energy intake, so knowing their energy requirements won’t 
help. In practice, we want to encourage SUs to identify their weight goal and 
adjust their overall dietary intake, in particular portion sizes, starchy carbs and 
fat intake to aid diabetes prevention and also weight gain, maintenance or loss. 
By regularly monitoring their weight (or the fit of their favourite trousers/dress, 
or waist circumference), they can gauge whether their portion sizes and energy 
intake is in regional with their goals.  

The main nutrients from our diet are carbohydrates, protein and fat 
(macronutrients). Each of these nutrients are required in large amounts and can 
be converted into energy in the body. Carbs and Proteins provide approximately 
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4kcal/g, while fat is very energy dense and provides 9kcal/g. Alcohol is not a 
nutrient but can also be converted into energy and provides 7kcal/g.  

In the case of SUs who need to gain or maintain a healthy weight, but have 
reduced their starchy carb intake slightly, a helpful strategy is to be more 
generous with their intake of healthy fats and to swap to full fat dairy products.   

Understanding Reference Intakes (RI) 

In the UK, food labelling historically used Guidelines Daily Amounts (GDA) which 
are average nutrient requirements with different values for children, adult 
women and men.  

GDA was replaced with Reference Intakes which are based on the average 
nutrient requirements of an adult woman and represents the 50th centile. This 
means that most of the population will fall on either side of this bell-shaped 
curve rather than having those exact average requirements, meaning that RIs 
are not a target, but a guide for achieving balanced nutrient intake. 

The portion plate 

The portion plate gives an easy to understand starting point for the proportion 
of different foods featuring in meals. This is merely a guideline or starting point 
and the amounts and proportions may need to be adjusted form person to 
person, depending on their weight goals and activity levels.  

None the less, the portion plate and using their own hands, placed side by side, 
will give a good indication of portion sizes. Even the digits can provide useful 
portion size guidance for example the tip of the thumb can be a good indication 
of a teaspoon serving. 

The Eatwell Guide 

Dietary recommendations have changed in the past and are likely to change in 
the future as research continues and we learn more. Government guidance is 
based on best available evidence and often many studies – for any claim or 
recommendation to be integrated within their guidance, the overall effect of all 
studies is considered and measured collectively to confirm findings of studies to 
have a significant impact on health (e.g. that monounsaturated fats protect the 
heart).  

The Eatwell Guide represents the strongest evidence available (for the time 
being) about what constitutes a nutritionally balanced diet for the general UK 
population. The guidance can be applied to any diet – traditional Western, Afro-
Caribbean or South East Asian – the principles are the same. 
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Be aware that there is often confusion between studies that the media reports 
and government guidance. The media most often reports on emerging evidence 
which is not conclusive – the giveaway are words and phrases like “the study 
suggests”, “may”, “could suggest” and so on. The media are journalists and have 
not necessarily reported on the actual findings of the study and therefore can 
often sensualise this information. This means that until numerous rigorous 
studies have looked into the same question(s), have established the same 
findings and have collectively been measured for significance, the results of a 
single study only suggests a possibility. 

Fruit and vegetables  

One cupped handful of fresh fruit or veg, two handfuls for uncooked leafy 
greens. 1 tablespoon for dried fruit – it helps to compare 10 grapes to 10 raisins 
and elaborating that the only difference is water content, but other than that 
they are otherwise the same thing, so dried fruit should be eaten in moderate 
and less frequent portions if included. A 200ml glass of fruit juice can count 
towards 5-a-day but is also a source rich in sugars – think of how many oranges 
you need to squeeze to make a glass of oranges and consider whether it is 
realistic to eat that many oranges in one sitting. Drinking liquefied fruit and veg 
may seem healthy but can also affect satiety (how full we feel). Seeing, chewing 
and tasting food are all involved in sending signals to the brain that we are 
eating and triggers the release of hormones to aid digestion and feelings of 
fullness. Drinking a smoothie in a few minutes without chewing is unlikely to 
have the same effect. Finally, the five-a-day message in the UK was set at this 
target not because this is the optimum amount for health, but because current 
fruit and vegetable intake is generally very low and it would be unrealistic to 
suggest to aim higher than that. If SUs want to include more of this food group 
than the recommended 5 a day this is great as in other countries for example 
Australia, their recommended intake is 7 – 8 a day. Remind them to be mindful of 
the amount of natural sugars in fruit and that a greater proportion of their fruit 
and veg intake should come from vegetables. 

Carbohydrates 

The main function of carbohydrates is to provide readily-available energy in the 
form of glucose. Most carbohydrate containing foods are also a source of B-
vitamins and fibre, except for dairy products. Glucose can be converted into 
energy in the least steps, hence is favoured as an energy source when it is 
available. Again, a portion is around the size of a palm or a cupped hand – 1-2 
slices of bread, a small roll, a small pita, a handful of cooked pasta, noodles or 
rice, 3-4 new potatoes, 1 small baking potato and so on. Variety is key as 
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different starchy foods have different nutrient profiles, particularly in terms of 
carbohydrate and energy content. It is also for this reason that a standard 
portion guide isn’t really practical or realistic. The Scientific Advisory Committee 
on Nutrition (SACN) recommends 50% of daily energy coming from 
carbohydrates. Only around a third of the Eatwell Guide is dedicated to carbs. 
This is because this food group only refers to starchy foods, although in terms of 
the nutrient, dairy, beans and pulses and fruit and vegetables are also sources of 
carbohydrate. 

Fibre  

Dietary fibre is commonly known as roughage. Fibre is important for blood 
glucose control, satiety and gut motility (keeping you regular). Fibre can be 
soluble or insoluble and most fibre-rich foods are a source of both. The 
recommended daily guide for fibre is 30g a day. The UK average consumption is 
less than 15g/d (Association of Official Analytical Chemists 2015). 

Soluble fibre is fibre that dissolves in water but cannot be digested. Sources 
include fruit, vegetables, beans, lentils, oats, soya, nuts and linseeds. Health 
benefits include feeling fuller for longer, improving blood cholesterol and 
cardiovascular health as well as managing blood glucose levels.    

Insoluble fibre does not absorb or dissolve in water and passes through our gut 
without really breaking down. It mainly provides bulk to help “keep things 
moving” through the digestive tract, and also can partially ferment in the colon, 
feeding microbiota and gut bacteria in the large intestine. Sources includes the 
skin of certain fruit and vegetables, beans, lentils, nuts and seeds. 

Glycaemic Index (GI) 

The total amount of carbohydrate consumed will always have the most 
significant effect on blood glucose. No matter how slowly the glucose is released 
into the bloodstream, if there is a lot, this will cause high blood glucose levels, 
particularly for someone with impaired blood glucose regulation. None the less, 
GI can be an additional tool to help slow and manage glucose release into the 
blood stream, to “buy some time” for the body to absorb blood glucose into cells 
and prevent spikes in blood glucose. 
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GI is a value from 1-100 assigned to foods, according to their ability to raise 
blood glucose after two hours of consumption when compared to the effect of 
consuming a standard dose of pure glucose and its effect on blood glucose after 
2 hours. The GI of a food is largely defined by the type and quantity of 
carbohydrate it contains but is also affected by the presence of other nutrients 
(fat and protein), whether a food is cooked, how it is cooked and how easy it is to 
digest the carbohydrate. As a rule of thumb, the less processed and the higher 
fibre content a carbohydrate food has, the lower the GI but this is only a rough 
guide. When suggesting lower GI foods, encourage SUs to include these more 
often, but there is no need to avoid higher GI foods completely, particularly 
where they contribute to a varied and balanced diet (instead of being a high 
sugar, “ultra-processed” food). Choosing lower GI foods can be a helpful and 
reassuring tool for those who are of a healthy weight and very active, therefore 
requiring somewhat higher amounts of carbs but still wanting to manage blood 
glucose levels.   

Using the GI demo kit: The GI demo kit contains two funnels, two empty jars and 
two jars with equal amounts of sugar. You will notice that one of the funnel 
nozzles is larger than the other. Place the funnels in the mouth of an empty jar 
each. Explain to SUs that the jar with the larger funnel opening represents a 
higher GI food, and the other a lower GI food. Point out that you will be pouring 
equal amounts of sugar (representing carbohydrates) into each of the empty 
jars, but that if a carbohydrate is low GI, it takes longer for it to be digested and 
to raise blood glucose levels. Now pour sugar from full jars into one empty jar 
each, simultaneously to demonstrate.  

Added sugar 

Added sugar in everyday foods provides “empty calories”, meaning that it 
contributes to energy intake but has no nutritional benefits. Additionally, many 
processed foods contain more added sugar than we realise, contributing to 
excessive energy intake.  

A high sugar diet (and a high fat diet) is also associated with non-alcoholic fatty 
liver (NAFL) which can eventually lead to permanent liver damage and even liver 
failure.  

Added sugar is most often sucrose which is made up of the monosaccharides 
glucose and fructose (also known as fruit sugar). Fructose is processed and 
stored as glycogen in the liver. When glycogen stores are full, any excess 
fructose is converted into fat. The liver is meant to be a lean organ, and fat in the 
liver inhibits is ability to do its work properly. If this is not reversed by means of 
lifestyle and dietary changes, liver tissue will eventually die off and cause 
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scarring, also known as liver cirrhosis. This type of damage is not reversible. In 
most cases this is too much information for SUs – it suffices to say that too 
much sugar (and fat) in the diet has the same detrimental effects on the liver as 
alcohol does and can lead to permanent damage.  

Protein  

Protein is a source of essential amino acids, needed for repair and maintenance 
in the body. They are the building blocks of the body, if you like. Many foods 
contain protein, including grains, beans and lentils. It is extremely rare to 
encounter protein-energy deficiency in first world countries like the UK. Foods 
that are high in protein are a source of amino acids, some fat and vitamins, in 
the case of red meat, a great source of easily-absorbed iron. Again, a palm-size 
(or the size of a pack of cards) or cupped handful are an easy measure for a 
protein portion e.g. a chicken breast, 2-3 sausages, a fillet of fish, two medium 
eggs, 2-3 meatballs or plant-based protein like Quorn, lentils, beans and pulses.  

The main guidance for health surrounding protein foods is to limit red and 
processed meat consumption, aim for two portions of fish per week ensuring 
one of these is oily fish and to include more sources of plant protein. Remember 
that some dairy products like quark or skyr are high in protein too, so could 
replace a protein portion in the diet as well, if the above guidance is considered.   

Dairy 

This food group includes milk, yoghurt, cheese and plant-based alternatives that 
are calcium-fortified. When avoiding dairy, it is worth pointing out that not all 
replacements are calcium-fortified and may contain sugar and other undesirable 
additives. A portion of dairy or equivalent constitutes a small glass (200ml) of 
dairy or fortified plant-based milk, a small pot of yoghurt (125g), a matchbox-
size (30g) of cheese or three heaped tablespoons of quark or cottage cheese. 
When using alternatives, SUs should check the nutrition labels for calcium 
content and how much a portion provides towards their Reference Nutrient 
Intake (RNI) of 700mg per day. Other non-dairy sources of calcium include 
calcium-set tofu, soya and linseed bread fortified with extra calcium, kale, pak 
choi, okra, spring greens, dried figs, chia seeds and almonds. 

Fats 

Fats are essential for insulation, cell construction, immune function and 
hormone formation to name a few functions in the body. The guideline daily 
amount for fat is 70g of total fat, of which no more than 20-30g should be 
saturated fat (for women and men, respectively) per day. Fats are eaten in much 
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smaller quantities as they are so energy-dense but are still important as they 
help the body absorb and store fat-soluble vitamins (A, D, E and K), improve 
satiety, palatability and flavour of foods in the diet. Often a full-fat food is much 
more satisfying than a low-fat version – it may be better to have smaller and 
less frequent portions of full fat products if this is the case.  

This food group on the Eatwell Guide represents added fats and oils as part of 
the diet, for example butter, spread and oils for dressing and cooking. It’s worth 
clarifying that many healthy foods can be high in fat, for example avocados, 
nuts, cheese and oily fish and that this contributes towards our intake of fats 
that have nutritional or health benefits – the key is to manage portion sizes 
and/or frequency with these foods. None the less, fats can be added according 
to dietary needs and weight goals. If aiming for weight loss, a good rule of thumb 
is no more than one teaspoon of added fat per meal, per person. For someone 
who is underweight or of healthy weight, added fat portions can be slightly more 
generous (or even required in larger amounts for someone underweight) with a 
focus on healthy fats high in monounsaturated fatty acids and polyunsaturated 
omega 3 fatty acids. 

It is crucial to reassure SUs that fat is part of a healthy balanced diet. 
Historically, fat has been vilified as being at the root of obesity and heart 
disease, years of bad press and low-fat guidelines due to early research. Current 
evidence confirms that, in fact, these are misconceptions and that fats are not 
only essential, but that certain fats have a health-protective and enhancing 
function.  

When choosing fats, the current guidance suggests choosing sources of 
monounsaturated fats and polyunsaturated omega-3 fats most often, to 
consume polyunsaturated omega 6 fats and saturated in moderation, and to 
avoid trans-fats and hydrogenated fats where possible. While monounsaturated 
fats and polyunsaturated omega 3 fats have the ability to promote “good” High 
Density Lipoprotein (HDL) cholesterol and lower “bad” Low Density Lipoprotein 
(LDL) cholesterol and blood triglycerides, too much saturated, trans-fats and 
hydrogenated fats have the opposite effect. Choosing the “healthy” fats is 
particularly important for individuals with “bad” cholesterol and inflammatory 
diseases like rheumatoid arthritis as they are at higher risk of cardiovascular 
events. “Healthy” fats may even help with managing symptoms.   

Dietary cholesterol is found in foods like liver, offal, eggs and shellfish. Dietary 
cholesterol does not have a significant impact on blood cholesterol and can be 
consumed as part of a varied, balanced diet. The cholesterol in your blood comes 
also from your liver, as your liver makes cholesterol. 
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Hydration  

The average adult should include 6-8 cups of water or unsweetened tea or 
coffee per day. 50-70% of body weight is water. Body muscle mass is made up 
of around 75% water while fat mass only contains around 10%. Water has many 
functions from transporting and dissolving substances to assisting in immunity. 
Please refer to the Eating Well Handbook for additional guidance. 

Carbs and Cals book and flashcards 

Please thoroughly familiarise yourself with both resources. Not only will you find 
an excellent variety of cultural foods described and pictured, but also have a 
visual representation of how portion size can increase or decrease the effect a 
meal has on blood glucose. These are also very helpful when answering SU 
questions and encouraging them to learn through discovery when looking 
through these resources. The flashcards can be used to gauge understanding 
where foods and food groups are concerned, energy awareness and using their 
nutritional information when learning about food labels in session 5.  

While Carbs and Cals was mainly developed for helping people living with 
diabetes estimate their carbohydrate intake to adjust their insulin doses 
accordingly, it is a really useful tool to demonstrate how important portion size is 
when considering carbohydrate, fat and energy intake. Again, be mindful when 
using this resource as we should not be recommending a low-carbohydrate 
approach for SUs but can help them develop carbohydrate awareness and how 
portion size and type of food can differently impact blood glucose levels. 

Further Reading for educators: 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads
/attachment_data/file/339317/SACN_Dietary_Reference_Values_for_Energy.
pdf 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads
/attachment_data/file/445503/SACN_Carbohydrates_and_Health.pdf 

https://www.bda.uk.com/foodfacts/portion_sizes  

1. Eating behaviours 
- https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3635021  

 
 
 
 
 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/339317/SACN_Dietary_Reference_Values_for_Energy.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/339317/SACN_Dietary_Reference_Values_for_Energy.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/339317/SACN_Dietary_Reference_Values_for_Energy.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/445503/SACN_Carbohydrates_and_Health.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/445503/SACN_Carbohydrates_and_Health.pdf
https://www.bda.uk.com/foodfacts/portion_sizes
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3635021


   

43 
 

2. Energy balance, Dietary requirements, guidelines, assessment  
- PHE. (2016). Government dietary recommendations. 

https://assets.publishing.service.gov.uk/government/uploads/system
/uploads/attachment_data/file/618167/government_dietary_recom
mendations.pdf 

- https://www.nhs.uk/live-well/healthy-weight/understanding-
calories/

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/618167/government_dietary_recommendations.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/618167/government_dietary_recommendations.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/618167/government_dietary_recommendations.pdf
https://www.nhs.uk/live-well/healthy-weight/understanding-calories/
https://www.nhs.uk/live-well/healthy-weight/understanding-calories/
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Alcohol 

The body processes alcohol as a fat, converting alcohol sugars into fatty acids. 
Not only is alcohol devoid (empty) of nutrients, but it inhibits the absorption and 
usage of vital micronutrients (vitamins and minerals) such as thiamine (vitamin 
B1), vitamin B12, folic acid, and zinc. Chronic excess alcohol consumption is 
linked to central obesity/abdominal obesity (fat around the waist and coating 
the internal organs) as well as alcoholic fatty liver disease which can lead to 
permanent liver damage known as liver cirrhosis (scarring of the liver) if not 
reversed in its early stages.  

Refer to the Eating Well Handbook for specific guidance and ensure that you are 
familiar with this and using the alcohol unit and calorie dials.  

What is a unit of alcohol? 

Drinkaware states that: 

“One unit is 10ml or 8g of pure alcohol. Because alcoholic drinks come in 
different strengths and sizes, units are a way to tell how strong your drink is. It 
takes an average adult around an hour to process one unit of alcohol so that 
there's none left in their bloodstream, although this varies from person to 
person” 

The UK guidance in the UK recommends no more than 14 units per week for men 
and for women. Excessive alcohol consumption (in the form of binge-drinking or 
chronic and regular excess) has serious health consequences.  

Salt 

The National Diet and Nutrition Survey showed that adults in the UK consumed 
around 8g of salt per day in 2014. Current UK recommendations are no more 
than 6g (about a teaspoon) of salt per day. Sometimes salt content is expressed 
as sodium – multiply sodium content by 2.5 to get the salt content in the same 
unit of measurement (milligram (mg) or gram). For example, 2g of sodium per 
100g is 5 grams of salt per 100g (1g sodium x 2.5). 

The main reason for this guideline is due to extensive evidence demonstrating 
that too much salt can raise blood pressure (BP), which increases the risk of 
developing coronary heart disease (CHD). Hypertension or high blood pressure 
(HBP) puts extra pressure on the arterial walls and over time, causes them to 
lose elasticity (the ability to expand and recoil, much like a rubber band) thus 
affecting their ability to function well. It also makes them more likely to narrow 
and become hardened due to the build-up of fatty plaques, which may lead to 
angina and heart attack.  
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Most SUs will be aware of high salt foods such as crisps but may not realise how 
much salt comes from everyday foods that already have salt added to them, for 
example breakfast cereals and sauces and stocks. According to the British Heart 
Foundation, around three quarters of adult salt intake (6g) comes from every 
day foods. For this reason, it is worth checking labels to choose lower salt foods, 
as well as being mindful of adding salt when cooking or when at the table. Our 
taste buds become accustomed to salt and when decreasing salt intake, it may 
help to do this slowly and over time, to allow the taste buds time to adjust. SUs 
may wish to replace salt with pepper, herbs and spices to add flavour to meals. 

It’s also worth noting that effervescent (fizzy) vitamin supplements and pain 
killers can contain up to 1g of salt per tablet – it may be worth swapping these to 
a non-effervescent variety if used regularly to reduce salt intake.  

Further Reading 

https://www.bda.uk.com/foodfacts/sugar 

https://www.bda.uk.com/foodfacts/alcohol-facts 

https://www.drinkaware.co.uk/ 

https://www.bda.uk.com/foodfacts/Salt.pdf 

1. Glycemic Index, fibre 

- Scientific Advisory Committee on Nutrition. (2008). Statement on 
Dietary Fibre. London: SACN. 

- https://www.nutrition.org.uk/healthyliving/basics/fibre.html?limit=1 

- https://www.diabetes.org.uk/guide-to-diabetes/enjoy-
food/carbohydrates-and-diabetes/glycaemic-index-and-diabetes 

- https://www.bda.uk.com/foodfacts/GIDiet.pdf 

- https://www.nhs.uk/common-health-questions/food-and-diet/what-
is-the-glycaemic-index-gi/ 

2. Fats 

- Scientific Advisory Committee on Nutrition. (2007). Update on trans 
fatty acids and health. London: TSO. 

- Scientific Advisory Committee on Nutrition. (2011). Dietary Reference 
Values for Energy. London: TSO.  

- https://www.bda.uk.com/foodfacts/FatFacts.pdf 

https://www.bda.uk.com/foodfacts/sugar
https://www.bda.uk.com/foodfacts/alcohol-facts
https://www.drinkaware.co.uk/
https://www.bda.uk.com/foodfacts/Salt.pdf
https://www.nutrition.org.uk/healthyliving/basics/fibre.html?limit=1
https://www.diabetes.org.uk/guide-to-diabetes/enjoy-food/carbohydrates-and-diabetes/glycaemic-index-and-diabetes
https://www.diabetes.org.uk/guide-to-diabetes/enjoy-food/carbohydrates-and-diabetes/glycaemic-index-and-diabetes
https://www.bda.uk.com/foodfacts/GIDiet.pdf
https://www.nhs.uk/common-health-questions/food-and-diet/what-is-the-glycaemic-index-gi/
https://www.nhs.uk/common-health-questions/food-and-diet/what-is-the-glycaemic-index-gi/
https://www.bda.uk.com/foodfacts/FatFacts.pdf
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- https://www.bda.uk.com/foodfacts/cholesterol.pdf 

3. Eat Well Guide  

- https://www.nhs.uk/live-well/eat-well/the-eatwell-guide/  

https://www.bda.uk.com/foodfacts/cholesterol.pdf
https://www.nhs.uk/live-well/eat-well/the-eatwell-guide/
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Food labelling  

You are already aware of Reference Intakes (RI) and will be able to review the 
complete table in the Eating Well Handbook on p. 58.    

According to European Union (EU) regulation, it is mandatory for food 
manufacturers to provide certain information on food packaging. 

By law, all ingredients that are included in a product must be listed and should 
be listed in order of weight, from highest to lowest proportion. The amount of an 
ingredient will also be stated as a percentage under certain circumstances.  

Specific allergens (or derivatives) must be identified and were previously listed 
separately under headings such as “allergy advice” but must now also be 
identified in the ingredients list in bold lettering or by other means as indicated 
on food packaging. The allergens that must be identified are: Celery, cereals 
containing gluten, crustaceans (e.g. prawns or crab), eggs, fish, lupin, milk, 
molluscs (e.g. clams or mussels), mustard, nuts, peanuts, sesame, soybeans and 
sulphur dioxide.  

Nutritional information is in a standardised format.  Nutrients and corresponding 
values must be listed in a certain order and are usually displayed on a table at 
the back or sometimes the side of food packaging. Mandatory nutrients are 
energy in kJ and kcal, fat, saturated fat, carbs, sugars, proteins and salt. 
Nutrient information that can be included on a voluntary basis includes mono-
unsaturated and polyunsaturated fats, polyols, starch and fibre. Information on 
certain vitamins and minerals (from an approved list) can be given if present in 
significant amounts. 

It is mandatory to include nutrient content per 100g, but nutrient content per 
portion and % of daily RI is optional and voluntary.  

Remember that this is likely to be too much information for the average SU and 
is intended to help you field any queries and develop your own confidence and 
understanding. For most SU, the emphasis will be on what they can remember 
and implement that for making more informed choices.  

Delivering the label reading activity: 
 
When handing out food label packs to each group, please make sure that each 
stack contains a good spread of different types of food and includes cultural 
examples.  Please ensure that there is at least one example of comparable foods, 
e.g. white and brown bread, lean mince and sausages.  

Make sure that you spend a little time with each group probing for 
understanding by asking SUs to point out certain features (e.g. how much fat 
per 100g, any allergens, whether there is portion guidance, what their general 
opinion is of that food and whether it could feature in a healthier diet). 
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What if someone isn’t responsible for meals at home? 
 
You may come across SUs who, for a variety reasons, are not in charge of 
planning, selecting or preparing their regular meals. How could they take control 
of their diet? Often an SU will already have mentioned that they are not the one 
in charge of buying and preparing food at home, so feel free to utilise these 
suggestions (or better yet, elicit these from the SU or the group) as soon as 
feedback like this comes up. 

Suggestions: 

• Could the person responsible attend sessions with the SU? 
• How could the SU best discuss their health concerns and needs with the 

person in charge of food? 
• What aspect of food planning, buying and preparation CAN the SU control 

or offer to be involved with / in charge of? 
• Who are the stakeholders, and can they make a joint decision and find a 

good compromise? 
• Have other SUs experienced something similar and how did they solve 

their problem? 
 

The answer or solution does not need to be complicated. It may be as straight 
forward as SUs plating up their own food to be in control of portion size or to 
choose only one starchy staple instead of two being offered – it really depends 
on their individual situation. Remember, they are an expert at their own life, and 
so are the ones best placed to know what will work for them.   

Further Reading 

http://www.foodlabel.org.uk/label/ 

https://www.bda.uk.com/foodfacts/food_labelling 

https://www.bda.uk.com/foodfacts/eat_well_spend_less 

https://www.nhs.uk/live-well/eat-well/healthy-food-swaps/ 

  

http://www.foodlabel.org.uk/label/
https://www.bda.uk.com/foodfacts/food_labelling
https://www.bda.uk.com/foodfacts/eat_well_spend_less
https://www.nhs.uk/live-well/eat-well/healthy-food-swaps/
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Taking charge 
 
Taking charge is based on supporting participants to identify their own barriers 
to change and, with support, find ways of integrating the changes that have 
already been suggested into their lifestyles.  The priority is also to help 
participants identify barriers to change and develop coping strategies to 
manage difficult situations.  
 

Why are health behaviours so difficult to change? 

• Many unhealthy behaviours are driven by very sophisticated marketing 
(eg: alcohol, smoking, energy rich, sugary fatty foods) 

• Many unhealthy behaviours are enjoyable! 
• It’s MUCH harder to tell someone NOT to do something 
• It isn’t lack of knowledge that drives behaviour – if it were we wouldn’t do 

things that are bad for us!! 
• Health Behaviour isn’t rational – it’s driven by far more cultural and social 

factors.  Think and consider the context in which people behave and 
family and social influences 

• Positive benefits of change take time/are often delayed 
 
Even individual change is difficult! 
 

• We are often motivated by negative emotions, which can sustain 
unhealthy behaviours 

• ‘All or nothing’ thinking is quite prevalent in behaviour change and can be 
very self-defeating 

• We are unrealistic 
• Change is difficult – people underestimate how difficult it is 
• Need a toolbox of change strategies – not get stuck on one thing 
• Need to make a commitment 

 
Understanding Behaviour: 
 

• Behaviours are patterns – they have environmental triggers,  emotional 
triggers, situational triggers, social and cultural triggers. 

• They can develop into ‘habits’  become automatic and require minimal 
thinking to carry out.  People may not realise they are doing a habit.  
Habits around snacking, diet, mindless eating and lack of exercise can 
often be unhelpful to health.  

• Habits are, however, within our control 
• People need to understand the context of habits in order to change them  
• Change therefore takes time, thinking, energy, and, crucially, something to 

replace old habits or routines. 
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• Thoughts are also a fundamental part of this. Thoughts are powerful and 
can affect actions, feelings and physiology.  Conversely all these things 
can also inform thoughts by the way we interpret them.   

• Individuals are in control of thoughts, habits and routines.  Thoughts can 
be consciously changed by altering the verbal ‘script’ in our heads.  

• Barriers to change can be internal or external. Internal barriers are usually 
things like our thoughts, fears, anxieties, confidence and motivation.  
External barriers are influenced by family and cultural contexts.  External 
barriers benefit from a problem solving approach to finding different 
solutions.  

• Some things are outside of personal control – such as illness of self or 
others, family issues, financial issues and other life events. In this case 
coping strategies are the best way of managing the stress that arises from 
having to manage these situations day to day.  Sometimes people fall into 
the trap of trying to change things that are not within their control – this 
can be very dispiriting and stressful.  

 
Motivation to make health changes is also often difficult. Why? 

• Because they often involve stopping behaviours we enjoy. 
• Because they often involve starting behaviours that don’t seem to be such 

fun. 
• Because they often involve costs (a downside). 
• Because it’s hard and it takes time. 
• Because you don’t see immediate results 

 
One of the key parts of this programme is to help participants understand that 
Feelings, Behaviour, Thoughts and Looking after our physical health is all 
interrelated – making changes to one will affect all the others.   

Values 

Help participants think about the importance and relevance of setting goals in 
line with Values.  Support participants to think more broadly about Values and 
what is important to them.  This will help people to make longer term changes 
that will support and sustain lifestyle change. Try to encourage people to 
broaden and encourage ideas for changing lifestyle and improving quality of life. 
If a goal is linked to a value people are more likely to stick to and achieve a goal. 
Goals need to be set in line with someone’s values.  If a goal is ‘picked out of the 
air’ it is unlikely to sustain people towards achieving it – they need to ask 
themselves ‘why’ then it is more meaningful and more enjoyable.   
 
Eg: Value ‘I would like to enjoy my grandchildren more’ 
 
Goal: ‘I will play in the park with my grandchildren for an hour twice a week.’ 
 
This programme may also be an opportunity to encourage participants to take 
up long forgotten interests, or new activities.  This is an opportunity to help 
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participants to embed their goals into these rather than a goal that might seem 
to be a bit random.  (I will walk 5000 steps 5 times/week).  
 
Always encourage people think about their values and set a purpose to new 
goals broadening their horizons with new ideas and new goals so encourage 
lateral thinking and sharing.   

Eating mindfully 

Mindful Eating is a way of managing over eating, creating healthy eating habits 
and a way of enjoying and savouring and actively enjoying food and eating more 
instead of it becoming a ‘mindless’ habit.   
 
Encourage participants to enjoy and notice food using the techniques of the 5 
senses while eating.  

Changing habits 

To help participants understand how they can recognise unhelpful habits and 
the triggers to them. To give participants a framework for changing unhelpful 
habits to helpful habits.    
 
Participants need to feel confident replacing an unhelpful habit with a helpful 
habit.  It helps to Identify the unhelpful habit first, then the outcome (what do 
you get from your habit), then identify the 3 triggers.  Then look at the helpful 
habit diagram and think of a helpful habit that could replace the unhelpful habit.  
Find an outcome from that new habit and try and find 3 new triggers (finding a 
new emotional trigger is likely to be the hardest)   
 

Stress 

The key concepts with stress are 
1. Explaining and understanding the ‘fight flight response’ which is a normal 

response to our perception of encountering a stressful situation.  
Historically and evolutionarily stressful situations were usually associated 
with physical danger and hunting for food.  Today’s society is far more 
complicated than that and stressful situations can arise from anything 
and are very often more about managing situations from a cognitive 
perspective.  But the response remains the same, which can confuse 
people.  

2. It is therefore important to acknowledge and support people to 
understand that the physiological stress response can come from 
‘perceiving’ a threat – and this could come from our feelings, thoughts, 
and behaviour (of others or ourselves).    
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3. Very often stress comes from events that are happening to us and it is 
therefore important to learn how to manage stress, and the response to it.  

4. The key ways of managing stress taught in this course are:  mindfulness, 
breathing techniques and relaxation techniques, looking after ourselves, 
understanding thoughts, the importance of sleep.  But there are manay 
others and participants can be encouraged to find their own ways of 
managing stress. 

5. Stress can be ‘chronic’ which could be described as the body being on 
‘alert’ a lot of the time and not having enough time to recover in between 
stressful events.  In this case we probably don’t notice the physical 
symptoms so much because we have become tolerant and used  to them.  

6. Uncertainty or Unfamiliarity and a high Rate of change will increase 
susceptibility to stress.   

    

We are all highly individual in our response to stress, and what we find stressful. 
It is therefore important to understand individual stress in order to manage it 
effectively.   This is about personally knowing the kinds of situations that set off 
a stress response.     

Thoughts 

Introduce participants to thoughts and what they are.  It is important that 
participants understand that thoughts can change behaviour and feelings. It 
doesn’t have to be the other way round.  
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Thoughts are a constant stream of commentary in our heads.  They can be about 
mundane everyday things (like what we need to buy at the shops) or they can be 
about worries, and preoccupations. If the preoccupations get too much, then it 
can make us forgetful and lose concentration or even sleep.  
 
Try to help participants understand thoughts without getting too confused with 
feelings. The thought is the ‘commentary’ – what we are doing all of the time and 
what we are saying to ourselves associated with that.  
 
Thoughts can be changed merely by changing the words in our heads – they are 
in our control.  If we get good at changing thoughts, being realistic with 
ourselves, and not too judgmental with ourselves, this can make a difference to 
behaviour, feelings, AND our health.  

Self-Compassion  

Related to thoughts is the concept of self-compassion and looking after yourself.  
The ‘self-compassion ruler’ can   help participants to become more aware of their 
thinking style.  
 
The problems with ‘pessimistic’ thinking are clear – the tendency to think that 
things will go wrong and/or assume the worst will happen.  The problems of over 
optimistic thinking are not so obvious.  If someone has a tendency to be over 
optimistic or even complacent in their thinking this can produce unrealistic 
expectations and consequent disappointment.  This can then lead to ‘swinging’ 
backwards and forwards to the other extreme (in many situations this is also like 
an ‘all or nothing’ thinking style).    
 
Encourage participants to try and be realistic in their goals and recognise 
achievements even if they only seem small.   It is also really important that 
people reward themselves for achievements and are kind to themselves.  This is 
as much about ‘talking to yourself’ gently and kindly, not being harsh to yourself.  
The tone of voice of thoughts is as important – think of yourself as ‘your own 
best friend’.  

Sleep 

Sleep is important as a way of allowing the body and mind to recover, process 
memories and events, and allow our brains down time from the constant 
thoughts.   
 
It is important to distinguish between quality and quantity of sleep.  People can 
sleep badly for many hours, and well for a few hours.  The latter is more likely to 
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be a healthy refreshing pattern.  But is important people understand their own 
sleep patterns and needs.  
 
Sleep dairies can help people to understand their needs and habits form a basis 
of working out what can help to improve sleep.  
 
Important concepts to remember are: 
 

1. The things that can affect sleep:  worries and thoughts, our sleep environment, 
our physical health, and our feelings.  

2. The aspects of our environment that we can change and improve to support 
better sleep. 

  
The sleep meditation can be used as a way of helping getting to sleep but it can 
also be used in other situations where there is a need to relax quickly and 
effectively. 

Putting it all together 

Encourage participants to use all of the strategies and techniques used in all 
aspects of the programme.  Dietary changes, activity and behaviour change 
should all go alongside so that by the end of the programme there is a balance.  
Some people will find some aspects of the programme easier and some aspects 
more challenging.  
 
It is as much about understanding your starting point and getting to know 
yourself and your habits as anything.  With this basic understanding you can 
build on the techniques for long lasting change.   
 
It takes practice, perseverance and time to make change so encourage 
participants to be realistic with their expectations of themselves.   There will be 
times when things are going well and times when it’s much harder. Sometimes it 
might seem like 2 steps forward one step back, but if people understand that 
and that the journey is not always smooth and linear this can help to stay 
motivated and on track.    
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Moving more 
Physical activity & obesity  

When considering physical activity and obesity, we need to be mindful of all the 
factors, previously discussed, that impact on a person living with obesity, and 
consider how this may play into opportunities, motivation, and capability to 
engage in physical activity. We may want to start to do this by considering our 
own engagement in physical activity and how it compares the current physical 
activity guidelines. It is our responsibility to tactfully approach a service user in 
their current state and encourage them to initiate physical activity, whilst being 
mindful that it is their choice, not our choice.  
 
When considering physical activity in obesity, it is useful to consider Metabolic 
syndrome. Metabolic syndrome is the medical term for a combination of 
diabetes, hypertension or obesity. Metabolic syndrome increases the risk of 
developing coronary heart disease, stroke and other conditions that affect the 
vascular system. Having three or more of these factors suggests someone is at 
risk of metabolic syndrome and it is estimated that approximately 1 in 4 in UK are 
thought to have met syndrome (BHF and NHS).  
 
Current physical activity guidelines (Chief Medical Officer) for adults are set out 
below.  

 
 
In addition to this, adults should engage in 2 strength, balance and flexibility 
sessions per week (20 minutes each).   
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For older adults (considered 65+ years), it is recommended not to engage in 
vigorous intensity activity unless already doing so or have done so before. Older 
adults should maintain or improve their physical function by undertaking 
activities aimed at improving or maintaining muscle strength, balance and 
flexibility on at least two days a week. Older adults should also break up 
prolonged periods of being sedentary with light activity when physically 
possible, or at least with standing, as this has distinct health benefits for older 
people. It is never too late to get moving. To date, most physical activity 
guidelines for people with chronic conditions have been limited to clinical or 
therapeutic guidance.  
 
The benefits to physical activity can be captured in the diagram below:  
 

 
  
 
In general, the more done the better, however we do know that everything will 
contribute to improved health and quality of life. Be mindful that some people 
may have an all or nothing approach which can lead to over-exertion or injury.  
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Physical activity as a treatment  

Physical activity is one of the simplest forms of treatment for obesity or 
metabolic syndrome. Be mindful what ‘simplest’ in this sentence means, as it is 
very subjective, and it can be misleading; what is simple for one person may not 
be simple for another. When using physical activity as treatment consider the 
following:  
 

• Frequency   
• Duration  
• Intensity  

 
Physical activity should be considered as a treatment because not only does it 
help to create a negative energy balance and assist weight loss (specifically 
body fat); if it is done with sufficient duration and intensity, we can improve 
wellbeing and quality of life.   
 
When considering intensity, use the following:  
 

 
To set-up physical activity to achieve change, we should consider the following:  
 

• Enjoyment  
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• Effort  
• Progression  
• Time   

 
These elements help us to understand the facilitators and barriers to physical 
activity. We cannot make a person change, but what we can do is inspire, 
educate, support and be non-judgmental in their change journey.  

Energy balance  

Energy balance is a concept that allows us to consider energy coming into the 
body (from food and drink) and energy leaving the body. Here we will consider 
energy leaving the body.  
 
Energy leaving the body (or total daily energy expenditure/ TDEE) is made up of 
these components:  

• Basal Metabolic rate (BMR) + Thermic Effect of Food (TEE) which account 
for 60-70% and 10% of TDEE respectively  

• Daily activities/ exercise which account for 10-30% of TDEE  
 
By modifying some of these factors (along with a healthy lifestyle) we can 
support a negative energy balance and induce weight loss. It is worth 
recognising that BMR cannot be significantly altered (in relation to activities), 
however it is influenced by age and gender. As we age, muscle mass reduces, 
and adipose tissue increases naturally (a process known as sarcopenia). There 
can also be hormonal changes for females. Females also tend to have a lower 
BMR compared to males; it is largely accounted for by differences in fat free 
mass which is proportional to BMR. The more muscle tissue an individual has, 
the higher their BMR; therefore, maintaining muscle mass is an important part of 
long-term weight management.  
 
In this concept, it is important to recognise that daily activities/ exercise can 
also be viewed as:  
 

• NEAT (non-exercise activity thermogenesis) which is also referred to as 
lifestyle activity which is calories burned through physical activity not 
involving volitional exercise. NEAT is unplanned and unstructured 
activities which are free and low risk, and;  

• EAT (exercise activity thermogenesis) which is planned, structured, and 
repetitive physical activity that has the objective of improving health or 
physical fitness.  

 
NEAT is an important part of total energy expenditure because if adopted and 
altered successfully it can induce a negative energy balance and support long-
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term weight loss without perceived significant adaptations or expense (time, 
effort, routine interruption etc.).  
 
An example of NEAT is walking. It is traditionally a functional activity with the 
purpose of achieving travel between destinations, however this is declining. In 
1975, the average person walked 255 miles per year as part of their daily lives. In 
2017, this has decreased to 206 miles per year. This forms parts of the 
obesogenic environment, as discussed previously, and is a contributing factor to 
our current national and global obesity issue. Movement outside of formal 
exercise (NEAT) is equally, if not more important, than formal physical activity/ 
exercise (EAT).  
 

Does eating less and moving more fix obesity?  

We know that obesity is a multifactorial issue. Eating less and moving more is 
part of the solution, but it important to consider obstacles, both physiological 
and psychological. By understanding obstacles, we can inspire and support 
individuals in achieving their goals.  
 
For psychological barriers to exercise, the first step to be aware of is that the 
term “exercise” can have negative connotations for some users. Therefore, 
using terms such as “movement” and “physical activity” may be better. We know 
that feelings and emotions, thoughts and beliefs, actions and behaviours all 
interact and feed into self-esteem. Therefore, considering how a service user 
may be feeling coming into a physical activity-based session is vital.  
 
With regards to physiological barriers to physical activity, we can consider the 
following 6 main physical obstacles to someone living with obesity may be 
experiencing:  
 
Heat intolerance  

• Why: Excess fat adds more insulation so can increase body temp, 
therefore, moving more increases internal body temp  

• Support: Use comfortable and loose clothing, engage in physical activity 
when it is  cooler, ensure hydration, and consider lower intensity then 
build   

 
Movement restriction  

• Why: Difficulty fully flexing joints due to excess body fat e.g. knee, elbow, 
torso flexion  

• Support: Consider adapting activity (what you're doing and how you're 
doing it)   
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Weight bearing stress  
• Why: Stress on joints and soft tissues is greater due to excess body fat  
• Support: Use less impactful movements e.g. walking, chair exercise; 

adjust time/ intensity  
 
Back problems/ posture problems:  

• Why: Increased body weight load and inadequate trunk musculature i.e. 
weak abdominals, strong hip flexors, due to moving less mass - this pulls 
on the lumbar and causes the spine into excessive lordosis  

• Support: Alter activity to individual abilities  
 
Balance concerns  

• Why: Lack of participation in physical activity facilitates lack of balance 
development. External and internal forces creates de-stabilising events 
e.g. postural swaying. If older then can have a greater impact on balance 
control, particularly if frail and have sensory deprivations  

• Support: Alter activity to individual abilities  
 
Breathing (Hyperpnea increase in respiratory rate/ dyspnoea laboured or 
difficult breathing  

• Why: Excess body fat around chest cavity causing discomfort when 
breathing. This can lead people to avoid physical activity and/ or alter how 
they breath e.g. mouth vs nose. People living with obesity are more likely 
to a have a lower functional capacity because of respiratory system i.e. 
Heart has to work harder impacting lung function. This is more likely in 
people living with obesity due to larger moving chest mass  

• Support: appropriate breathing techniques i.e. not holding breath, 
breathing through mouth, alter activity to individual abilities  

 
For all of these barriers, normalising the barrier can be very impactful for service 
users and support them in overcoming and feeling supported along their 
journey.   
 
Some top tips for starting physical activity:  
 

• Avoid comparison; comparison is the thief of joy!  
• Provide support and answers with permission  
• Prepare service users and work into preparation into action/ coping 

planning  
• Be mindful of common obstacles and consider that sudden change in 

activity levels may feedback negatively on ambitions initially   
• Any activity is a start  
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• Make it personal and enjoyable (engage in an enjoyable habit that can be 
built over time)  

• Start slowly and progress the rate/ intensity/ time  
• Some is good, more is better, make a start today; it's never to late  
• Every minute counts – there are 1440 minutes in every day - schedule 30 

of them for physical activity – share the benefits of physical activity  
 
There is no minim amount of activity required to achieve some health benefits; 
short amounts and light intensity can provide benefits  
 
For more information see “Physical activity & obesity frequently asked 
questions” in the appendix.   
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Appendix 
 

Service offer 

This is the service offer for Xyla health and wellbeing adult weight management 
programme. 
 

Week Session Content 

1 
Your 
Healthy 
Weight 

• Gain a clear understanding of their programme   
• Understand what it means to have a healthy weight  
• Explore the links between obesity and health  
• Understand the different factors that can be monitored & altered 

for a healthier lifestyle   
• Provide top tips for getting started 
• Introduce SMART goal setting 

2 
Balancing 
Your 
Lifestyle 

• Understanding energy balance  
• Understand macronutrients, portions and the EatWell Guide 

(using culturally appropriate examples) 
• Managing change including use of General Health Questionnaire 
• Assessing your own nutrition needs 
• SMART goal setting 

3 
Getting 
Active 

• Introduce the national activity guidelines  
• Assess personal activity levels 
• Explore barriers to physical activity and how to overcome them 
• Building physical activity into your day 

4 
What’s on 
Your 
Plate? 

• Exploring and understanding the fat, protein and carbohydrate 
recommendations 

• Understanding glycaemic index and fibre 
• Fluid recommendations: what to drink and how much 
• An introduction to self-care 
• SMART goal setting 

5 
Fine-
tuning 
Your Food 

• Understanding fruit, vegetable, dairy and salt recommendations 
• Added and hidden sugars 
• Alcohol guidance for those that do drink alcohol 
• SMART goal setting  

6 
Creating 
Healthy 
Habits 

• Understanding, identifying and changing habits 
• Understanding your environment  
• Restructuring your environment to make it work for you  
• SMART goal setting 

7 Your Food 
Toolkit 

• Shopping for food, meal planning and budgeting 
• Cooking tips 
• Understanding food labels 
• Healthy swaps 
• Adapting culturally appropriate recipes 
• SMART goal setting 
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8 
It’s Not 
Just What 
We Eat 

• What is stress? 
• What can trigger stress? 
• Identifying your triggers 
• Chronic stress  
• Problem-solving 
• Comfort eating: why we do it, tips for avoiding comfort eating 
• SMART goal setting 

9 Staying 
Active 

• Making physical activity more accessible 
• Designing your own physical activity plan 
• SMART goal setting 

10 Your Mind 

• Thought traps 
• Self-care  
• Being assertive 
• Anger management and practical tips 
• SMART goal setting  

11 

Healthy 
Mind, 
Healthy 
Life 

• Your stress toolbox 
• An introduction to mindfulness 
• The importance of sleep 
• SMART goal setting 

12 
Planning 
Your 
Future 

• Self-monitoring tools, tricks and tips 
• Managing set-backs 
• Reflecting and rewarding 
• Signposting to other health and lifestyle services to support 

ongoing behaviour change 
• SMART goal setting 

 

Physical activity & obesity FAQs 

• What counts as physical activity?   
It all counts, whether it is walking whilst taking a phone call, hoovering, taking 
the stairs rather than the lift, yoga, playing with children/ grandchildren, tennis 
and cycling this list is not endless. Make it count at work, at home, when 
travelling or get involved in a hobby alone or with a group.    
 

• Best type of physical activity?   
There isn’t one type of activity that’s best. It depends on several things and the 
most important being what do you enjoy, then how much time you have. It is 
about finding what works for you.    
 

• I am exercising already what can I do?   
If you are already exercising, adapt your routine and plan to suit your energy 
levels. The general advice is to listen to your body, it usually knows best, over 
exercising on low-calorie diets can be detrimental to your health, as energy 
levels are lowered.   
 

• What day of the week should I start?   
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You can start whenever you want. Remember the first part of SMART goal 
setting – be specific. Someday is not a day, make it specific for example, 
Thursday. You can even go far as to set a time of day e.g. after breakfast.   
 

• Is PA bad for me?   
There is little evidence to suggest that physical activity is unsafe for anyone 
when performed at an intensity and a level of which is suitable to an individual’s 
current activity level, health status and physical level. The UK Chief Medical 
Officers' Physical Activity guidelines state that those who are not used to 
activity that they start with low durations and intensities and build up over time 
as the body adjusts is the safest way to progress from inactivity to meeting the 
guidelines.    
 

• I'm older and it's hard for me to get around. How can I exercise or increase 
my activity levels?   

It all counts, whether it is walking whilst taking a phone call, taking the stairs 
rather than the lift, standing up whilst an advert is on the TV this list is not 
endless. Make it count is the key, as being more active can help you get 
stronger. It can also help you achieve better balance and increased levels of 
endurance.    
 

• I have pain when I do any type of activity, even walking. What should I do?   
Extra weight can put pressure on our joints (knees, hips and ankles). Find small 
ways to increase your activity slowly. For example, when you drive somewhere, 
park a little further away, and walk the rest. Instead of using the television 
remote, get up to change the channel. Try activities that aren't weight-bearing, 
such as cycling, swimming or aqua aerobics.    
 

• I am exercising already what can I do?   
That is great! Adapt your routine and plan to suit your energy levels. The general 
advice is to listen to your body, it usually knows best, over exercising on low-
calorie diets can be detrimental to your health, as energy levels are lowered.   
 

• How can I find time to work physical activity into my busy life?   
Not having enough time is an issue for many people. If you find it difficult to 
participate in activity at the same time every day.  Or find ways to move more 
during your everyday life, this might be taking the stairs instead of the elevator 
or get off the bus one stop before your regular stop and walk the rest of the way.   
 

• My legs and feet hurt too much. What should I do?   
The first thing you should do is make an appointment with a member of your 
health care team to find out what's causing the pain.   
 

• What tips do you have to start moving more?   
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The main tip for you is to look at your daily routine and consider ways to sneak in 
activity here and there. Even very small activities can add up over the course of 
a day. Moving more can be as simple as switching on the CD player or radio and 
dancing to the music.   
 

• How do I start working out or what can I do to start a new routine?   
Getting started when you don’t know how to or if you have been training before 
and want to know a new exercise is something, we all deal with at some point. 
You can try a few activities until you find the right one for you.   
 

• How do I know what my target/ goal should be?   
You will need to record and monitor your sessions to find out. Then you will add 
on extra steps gradually or repetitions or exercise level depending upon how you 
feel. There isn’t a magic number or set or distance or time, it is individual no one 
size fits all.   
 

• What if I miss a few days or week through holiday, illness or injury?   
Just start the next week or a few days after - when you are able to.   
 

• What is the difference between moderate and vigorous intensity?   
Moderate intensity activity causes us to feel warmer, breathe harder and our 
heart beats faster - brisk walking is the easiest to identify this. Vigorous 
intensity activity causes us to get warmer quicker, breathe much harder, sweat 
more and find it difficult to maintain a conversation whilst doing the activity.   
 

• Do I need to do a warm up and cool down?   
It is necessary that physical activity does include a warm up and cool down. This 
may be the same activity performed at a lower intensity. For example, walking at 
a slow pace for your warm up and cool down, with a moderate intensity walk for 
15 minutes as the main activity.   
 

• Why am I not seeing a return from increasing my activity levels?   
This is a very individual question and for each person it depends on what you 
want to ‘see’ as the ‘return’. For many its weight loss and a change in body size. 
These reductions can take time to see on our external body. However, it is 
extremely important to highlight that even though the external changes may 
take time to see; critical internal benefits are taking place for example the 
improvements in glucose utilisation, efficiency of the heart and lungs and 
improvements of blood supply to the muscles, improvements in muscle tone and 
strength, which in turn provides joint stability and protection, and additionally 
you may notice other things such as better sleep patterns or reduction in 
anxiety, the list goes on. Therefore even though the external returns are delayed 
hopefully you can better understand these other underpinning benefits going on 
internally which may present themselves as these examples: a reduction in 
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laboured breathing, being able to conduct physical activity for longer, 
improvements in mood and reduction in anxiety, again the list goes on.  You 
need to be patient, as those small changes may appear to make no difference in 
the short term but persevere in the long term the overall benefits internal and 
eventually the external changes do surface.   
 

• How can you sustain results?    
Once you have been able to include aerobic activity into your days, then you can 
start to add in some resistance training as an example. Or you need to make a 
change to the time, pace, distance or intensity.   
 

• I am finding it hard to fit activity into everyday life?   
When it comes to fitting in activity you need to get creative. It might be that you 
take a walk at lunch or get the family out after dinner for a walk.    
 

• How to do I make an activity or exercise habit stick?   
Many find it helpful to plan out how they intend to fit activity into their life - and 
how they’ll deal with bumps in the road if things don’t go as expected. They also 
stop treating activity or exercise as something to do when it's suitable. This is 
what makes the difference between those who succeed and those who don’t - 
consistency.   
 

• What’s the difference between those who achieve and those who don’t?   
Make slow progress each week, slow is the way to go, small changes over time 
lead to actual change. The goals are still the same the difference is they are 
continuing when they don’t see immediate returns from the activity on their 
health for example a reduction in body weight.   
 

• I have been moving more and started to exercise, but am not seeing any 
results why?   

If you want to see different results, you must do something different. If you 
want to see progress each week, then you must progress each week.   
 

• How can I stay motivated to exercise?   
No matter how much you enjoy a physical activity or exercise routine, you may 
find that you eventually lose interest in it, that is natural. Try something new or 
have a planned break.   
 

• My weight is not changing?   
Weight loss is a long journey. Weight will not steadily decline the reality is that it 
will probably have ups and downs along the road, this is natural.   
 

• What’s the difference between those who maintain weight loss?   
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The goals are still the same, the difference is they continue or change what they 
do when they don’t see immediate returns and don’t give up. These activity 
returns are delayed and are never instant.   
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