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Introduction

This is the report of a meeting of the All Party Parliamentary Group on Obesity, held at
the House of Commons on Wednesday 30" April 2003.

Previous APPG meetings have considered the roles of the food industry and the
commercial weight loss sector in tackling obesity, as well as obesity in children. This
meeting, the second in a series of three looking at different aspects of the medical
management of obesity, was convened to examine the influence and role of the National
Institute for Clinical Excellence (NICE) in tackling the UK’s problem of overweight and
obesity. The meeting addressed the following issues:

* What role should NICE play and what impact can it have on the current obesity
crisis?

* To what extent have NICE guidelines on drug therapies, surgery for the morbid
obese and the management of type 2 diabetes had a positive (or negative)
impact?

* Are NICE obesity guidelines being implemented around the country — either
consistently or at all?

* To what extent are issues relating to funding, local infrastructure, personnel and
service configuration impeding NICE objectives?

Three speakers addressed the meeting:

* Professor Peter Kopelman —Deputy Warden, Barts and the London Queen
Mary’'s School of Medicine and Dentistry and Chair of the Royal College of
Physician’s Nutrition Committee

* Professor John Baxter — Professor of Surgery, University of Wales Swansea
and Secretary of the British Obesity Surgery Society (BOSS)

* Ms Anne-Toni Rodgers — Corporate Affairs Director, National Institute for
Clinical Excellence

Officers: Co-Chairs. Dr Howard Stoate MP & Mr Vernon Coaker MP
Vice Chair: Mr Michael Fabricant MP

Contact: MrsHelen Johnson

National Obesity Forum, PO Box 6625, Nottingham, NG2 5PA

Tel/Fax 01438 840981

Email: national obesity.forum@ntlworld.com

www.nationalobesityforum.org.uk
54 people attended the meeting, representing a wide range of commercial and public sector
organisations, government agencies, MPs, academics and healthcare professionals. A

complete list of the organisations represented is appended.

Key Observations and Recommendations

The role and impact of NICE guidance
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The role of NICE is to provide authoritative, timely advice on the effectiveness of
potential treatments, interventions and the best clinical practice, and to make
sure that this information reaches the NHS, patients and their carers

NICE has helped to end confusion by providing a single national focus for
treatment and best practice and has issued timely advice about obesity
treatment, albeit at a time of conflicting local pressures and NHS targets

The participants welcomed the news that the Department of Health (DH) has
asked NICE to develop other guidance relating to the identification, prevention
and management of obesity and maintenance of weight reduction as part of its
8™ wave work programme

Implementation

NICE is one part of a quality framework. NICE and National Service Frameworks
(NSFs) set national standards which are implemented locally with the support of
clinical governance, and monitoring from the Commission for Health
Improvement (CHI) at present — soon to be the Commission for Health Audit and
Inspection (CHAI)
NICE has no role to play in the implementation of its own guidance; that is a task
for the local NHS in England and Wales — for example Primary Care Trusts,
Local Health Groups, Strategic Health Authorities and local commissioners
Local implementation is key to the delivery of NICE guidance, NSFs and the
guality framework overall
In order for there to be effective implementation of the guidance, obesity needs
to be viewed in the context of associated diseases and relevant NSFs.
Consequently, linking NICE guidance on obesity treatments and interventions
directly with NSFs or other national targets will help coherence and
implementation at the local level
NICE considers that in order for its guidance to be successful within the quality
framework, there has to be:

0 acceptance of the guidance in clinical practice and a desire to use it;

o0 a similar commitment from the NHS;

0 appropriate systems and sufficient resources to support the

implementation of the guidance;
0 guidance that is both credible and robust; and
o the effective dissemination of that guidance to the NHS, patients and
carers

Successful programmes for local obesity management require identified and
protected funds and an established network of regional specialist centres if the
full potential of NICE guidance, and completion of the quality cycle, is to be
realised

Obesity surgery guidance

NICE has provided guidance advising that obesity surgery is clinically and cost-
effective for selected patients
However, NICE was clear that full implementation of this guidance would not be
possible without additional staff, training and facilities. It therefore recommended
that the Department of Health vary the standard 3-month funding direction for
this guidance
Unfortunately, it appears that the NICE surgery guidelines are being largely
ignored by Strategic Health Authorities
Effective implementation of the surgery guidance is beset by practical problems:
o There are only 13 specialist obesity surgeons in the UK
o There is a lack of expert multi-disciplinary teams - there are only 10
specialist obesity surgery centres in the UK
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o The underlying skills base is lacking, especially in terms of dietitians and
physicians

o There is a great deal of prejudice from healthcare commissioners and
other colleagues; the degree of ignorance about obesity surgery is
overwhelming

Pharmaceutical guidance

The extent to which obesity guidance governing the use of orlistat and
sibutramine has been implemented is questionable. Whilst prescriptions have
significantly increased overall, the manufacturers report considerable variation in
the speed and degree of implementation of guidance across England and Wales
Manufacturers and others report that the discrepancies and variations between
the best and worst Primary Care Trusts in the country have increased. Those
practices who were previously inactive on the issue of obesity, are still inactive.
Those who were already active have received endorsement from NICE to be
MORE active

The sustainability of the improvement is also in question. Where PCTs initially
started to provide a weight management service, some have subsequently tailed
off as they have discovered that they do not have sufficient resources, funds or
personnel to implement the guidance fully

Recommendations

Obesity surgery must be given greater priority. No other single operation or
treatment can cure or alleviate 3 - 4 conditions. There is overwhelming evidence
that obesity surgery often cures and nearly always alleviates type 2 diabetes in
morbidly obese patients; the long-term savings to the NHS for type 2 diabetic
patients alone makes it worthwhile and cost-effective to treat these patients as a
priority

The professional bodies and those responsible for service configuration must
ensure that the drivers for service improvements and implementation of the
guidance are in place, for example the issue of dietitian numbers needs to be put
on the Workforce Confederation agenda

Commercial and voluntary organisations and other agencies interested in
tackling obesity should think about how they can support the implementation of
NICE guidance, for example, by supporting PCTs and Strategic Health
Authorities to develop local implementation programmes

NICE should address the topics of obesity prevention and the long-term
maintenance of weight loss very seriously in its eighth wave work programme
The work of the Commission for Health Improvement and the Commission for
Health Audit and Inspection needs to be supplemented by a system of local
clinical governance and measurement which engages Primary Care Trusts
directly. Strategic Health Authorities also have a vital role to play



Meeting Four — FINAL

Summaries of Presentations
Introduction

NICE has issued 58 sets of national guidance since its inception in April 1999, with
another 40-plus technology appraisals and clinical guidelines in progress or in
development. Those completed appraisals include:

* recommendations governing the use of anti-obesity medicines, orlistat
(Xenical®) and sibutramine (Reductil®);

* recommendations relating to gastric/bariatric surgery for the morbidly obese; and

* guidelines relating to the management of a number of related co-morbid
conditions, such as type 2 diabetes and heatrt failure

The meeting considered the impact of these guidelines and recommendations on the
management of severe overweight and obesity.

Professor Peter Kopelman
To what extent has NICE influenced the management of obesity ?

The objective of NICE is to provide authoritative, timely advice on the effectiveness of
potential treatment and the best clinical practice, and to make sure that this information
reaches patients and the NHS.

In judging the success or failure of NICE, one needs to consider that:

* To the extent that guidance has been clear and credible, NICE has helped to end
confusion by providing a single national focus for treatment and best practice;

* The credibility of NICE guidance is inextricably linked to local ownership of the
guidance, to NICE's success in presenting evidence-based recommendations,
and to its independence;

* Health professionals are expected to take NICE guidance fully into account when
exercising their clinical judgement;

* Local NHS organisations are expected to meet the costs of medicines,
treatments and interventions out of their general budgetary allocations

NICE guidance has been extremely useful because it has introduced evidence-based,
national guidance within local NHS settings. But the impact of that guidance at local
level is hindered by the problem of conflicting NHS priorities.

In seeking to manage a morbidly obese patient, local primary care teams (consisting of
doctor, nurse and dietitian) must interact with their PCT, Strategic Health Authority and
Secondary Care in order to access experience, training programmes and specialist
centres. But all of these bodies are subject to conflicting NHS priorities and targets,
upon which they are monitored, performance managed and measured by the
Commission for Health Audit and Inspection, amongst others. For example, the PCT
Board will be focussed on meeting NHS targets relating to cancer, accident and
emergency services and outpatient waiting lists. The primary care team will be
concentrating its resources on meeting the standards and targets set out in the NSFs.
Budgetary constraints mean that local bodies have to meet these targets. Within the
context of these local imperatives, there is also national NICE guidance.

NICE guidance would be more helpful, therefore, if it had greater coherence at the local
level, by linking more directly with NSFs, for example.
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When the NICE guidance on the anti-obesity drugs was first issued in March 2001, there
was increased prescribing as the drugs were added to local formularies. That was a very
welcome development. But much depends upon whether one is an enthusiastic local
champion of obesity, keen to see people treated.

If one is to guarantee the successful implementation of the guidance, the Government
has to ensure not only that these important priorities are addressed at local level, but
that consideration is also given for innovation and new services to address this growing
epidemic.

In conclusion:

* NICE has provided timely advice about obesity treatment, albeit at a time of
conflicting local pressures and targets;

* In order for there to be effective implementation of the guidance, obesity needs
to be viewed in the context of associated diseases and relevant NSFs;

* Successful programmes for local obesity management require identified and
protected (i.e. ring-fenced) funds - and an established network of regional
specialist centres if the full potential of NICE guidance is to be realised.

Professor John Baxter
What role should NICE have?

In the context of obesity surgery, it is important to note that NICE has provided
guidelines, based upon an evidence-based review of obesity surgery, and has
recommended overwhelmingly that surgery is clinically and cost-effective for selected
patients. To that extent, therefore, NICE has done its job. NICE has no role to play in the
implementation of its own guidance, however; that is a task for Primary Care Trusts,
Strategic Health Authorities and local commissioners. Approximately 500,000 patients
satisfy the criteria for surgery, but only 2-300 operations are carried out per annum in
the UK.

But the effective implementation of the surgery guidance is beset by problems:

* There are few specialist obesity surgeons - the UK boasts only 13
experienced obesity surgeons whereas Germany, for example, has some
200;

* There is also a lack of expert multi-disciplinary teams - there are only 10
specialist obesity surgery centres in the UK, which is far too few to
manage that number of patients;

* The underlying skills base is lacking, especially in terms of dietitians and
physicians

* There is a great deal of prejudice from healthcare commissioners and
other colleagues; the degree of ignorance about obesity surgery is
overwhelming, with a number of people still regarding it as a cosmetic
procedure or even as a new one.

The British Obesity Surgery Society (BOSS) is attempting to tackle some of these
issues, for example by addressing the need for proper training programmes for obesity
surgeons. However, the Government is not making any investment available for training
and the lack of new investment means that there can be no service development. It is
not possible to fund the implementation of the NICE surgery guidance from the existing
basic quota.

Obesity Surgery and Diabetes
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BOSS called for obesity surgery to given greater priority. No other single operation or
treatment can cure or alleviate 3-4 problems — obesity, diabetes, cancer and heart
disease. Obesity surgery, for example, is much more effective that cancer drugs and
there is overwhelming evidence that obesity surgery often cures and nearly always
alleviates type 2 diabetes in morbidly obese patients. In a study of 608 surgery patients,
146 of whom had type 2 diabetes, Poires found that 82.9% of these patients needed no
further treatment whatsoever for their diabetes following surgery. BOSS argued that the
long-term savings to the NHS for type 2 diabetic patients alone makes it worthwhile to
treat these patients as a priority.

To what extent are the NICE obesity surgery guidelines being implemented
around the country?

In the opinion of BOSS, NICE surgery guidelines are largely being ignored by Strategic
Health Authorities. Only a handful of UK centres have any functioning bariatric surgery
service; even then, these centres tend to be run by obesity enthusiasts — they are barely
tolerated by other healthcare professionals, poorly funded and their work is constantly
undermined by the need to meet other targets relating to waiting lists, emergencies,
NSF priorities and so on.

Inevitably, implementation of the guidance is inextricably linked to resources issues:
funding, infrastructure, personnel and configuration of services:

* The level of funding is insufficient, not least because of a general under-
investment of hospital surgical services.

* There are always capacity problems — insufficient beds, theatre time and
intensive care facilities

* Interms of personnel, the service needs more surgeons, dietitians and obesity
physicians

* Moreover, there is no coherent obesity strategy anywhere in the country.

To conclude, BOSS recommends that PCTs and Strategic Health Authorities must
devise rapid implementation plans that would recognise and designate the ten existing
units as specialist obesity surgery centres and fund them accordingly. These centres
could then assist in training professionals and educating the rest of the NHS about the
importance of obesity surgery.

Ms Anne-Toni Rodgers
The role of the National Institute for Clinical Excellence

Ms Rodgers said that the high level of public awareness of NICE, at 24%, inevitably
means that NICE is associated with solving all of the problems of the NHS. That is far
from the case. NICE constitutes a key part of the national NHS quality framework and
the duty of clinical governance. However, local implementation is key to the delivery of
NICE guidance, NSFs and the quality framework overall.

The NICE work programme is not limited to technology appraisals of drugs, medical
devices and clinical programmes. It also considers appraisals of diagnostic tests and
health promotion interventions, as well as developing clinical guidelines for the
management of a particular disease or condition and looking at the safety and efficacy
of interventional procedures. Over 58 technology appraisals have been completed and
published so far, with more than 40 currently in progress. Similarly, NICE has published
8 clinical guidelines and has a further 42 in progress.
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The Department of Health (DH) selects which topics NICE will consider. NICE has seen
that the importance of obesity is starting to be reflected in the topics that the DH is
proposing for consideration. It is evident that obesity is no longer considered “a lifestyle
issue”; it has been prioritised to the extent that it appears within the NSFs for diabetes
and coronary heart disease, for example.

Implementation of NICE guidance

There is now a clear relationship between NSFs and NICE. Historically, NSFs are
intended to be national service blueprints or organisational frameworks, but the early
NSFs, in particular, also contained a number of clinical targets. In mapping NSFs the DH
considers what clinical guidelines are already in place and where further work is
required. NICE will often be asked to review specific areas where there are targets and
issue further guidance in line with this mapping. In this way, NICE guidance serves to
update NSFs.

As part of the duty of clinical governance, healthcare professionals are required to take
account of NICE guidance in exercising their clinical judgement. This does not mean
that physicians are obliged to follow NICE guidance in every case, but they are advised
to make a note on the patient’s record of the reasons why every time they choose not to
follow it. Similarly, NHS bodies should take into account the Institute’s guidance; the
Secretary of State has said that it is not acceptable for them to opt out of implementing
NICE guidance at an organisational level.

Furthermore, unless advised otherwise, NHS bodies must put in place the monies to
fund the implementation of NICE technology appraisal guidance within three months of
the guidance being issued to the NHS and to patients.

Obesity Guidance

Ms Rodgers commented upon the challenges NICE faced during the appraisal and
dissemination of its guidance on the anti-obesity technologies. For example, one of the
challenges was that the media promoted orlistat as a magic slimming pill, which is not
the case. In that sense, it was helpful that NICE was able to issue robust, evidence-
based guidance on orlistat’s use, and at the time make clear to the NHS that this was
not a treatment for ‘women wanting to drop a dress size’. The immediate NHS budget
impact was expected to be in excess of £6 million, but NICE was able to advise NHS
managers that this would be more than offset in the long-term because of the need to
treat less co-morbidity.

NICE reflects licensed product indications in its guidance, hence for both sibutramine
and orlistat there are recommendations about levels of obesity and continuation and
monitoring of treatment.

The implications of the obesity surgery guidance were quite interesting. There was no
consensus as to how much the guidance would cost to implement, although everyone
involved agreed and understood that surgery itself was cost-effective. In practice,
however, it was clear that implementation would be limited by availability of surgeons,
infrastructure and so on. For this reason, it was clearly unreasonable to direct NHS
bodies to implement the guidance within a three-month period as they would not
necessarily know at that point what additional resources and procedures needed to be
put in place to implement the guidance. NICE therefore advised the DH to vary its 3-
month direction. This does not mean that NHS organisations do not need to implement
the guidance; in fact, they should be clear if asked what their implementation plans are.
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The DH has recently asked NICE to develop “other guidance” on the ‘identification,
prevention and management of obesity and maintenance of weight reduction’ as part of
the 8™ wave work programme. NICE will be announcing how it intends to drive forward
this process in May 2003.

Making NICE work

NICE considers that in order for NICE guidance to be successful within the quality
framework there has to be:

* aclinical acceptance of the guidance in clinical practice and a desire to
use it;

e a similar commitment from the NHS;

* appropriate systems and sufficient resources to support the
implementation of the guidance;

* guidance that is both credible and robust; and

* the effective dissemination of that guidance to the NHS, patients and
carers.

NICE itself is only directly responsible for the last two points.

Further information and NICE guidance can be found on the NICE web site:
www.nice.org.uk

Audience discussion

The President of BOSS asked about funding to implement NICE guidance. How can the
money to implement guidance already be in the system, as Ministers claim, when NICE
is looking at completely new topics, such as obesity surgery? NICE advises clinicians
which treatments and interventions are cost-effective; it does not advise a clinician
whether he should be spending money on cancer instead of obesity, or vice versa.
Ministers say that they have increased the overall NHS budget by 6%, a proportion of
which is to cover funding of NICE guidance, but where is this new money?

Dr Stoate advised that Primary Care Trusts are due to receive a 10% increase in
funding in real terms next year. His PCT in Kent has the money to fund the guidance,
but that may not be the case in every PCT. He suggested that it is a question of making
obesity a sufficiently high priority locally that the NHS managers want to fund it.

Ms Rodgers stated that some PCTs are planning ahead, looking at the NICE work
programme and “top-slicing” their budgets themselves, based upon what they expect
NICE to recommend and what they expect the costs of implementing that guidance to
be locally. However, it was not the role of NICE to compare cancer with obesity, for
example, and decide which should be given priority.

Those present were encouraged to think about how they can support the
implementation of NICE guidance, for example, by supporting PCTs and Strategic
Health Authorities to develop local implementation programmes.

The Obesity Management Association, representing private obesity clinics, queried why
phentermine has been sidelined by NICE and by the Royal College of Physicians when
it is an affordable, effective weight loss medication that has been used successfully in
the private sector for 40 years? The Association intimated that the private weight loss
sector was being disadvantaged in this regard.
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Dr Stoate stated that he had seen no evidence in peer-reviewed journals of the safety of
phentermine. Professor Kopelman added that he was not aware of any recent
randomised controlled trials to cover its long-term use and safety although, as a licensed
medicine, individual GPs are free to exercise their clinical judgement and prescribe it if
they wish.

Ms Rodgers clarified the role of NICE. NICE is not a regulatory body; it is for the
regulatory authorities to satisfy themselves that a drug is safe and efficacious. Topics
are referred to NICE by the DH on the basis that they satisfy certain criteria. NICE has
not been asked to review phentermine. However, in undertaking work on guidelines,
NICE will make use of any robust information, provided that it is in the public domain.

One pharmacist expressed disappointed that NICE guidance makes patients jump
through all kinds of hoops. If anything, the restrictions and caveats that are appended to
NICE guidance are being used by pharmaceutical advisors as a reason not to prescribe
anti-obesity medication or to stop therapy.

Ms Rodgers stated that the restrictions referred to formed part of the regulatory licence
for these products; it was not possible for NICE to make recommendations outwith the
product’s licensed indications, unless the weight of clinical opinion was behind it (as has
happened in the development of clinical guidelines, for example).

Concern was expressed that a patient who failed to meet the long-term criteria for anti-
obesity therapy had nowhere else to go in terms of help. Ms Rodgers suggested that
guidance on this point could be undertaken as part of the 8" wave work programme, as
outlined above.

The National Obesity Forum queried the extent to which obesity guidance has been
implemented. Sales figures indicate that the number of prescriptions for orlistat and
sibutramine have increased overall since NICE guidance was issued, and that is clearly
welcome. However, there are now greater discrepancies and variations between the
best and worst PCTs in the country. Those practices which were previously inactive on
the issue of obesity, are still inactive. Those who were already active, now have the
endorsement from NICE to be MORE active. But most practitioners are simply not
working according to NICE guidance.

Abbott Laboratories, the manufacturers of sibutramine, confirmed that they had noted a
20-fold variation in uptake of the guidance across the country. In particular, where
practices initially started to provide a weight management service, they have
subsequently tailed off as they have discovered that they do not have sufficient
resources, funds or personnel to implement the guidance fully.

Roche, manufacturers of orlistat, agreed that implementation of NICE guidance needs to
take place locally. However, there are nearly 400 PCTs and they all need to be pursued
individually. It has been seen that NICE guidance is best taken forward within a wider
national framework or driver, such as a National Service Framework. In this respect,
obesity perhaps suffers from the lack of an obesity NSF. Consequently, there is an issue
about the sustainability of the initial sales increases. Roche confirmed Abbott’s view that
variations around the country are considerable, notwithstanding the fact that the number
of prescriptions has increased overall.

Professor Kopelman stressed that drug intervention is only one element of successful
obesity management; lifestyle change must be the primary intervention.

A team at Leeds Metropolitan University runs a residential weight loss programme for
children. But the team has also developed a range of intervention-based programmes in

1C
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collaboration with PCTs. PCTs have approached the University for help in developing
successful, evidence-based interventions and programmes, but how can the University
help PCTS make the link to NICE guidance?

The National Centre for Eating Disorders commented that NICE has been useful, but
one problem is that it looks at techniques and drugs in isolation. These technologies
have to be considered in the context of other techniques and the right interventions fitted
to the right patient. It is useful that NICE has endeavoured to identify what other
resources and systems need to be put in place in order to ensure that guidance can be
implemented.

Ms Rodgers reminded the group about the difference between a technology appraisal
and clinical guideline. Technology appraisals look at the clinical and cost effectiveness
of a specific technology; it is the guidelines that are more contextual. As mentioned
earlier, NICE was asked to conduct appraisals of the anti-obesity technologies initially,
but has recently been asked to develop a guideline covering wider aspects.

BOSS reiterated that money is not the only issue; it is also about personnel, expertise
and training. On personnel numbers, in particular, it is important that organisations talk
to the professional bodies and those responsible for service configuration, to ensure that
the drivers for service improvements and implementation of the guidance are there e.g.
in terms of recruiting sufficient numbers of dietitians. The British Dietetic Association
confirmed that there is a lack of available clinical placements for dietitians. Moreover, no
one is prepared to be directive enough to force PCTs to address dietetic training and
personnel issues. The issue of dietitian numbers needs to be put on the Workforce
Confederation agenda.

The Association for the Study of Obesity and others welcomed the fact that NICE will be
developing further guidance on weight reduction. However, there are already several
sets of guidelines about the management of obesity (e.g. SIGN guidelines) The ASO
urged NICE to address obesity prevention and the long-term maintenance of weight loss
very seriously. Ms Rodgers explained that where evidence, such as systematic reviews
or guidelines, already existed, these were considered in the development of NICE
guidelines.

Mr Coaker suggested that there is always a tension between national central
government and the devolution of power to try and encourage local decision-making.
There is still a long way to go to translate debate and discussion on obesity into action.
However, it was important to realise that real progress was being made. What needed to
happen now was to encourage the Government to ignore the short-term costs of
investing in a coherent obesity strategy in favour of the longer- term public health
benefits and NHS savings.

A number of comments were made about the role of the Commission for Health
Improvement/ Commission for Health Audit and Inspection. It is agreed that CHI should
look at issues relating to the uptake of NICE guidance, the variations and speed of
implementation around the country. However, are three-year CHI reviews (or annual
reviews under the new body, CHAI) sufficiently sensitive or frequent to gain a clear
picture of what is happening? One comes back to the issue of local clinical governance
and measurement, but Strategic Health Authorities could be doing more in this respect.

It was agreed that not all Strategic Health Authorities have defined their key roles and

responsibilities yet; perhaps there is an opportunity to support their direction in this
regard and it is time to be engaging more directly with PCTs?

11
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Professor Kopelman stressed that it is the profession’s responsibility to raise the profile
of obesity and to train people. The role of NICE is to issue robust guidance and ensure
its implementation. The role of Government — outlined in the 1992 The Health of the
Nation white paper — was to meet certain obesity targets, which were regarded at the
time as something of a challenge. It is imperative that we all work to address that
challenge.

12
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Appendix
The following organisations were represented at the meeting:

* Abbott Laboratories Limited

* Association for the Study of Obesity
* Barts and the London NHS Trust

* British Dietetic Foundation

* British Heart Foundation

* British Obesity Surgery Society

* Child Growth Foundation

* Consumers for Health Choice

* Department of Health

* Eating Problems Service

* Fatmanslim

* Greater Derby Primary Care Trust

* Hill & Knowlton UK

* House of Commons members

* House of Lords members

* Imperial College

* International Obesity Task Force

*  MRC Human Nutrition Research

* National Centre for Eating Disorders
* National Institute for Clinical Excellence
* National Obesity Forum

* Obesity Management Association

* Obesity Resource and Information Centre (ORIC)
* Roche Products Limited

* Ruder Finn

* Sainsbury plc

* Safeway Stores plc

e Slimming World

* Weight Concern

* Weightwatchers

* Westminster Strategy



