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Executive Summary
1. The British Association for the Study of Community Dentistry (BASCOD) Survey (2003/04) show Oxford PCT Area as having the worst mean scores for decayed & missing teeth of all Oxfordshire based PCT’s. The scores for Oxford City PCT are still above the national average. However an analysis of the smaller schools samples for the survey and anecdotal evidence from teachers and health workers indicates that when oral health is poor it is very poor. The local evidence corresponds with national data linking poor oral health with deprivation. Using other deprivation indicators such as free school meal data also suggests that deprivation for children is more widespread in Oxford City than the Indices of Multiple Deprivation indicate.

2. Accessibility to dentists is a national problem that is reflected on a local level. Using NHS Direct data the review group noted a small rise from 8 to 12 practices (over a 6 month period) of dentists willing to accept new NHS registrations for patients under 18 years of age. (from a total sample of 34 NHS dental practices, within oxford City PCT boundaries) 

The Government reforms of NHS dentistry will mean extra funding of £128,000 for the Oxford PCT area targeted towards increasing registrations. New Personal Dental Service Contracts (PDS) have also been introduced which allow for greater flexibilities and freedoms to be built in.  

The review group thought that it was important for these PDS contracts to have proactive registering of patients as it was noted that not all families particularly those living in poverty, will access dental services. 

3. Moderate fluoride concentrations in toothpaste have been identified by the Dept. of Health (DOH)  & the British Society of Paediatric Dentistry, as a key preventive factor, to developing dental decay. However fluoride levels particularly in children’s toothpastes vary and some brands targeted towards toddlers / babies contain under the recommended DOH levels.

4. The Healthy Schools Scheme in schools, seeks to encourage policies and approaches that foster better health into everything that schools provide. The review found that only 26% of primary schools within the Oxford PCT are signed up to the scheme.

Schools surveyed were generally supportive of the benefits of the scheme but felt it was administratively daunting and that there needed to be more support resources, adding to the one co-ordinator in post.

However case studies revealed that where the Health Schools Scheme was in place the health agenda in the school in areas such as healthy eating became more embedded and focused.

5. The National Curriculum (NC) tends to be used by schools in a static and prescriptive manner on health issues, particularly on oral health. Health initiatives are usually seen in a competing rather than complimentary light with the priorities of the NC. This deflects from health messages becoming reinforced across all subject areas and age groups.

6. The School Free Fruit and Vegetable Scheme has been a huge success in a short space of time. Key successes of the scheme are schools moving over to fruit / vegetables only at snack times and children showing a greater willingness to eat different fruits / vegetables.

7. The school meal service provided by the Catering Facilities Management (CFM) had mixed reactions from schools and it is clear that the service is operating within a tight budgetary framework. CFM are undergoing a Best Value Review and this coupled with Government proposals for the school meals service, is likely to lead to fundamental service changes.

8. Community schemes such as the Healthy Living Initiative (HLI), demonstrate the impacts that can be made in terms of integrating healthy eating messages into the local community. A key strength of the HLI are its practically focused projects that include cookery courses in community centres and healthy eating stalls at a variety of community events.

9. A variety of health professionals were interviewed and it was clear that barriers to health services in deprived communities, is not solely one of physical access. Many families in these communities will not proactively seek out health services and do not easily relate to health professionals. It underlines the importance of targeted resources to erode these barriers. The local Sure Start programme is a good example of the impacts targeted resources can have.

Recommendations

R1)
Dental health promotion work needs be targeted towards areas of poor oral health, using a broader range of deprivation data and taking note of the anecdotal evidence of health professionals and school data.

R2)
Establishment of an Oral health Promotion worker within pilot areas showing high level of poor oral health e.g. Blackbird Leys, Barton, Cuttleslowe. The role of this worker would be to provide dedicated support for schools on oral health promotion and build links with local dental surgeries and schools.

R3.)
The Personal Dental contracts should include targets for proactive work undertaken to encourage registration and evidence of oral health promotion with the local community. In relation to the registering of children, targets should include evidence of partnership working with schools and health visitors. 

R4)
Hospital maternity services / health visitors should re –examine fluoride levels that are contained in promotional toothpaste packs (including ‘Bounty’ packs) in the light of BASCD and Dept. of Health recommendations. 

R5)
Local Education Authority (LEA) to provide the City Health Scrutiny Committee, with details of how it aims to increase HOSAS participation amongst Oxford City primary schools. In particular how it aims to ensure the Government target of 50% school participation by 2006 is met.  

R6)
LEA to develop a more streamlined Healthy Schools Scheme for primary schools. Flexibilities to be built into the audit / action planning process which allow for recognition of the school’s local issues / needs.
R7)
LEA and / or Oxford City PCT to consider funding the School Fruit & Vegetable Scheme for all primary school aged children, targeted towards schools in the most deprived areas.  

R8)
Schools to be encouraged and supported by the LEA in building health issues into the National Curriculum, using a cross –curricular approach over time.

R9)
LEA to provide support for schemes, which empower children to develop healthy eating projects e.g. the development of School Nutrition Action Groups. 
Recommendations

R10)
Minimum nutritional standards for school meals are set by the LEA. (Although standards will be set by the Government from September 2006, it is recommended The Caroline Walker Trust Guidelines for school meals is followed.)

R11)
Significant investment is made by the LEA to the school kitchen infrastructure, to prevent further kitchen closures.

R12)
LEA increase investment in the training of catering staff, to ensure meals are healthy, appealing to children and cost effective.

R13)
There is support and encouragement from the LEA to introduce a whole school approach to healthy food and council appointed school governors be asked to be proactive in taking healthy eating initiatives forward. 

R14)
Representatives from Oxfordshire County Council to present the findings of the CFM – Best Value Review to the Oxford City Health Scrutiny Committee. 
R15)
Oxford City PCT to provide more school health nurse resources, targeted towards schools in deprived areas and monitor its impacts.

R16)
Oxford PCT needs to ensure the right targeting mechanisms are in place, so that health screening is reaching those who have the greatest health needs.

R17)
Oxford City PCT, Oxfordshire County and Oxford City Council to ensure Sure Start best practice working on community engagement / empowerment is not lost in a re-design of children’s / family services. 

R18)
The Healthy Eating project work of the Healthy Living Initiative should continue beyond 2006. A longer term commitment needs to be made via a ‘healthy eating’ project co-ordinator. Based on the existing funding arrangements this post could be jointly managed by the Oxford City PCT, Oxfordshire County Council  and Oxford City Council.

R19)
If future long term funding for the HLI is secured, a broader work remit needs be explored: to include other areas with high indices of multiple deprivation.

R20)
The findings of the Food Poverty Mapping project are presented  to the Oxford City Health Scrutiny Committee

R21)
Joint - funding of health promotion posts, within school and community settings are considered by Oxfordshire County Council, Oxford City Council and Oxford City PCT.   
1. Introduction

1.1. Background 

The National Services Framework for Children (2004) (NSF for Children) states that;

‘Good oral health is an integral part of general health promotion and oral/dental care is frequently an integral part of any care pathway.’ 

Thames Valley Dental Public Health Network in their Dental Public Health Report  (2002 /03) state that there are three major conditions that affect the mouth.

· Tooth Decay

· Gum disease

· Oral cancer 

The Dental Public Health report identifies dental decay as ‘the most prevalent disease affecting children in the UK.’ 

Key preventive factors are;  

· Changes in dietary habits to decrease the frequency with which sugar is ingested 

· Effective brushing with the use of a suitable fluoride toothpaste.
The Dental Public Health Report also identifies a shortage of NHS dental practices that are accepting new patients. This is particularly acute within Oxfordshire. 

Access issues within Oxford City are further complicated by national research linking poor oral health with deprivation. This evidence points to the need for more oral health promotion work within deprived communities.

The Oxford City Health Overview & Scrutiny Committee endorsed a scoping brief (see appendix 1) to further investigate the issues highlighted above.

In particular focusing on: 

· Establishing a ‘local’ City –wide picture of oral health, looking at deprivation factors and access to NHS dentists.

· Children’s tooth decay and key prevention factors -  A large part of the review work has therefore been to identify the availability of oral health / dietary health programmes, within school & community settings

· Investigating oral health / healthy eating programmes aimed at  5 – 11 year olds. Evidence gained for a briefing paper on oral health, had identified oral health initiatives that were aimed at pre-school children. However the primary school age band was thought to be a group where oral health promotion work would have significant impacts. 

1.2. Methodology

The review group used a range of qualitative research methods to gather data for the review and these are highlighted below;

1.2.1. Interviews with Public Health Specialist (Oral Health) and Dental Public Health Specialist

The Public Health Specialist (Oral Health) at Oxford City PCT acted in an advisory capacity to the review, providing the group with useful contacts and sources of information.

The Acting Director of Dental Public Health provided the group with the findings from the Community Dental Survey and an overview of work currently being undertaken to address issues of accessibility to NHS dentists. 

1.2.2.  School data
Diet clearly play an important role in a child’s oral health. Prevention is work targeted towards changes in dietary habits to decrease the frequency with which sugar is ingested in food and drink. National evidence shows that over the last decade the consumption of sugar sweetened drinks has increased by 19% and the intake of confectionary by 12% (Currie et al 1997). A significant part of the research therefore explored healthy eating /oral health initiatives being undertaken within schools and the local community. 

Structured interviews were conducted with 16 primary schools out of a total of 34 primary schools within the Oxford City PCT boundaries. A random selection of school were chosen from areas showing high, moderate and low levels of deprivation. (Using the IMD data) 

A questionnaire template was used for the structured interviews,  

Establishing;

· Levels of participation in The Healthy Schools  & Schools Fruit and Vegetables Schemes

· Promotion of healthy eating and  methods used to raise awareness of diet & oral health in children / parents, carers

·  Use of National Curriculum programme to promote healthy initiatives. (See appendix 2 for details of the questions schools were asked) 

1.2.3. Health Visitors 

Health Visitors were interviewed from Woodfarm, Blackbird Leys, Barton Health Centres and the Beaumont Street (General Practice).  Semi – structured interviews were conducted to establish how they were using statutory programmes such as child assessments to monitor oral / dietary health, cases of poor oral health they were encountering and health promotion work conducted to encourage healthy eating patterns and good oral health. 

Evidence gained from these interviews did provide an insight into issues of community engagement, which wouldn’t have been gained from a static questionnaire. However constraints of time / size of review group meant that a more comprehensive scale of interviews couldn’t be undertaken, which could have provided more / less evidence for emerging themes.

1.2.4. School Nurse Team

An Interview was conducted with the school nurse team and this established level of resources, the role / remit of the team and levels of health promotion work they were able to undertake in relation to oral health / healthy eating.

1.2.5.  Analysis of Community Programmes

An analysis was made of the local Sure Start local programme and the Healthy Living Initiative examining key factors for success and catalysts for change, in relation to oral health / health eating.

1.2.6. A Mapping Analysis

A mapping exercise (see appendix 3) was conducted looking at availability of oral health promotion / healthy eating promotional programmes, that schools could utilise. The analysis looked at extra resources needed and monitoring mechanisms in place to assess impacts. (The findings are detailed in section 2.5.)
2. Findings

2.1. Oral Health and Deprivation

2.1.1. Local data

The British Association for the Study of Community Dentistry (BASCOD) Survey (2003/04) of Oxfordshire 5 yr olds, show Oxford City PCT area having the poorest mean scores for decayed & missing teeth of all the Oxfordshire based PCT’s. (See tables below) The mean score still exceed the national average, but the school data indicates that when oral health is poor it is very poor.

Table 1.  Sample Details 

No. of children examined
Mean Age (SD)
Male N 

(%)
Female N (%)

Oxon


696
5.54 (0.27)
359 (51.6)
337 (48.4)

N. East Oxfordshire
109


5.55 (0.29)
59 (54.1)
50 (45.9)

Cherwell

Vale
96
5.53 (0.25)
57 (59.4)
39 (40.6)

Oxford 

City
154
5.54 (0.28)
76 (49.4)
78 (50.6)

S. East

Oxfordshire
72
5.45 (0.27)
36 (50.0)
36 (50.0)

S. West Oxfordshire
265
5.57 (0.27)
131 (49.4)
134 (50.6)

Table 2.   decayed (d) missing (m) and filled (f) Teeth, detailed figures
 
dt
mt 
ft 
dmft


 Mean (SD)
Mean (SD) 
Mean (SD) 
 Mean (SD) 

Oxon


0.70 (1.70)
0.17 (0.83)
0.21 (0.71)
1.08 (2.26)

N. East Oxfordshire
0.60 (1.67)
0.13 (0.63)
0.13 (0.63)
0.32 (1.02)

Cherwell 

Vale
0.46 (1.22)
0.06 (0.46)
0.22 (0.68)
0.74 (1.57)

Oxford 

City
1.34 (2.53)
0.42 (1.30)
0.18 (0.61)
1.95 (3.16)

S. East Oxfordshire
0.65 (1.58)
0.08 (0.60)
0.25 (0.77)
0.99 (1.90)

S. West Oxfordshire
0.48 (1.10)
0.11 (0.69)
0.15 (0.61)
0.75 (1.71)

Table 3.  Children with sound teeth / no decay


Sound teeth (dmft=0)

N (%)
dmft > 0
dt > 0



N (%)
Mean dmft (SD)


N (%)


Mean dt (SD) 

Oxon


482

(69.25)
214

(30.75)
3.52

(2.84)
180

(25.86)
2.72

(2.38)

N. East Oxfordshire
79

(72.48)
30

(27.52)
3.80

(3.18)
26

(23.85)
2.50

(2.66)

Cherwell

Vale
70

(72.92)
26

(27.08)
2.73

(1.93)
18

(18.75)
2.44

(1.79)

Oxford 

City
86

(55.84)
68

(44.16)
4.41

(3.43)
57

(37.01)
3.63

(3.01)

S. East

Oxfordshire
47

(65.28)
25

(34.72)
2.84

(2.29)
20

(27.78)
2.35

(2.25)

S. West Oxfordshire
200

(75.47)
65

(24.53)
3.05

(2.21)
59

(22.26)
2.15

(1.36)

Oxfordshire Priority Dental Service (2004)

Sample sizes are on the total population base of each of the PCT areas. However data collection methods for this survey make it impossible to establish a significant correlation between areas of deprivation and oral health i.e. schools are sampled on a random basis and sample sizes at some schools are as low as five pupils.

It has been suggested by the Dental Public Health Team that as national data closely links deprivation with poor oral health, carrying out more detailed local research would only replicate these trends.  

2.1.2. The National Data

Findings from the Office of National Statistics Survey (June 2004) 
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Proportion of children with obvious decay experience in primary (age 5 and 8) or permanent (age 12 and 15) teeth by school deprivation status

Office of National Statistics (2004) 

‘Children attending deprived primary schools were reported to have experienced more tooth decay than children in non-deprived schools. In deprived schools 60 per cent of 5 year olds and 70 per cent of 8 year olds had obvious decay experience in their primary 'milk' teeth, compared with 40 per cent of 5 year olds and 55 per cent of 8 year olds attending non-deprived schools. In permanent teeth, 55 per cent of 12 year olds and 72 per cent of 15 year olds attending deprived schools had obvious decay experience compared with 42 per cent of 12 year olds and 55 per cent of 15 year olds in non-deprived schools.’ Findings from the ONS survey - 2004

2.1.3. Analysing local deprivation data
Linking the National Indices of Multiple Deprivation (IMD) to local IMD data doesn’t provide a clear picture with regard to deprivation and impacts on children. In terms of rankings for Multiple Deprivation the City has one Super Output Area which is in the most deprived 10% in England; Northfield Brooke. However looking at Income Deprivation Affecting Children, the City has 4 Super Output Areas (SOAS) in the most deprived 10% in England;

· Northfield Brook (2 areas) 

· Blackbird Leys 

· Barton and Sandhills

with 

· Rose Hill and Iffley in the top 11%

40% of primary schools in the Oxford City PCT area have 20% or more of their pupils in receipt of free school meals (The Dept. of Education indicator for deprivation). It also highlights anomalies where schools situated in the least deprived areas have schools with over 20% of their pupils in receipt of free school meals and indicate smaller pockets of deprivation that the IMD mapping does not highlight i.e. Cuttleslowe. Some schools were also found to be situated in areas of moderate affluence, but have a large number of pupils with a catchment including areas of high deprivation. 

The BASCOD School data and anecdotal evidence gained from teaching staff and health visitors point to greater links with the free school meal deprivation data and poor oral health.

The overall conclusion is that deprivation disproportionately affects children in the City and is more widespread than the IMD data indicates. It is recognised however that a more extensive BASCOD survey would be extremely costly and the existing data if aggregated provides significant pointers, to areas where children’s oral health is particularly poor.

It is also worth noting that around 6 years ago there used to be 3 oral health promotion officers provided by the Dental Health Service. These officers worked exclusively in schools and this was thought to be an effective initiative in raising awareness of good oral health and detecting problems of decay at early stage.
2.2. Accessibility to Dental Health Services

The review group monitored the numbers of NHS Dental Practices (within the Oxford City PCT area) taking new patients under 18 years, over a 6 month period (Oct 04 – March 05) Over this period numbers of practices registering new patients had risen to 12, from a figure of 8 practices in Oct 04.

The NSF for Children states that ‘The Government is committed to the reform of NHS dentistry. A new contract for dentists will be introduced from October 2005. An extra £368 million has been allocated to recruiting the equivalent of 1,000 more dentists, by October 2005 funding an extra 170 training places for undergraduates in dental schools and increasing the overall expenditure on primary care NHS dental services over two years by 19%.’

From April 2006, all NHS dental surgeries will be required to either take out a Personal Dental Service Contract (PDS) or a nationally agreed General Dental Service Contract (GDS). 

Dentists can enter into negotiations with the PCT for a personal dental contract. Contracts will be reviewed after a year but can run from a minimum of 18 months to a maximum of 5 yrs. (3 yrs is the average) The contracts will give dentists greater opportunities to re-design services, provide greater clinical freedoms and also provide more scope for the development of specialist interests. The PCT will look at a range of evidence such as Indices of Deprivation, proposed housing expansion and age profiling to look at where funding needs to be targeted. 
In the Oxford Primary Care Trust area dental practices will receive total Government funding of £128,000 and have a target figure of increasing additional registrations to 11,300 by 2007. Eligibility factors include maintaining registrations particularly in large practices, increasing registrations with an emphasis on areas of high deprivation or poor levels of provision and upgrading of premises to meet the Disability Discrimination Act (DDA) requirements. 

On an area level this should lead to an additional 4800 registrations in Headington, 4500 registrations in Cowley & 1000 registrations in Rose Hill / Iffley by 2007. 

There will be a new 3 surgery dental practice within the new Blackbird Leys Health Centre and The Oxford City PCT are currently investigating options for running this practice. It is hoped that this will include significantly increase NHS availability as currently the dental practice in Blackbird Leys is not taking new NHS patients.

The NSF for Children states that, ‘the oral health needs of children and young people, particularly those who are vulnerable, are identified in local health promotion programmes.’ This includes encouraging early registration with a dentist and the provision of effective and appropriate oral health promotion and treatment policies and reducing sugar consumption.  This is viewed as more critical in deprived areas as the NSF states ‘that families living in poverty are less likely than other families to access health and other supportive services’ and therefore services that are available will not be necessarily sought without more proactive health promotion support.  
The new personal contracts will not include an element of proactive registration.  Although it could be argued that this would deflect from clinical provision, evidence does suggest that physical access to services is not the only barrier. 

Health visitors interviewed indicate that parents, particularly in deprived areas are not proactively registering, even when there is a dentist available and the children are displaying poor oral health. 

Dental recall intervals will also allow more needs based targeting. The National Institute for Clinical Excellence (NICE) are recommending that Oral Health Reviews (OHR) by dentists are targeted to meet individual patients needs based on an assessment of disease levels and risk of dental disease. In relation to patients <18yrs they are recommending that the longest interval for low risk cases should be 12 months and the shortest interval for high risk cases be 3 months. NICE are also recommending that OHR’s have more emphasis on preventative advice such as diet, fluoride use, oral hygiene. 

Recommendations

R1)
Dental health promotion work needs be targeted towards areas of poor oral health, using a broader range of deprivation data and taking note of the anecdotal evidence of health professionals and school data.

R2)
Establishment of an Oral health Promotion worker within a  pilot area showing high level of poor oral health i.e. Blackbird Leys, Barton, Cuttleslowe. The role of this worker would be to provide dedicated support for schools on oral health promotion and build links with local dental surgeries and schools.

R3.)
The Personal Dental contracts should include targets for proactive work undertaken to encourage registration and evidence of oral health promotion with the local community. In relation to the registering of children, targets should include evidence of partnership working with schools and health visitors. 

2.3. Fluoridation of water & fluoride 

Fluoridation

The NSF for Children states that:

‘Dental decay is an almost entirely preventable disease. The fluoridation of

public water supplies should be promoted as a public health measure to

reduce dental caries and inequalities in dental health. The 2003 Water Act

will enable local water supplies to be fluoridated providing there is clear local

support for this.’ 

However the Medical Research Council (2002) found that much of the evidence on the benefits from fluoride comes from research conducted several decades ago. 

A review conducted by York University (2000) pooled the earlier research evidence and confirmed the beneficial effects of water fluoridation on dental cavities, particularly in reducing the differences between affluent & more deprived communities. The study found that the teeth of 5-year-old children in the lowest social classes (IV and V) in the fluoridated communities are as healthy as those of children in the highest social classes (I and II) living in the non-fluoridated communities – demonstrating that water fluoridation can modify the usual link between poverty and severe tooth decay.

However the review also highlighted an association with dental fluorosis (a condition which effects the appearance of teeth.) The York review also concluded that little high quality research had been conducted on the broader question of fluoride and health.

The Medical Research Council (2002) concluded that ‘more studies are needed to provide an estimate of the effects of water fluoridation on children aged 3-15 years against a background of widespread use of fluoride toothpaste……. taking into account potentially important effect modifiers such as sugar consumption.’

On a practical level support for regional fluoridation is unlikely to gain momentum when there is such a marked difference between the Oxford City Dental Health Scores and the other Oxfordshire PCT areas.

2.4. Fluoride toothpaste

Toothpastes which are marketed as containing fluoride, have varying concentration levels, expressed as parts per million. (ppm)  Low fluoride formulations are regarded as those containing up to 600 ppm, standard fluoride formulations as those containing 1000 ppm and higher fluoride formulations containing +1000 pmm – 1500 ppm

 

The British Society of Paediatric Dentistry has made the following recommendations regarding use of fluoridated toothpaste by children;

 

·        ‘Children with a higher risk of developing caries should use a standard (1000 ppm) paste. Children over the age of 6yrs should be encouraged to use a standard (1000 ppm) or higher (1450ppm) fluoride level paste.’

 

· ‘ Children under 6 yrs should use an amount of toothpaste no greater    than a small pea.’ 

 

 

Many toothpaste products targeted towards children do not meet these levels and these are highlighted below;

 

Toothpaste
Fluoride PPM
Toothpaste
Fluoride PPM

Sensodyne Barbie 
 

550
Morrisons Fruit Flavoured Gels & Kids Mint  
 

550

Tesco’s Bubble Fruit / Berry Fruit
 

550
Tesco’s Total Care for Kids
 

525

Asda Protect – Strawberry Pink
 

550
 

Crest for kids
 

500

Colgate My First Toothpaste
 

550
Oral B - Disney
 

500

McLeans Milk teeth
 

525
 

Crest Milk Teeth 
 

250

 

Ronnie Levine, independent scientific advisor, in The Scientific Basis of Oral Health Education ,( written for BASCD) states that lower fluoride formulations were introduced to meet the concerns of excessive fluoride ingestion by young children. However Dental Public Health research suggests that lower fluoride pastes are less effective and may only be justified for ‘ children at low risk to caries, living in a fluoridated area or receiving fluoride supplements.’ 

 

Although fluoride content is displayed on packs, effective levels based on Dental Public Health guidance needs to become more transparent. More importantly health professionals, working with children / families need to be aware of recommended levels.

 

 
Recommendations
 

R4)
Hospital maternity services / health visitors should re –examine fluoride levels that are contained in promotional toothpaste packs in the light of BASCD and Dept. of Health recommendations. 

Oral Health / Healthy Eating Promotional Programmes 
2.5. Schools 

From the Public Health White Paper ‘ Choosing Health – Making Healthier Choices Easier’ (2004) 
‘Children spend on average a quarter of their waking lives in school. The 

school environment, attitudes of staff and other pupils, as well as what children learn in the classroom, have a major influence on the development 

of their knowledge and understanding of health.’ 
The review group undertook a mapping exercise to document the availability of national & local oral health / healthy eating programmes. (see appendix 3) The mapping exercise has highlighted the scarcity of oral health programmes aimed at primary school children, many of the programmes require extra school resources and lack detailed monitoring criteria to allow the impacts of the schemes to be measured. 

Some of the schemes identified in the mapping exercise have been explored in further detail below. At a local level a school survey involving 16 primary schools was used to assess how well the schemes were practically working. (See Appendix 2 for details of the question template that was used) 

Findings from school survey

2.5.1. Healthy Schools Scheme 

The National Healthy Schools Programme seeks to promote policies and approaches that foster better health into everything that schools provide. 

Its strategic aims are as follows;

· To raise achievement

· Reduce health inequalities

· Promote social inclusion

The National Healthy Schools Programme currently gives priority to 

improving children’s health in the most disadvantaged areas. A recent national evaluation shows that the programme is beginning  to have  a positive effect on health and well-being, particularly in deprived areas.

The Healthy Oxfordshire Schools Awards Scheme (HOSAS) is part of this national scheme and there are three levels at which schools can get involved.  One of the key themes is Healthy Eating. The Healthy Schools pack includes a list of support contacts and a guide to good practice in food and nutrition. 

The scheme receives £56, 000 in national funding and this is used to cover covers salary costs, travel, administration, conferences, materials for schools, and training events. No extra match funding is supplied by Oxfordshire County Council. 

Around 26% of the 34 primary schools in Oxford City PCT boundaries are signed up to the scheme. Of the 16 primary schools surveyed by the review group 10 were not currently signed up to the scheme. This falls well below the Governments ‘Choosing Health’ White Paper target of 50% signed up by 2006.

The School survey found that schools in deprived areas recognise the importance and benefits of the scheme. The response in more affluent areas was mixed, with some taking the view that it was a lower priority for them.

Many of the primary schools interviewed were still feeling the after effects of re-organisation (dismantling of Middle School structure) and this had had an adverse impact on schools ability to register or continue with the HOSAS scheme. 

Schools felt that the initial HOSAS audit was daunting and should be less bureaucratic. (The co-ordinator of the scheme is currently revising the HOSAS audit to make it more accessible)Teachers also felt that there needed to be more support mechanisms in place and those who had undertaken the healthy schools audit felt that it was more secondary school focused and not flexible enough to reflect local issues / needs.

Schools recognised the role that was played by the Healthy Schools co-ordinator, but realised that it was impossible for a single post holder to offer practical support to schools across the county. The co-ordinator also tries to gear practical support to schools in deprived areas. 
Schools are trying to develop ways of working which will allow participation in the scheme to be less resource intensive. For instance the Isis Partnership is signing up to the scheme on a group basis. This will allow Primary Schools in the area to access the support and expertise at the secondary school level. 

Evidence was gained from schools who had attained the higher levels of the scheme and the benefits are highlighted in the case studies from North Hinksey Primary School and two Secondary schools; The Oxford Community School (East Oxford) and Bartholomew School (Eynsham), detailed overleaf.

The North Hinksey Primary School will achieve level 3 of the scheme in July this year. In relation to healthy eating the healthy schools co-ordinator felt that the scheme had had significant impacts: focusing the school on manageable actions, increasing awareness throughout the school and increasing the awareness of parents and governors. As part of the action planning process the school developed a ‘Healthy School’ notice board, which parents / children are encouraged to post ideas and comments on. The scheme has also encouraged greater participation from the School Council, which now has its own healthy schools division. The Council has carried out a number of surveys, one of which identified the need for more drinking water. The co-ordinator commented that initially the scheme did involve a lot of voluntary commitment from her. However once the action plans were in place, work could be delegated to other teachers and the School Council.

Oxford Community School have used HOSAS to conduct a survey looking at views / satisfaction levels before and after the introduction of the new canteen and what students felt about the introduction of healthier meal options. The survey also analysed how many students were not having breakfast and how many were trying to have their main meal at break-time. The findings led to two meal sessions and the provision of snacks before school. 
Bartholomew School have used HOSAS to shape the agenda of their school council. One of 6 subcommittees of the council looks at healthy eating initiatives. The Sub Committee have looked at catering facilities and asked for healthier options such as salads to be provided, based on concerns expressed by pupils.

The Healthy Eating Sub committee have also used HOSAS to access information and support from the Health Education Trust (HET) . A  representative from HET gave feedback on vending machines. The ‘Green Machine’ provided by an outside company on the basis of offering pupils healthier alternatives was found to contain products, high in sugars, fats & hydrogenated fats. As a result of the advice, the school will aim to get rid of coke machines and introduce a milk machine. The school will also be linking in to a national initiative SNAG – School Nutrition Action Group. This group will set up a survey to find out what pupils would like to see on the lunchtime menu.

The Sub – Committee this year will look at opportunities for promoting healthier food option messages such as school assemblies. 

It is clear from the case study evidence that schools who are able to progress to the higher levels of the scheme, are  benefiting from a more structured approach; raising ‘healthy living’  awareness , empowering school councils and encouraging greater buy-in across the school. Whilst schools at these higher levels could clearly demonstrate the benefits of the scheme in promoting the ‘healthy eating agenda’, they were less clear about links to oral health. One teacher commented that generally healthy eating promotional messages are more couched in terms of nutrition and do not include impacts on oral health.

The survey has identified a number of constraint factors which impact to a greater degree on primary rather than secondary schools: lack of contact time, a time consuming audit process and lack of specialist support.

Recommendations

R5)
Local Education Authority (LEA) to provide the City Health Scrutiny Committee, with details of how it aims to increase HOSAS participation amongst Oxford City primary cchools. In particular how it aims to ensure the Government target of 50% school participation by 2006 is met.  

R6)
LEA to develop a more streamlined Healthy Schools Scheme for primary schools. Flexibilities to be built into the audit / action planning process which allow for recognition of the school’s local issues / needs.
2.5.2. School Fruit and Vegetable Scheme

This scheme was launched in Autumn 04 in Oxfordshire and ensures that every child  who is 4-6yrs old in LEA maintained infant and special schools will be entitled to a free piece of fruit or vegetable each school day. 

National pilot schemes which, have been running since 2000 have shown positive feedback both from parents & teachers. Key findings from these pilots are that 25% of parents reported an increase in fruit consumption at home and around 50% of parents reported increased awareness of the importance of fruit for a healthy diet.  

The School survey has found that around 99% of sampled schools are participating in the scheme, with the remaining 1% in the process of registering. 

Key success factors have been:

· The scheme is easy to administer for schools, requiring no extra  resources.

· Children are more willing to eat fruit / vegetables in an environment where every child is participating.

· Parents initial scepticism about children’s willingness to eat fruit has been dispelled and teachers commented that children are asking for more fruit to be provided in the home environment.

· The scheme has been a catalyst for schools to introduce a fruit only policy at break-time.

· Teachers have noted an improvement in children’s concentration spans.

Schools commented on questions raised by older children not eligible for the free fruit and that ideally the scheme should cover the whole primary school age spectrum. One Primary School plans to extend the scheme to older children, via a fruit tuck shop and estimated the costs to be around 10p per piece of fruit. 

The scheme has been a huge success and schools are able to identify  a range of benefits, even though the scheme has only been in operation since September 04.  Evidence is also emerging from the survey, of the scheme acting as a catalyst for schools to more readily engage in the ‘Healthy School’ agenda.

 R7)
LEA to consider funding the School Fruit & Vegetable Scheme for all primary school aged children, targeted towards schools in the most deprived areas.  

2.5.3. Use of Overall  Health Policies in Schools 
The Governments new vision of healthy schools will be supported by the

‘Healthy Living Blueprint.’ The Blueprint and a supporting website   will raise the issue of healthy living with both Schools and early years settings and direct them to where they can access guidance, support 

and information. 

The ‘Healthy Schools’ scheme when actively pursued by schools did facilitate better integration of health initiatives into the school and schools were better able to demonstrate their impacts from involvement.

Overall schools felt they would like more dedicated support, to help them sort through the myriad of initiatives thrust upon them and welcomed more guidance on the development of policies.

The survey identified that schools are using the National Curriculum in a very static manner particularly in relation to subject areas such as oral health. Teachers also saw the many new health initiatives in a competing rather than complementary light with the demands of the National Curriculum.

Health could be given a more mainstream position through more creative links with the curriculum and recent media interest in promoting healthy school meals has shown that schools can incorporate healthy eating into a broad range of subjects. 

Recommendations

R8)
Schools to be encouraged and supported by the LEA in building health issues into the National Curriculum, using a cross –curricular approach over time.

2.5.4. Food and nutrition policies  in schools

Implications from the Public Health White Paper:

In relation to food & nutrition the Government want to see all schools: 

· Deliver clear and consistent messages about nutrition and healthy  eating; 

· Provide opportunities to learn about diet, nutrition, food safety and 

hygiene, food preparation and cooking as well as where food     comes from

· Actively promote healthy food and drink as part of an enjoyable and 

      balanced diet and restrict the availability and promotion of other 

options. 

A national ‘Food in Schools’ package is being developed to support implementation of the whole school  approach to healthy eating and drinking. 

Available from 2005, this package will provide guidance and resources for schools to encourage, for example:

· Cooking clubs where children prepare and cook healthy food in a fun and enjoyable way; 

· How to set up and manage healthy vending machines; 

The Government’s ‘Food in Schools’ programme will have a new interactive resource centre, available on-line which is aimed at aiding schools to deliver healthy eating activities.

Our survey identified that schools were taking very practical steps to introduce healthier food policies within the school. None of the schools had formalised this into a written policy. One school had developed a ‘Food Statement’ targeted towards standards of meal quality. 

Practical guidance was the stance taken by many schools, with active discouragement of fizzy drinks / sweets at break-time. Some schools had used the free fruit / vegetable scheme to move from ‘active discouragement’ to a fruit only policy at break time.

Schools were not adverse to developing an all encompassing healthy food 

policy but felt they needed dedicated support and guidance documentation. These would give schools more direction, as some were unsure about how far they could or should go in developing policies on healthy packed lunches. 

Practical opportunities for children were limited by the lack of cooking facilities in schools.

Schools supported the idea of a  ‘Breakfast Club’ as a way of overcoming problems with children arriving at school hungry. Schools also noted that factors influencing this are not solely due to issues of deprivation, but can be due to busy working parents. 

Many schools expressed the importance of meal times as significant social / learning experiences. Teachers felt that the constraints of time and poor quality of eating environment were negatively impacting on the ‘healthy eating’ message.

Similar to the overall health policies findings, schools need more dedicated help and support, so that food / nutrition messages can be delivered in a more planned and coherent way. 

Recommendations

R9
LEA to increase awareness and provide support for schemes, which empower children to develop healthy eating policies e.g. the development of School Nutrition Action Groups. 
2.5.5. School meals

In relation to school meals the Government has stated that it will invest over the next three years to improve nutrition in school meals by: 

· Revising both primary and secondary school meal standards to,

      reduce the consumption of fat, salt and sugar 

· Increase the consumption of fruit and vegetables and other essential nutrients. 

· Strongly consider introducing nutrient based standards. (new standards will be introduced from September 2006)

· Ofsted inspectors will be looking at healthy eating in schools, 

      and will take account of any school meals provided in doing so; 

· Subject to legislation, extending the new standards to cover food 

      across the school day, including vending machines and tuck shops.

·  Supporting schools to provide the best meal service possible through 

      new guidance on food procurement for heads and governors, 

      and improving training and support for school meal providers 

      and catering staff. 

Dept of Health : ‘Choosing a better diet:  a food and health action plan’, 2005

At the time of writing, the Education Secretary had stated that £280 million will be made available over the next 3 years to improve the quality of school catering services and a commitment to a 50p raw food cost minimum to be spent on meals.

Presently Government regulations allow school meal providers to provide a healthy meal option amongst an array of high fat / sugar alternatives. The national nutritional guidelines (2000) set a minimum benchmark for school meals, targeting standards towards food groups rather than nutritional standards. 

The Scottish Executive have already adopted minimum standard based on guidelines drawn up by the Caroline Walker Trust which are ‘nutrient’ rather than ‘food group’ based. (require school food to be low in fats, sugar and salt and also contain vital vitamins and minerals.) The Soil Association estimates the extra costs of introducing these standards into English and Welsh primary schools to be around £200 million a year. 

All of the primary schools the review group surveyed are contracted to the County Facilities Management (CFM) to provide their catering service. The amount of processed foods and the lack of fresh fruit & vegetables in meal options, was a concern. Some Schools felt they were taking on a lobbying role, to ensure that this was re-dressed by CFM.  

From April 04, CFM significantly changed their menus to increase the amount of ‘home- cooked’ food in school production kitchens, with an emphasis on more fruit / vegetables. It is worth noting the cost constraints that CFM are under with a raw food cost budget of 38p per meal. Although the CFM Catering Manager stated that in reality 50p is spent, in order to maintain quality standards. The meal sales price of £1.55, likely to increase to 1.75 from Sept 06.  Robust nutritional standards would enforce more investment in raw food expenditure.

The impacts of the CFM changes will be measurable through the Trading Standards inspections which look at how the how schools are meeting the nutrition guidelines. 

The inspection from 2003 /04. (involving 135 Primary Schools) found that;

· 29% were not providing a fruit based desert twice a week

· 7% were not providing a least one type of vegetable per day

· 5% were not providing fresh or tinned fruit every day

Monitoring take-up rates of the meal service will also be an indicator of the impact of the new menus. Presently the take –up rate in Primary Schools is 25%  - across the county ,(not all of these schools have CFM provided services.)

Increasing take-up will also offset fixed overhead costs, which have resulted in a scenario where the raw food cost represents approximately a fifth of the sales price of a meal.

A Best Value Review of CFM Services is currently being undertaken (due to report in April / May 2005.) key objectives of the review are: consideration of the implications of subsidising the service to fund improvements, conducting a cost analysis of delivering healthier home made and locally produced food and consultation with users / providers to find out how the service is viewed and what customers want. 

Anecdotal evidence from the school survey points towards increased take-up of the meal service when more ‘junk food’ options are available and the problems of overcoming established eating patterns. However what constitutes ‘junk food’ is a question of semantics, unless there are clear nutrient standards and the catering manager at CFM stated that more emphasis needed to be place on a  ‘balanced diet’ Some schools have introduced a ‘healthy lunchbox’ policy, which has had impact on the types of food brought into school, although schools were unsure how far they could / should regulate this.

CFM were initially required by the LEA to introduce ‘regeneration kitchens’ into schools as a cost saving measure. This service offers a limited range of processed meals, which are purchased frozen & re-heated.  The school survey identified high dissatisfaction in terms of nutritional quality and staff reported problems of standardised portions, which causes difficulties when children range from 4 to 11yrs of age. CFM are looking alternatives ways of cooking fresh food meals, within the Regeneration Unit. However without significant investment in production kitchens (detailed below) it is difficult to see how this will change. (14 schools presently access this service within the City.)

Schools surveyed with production kitchens or who were supplied with meals from production kitchens had mixed opinions regarding the service. Staff at some schools felt that cost constraints had adversely impacted on their ability to cook healthier options, whilst others felt the service was offering a balanced diet and good standard of food. Overall the comment from schools was that quality was heavily dependant on the experience of catering staff and their ability to cook within a very restricted budget. CFM have introduced training kitchens across the county to address training gaps and therefore problems should decrease over time.

6 primary schools in the City have no kitchen facilities at all and are therefore reliant on a delivery service from production or regeneration kitchens. This will impact on the nutritional value of the food. More schools are likely to move over to this delivery service, due to a lack of capital investment in school kitchens. 

Schools in areas where there was a large Muslim population, had to lobby CFM for Halal meat options. One school was eventually able to receive Halal chicken. CFM recognise that this has been a problem, with higher costs being a constraint factor in the past and are seeking to redress this. 

Ensuring high nutritional standards in school meals plays an important role in redressing health inequalities. This is particularly paramount in a City area where 40% of primary schools have 20% or more of their pupils in receipt of free school meals As Barnado’s (2004) highlight in their report on free school meals, this provision enables children from low income families to have a nutritious main meal, where there may be significant cut backs at home.

However without the introduction of enforceable nutrient - standards it is difficult to see how Local Education Authorities will significantly invest in their meal services. A further issue is the lack of ring fencing of the school meal budget. A question could be asked; what are the incentives for schools to increase take-up of the meal service, when the surplus budget is spent on overstretched budgets, elsewhere in the school?

Oxford Community School (which is a Secondary School) have ensured healthier meal options by bringing the catering service in-house and appointing a catering manager. The Catering Manager has introduced the following; provision of meals using fresh meat (Halal), vegetables, fruit from local providers, once a week restrictions on fatty meal options such as chips  (to yr 10 and below), a salad bar, promotion of low / sugar free based drinks, no sales of fizzy drinks and provision of low fat snack options; lite crisps, flapjacks. The school is able to offer a range of healthy meal options at a break-even cost. (The cost of the meal is £1.75, with 60p spent on raw food costs) 
Recommendations

R10)
Minimum nutritional standards for school meals are set by the LEA. (Although standards will be set by the Government from September 2006, it is recommended The Caroline Walker Trust Guidelines for school meals is followed.)

R11)
Significant investment is made by the LEA to the school kitchen infrastructure, to prevent further kitchen closures.

R12)
LEA increase investment in the training of catering staff, to ensure meals are healthy, appealing to children and cost effective.

R13)
There is support and encouragement from the LEA to introduce a whole school approach to healthy food. 

R14)
Representatives from Oxfordshire County Council to present the findings of the CFM – Best Value Review to the Oxford City Health Scrutiny Committee. 
2.5.6. School Health Nurse Service

This service has suffered a number of cutbacks (over the last 10 years) Presently three School Nurses cover the whole Oxford PCT area, working an average 30 hours per week. The NSF for Children’s Services has identified a need for PCT’s to work towards a minimum of one full time school nurse in every secondary school linked to a cluster of primary schools.

The School Health Nurse service does not have a direct mandate in terms of health delivery in schools and they do not have the staff resources to comprehensively deliver to every school. The service tries to target deprived areas if possible. 

The team does have a comprehensive dental resource box and a variety of worksheets on healthy eating. However current priority areas for the team are sexual health and raising awareness of food allergies. 

In terms of driving more health initiatives forwards, the team thought that there needed to be another tier of less specialised nursing staff to deliver basic health promotion programmes into schools.

R15)
Oxford City PCT to provide more school health nurse resources, targeted towards schools in deprived areas and monitor its impacts.

2.6. Building wider links with schools and the local community

The school survey has highlighted a number of social issues in deprived areas, which impact or deflect the schools ability to influence a healthy schools environment;

· Children at 3.5 yrs who are up to 12 months behind in their social and emotional development and as they progress through the school have problems with innumeracy and illiteracy 

· An over reliance by parents on processed and take-way food, to the extent that some households do not possess cooking facilities.

Schools in areas of high deprivation were also experiencing difficulties in engaging parents in their child’s education. One school was trying to address this by encouraging parents to participate in classroom activities and although this was a slow process, it was beginning to encourage engagement. 

Cutteslowe school have developed a ‘friends of the school’ scheme which has provided links with parent / children outside of school time. The scheme is presently focusing on environmental improvements  for the school but will look at healthy eating in the future. The school has also launched the ‘Cuttleslowe Cookery Book’ which is a world cookery book reflecting the diverse local population and has used ideas from parents / children. The book has been a huge success and helped to generate funds for the school. 

Some teaching staff felt that engagement of parents, was a wider community issue that couldn’t be tackled by schools alone. Teachers felt that a more integrated multi-agency approach is needed to tackle these issues.

The Education Act 2002 gave schools the power to provide a wide range of services, in consultation with the community. It is understood that the Oxford City PCT has secured funding for one year to enable 3 secondary schools to develop as extended schools, serving the whole community.

It is felt that this programme could further facilitate links across sectors, particularly health and social care. It is also hoped that this scheme is able to link to family centres and is able to build on the types of outreach work that Sure Start has begun to pioneer. (see 2.7.2.) 

Under the extended school scheme the following services could be provided  for the local community;

· Breakfast clubs and the provision of community kitchens. 

· School nurses which have more of a family remit

2.7. Community working with Early Years 

2.7.1. The Child Health Promotion Programme  replaces the current Child Health Surveillance Programme for 0-5 year olds.  The new programme 
mphasizes a move away from ‘a narrow focus on health screening and developmental reviews to a more broad-based programme of support to children and their families. (See Appendix 4) 

The new guidelines removes a standard developmental check by Health Visitor at age two years. Health Professionals interviewed thought this check was crucial for monitoring early signs of decay and instilling good dental health practice in parents. 

Anecdotal evidence gained from Health Visitors, also supports one –one working. Many health centre group sessions are not well attended on estates such as Blackbird Leys and Health Visitors viewed one –one visits as important for building relationships of trust. 
Health Visitors in Blackbird Leys and Barton are seeing significant cases of poor oral health, particularly around the two year health check. The health visitors stated problems occur with the dependence on sugary drinks in bottles and constant snacking on sugary foods. Health Visitors at Blackbird Leys  said the Health Centre was using a part-time Nursery Nurse, who was involved in giving advice to parents on healthy eating / cooking and that her work was having a positive impact.

One Health Visitor suggested that teams should place more focus on first baby visits which were much more profitable in terms of changing attitudes, educating and building self esteem.

Erosion of standard developmental checks could potentially have a greater impact on those families living in poverty who the NSF for Children and local anecdotal evidence suggests, do not readily access services and tend not to respond to invitations to attend clinic sessions. It will require more resource intensive methods of identifying cases of need and in busier Health Centre settings could potentially involve the screening of more proactive parents who present themselves at clinics. 

Recommendations

R16)
Oxford PCT needs to ensure the right targeting mechanisms are in place, so that health screening is reaching those who have the greatest health needs.
2.7.2. The Sure Start Local programme at Rose Hill & Littlemore works with families under 4 years in a defined area geographical area. Workers with a broad of backgrounds work together to improve the life chances for local children and families.

The aims of the programme are to; 

· Improve children’s emotional and social development

· Improve health

· Improve children’s ability to learn

· Strengthen families and communities

An aspect of this work focuses on family health, supporting families from pre-birth onward. A range of home visiting services are delivered to families living within the Sure Start Boundaries. Health visitors, Midwives and Parent Support Workers provide both health information to families in a range of ways as well as supporting other Sure Start workers to deliver positive health messages. Parent support workers are often local parents who are easily able to access families who feel less able to get support from health professionals. Through the building of trusting relationships is key to promoting positive health.

Mechanisms for accessing services vary, often families identify themselves with a service. However Sure Start workers also support families in need to access services and workers from a range of voluntary and statutory sectors will refer families to Sure Start. 

Sure Start provides local ‘drop in ‘ services via the Rose Hill Family Centre and Littlemore Community centre, which includes health clinics. These are open to anyone.   

Oxfordshire Sure Starts have also been included in the national ‘Brushing for Life’ scheme which provides a pack containing toothbrush and fluoride toothpaste for each child at the 2 year developmental check. These packs are distributed to families living in the Sure Start are by health visitors. (The Sure Start team do not have a role in this.)
Nationally the Sure Start case studies provide compelling evidence that the scheme is popular and a common thread is that it has raised parents levels of self-esteem and confidence and helped improved access to services. It is noted that the national Sure Start project, have announced an extension to the scheme until 2006. 

Recommendations

R17)
Oxford City PCT, Oxfordshire County and Oxford City Council to ensure Sure Start best practice working on community engagement / empowerment is not lost in a re-design of children’s / family services. 

2.8. Current Community projects on healthy eating 

2.8.1. The Healthy Living Initiative 

‘As part of the government’s health inequalities agenda, funding was made available in 1999 to establish Healthy Living Centres across the UK.’

The Oxford Healthy Living Initiative(HLI) was set up in 2003 and is a local partnership project that delivers a range of health promotion initiatives, including healthy eating in St Clements, East Oxford, Cowley and Blackbird Leys Areas. 

The scheme receives a grant of £500,000 from New Opportunities Fund (NOF) and receives further funding from Oxford City PCT and Oxford City Council. It is programmed to run until 2006. 

Core targets relating to healthy eating are;

· Basic and advanced food hygiene training for volunteers and potential volunteers.

· Refurbish kitchens and support new and existing groups

· Distribute information on food and nutrition

· Nutrition sessions – raising nutrition awareness

Aims of the scheme are to sow the seeds for healthy living & raise awareness of health issues. Healthy eating initiatives are focused on the ‘5 a day’ (fruit & Vegetables) promotion and encouraging a balanced diet.

Highlighted in the Appendix 5 below are the healthy eating projects HLI have delivered over the 3 year time span of the project with key target groups and the health outcomes delivered;

Importantly the scheme has the flexibility to deliver what the local community wants and this has included, healthy eating stalls at community events and making fruit kebabs with a summer schools group.

Schools were not included in the NOF bid, but the Community Kitchens Co-ordinator at the HLI will visit schools on request. Appendix 6 highlights the healthy eating work with school aged children that Co-ordinator has embarked on since the initiative started.

Key strengths of the scheme are that it practically people in preparing / eating a variety of fresh fruit and vegetables. The most successful schemes have been those that have gone out to local community settings such as family centres. 

A number of healthy eating courses have been run by the initiative and involve shopping for ingredients locally, so that people are made aware of how to choose healthier options from shops in their locality.

A review in January 05 into the impacts of the healthy eating component of the scheme clearly demonstrates the positive impact that the scheme is having.  Survey data indicates that the participants in these schemes are becoming empowered to continue healthy eating work and healthy eating messages are being integrated into the community. This is highlighted by feedback from one of the healthy eating courses:

‘ A core group of the learners have been getting together to cook healthy  meals together. This is seen to be boosting their confidence around cooking and also allowing them to enjoy healthy cooking and remain motivated.

Learners have also expressed an interest in further health-related courses.’

The interview data from the review indicates that the Community Kitchen Co-ordinator has exceeded target numbers set.
Recommendations

R18)
The Healthy Eating project work of the HLI should continue beyond 2006. A longer term commitment needs to be made via a ‘healthy eating’ project co-ordinator. Based on the existing funding arrangements this post could be jointly managed by the Oxford City PCT, Oxfordshire County Council  and Oxford City Council.

R19)
If future long term funding for the HLI is secured, a broader work remit needs be explored: to include other areas with high indices of multiple deprivation and work within the school environment. 

2.8.2. Food Poverty Mapping

Food poverty has been defined as the ‘inability to purchase food for a healthy diet, which may be due to: low income, lack of access to reasonably priced shops, inadequate knowledge of healthy eating’ Although food poverty is not necessarily linked to low income, those living in poverty ‘are most at risk of long term health deficits as a result of an inability to access affordable, nutritious food.’

This Joint project  (involving Sure Start, Oxfordshire Trading Standards, Oxford City PCT and the Healthy Living Initiative) is looking at low income families and teenage parents in Rose Hill, Littlemore, Barton and Blackbird Leys, finding out

· Where families shop

· The mode of transport used–  (The project is hoping to inform a transport strategy being developed by County.

· Assessing the level of knowledge of what’s contained within the groceries / common foods they buy.

The project will also contain an education element, looking at a staple food baskets  (targeted for different ethnic groups), assessing whether they would buy these staple foods, accessibility and how much they would pay for them.

R20)
The findings of the Food Poverty Mapping project are presented  to the Oxford City Health Scrutiny Committee

2.9. Resources 

The research has identified a steady erosion of ‘frontline’ health promotion work, across all agencies. Staff reductions within the School Health Nurse Service, the Healthy Schools Scheme, Health Promotion (within the City Council) have impacted on amount of practical health promotion support work that can be delivered to schools, communities in areas such as oral health / healthy eating. 

Erosion of health promotion will have a greater impact on the work to address health inequalities within deprived areas. The Healthy Schools Programme, for instance has been defined by the Health Development Agency as a key mechanism for reducing health inequalities. 

Greater partnership working, could be engendered by having a new tier of Healthy Schools Support Officers co-funded by the PCT, City Council & the County Council, providing a link between school and community settings.

The impacts of health promotion work cut s across all sectors and this has been recognised by the joint funding of local projects such as the Healthy Living Initiative. Joint funding initiatives could be used to re-dress the erosion of the health promotion services delivered to schools and communities, particularly in high areas of deprivation. The Oxfordshire Strategic Partnership could be used as the mechanism for developing this. 

R21)
Joint - funding of health promotion posts, within school and community settings are considered by Oxfordshire County Council, Oxford City Council and Oxford City PCT.   
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Appendix 1

Oral Health  / Healthy Eating Review – Scope 

Review Topic


Oral health and the promotion of healthy eating promotion to young people. (particularly focusing on 5-11yr age group)

Lead Member Review Group


Cllr’s; Claire Palmer, Margaret Godden, Ann Tomlin

Officer Support 
Julia Woodman

Rationale

(key issues and/ or reason for doing the Review)
· Oxford PCT area has the poorest oral health amongst 5 yr olds of all Oxon PCT’s (Shown by latest British Association of Community Dentistry Survey)

· There are marked variations in oral health. 

· Nationally poor oral health is closely linked with deprivation (figures are not currently available on a ward basis within Oxford) Oxford City PCT contains areas such as Rose Hill, Barton, Northfield Brook which are within the top 10% of most deprived areas. 

· Positive attitudes to health / diet are developed from an early age and therefore the greatest impacts will be gained in early years – primary school settings.

Purpose of Review/Objective

(specify exactly what the Review should achieve)
· To identify the availability of oral health / health y eating programmes, within school & community settings. Focusing on;

1. Areas of high deprivation within Oxford City PCT areas and particularly primary schools which have 20% or more free school meals. 

2. Target age group – 5-11 yrs

· Identifying constraint factors which impact on successful uptake of programmes.

· To examine case studies of best practice and how these can be adapted to a local setting.



Indicators of Success

(what factors would tell you what a good Review should look like)
· Identifying where programme gaps exist.

· Identifying areas / methods for extending existing oral health  / healthy eating programmes. 

· Evaluating the success / quality of the above programmes.

· Identifying catalysts for change and factors that impede oral / healthy eating initiatives. 

Methodology/ Approach

(what types of enquiry will be used to gather evidence and why?)
· Questionnaires / structured interviews with school; establishing extent of participation in local / national initiatives, how they promote healthy eating and raise awareness of diet & oral health in children / parents, carers. Use National Curriculum programme to promote healthy initiatives. Use of extended school programmes such as breakfast clubs. How they evaluate the impact / success of programmes. 

· Interviews with school nurses: to examine key successes of programmes, what still needs to happen, training issues, extent of partnership working with health agencies.

· Interviews with Health Visitors – establish how they use statutory programmes such as child assessments to monitor oral / dietary health. Extent to which they participate in national / local initiatives. How they evaluate the impact / success of programmes.

· Case study analysis of initiatives / programmes that have been successful particularly in high areas of deprivation; examining key factors for success, catalysts for change.



Specify Witnesses/ Experts

(who to see and when)
Marilyn Clements (Public Health Specialist – Oral Health)

Julie Garner : Healthy Schools Initiative Co-ordinator

Head teachers at target primary schools

School nurses : 

Health Visitors – areas of high deprivation.

Suzanne Bradshaw – Community dietician 

Kate Dunsdon – Healthy Living Initiative

Specify Evidence Sources for Documents

(which to look at)
· List of Primary Schools in high deprivation areas. 

· List of schools participating in the Healthy Oxfordshire Schools Scheme / National Healthy School Standards and any results / action plans from these schemes.

Specify Site Visits

(where and when)
· Schools – Looking at provision / availability of drinking water, dining room facilities, promotion of fresh / fruit vegetables, discouragement of fizzy drinks, snacks high in salt, sugar, fat.

· Health Centres – Extent of promotion re oral health / healthy eating.

Projected start date
Oct O4 
Draft Report Deadline
Feb 05

Meeting Frequency
Monthly - Fortnightly
Projected completion date
Feb 05

Appendix 2

Question Template for Primary Schools 

Healthy Oxfordshire Schools Accreditation Scheme

Q.1. Has your school signed up to this scheme?

If yes – At what level is the school involved? 

What have been the key benefits of the scheme, particularly in relation to healthy eating and oral health promotion initiatives?

How could the scheme be developed or improved?

Do you have any information such as action plans / targets and an evaluation of outcomes to support the scheme?

If no – Are you considering signing up for the scheme?

Are there any constraining factors, which discourage you from joining the scheme?

What would you say are the barriers?

School fruit & vegetable scheme

Q.1. Are you signed or are signing up to the scheme

If Yes – What do think the key benefits are?

If No – Reasons 

Use of Overall health policies

Q.1. Has the school developed any overall health policies, such as a food policy?

If yes – what do you consider are their key benefits?

How could they be improved?

If no – would you consider developing health policies if support was available?

What types of support would you like?

Q.2. Does the school have a policy / advisory guidance on the types snacks /

drinks young people can take into school?

Could you provide examples?

Integrating health promotion within the Curriculum

Q.1. How do you include; 

i.)Healthy eating  ii) Oral health education, into the curriculum? 

Q.2. Are there dedicated resources available to help you integrate healthy        

        eating / oral health promotion initiatives into the curriculum?

        Could you gives examples of resources you use and why?

Q.4. Are young people giving practical opportunities to apply their learning 

        i.e. preparing / cooking healthy options?

        If Yes 

        What has worked particularly well?

Q.5. How do staff access up to date information and training – particularly in

        relation to dental health & healthy eating?

        Could you give examples?

        What information / training has been the most useful? 

Extra Curricular activities

Q.1. Does the school organise special events or theme days on healthy

        living topics?

        Can you give examples?

        How successful have they been?

Q.2. Does the school have a breakfast club?

 If yes – What do you feel the benefits are?

              What could be improved?

 If No  - Would you consider one, if further support & resources were available?

              What types of support / resources are needed?

Involving & consulting 

Q.1. Do you make use of outside specialists to help you with healthy living 

        Initiatives i.e. School nurses

        Examples for; Oral health & healthy eating

Q.2. Do you network with other schools, on best practice approaches to

        healthy living initiatives?

        If Yes?

        What has worked well?

        What are the barriers?

Q.3. Do young people have the opportunity to get involved in developing the 

        schools policies / programmes on health?

        How?

Q.4. Do you involve parents / carers in promoting healthy eating / oral 

        health promotion initiatives?

        How?

School Meals

Q.1. How many children eat school meals?

Q.2. Who provides the meal service?

Q.3. How satisfied are children / teachers parents with the meal service?

Constraining factors

Q.1. What do you feel are the key constraint factors in ensuring the long term effectiveness of healthy eating / oral health promotion?

Q.2.  What needs to happen? 

Mapping  of oral health / health eating programmes (particularly focused on 5-10 yr age groups)

Appendix 3

Programme Title 
Details of programme
National / local initiative
Agency delivering programme 
Resourcing 
Target audience criteria 
Delivery mechanisms
How does the programme measure or demonstrate success?
How widespread is the programme?

‘Brushing for Life’
Health Visitors providing a free pack of fluoride toothpaste, child’s toothbrush, explanatory leaflet on brushing techniques
National
Health visitors at surgeries, during developmental checks.
DoH – Packs delivered by NHS logistics
Pre – school children only 
Health Visitors

+ 

Local co-ordinators
National evaluation – results to be published
Rose Hill / Littlemore

(Sure Start Children only) 

‘Smiling for life’
Promotional resource pack aimed at agencies working with pre-school children 
National 
Health Education Authority ( has now become a Health Development Agency & local OHP? Co-ordination) 
OHP - 
Pre- school children only 
Transfer for staff available on request from local co-ordination.
Policies established within pre-school establishments
Not established

Programme Title 
Details of programme
National / local initiative
Agency delivering programme 
Resourcing 
Target audience criteria 
Delivery mechanisms
How does the programme measure or demonstrate success?
How widespread is the programme?

National Apple Day
Growers Associations offer free apples to schools. Linked with nationwide promotional events.
National
PCT – Marilyn Clements

County –n Suzanne Bradshaw
Free fruit. No extra resourcing re transportation to schools
All ages / groups
Schools – collect from nearest growers association – linked to scheme
No target figures – This year the promotional day fell during half term week.
No data kept

‘Cool in school’  / ‘Water in schools’
Aims to improve the quality of provision & access to free drinking water in schools.
National 

Initiative
DoH and Dfes 
Public Health Specialist (Oral Health) adapted national guidelines to produce ’Cool in School’ guidelines, distributed through hosas.  No ongoing resourcing, purely promotional.  
Primary & Secondary Schools
Schools
No target figures 
No data collected on impact, due to lack of funding. – majority of schools have

participated 

‘Grab5’
Aims to provide promotional ‘healthy eating material’ linked to national curriculum & contacts to fruit growers assoc.
National initiative 
Via  ‘Sustain’

An alliance of agencies for better food & farming
Various promotional packs on web site. Starter packs cost £40
7-11yr olds
Schools

No data available

Programme Title 
Details of programme
National / local initiative
Agency delivering programme 
Resourcing 
Target audience criteria 
Delivery mechanisms
How does the programme measure or demonstrate success?
How widespread is the programme?

‘Healthy Oxfordshire Schools Award scheme ‘ (HOSAS)
National Healthy School Standard – 

Involves the whole school community on delivering health issues
National initiative
Partnership between LEA & PCT
Funding linked to achievement of national targets;

All schools with 20% free school meal eligibility to achieve NHSS level 3 by 2006.(meeting NHSS criteria & accredited as a ‘Healthy School’.

All schools to be provided with the opportunity to access NHSS school programme 2003-2006

£56,000 pa available County –wide – Resourcing based on school numbers and funding linked to dedicated officers. No resourcing available to help schools get started.
Primary & secondary schools
Schools 
Formal accreditation programme. Schools are responsible for writing their own action plans and setting targets. 
87 schools currently registered. 46 are considering entering programme.

Programme Title 
Details of programme
National / local initiative
Agency delivering programme 
Resourcing 
Target audience criteria 
Delivery mechanisms
How does the programme measure or demonstrate success?
How widespread is the programme?

The National Schools Fruit / Veg Scheme’  
Gov’t commitment to provide a free piece of fruit to all 4-6 yr olds each school day by 2004
National initiative
DoH & DfES
New Opportunities

Fund (from Jan 04 DoH)

From Sept 04 to inc carrots & tomatoes

£8 million – available nationally – funding will be available up to 2006
4-6 yr olds
Schools
Free piece of fruit or vegetable  to all 4-6 yr olds each school day
To cover all primary school children 4-6 yrs old

Healthy living initiative 
Improve health and well being via healthy eating (community kitchens & awareness raising activities)

Access to health services ; (bringing health professionals to community groups
Local initiative
Oxford City Council, PCT,
New Opportunities Fund
Local community – targets; vulnerable groups 
Variety of community based cookery programmes * free promotional events using fresh fruit & veg.
Extent & coverage of programmes
East Oxford & Blackbird Leys

Programme Title 
Details of programme
National / local initiative
Agency delivering programme 
Resourcing 
Target audience criteria 
Delivery mechanisms
How does the programme measure or demonstrate success?
How widespread is the programme?

Breakfast clubs – Awards scheme 
Promotional event – via PCT & LEA during 2001- 

Not currently active
Local Initiative
PCT, Oxfordshire Health Promotion & LEA (Healthy Oxfordshire Schools) 
No dedicated resources – promotional event 
Primary schools 
Primary schools 
No target figures
No data available 

Milk for Schools scheme
Offering subsidised milk for primary school children
National initiative
Locally – Co-op dairy
School pays wholesale price – but is able to claim subsidy from Intervention Board for Agricultural Produce (IBAP) 
5-11yr olds
Primary schools 
No target figures
No data available  - but due to convoluted process, indication that only a handful of schools involved

‘Veggie gang’
Health eating programme linked into national curriculum
National programme
Commercial scheme 
Resource packs are £150 – LEA have 1 pack for schools to use
Primary schools 
Primary schools



Resources / information available 

School Nutrition Action Groups (SNAG) are school based alliances in which staff, pupils and caterers, supported by health and education professionals work together to review and expand the range of food and drink in order to increase the uptake of a healthier diet and ensure consistent messages from the curriculum and the food service.

This is acheived via:
the tuck shop
vending machines
the midday meal
catering at social functions
breakfast provision

http://www.healthedtrust.com/pages/snag.htm
The Parents Jury

The Parents Jury is an independent jury of parents that seeks to improve the quality of children's foods and drinks in the UK. The Jury is co-ordinated by The Food Commission, an independent watchdog that campaigns for healthier, safer food in the UK. 
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Click here to visit: www.parentsjury.org


Organisation
Information Available
Web Address

[image: image7.png]



Brakes, the leading supplier of food to caterers.
www.brake.co.uk
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The Food Commission is the UK's leading consumer watchdog on food issues. The Food Commission is completely independent of both the government and the food industry and campaigns for safer, healthier food, reporting on such issues as genetically modified food, food irradiation, additives,pesticides, food labelling and food advertising. 
www.foodcomm.org.uk
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The BNF promotes the nutritional wellbeing of society through the impartial interpretation and effective dissemination of scientifically based nutritional knowledge and advice. Working in partnership with academic and research institutes, the food industry, educators and government, to influence all in the food chain, government, the professions and the media. 
www.nutrition.org.uk
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Sustain: The alliance for better food and farming advocates food and
agriculture policies and practices that enhance the health and welfare of people and animals, improve the working and living environment, promote equity and enrich society and culture.

We represent around 100 national public interest organisations working at international, national, regional and local level. 
www.sustainweb.org
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DATA is the recognised professional association which represents all those involved in design and technology education and associated subject areas. DATA is an educational charity and a company limited by guarantee. The objective of the association is to "promote the advancement of education and in particular but not exclusively to support, encourage, promote, develop and maintain design and technological education in all its branches. Tel: 01789 473 911 
www.data.org.uk

Rowett Research Institute
  
www.rowett.ac.uk

Organisation
Information Available
Web Address
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The NHF is a leading alliance of more than 40 organisations working to reduce the risk of coronary heart disease in the UK. Member organisations represent the medical and health services, professional bodies, consumer groups and voluntary organisations.
www.heartforum.org.uk
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Young at heart is a major policy development initiative of the National Heart Forum. Its aim is to ensure through effective policy action, that every child born into the UK should be able to live to the age of at least 65 free from avoidable coronary heart disease.
www.heartforum.org.uk/young.html
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The Food Standards Agency is an independent food safety watchdog set up by an Act of Parliament in 2000 to protect the public's health and consumer interests in relation to food.

Advice for You
Practical answers to your nutrition questions, whether you’re a parent with a young baby, have a growing child to feed, or if you’re trying for a baby. Includes advice aimed specifically at men and older people, and information on food and sport and vegetarian diets. (Also includes teenagers needs).
www.foodstandards.gov.uk/
www.foodstandards.gov.uk / 
Advice for you
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The Health Development Agency (HDA) identifies the evidence of what works to improve people's health and reduce health inequalities. In partnership with professionals, policy makers and practitioners, it develops guidance and works across sectors to get evidence into practice. 
www.hda.nhs.uk

[image: image16.png]



The Focus on Food Campaign was founded by the RSA (Royal Society for the encouragement of Arts, Manufactures and Commerce) as a flagship education initiative in 1998. The Campaign aims to raise the profile and importance of practical food education and help secure, sustain and strengthen the position and status of food in the National Curriculum. The work focuses on the making of food as the key experience in learning about the social importance of food. 

Focus on Food provides free resources to schools and training and workshops for teachers and pupils using the Cooking Bus, a huge pantechnicon that expands to form a fully equipped state of the art food area for 16 teachers or pupils.
www.waitrose.com/focusonfood

Organisation
Information Available
Web Address
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CPAG promotes action for the relief, directly or indirectly, of poverty among children and families with children. We work to ensure that those on low incomes get their full entitlement to welfare benefits.

In our campaigning and information work we seek to improve benefits and policies for low-income families, in order to eradicate the injustice of poverty.
www.cpag.org.uk/campaigns/


 HYPERLINK "http://www.cpag.org.uk/campaigns/campaignhomepage.htm" campaignhomepage.htm
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SHEU offers a range of survey, research and evaluation services to all those concerned with the health and social development of young people. To date, SHEU has worked with many people from a variety of backgrounds including: Children's Fund Programmes, National Healthy School Schemes, Drug Action Teams, Primary Care Trusts, The Police, Health Promotion Units, Health and Education Authorities, Government and University Departments and at local level within the FE/HE sectors.SHEU also publishes reports, including the "Young People in..." series and the journal 'Education and Health'.
www.sheu.org.uk


Dairy Council
 
www.milk.co.uk 
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Food For Life is run in partnership with The Soil Association and sponsored by Organix Brands. It is campaigning for local & organic school meals and food education. It is undertaking practical research and a pilot project to explore the barriers to achieving a new quality benchmark for school meals and food education in schools. The pilot project is working with 5 self-selecting schools and began in March 2003. 
www.foodforlifeuk.org



Appendix 4

Health Checks By Health Visitors – New Guidelines

Overview of the Child Health Promotion Programme

This table sets out health promotion services that will be offered to all pregnant women and children and for which there is evidence of effectiveness. 
Age Intervention

Ante-natal Ante-natal screening and a preliminary assessment of child and family needs. Provide advice on breast-feeding and general health and well-being, including healthy eating and smoking cessation where appropriate. Arrangements are put in place, including sharing of information, to ensure a smooth transition from the midwifery to health visiting service.

Soon after birth General physical examination with particular emphasis on eyes, heart and hips. Administration of vitamin K (if parentschoose vitamin K drops, these are administered during the first week after birth). BCG is offered to babies who are more likely to come into contact with someone who has TB. The first dose of Hepatitis B vaccine is given to babies whose mothers or close family have been infected with Hepatitis B.

5 – 6 days old Blood spot test for hypothyroidism and phenylketonuria. Screening for sickle cell disease and cystic fibrosis is also being implemented. 

Within 1st month of life Newborn hearing screen now being rolled out to all areas. If Hepatitis B vaccine has been given soon after birth, the second dose is given.

New birth visit Home visit by the midwife or health visitor to assess the child and family health needs, including identification of mental health needs. Distribution of ‘Birth to Five’ guide and the Personal Child Health Record if not already given out ante-natally. Information/support to

parents on key health issues to be available (eg. support for breastfeeding, advice on establishing a routine etc).

6 – 8 weeks General physical examination with particular emphasis on eyes, heart and hips. First set of immunisations against polio, diphtheria, tetanus, whooping cough, Hib, and Meningitis C. Review of general progress and delivery of key messages about parenting and health promotion. Identification of postnatal depression or other mental health needs.

If Hepatitis B vaccine has been given after birth, the third dose is given at 8 weeks.

3 months Second set of immunisations against polio, diphtheria, tetanus, whooping cough, Hib, and Meningitis C. Review of general progress and delivery of key messages about parenting and health promotion, including weaning.

4 months Third set of immunisations against polio, diphtheria, tetanus, whooping cough, Hib, and Meningitis C. Opportunity to give health promotion and advice to parents and to ask about parents’ concerns.

By the 1st birthday Systematic assessment of the child’s physical, emotional and social development and family needs by the health visiting team. This will include actions to address the needs identified and agree future contact with service.

Around 13 months Immunisation against measles, mumps and rubella (MMR).Review of general progress and health promotion and other advice to parents. If Hepatitis B vaccine has been given soon after birth a booster dose and blood test are given.

(usually around 12 days)

2 – 3 years The health visiting team is responsible for reviewing a child’s progress and ensuring that health and developmental needs are being addressed. The health visitor will exercise professional judgement and agree with the parent how this review is carried out. It could be done through early years providers or the general practice or by offering a contact in the clinic,

home, by post, telephone or email etc. Use is made of other contacts with the primary care team (e.g. immunisations, visits to the general practitioner etc).

3 – 5 years Immunisation against measles, mumps, rubella (MMR) and polio and diphtheria, tetanus and whooping cough. Review of general progress and delivery of key messages

about parenting and health promotion.

4 – 5 years A review at school entry provides an opportunity to check that: immunisations are up-to-date, children have access to primary and dental care, appropriate interventions are

available for any physical, developmental or emotional problems that had previously been missed or not addressed, to provide children, parents and school staff with information about specific health issues, to check the child’s height and weight (from which the Body Mass Index can be derived for use as a public health indicator), and to administer the sweep

test of hearing. National orthoptist-led programme for pre-school vision

screening to be introduced. Foundation Stage Profile – Assessment by the teacher to

include a child’s: personal, social and emotional development; Communication, language and literacy; Physical development, and

Creative development.

Appendix 5

Measurable Health Outcome
How calculated
Total No.s

Reduction of Poverty
No. of volunteers trained; no. of children cared for; no. of people using kitchens regularly & 25% no. other health referral
1820

Better Mental Health
No. of individuals advised / referred (drugs); no. of families supported (drugs); 50% no. of people using kitchens regularly; 10% no. other health referral
1090

Decrease in Cholesterol & blood sugar
No. vols trained (food); no. using kitchens regularly + 20% no. participating in diet / nutrition sessions (to allow for overlap)
1380

Better Nutrition
As above
1956

Better Health Knowledge
maximum number = no. receiving info. re. diet and nutrition
7200

Better Social Networking / Integration
No. attending promotion events, no. families supported, no. of people using kitchens regularly
2130

Reduction in Language Barriers
no. people (Asian & asylum seeker) receiving information about diet & nutrition
2800


Target Group
1
2
3
4
5
6
7

Activity
Project Total
Low Income, Poor Housing & Homeless
Elderly
Mental Health & Substance Misuse
Families of Target Group 3
Under 16's
Lone Parents
Ethnic Minority

Volunteers to have completed basic food training
36
36
6
2
0
0
5
22

No. of people using kitchens regularly
1200
1200
170
80
20
200
50
720

No. of people receiving information about diet, nutrition & other health matters
7200
7200
1000
200
30
320
1000
4450

No. of people having participated in at least 1.5 hour session on diet & nutrition
720
720
100
65
50
60
50
260

Appendix 6

Work with school aged children

CDI Summer Youth Project – Blackbird Leys

2003- 5/day awareness – smoothie and fruit kebab making

2004- Shopping and cooking skills sessions

Afro-Caribbean Summer Youth Project – Blackbird Leys

2004 – 5/day awareness – smoothie and fruit kebab making, fruit & vegetable bingo. Shopping and cooking sessions.

Asian Cultural Centre Playscheme 

2003 & 2004 - 5/day awareness, likes and dislikes games, fruit & vegetable bingo, smoothie and fruit kebab making.

Rosehill Playschemes

Summer & Autumn 2004 – 5/day awareness, favourite fruits discussion, likes and dislikes game, fruit & vegetable bingo, fruit kebabs, fruit salads, guess the unusual fruits game.

Blackbird Leys Adventure Playground (BLAP) activity scheme

Fruit salads and fruit kebabs, fruit & vegetable bingo.

Oxford Community School homework club

Healthy lunch box session. Discussion followed by practical session.

Oxford Community School open evening

5/day awareness – fruit kebab making

Blackbird Leys homework club (Junior edge?)

5/day wordsearches, colour in pictures etc, smoothie making, 5/day games.

Bodyzone – Blackbird Leys

Healthy snacks, smoothie making.

Pegasus School – parents of children with ADHD

A dietician from the Park Hospital gave a talk and answered questions on behaviour problems in children and their relationship with food.

Pegasus School – To link with HOSAS work done by the school

5/day awareness workshops. Discussion session with questions and answers, fruit kebab making.

Family learning day – East Oxford

Smoothie making, balance of good health food picture collage.

Family learning and summer activities at family centres

Cuddesdon Corner: healthy cooking course for parents, balance of good health food picture collage, healthier cake baking, 5/day activities, cooking with young mums group.

Florence Park: Healthier cake baking, smoothie and fruit kebab making, cooking course for parents.

Carers Centre activity day – Thomley Hall

Fruit kebabs and smoothie making, 5/day activities for children. A dietician from the Park Hospital was available to give advice to parents.

Playday

2003 – children made their own fruit kebabs and completed 5/day colour in and activity sheets.

2004 – free juices and smoothies given away to children and 5/day information

Childrens activities at community events

Various activities at events, including: 5/day word searches, colour in sheets etc, stickers, book marks and bracelets. Free juices and smoothies, fruit kebabs.


Target

Group
1
2
3
4
5
6
7

Activity
Project

Total
Low Income, Poor Housing & Homeless
Elderly
Mental Health & Substance Misuse
Families of Target Group 3
Under 16's
Lone Parents
Ethnic Minority

Volunteers to have completed basic food training
36
36
6
2
0
0
5
22

No. of people using kitchens regularly
1200
1200
170
80
20
200
50
720

No. of people receiving information about diet, nutrition & other health matters
7200
7200
1000
200
30
320
1000
4450

No. of people having participated in at least 1.5 hour session on diet & nutrition
720
720
100
65
50
60
50
260
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