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GP In Action — For Debate

Obesity is a major contributor to diabetes and cardio
disease, two of the national Health Priority Areas identifie
1999 report on the burden of disease and injury in Au
Most overweight and obese children will become ov
adults,4 already have risk factors for cardiovascular or d
related illnesses,5,6 and face future morbidity and loss
years.7 Behaviour, as well as biology, is an important dete
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• At least a quarter of primary school children in Australia are 
overweight or obese; the long-term impacts are likely to 
include chronic morbidity and loss of life-years.

• Universal preventive strategies have so far had limited 
effectiveness, while secondary and tertiary referral services 
would be overwhelmed if they attempted to systematically 
manage a problem with such high prevalence.

• Primary care services could play an important role in 
secondary prevention of overweight and mild obesity in 
children.

• While reports of child obesity research have burgeoned since 
1995, effectiveness trials of primary care interventions in 
primary-school-aged children have been neglected.

• Randomised controlled trials of a primary care approach, 
although challenging, are essential to determine whether it 
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does more good than harm.
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er the past 15 to 20 years. By 1997, about 16% of school-
ed Australian boys and 18% of girls were overweight, and
n 5% of both sexes were obese, with a corresponding

increase in median body mass index (BMI) and girth.1 Similar high
prevalences are now evident in the preschool-age group.2 Of great
concern, the increase in prevalence may be accelerating.1
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of many adult diseases, including obesity.8 Therefore, developing
healthier behaviours in childhood may be an important step in
limiting adult obesity.

As for many chronic conditions, potential interventions range
from universal preventive measures, through secondary (targeted)
prevention, to tertiary management strategies for the child with
established obesity. An effective population approach to childhood
overweight and obesity is likely to require synergistic strategies
across this spectrum.
How effective are universal prevention and tertiary management?
The results of universal prevention and tertiary management
approaches have so far been disappointing, as evidenced by the
continuing rise in prevalence of childhood overweight and obesity.
Universal prevention may include public health measures aimed at
institutional or structural factors beyond the control of individuals,
or strategies enabling individuals to make healthier lifestyle
choices.9 For children, this has so far translated mainly to school-
based interventions, but only two of many trials have found such
interventions successful in reducing BMI relative to controls.10,11

This may be because schools do not provide the level of access to
parents needed for lasting behavioural change.12 Clearly, environ-
mental and population strategies are vital in both schools and
communities, but their effectiveness, reach and sustainability need
to be improved.

At the other end of the spectrum, management of established
childhood obesity is difficult, and successes are usually modest.
Some progress has been made in “unpacking” effective ways of
helping children modify energy intake and increase physical
activity, and some family-based strategies for paediatric obesity
have had durable (up to 10 years), although fairly small, impacts.13

However, the intensity and cost of these interventions is likely to
limit their availability for the vast majority of families.
What is the role of secondary prevention?
Twenty per cent or more of school-aged children are overweight or
mildly obese — a readily identifiable major risk factor for their
future health and longevity. An effective secondary prevention
program would need to regularly access virtually all these children,
and only two settings meet this criterion — schools and primary
care. Although some targeted school-based programs have shown
limited effectiveness,14 they raise issues of stigmatisation, availabil-
ity, acceptability, family involvement, and sustainability. The only
other real option is primary care.
Research into a primary care approach: Tackling childhood over-
weight in primary care seems an unlikely issue to debate; surely we
should just do it? A primary care approach has been advocated in
several recent articles15-17 and (enthusiastically) in the 2003
guidelines from the National Health and Medical Research Coun-
cil.18 Yet, research to demonstrate efficacy of this approach is
negligible. We searched Medline in October 2003, using the MeSH
heading “Obesity” (which subsumes the search term “Over-
weight”), with the search limited to (human and all children 0 to
18 years). This revealed a rapid and steepening increase in
publications since 1995 (Box). However, limiting this search by
the MeSH headings “Primary Health Care” (which subsumes
“Primary Care”), “Family Practice”, and “Physicians, Family”
(including the text term “general pract*”) yielded just 74 articles
since 1966. Of these, 22 dealt with children aged under 18 years,
only one of which reported a controlled trial — with short-term
follow-up of 44 adolescents (23 in the intervention group).19

Similarly, searches in October 2003 of the Cochrane Central
Register of Controlled Trials, the register of trials with an Interna-
ber 2 • 19 July 2004
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tional Standard Randomised Controlled Trial Number (ISRCTN
Register) and the metaRegister of Controlled Trials (the last two
available at www.controlled-trials.com) revealed no relevant trials
currently under way. Compared with universal and tertiary
approaches, primary care trials targeting pre-adolescent school-
aged children seem barely on the research radar.
Barriers to a primary-care approach: In Australia, general practition-
ers (GPs) are the only universally accessible and funded primary
healthcare providers available to all school-aged children. Little is
known about how often GPs tackle this issue in children, but,
extrapolating from the experiences of obese adults (BMI �30 kg/
m2),20 we can assume that families of most overweight or obese
children are not proactively counselled. The following barriers to
primary care practitioners tackling this issue have been identified:
• primary care settings are not usually equipped for group
interventions;
• few providers feel competent in the use of behaviour-modifica-
tion strategies;
• the time available may not suffice to identify the targets and
strategies for behavioural change;
• no widely accepted successful treatment models exist; and
• reimbursement for the treatment of overweight children is
limited.21

The list might also include fear of harm to patients in cultures
wary of eroding self-esteem and promoting eating disorders.
Unlike obese adults, most of whom recognise that they should lose
weight,22 parents of overweight primary school children mostly
report that they are not concerned about their child’s weight,23

which may also deter GPs from taking a proactive approach. Yet,
there are good reasons to try this approach.
Arguments for a primary care approach: Primary care interventions
have been effective in adults for problems such as smoking,
alcohol misuse and coronary heart disease, while primary care
research on promoting physical activity in adults is promising.24

This is relevant to overweight in young children, as interventions
are likely to be largely directed at parents to achieve family change.
There is also evidence that relatively brief primary care interven-
tions are as effective as more intensive interventions in promoting
physical activity in adults.25

Furthermore, an educational intervention for primary care
doctors was effective in achieving sustained improvements in their
knowledge, skill and self-perceived competence in adolescent
care.26 Finally, many primary school children attending GPs are
overweight or obese, and they attend GPs frequently. For example,
35% of 6–11-year-olds in a cohort of more than 30 000 children
attending American primary care practices were overweight or
obese.27 In our study of 3000 Victorian children, parents reported
that 55% of overweight children had attended a GP once or twice
in the preceding 6 months, and 22% three or more times.28

We now understand enough about the behavioural determi-
nants of child obesity and effective management to suggest what
should be targeted, such as limiting television viewing, encourag-
ing outdoor play, and limiting consumption of sugar-sweetened
soft drinks.29 Interventions need to be brief and not resource-
intensive so that they can be incorporated readily into a busy GP’s
routine practice. Therefore, GPs would also need to master specific
techniques for complex behaviour change, such as motivational
interviewing or brief, solution-focused therapy, and be able to
broach potentially sensitive issues with parents.

Over the past 24 months, the LEAP (Live, Eat and Play) team
has been conducting a multipractice, randomised controlled trial
for the secondary prevention of overweight and obesity in Mel-
bourne children. Thirty-five GPs serving families across the socio-
demographic range have attended LEAP training and found it
useful. Among 2112 children aged 5–10 years attending these
GPs, 28% were overweight or obese. The families of nearly half
these children agreed to enter the study, and most completed the
schedule of four pre-agreed consultations, with little evidence of
psychological harm.

More problematic is diagnosis of overweight. We found that few
GPs routinely weigh and measure children attending their prac-
tices, let alone ascertain BMI status, and many do not have
equipment accurate enough to track changes over time. In this
light, the new National Health and Medical Research Council
recommendation that GPs chart the BMI of all children and
adolescents every 6 months18 seems a pipe dream.

Rigorous trials are needed to determine whether secondary
prevention in primary care is useful in the fight against the
childhood obesity epidemic. Secondary prevention could equally
be delivered by other primary healthcare professionals, such as
nurses, dietitians and exercise specialists, should they achieve
accessibility and funding stability equal to that of GPs. Ideally,
their relative effectiveness should also be studied. Whoever deliv-
ers the care, we must know whether brief interventions to reduce
BMI through logical, sustainable lifestyle changes do more good
than harm, and what are the sustainability and costs of such
programs.
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Retired General Practitioner, The Medical Centre, 
125 River Road, Emu Plains, NSW 2750.

TO THE EDITOR: Although I am retired, I
wish to make some comment on the con-
troversy about the use of ciprofloxacin in
the treatment of chronic suppurative otitis
media.1 I still feel uneasy when there is
mention of the topical use of an antibiotic
that may be used either orally or parenter-
ally.

Many years ago, when I had a large
practice, including paediatric patients,
chronic suppurative otitis media was com-
mon, although most cases responded to the
classical ear drops. However, some per-
sisted and, not infrequently, a new patient
would present with this problem. As men-

tioned, most were the result of a pseudo-
monas infection.

Pseudomonas was then a common prob-
lem in chronic leg ulcer of the elderly, and I
had found that treatment with Burrow’s
solution (aluminium sulfate [2.25 g], acetic
acid [33%], tartaric acid [0.45 g], calcium
carbonate [1 g], purified water [7.5 mL])
was very successful and continued to be
successful right up to my retirement, even
in new cases which had been treated
unsuccessfully with ciprofloxacin.

Before the advent of ciprofloxacin, I used
Burrow’s solution ear drops in many adult
cases of chronic suppurative otitis media
with great success. As the number of chil-
dren with this problem grew, I attempted to
get advice on the use and any toxicity of
Burrow’s solution ear drops in children. I

could not find anyone at the Children’s
Hospital with any experience, but the con-
sensus was that it was unlikely to be toxic.

Although at first I had difficulty in get-
ting the chemist to make up ear drops for
adults, by this time there was little problem
getting them made for children, and the
results were dramatic. There were recur-
rences, but these responded as well as they
did the first time they were treated. Advice
on correct aural hygiene after swimming
and bathing was important. Burrow’s solu-
tion kills pseudomonas.

Am I too old fashioned?

1 Couzos S, Traven L, Mueller R, et al. Effectiveness
of ototopical antibiotics for chronic suppurative
otitis media in Aboriginal children: a community-
based, multicentre, double-blind randomised
controlled trial. Med J Aust 2003; 179: 185-190. ❏
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