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needs three dialyses per week to keep in good health. He could
stay alive and reasonably well on two dialyses a week, and most
of the existing government support for dialysis covers only eight
dialyses a month, i.e. 96 dialyses a year. The finance minister’s
estimate is that 2.2 lakh patients enter end-stage renal disease
every year. My own estimate, based on the experience of the
Kidney Help Trust, is many times that figure, but let us stick with
these numbers. If we cover all, as the minister proposes, we would
spend 96×2000×220 000 or `4224 crore in the first year. These
patients will continue on dialysis for several years. Ten years
should be a minimum period of survival on dialysis, which means
that, at the end of 10 years, we will be spending ̀ 42 240 crore per
year on dialysis alone. The budget for the social sector including
education and healthcare in 2016–17 is `151 581 crore. I do not
know what will be the share of healthcare in this amount, but it
looks as though dialysis alone will take the lion’s share of health
expenditure within a few years. If so much is spent on dialysis
alone, many other schemes will remain unfunded. In fact, as is
happening today, only a lucky few of those with renal failure will
benefit. On what basis will we decide who lives and who dies?

In our present financial condition, India, and its constituent
states, cannot afford to treat all patients with end-stage renal
disease, or even a major proportion of them. The prime aim of
every government, at the Centre or in the states, is to get itself re-

elected, so it is perhaps understandable that all of them make these
empty promises. Should not a responsible opposition question the
government on how it proposes to finance these proposals? While
empty words are spoken about tackling non-communicable
diseases, no concrete measures have been taken up. Diabetes and
hypertension are directly responsible for around 50% of all
chronic renal disease, and hypertension accelerates the decline in
renal function in all other renal diseases. The early detection and
effective treatment of these conditions, on a domiciliary basis, are
feasible at an infinitely lower cost, well within our present
budgetary constraints.2 Sadly, irrespective of the party in power,
populism trumps practical policies.

KERALA SHOWS THE WAY
The Government of Kerala has decided to induce motorcyclists to
protect themselves by wearing crash helmets. From 31 July 2016,
petrol will not be sold to them if they are not wearing helmets. The
scheme has been implemented in major cities and seems to be
working now. How long will the resolution last?
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LANARKSHIRE HEALTHY WEIGHT STRATEGY
It has been a while—nearly 7 years—since I wrote about obesity
as a public health problem in my Letter from Glasgow but given
its importance to Scotland (and to most of the world), I am
returning to it again.1 I said in that Letter that Scotland, with the
Obesity Route Map (ORM) was beginning to take the problem
seriously. Although time has moved on, I can say that, certainly in
Scotland, the issue of obesity has become more important. And
while the principles of effecting change have not altered, how we
discuss obesity and implement change has developed and become
more refined.

In 2015, the Scottish Public Health Network (ScotPHN)
published a review of the ORM by the Scottish Public Health
Obesity Special Interest Group (SPHOSIG).2 It noted that the
prevalence of overweight and obesity remains high with links to
health inequalities, overweight and obesity contribute to Scotland’s
ill-health particularly type 2 diabetes and complications in
pregnancy, and the role of the obesogenic environment still needs
to be countered and not just eating behaviours of individuals. The
ScotPHN review concluded that the ORM concentrated on
prevention and not on treatment, and only some of the actions
were completed. Nonetheless, the ORM was still relevant
particularly the four ‘pillars’ of energy in, energy out, early years
and workplace.

The ScotPHN report was complemented by the Food Standards
Scotland’s (FSS) ‘Situation Report: The Scottish diet: It needs to
change’.3 This report discussed the Scottish diet in terms of
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morbidity and mortality (related to cancers, coronary heart disease,
stroke, hypertension and dental decay in children), and what
needs to change. In a nutshell, the Scottish diet is high in calories,
fats, sugar and salt and low in fibre, fruit, vegetable and oil-rich
fish. It is a deep-seated problem in Scotland and is exacerbated by
poorer people having poorer diets. The report also observed that
discretionary foods, i.e. ‘food and drink which are high in calories
and/or salt, low in nutritional value, and which are not required for
our health’ are heavily promoted in supermarkets and when
people eat out.

To round off the challenge Scotland faces in this area, Obesity
Action Scotland published its report card entitled ‘Obesity in
Scotland—Six years later’.4 Obesity Action Scotland’s assessment
of the ORM 6 years after its launch in 2010 reviewed the ORM
commitments on the prevalence of overweight and obesity among
adults and children, the development of a national indicator for
the whole population, levels of physical activity by adults and
children, improvement of the Scottish diet, and the development
and monitoring of an action plan to effect change. Obesity Action
Scotland’s report card stated bluntly, ‘Slow progress. Limited
success. Requires more effort’, indicating the scale of the task
Scotland faces.

It is in this context that Lanarkshire reviewed its strategy of
dealing with overweight and obesity. We recognized the challenges
that Scotland faces are often worse in Lanarkshire with a poorer
population than Scotland as a whole and with greater health
inequalities. As part of the review, an obesity health needs
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assessment was undertaken and included the needs of four target
groups or concerns—adults, young people, maternal and infant
nutrition, and the environment.

The result is the Lanarkshire Healthy Weight Strategy, ready
for publication but not quite yet in the public domain (Karen
McGuigan, NHS Lanarkshire, personal communication, January
2017). I am assured by my colleagues that by the time this
Letter is in print, it will be on the NHS Lanarkshire website
(www.nhslanarkshire.org.uk/Pages/default.aspx). The strategy
has been developed jointly with our partners. NHS Lanarkshire
has worked with the two local authorities, North Lanarkshire
Council and South Lanarkshire Council, and the two Health and
Social Care Partnerships (HSCPs) covering North Lanarkshire
and South Lanarkshire, respectively.

About two-thirds of adults in Lanarkshire are overweight or
obese with all the attendant risks to health and well-being. The
Lanarkshire Strategy, as recommended by Scottish government,
adopts a four-tiered approach to weight management:

• Tier 1: Population-wide health improvement work with
individuals and groups in the community

• Tier 2: Primary care/community capacity developed in the
NHS to deliver healthy weight programmes

• Tier 3: Specialist weight management with access to
multidisciplinary teams including physical activity, dietetics
and psychology

• Tier 4: Specialist surgical services, i.e. bariatric surgery, gastric
banding and specialist follow-up.

The key issue for reducing weight is to reduce what we eat and
drink. The strategy puts this issue into perspective. The vision for
the strategy is ‘to have a Lanarkshire where individuals and
families can live healthy, active and fulfilling lives free from the
issues associated with being overweight and obese’. To attain that
vision, it has strategic objectives to reduce the exposure to energy-
dense food and drink and encourage healthier options, improve

opportunities for physical activity, provide appropriate weight
management service, reduce health inequalities, and implement
actions based on an asset-based approach.

The strategy also includes an Outcomes Framework over the
short (0–3 years), medium (3–5 years) and long term (5–10 years).
It will not be easy to achieve these objectives but it offers us a
chance to comprehensively tackle overweight and obesity. As
countries such as India face up to its own epidemic of overweight
and obesity, it may wish to look at the challenges, failures and
successes of other countries, including Scotland.
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