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1 Guidance title

Guidance to improve the nutrition of pregnant and breastfeeding mothers and children in low income households for midwives, health visitors, pharmacists and other primary care services. 
1.1 Short title

Maternal and child nutrition guidance.
2 Background

a) The National Institute for Health and Clinical Excellence (‘NICE’ or ‘the Institute’) has been asked by the Department of Health (DH) to develop public health programme guidance on maternal and child nutrition as part of its 11th Wave. The guidance will provide recommendations for good practice. 
b) The guidance will be based on the best research evidence available including cost effectiveness. It is designed for implementation by those working in the NHS. It will also be relevant to local authorities and the wider public, private and voluntary sectors. The guidance will also support the implementation of :

· The National Service Framework for children, young people and maternity services (DH, 2004a) 
· Every Child Matters: Change for Children programme (Department for Education and Skills/ DH, 2004)

· Choosing Health: making healthy choices easier and Choosing a Better Diet: a food and health action plan paper (DH, 2004b, 2004c).

3 The need for guidance 
3.1 The importance of maternal and child nutrition
There is a recognised need for good nutrition during pregnancy, breastfeeding and in the early years of life. Adequate nutrition in pregnant women is important to allow the fetus to grow and develop physically and mentally to its full potential. It has a major impact on infant mortality, growth and development and forms the foundations of health in later life. Folic acid supplementation, both pre-conceptually and in the first twelve weeks of pregnancy, is particularly important as it significantly reduces the risk of neural tube defects (NTD). 
Good nutrition before, during and after pregnancy is important to the mother herself – both in the short- and long-term. She needs to have sufficient energy and appropriate levels of nutrients to maintain her own health as well as provide for the fetus and future breastfeeding needs. In the UK, nutrient requirements and healthy eating recommendations for women before, during and after pregnancy are provided by the Department of Health (DH, 1991 and 2000). 

Apart from the importance of diet to the health of mother and baby, women often occupy a central position in making dietary decisions for the whole family and play a key role in ensuring that their children establish healthy eating patterns. 
The Independent Inquiry into Inequalities in Health (Acheson, 1998), found that a child’s long-term health was related to the nutrition and physique of its mother. Infants whose mothers were obese had a greater risk of subsequent coronary heart disease.. Low birth weight (under 2500g) was closely associated with death in infancy and with increased risk of coronary heart disease, diabetes and hypertension in later life. Accordingly, the Inquiry recommended, ‘improving the health and nutrition of women of childbearing age and their children, with priority given to the elimination of food poverty and the reduction of obesity’. 
The Choosing a Better Diet: a food and health action plan (DH, 2004c) highlights that breastfeeding has a major contribution to make in improving the public’s health and reducing health inequalities. Breastfeeding provides clear short- and long-term health benefits for both the infant and mother. Breastfed babies are five times less likely to be admitted to hospital with infections such as gastroenteritis in their first year, and may be less likely to become obese in later childhood. Exclusive breastfeeding in the early months also appears to protect against the development of allergies and atopic conditions (for example, eczema). Mothers who breastfeed have a reduced risk of developing pre-menopausal breast cancer and may be more likely to regain their pre-pregnancy weight. 
Ensuring children are well nourished in the early years is very important. It is fundamental for proper growth and development, can reduce the risk of chronic diseases (for example coronary heart disease and obesity) and prevent short-term diet-related conditions (such as dental caries and iron deficiency anaemia). The pre-school age is also a crucial time for establishing dietary patterns and food intake. For British infants and children, nutrient requirements and healthy eating recommendations are provided by the Department of Health (DH, 1991 and 1994). 
3.2 Maternal and child nutrition concerns
Good maternal and child nutrition is considered essential, however there are concerns especially within lower socio-economic and vulnerable groups. Choosing a better diet: a food and health action plan (DH, 2004c) reported that, ‘while many people in England eat well, a large number do not, particularly among the more disadvantaged and vulnerable in society. In particular, a significant proportion of the population consumes less than the recommended amount of fruit and vegetables and fibre and more than the recommended amount of fat, saturated fat, salt and sugar.’ Maternal and child nutrition concerns include:
a)
Short stature, low pre-pregnancy body mass index and low weight gain during pregnancy are more common among women from lower socio-economic groups. In the UK, the quality of a woman’s diet during pregnancy tends to fall with income. Teenage girls, who have higher nutritional requirements, are at greater risk of deficiencies during pregnancy. A dose-response relationship has been found between nutrient intake and birth weight among socially disadvantaged women with children of lower birth weight; that is, there is a relationship between increased nutrient intake among pregnant women and an increase in the birth weight of babies (Bull et al., 2003). 
b)
The National Diet and Nutrition Survey (Hoare et al., 2004) found that adults aged 19-64 years who were living in households in receipt of benefits had a lower average intake of energy, compared with those in non-benefit households. A significantly higher proportion of women in benefit households also had lower intakes of vitamins and minerals from food sources. In addition, research has shown that mothers from low income households are nutritionally vulnerable and may go short of food in order to feed their children (Dobson et al., 1994; Dowler & Calvert, 1995). 
c)
The preventable proportion of neural tube defects (NTD) is greatest in those of lowest socio-economic status, probably because they consume less folate and are less likely to take folic acid supplements. Women at greatest risk of having babies with NTD are least likely to follow the advice. (It is estimated that approximately 30–50% of pregnancies in England and Wales are unplanned.) Women from higher socio-economic groups were more than twice as likely to follow the advice to take pre-conceptual supplements (Health Education Authority, 1998). Women over 25 years of age are more likely to follow the advice than younger women. 
d)
In the UK, a higher proportion of low birth weight babies (less than 2500g) are born to families where the father is in unskilled or semi-skilled manual work, or are registered by the mother alone. Between 1991 and 1995 in England and Wales, the percentage of low birth weight babies was 5.4% in professional social class I, compared with 8.2% in unskilled social class V, and 9.3% of births registered by the mother alone (Macfarlane et al., 2000).
e)
Inequalities in the rates of breastfeeding also exist. Babies of mothers classified in higher occupations are much more likely to be breastfed at birth than babies of mothers classified in lower occupations. The Infant Feeding Survey (Hamlyn et al, 2002) shows that mothers most likely to initiate breastfeeding are those who reach higher educational levels, are aged over 30 years, and are feeding their first, as opposed to later, babies. Mothers in low income groups are up to 25% less likely to breastfeed than those in higher income groups. 

In the UK, levels of breastfeeding drop sharply in the weeks following birth, especially among lower socio-economic groups. The Infant Feeding Survey 2000 found that of the 69% of mothers who breastfed at birth, 52% were still feeding after two weeks, 42% after 6 weeks, 28% after four months and 21% at 6 months (Hamlyn et al., 2002). There is a strong relation between the duration of breastfeeding and the mother’s socioeconomic status, with mothers from higher occupational groups breastfeeding for longer. In 2000, three quarters (75%) of women who breastfed initially and were classified to higher occupations were still doing so at 6 weeks, compared with about half (53%) of women in lower occupations. By 6 months, the equivalent figures are 41% and 27% respectively (Hamlyn et al., 2002). 

f)
There are important differences in disease patterns and health status between different minority ethnic groups and the general population. For example, South Asian and Pakistani women are more likely to have low birth weight babies than White-British, even when the mothers are born in the UK (Bull et al., 2003) and poor iron status is common among pregnant women of South Asian origin in the UK (Thomas, 2002). 
Furthermore, cultural differences affect breastfeeding rates. Mothers from minority ethnic groups were considerably more likely to breastfeed at birth compared with white mothers. Hamlyn et al., (2002) found the incidence of breastfeeding was 95% among black ethnic groups, 87% among Asian ethnic groups, 86% among mixed ethnic groups. This compared with 67% among white groups. However, although mothers from black and minority ethnic groups have higher initial breastfeeding rates, they are more likely to introduce mixed milk feeding. After four months, only 50% of mothers from mixed ethnic groups and 46% from black ethnic groups were still breastfeeding. Asian and White mothers had an even higher rate of breastfeeding cessation with only 28% still breastfeeding at four months (Hamlyn et al., 2002). 

However, there is a dearth of relevant research on nutritional health promotion among minority ethnic groups in the UK. A review of the effectiveness of interventions to promote healthy eating in people from these groups identified only two studies from the UK, both of which focused on supplementation of infant or toddler diets (White et al., 1998). 
g)
Obesity is a growing problem among adults, children and young people. Around 16% of 2 to 15 year olds and 23% of women are obese (Joint Health Surveys Unit, 2004). Children who are overweight or obese in childhood have a much greater chance of remaining so in adulthood, particularly if at least one parent is overweight and/or they are from a lower social group (Parsons et al., 1999).

Women with Body Mass Index (BMI) over 30 kg/m² take longer to conceive, compared with women with a lower BMI, even after adjusting for other factors such as menstrual irregularity. Excessive weight gain during pregnancy and poor weight loss post pregnancy has also been identified as a critical period for the development of obesity in the life cycle. The prevention of obesity in both children and adults is important as it is linked with ill health, including hypertension, heart disease and type II diabetes. 
h)
Iron deficiency anaemia is common in young children. Average daily intakes of iron and calcium are significantly lower in children from manual groups than those in non-manual groups. Children in manual groups have lower blood ferritin status; 84% of children under 4 years old have below recommended iron intakes, with 16% having very low intakes (Gregory et al., 1995). 
4 The guidance

a) The public health guidance development process is described in detail in The operating model of the Centre for Public Health Excellence (http://www.nice.org.uk/page.aspx?o=248187). This model is currently subject to consultation. The process and methods manual for the Centre for Public Health Excellence will be available in November 2005. 

b) This document is the draft scope. It defines exactly what this guidance will (and will not) examine, and what the guidance developers will consider. The scope is based on a referral from the Department of Health (see appendix).

c) The areas that will be addressed are described in the following sections.

d) The term ‘intervention’ is used throughout this scope. It encompasses a range of delivery mechanisms such as interventions, programmes, policies, approaches and strategies.

4.1 Population 

4.1.1 This guidance will support and inform local practice with both women and children in low income households and groups, paying particular attention to: 

· Lower socio-economic groups

· Vulnerable groups, including young teenage mothers 

· Black and minority ethnic groups

· Cultural and religious practices.
In relation to health inequalities, this guidance will investigate the effectiveness of interventions across the broader social gradient, rather than focussing on those in the poorest circumstances and those in the poorest health (Graham and Kelly, 2004). 
It will cover the following groups:
a) Women of childbearing age (regardless of body weight):
· Pre-conception (or planning a pregnancy)

· During pregnancy (from conception to birth)
· Post-pregnancy (up to one year following birth) including the nutritional needs of mothers especially those who are breastfeeding 
b) Infants from birth and pre-school children, typically up to five years old (regardless of body weight). 

4.1.2 Groups that will not be covered

Women and children with clinical conditions that require specialist advice, secondary dietary management or clinical therapeutic advice, where normal care would be inappropriate, for example, diabetes or epilepsy. However, links will be made to other appropriate NICE guidance, such as that for diabetes during pregnancy, antenatal care, routine postnatal care, antenatal and postnatal mental health, fertility and eating disorders. 

4.2 Areas that will be covered

The guidance will cover the following areas:

a) Women
· Diet/nutrition pre-pregnancy, including folic acid supplementation.
· Diet/nutrition during pregnancy, including folic acid and vitamin supplementation, food safety, weight management, oral health, physical activity, alcohol consumption and drug and dietary interactions. 

· Diet/nutrition post-pregnancy including nutritional needs of breastfeeding mothers and weight management.

· General healthy eating advice for the whole family. 

b) Children 
· Infant feeding (including breastfeeding, mixed feeding, follow-on formula and the safe hygienic preparation of formula feeds). 

· Weaning.
· Diet and nutrition for preschool children aged 1-5 years, both within the home and in child care and pre-school settings. 
· Food allergies and intolerance.
· Prevention of diet-related dental caries and dental erosion.
4.3 Areas that will not be covered

The guidance will not cover the following areas:
· Population-based screening programmes

· Complementary therapy approaches 

· National maternal and child nutrition policies which are already under the remit of the Department of Health and the Food Standards Agency (advised by the Scientific Advisory Committee for Nutrition), such as the establishment of population- based dietary recommendations, national advice on food safety, the nutritional content of infant formula and the fortification of foods. 

4.4 Key questions
The overarching question will be: What nutritional interventions are effective in improving the health of pregnant and breastfeeding mothers and children in low income households? Ten elements of each intervention will be examined (as appropriate):

1. Aim/objectives of the intervention.  What is the aim/objective of the intervention?

2. Content: of the intervention (What?).  How does the actual content of the intervention influence effectiveness?

3. Delivery/mode (How?).  How does the way that the intervention is carried out influence effectiveness?

4. Intervener (Who?).  Does the effectiveness depend on the job title/position of the deliverer?  What are the significant features and characteristics of an effective deliverer? How can potential deliverers be encouraged to implement interventions, i.e. training, skills development, funding? 
5. Target (With whom?). How does the effectiveness vary with age, gender, class, income group, socio-economic group, ethnicity, etc? 
6. Views of those receiving the intervention. What is the acceptability of the intervention? What are the attitudes, beliefs and experiences of childbearing women (living in low income households) about food and nutrition for themselves and their children? How does this vary with age, ethnicity, class etc? What are the views and experiences of childbearing women and children (living in low income households) in terms of interventions aimed at improving their nutrition? 
7. Setting (where?) Does the site/ setting of delivery of the intervention influence effectiveness?

8. Intensity/duration (How much, how long, how often?). Does the intensity (or length) of the intervention influence effectiveness/ duration of effect?

9. Cost (in terms of money, people, time)? What evidence is there on cost effectiveness?

10. Implementation. (What makes things work in practice?) What are the barriers to implementing effective interventions? What is successful or conducive to effective implementation? 
Effectiveness will be examined over the following timescale, as and when appropriate: 

· Short-term (6–12 weeks)

· Mid-term (over 12 weeks)

· Long-term (over 1 year).
In addition to examining the effectiveness of each intervention, their differential impact will be considered in terms of inequalities in health. Furthermore, the broad mechanisms for delivery will be investigated: that is, the infrastructure, support systems and wider policy and professional practice in relation to maternal and child nutrition. 

4.5 Target audiences and settings

The guidance is aimed at those professionals working in the NHS who have a remit for child and maternal nutrition, including midwives, health visitors, dietitians, public health nutritionists, primary healthcare professionals, community paediatricians, dentists and dental professionals, pharmacists, those implementing Healthy Start, trained peer support workers and health trainers, school and community nurses, directors of public health, public health advisers and commissioners of services. It may also be relevant to professionals within local authorities, the voluntary and community sector, businesses and all those who have either a direct or indirect role and/ or responsibility for maternal and child nutrition. 
4.6 Economic evaluation
The economic evaluation framework will take account of the general directions listed below:  

4.6.1
Perspective

It will adopt a broad public sector perspective in addition to the NHS and personal social services (PSS) perspective that currently drives production of NICE clinical guidance. Audience-specific perspectives may also be considered, where appropriate. 

4.6.2
Economic evaluation method

Cost effectiveness analysis, with the Quality Adjusted Life Year (QALY) as the health-related outcome measure, will be adopted as the primary measure for the economic evaluation of public health programmes, where suitable data is available. 
To account for the complexity and multidimensional character of public health programmes, a cost-consequence approach may accompany the cost per QALY calculations. This will ensure the guidance development process remains fair and transparent and will allow explicit consideration of multiple non-health related and/or non-quantifiable outcomes by the programme development group. These outcomes, such as equity and distributional considerations, are fundamental to public health policy and may be used to inform the analysis. 
The programme development group will have discretion to take into account those factors they consider most appropriate when determining cost effectiveness. 

4.7 Evidence for consideration

Literature searches will be conducted on Medline and any other specialised databases and websites that might be relevant. Stakeholders will be invited to submit evidence during the draft guidance consultation process in Autumn 2006. In addition to examining direct evidence of effectiveness, the guidance will consider related material, such as barriers to implementation.  

4.8 Status

4.8.1 Scope

This draft scope is released for consultation on 15 September 2005, to be discussed at a stakeholder meeting on 29 September 2005. Following consultation, the final version will be available from the NICE website in November 2005.
4.8.2 Guidance

Development of the guidance recommendations will begin in November 2005, with the establishment of a programme development group which will use the evidence to formulate recommendations. 
5 Further information

Information on the guidance development process is provided in: 

The operating model of the Centre for Public Health Excellence (http://www.nice.org.uk/page.aspx?o=248187). This model is currently subject to consultation. The technical manual for the Centre for Public Health Excellence will be available in November 2005. 

Note: The processes involved in the development of the guidance will, as far as possible, be sensitive to the needs of the people involved in the interventions. All NICE guidance is produced in versions written for patients, carers and the public. Copies are made available on the NICE website and the NHS Response Line.
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Appendix – Referral from the Department of Health 

NATIONAL INSTITUTE FOR HEALTH AND CLINICAL EXCELLENCE:  “ELEVENTH WAVE” WORK PROGRAMME

This letter conveys formal notification that the Secretary of State is referring to NICE the topics in Annexes A, B and C.
Public Health Topics

Annex C covers public health intervention and public health programme guidance topics.
Public Health Programmes

Guidance for midwives, health visitors, pharmacists and other primary care services to improve the nutrition of pregnant and breastfeeding mothers and children in low income households.

Maternal and child nutrition
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