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Summary

Obesity is a serious threat to health internationally and in New Zealand. Diabetes is one of the significant diseases linked with obesity.
The major causes of the obesity epidemic are changes in the social, economic and physical environment, internationally and in New Zealand.
The factors in the environment that are causing the obesity epidemic lie outside the health sector. However it is the health of people, communities and the health sector that bears costs and consequences.
The burden of these environmental changes falls unequally, and has the greatest effects upon indigenous and socio-economically deprived people. As a consequence, obesity has the greatest prevalence in, and impact on, people in these groups.
Maori and poorer people in New Zealand not only bear the burden of environmental inequalities, but as a consequence bear a disproportionate burden of obesity, diabetes and other obesity-related diseases and deaths. 

Because obesity is extremely resistant to treatment it is crucial to prevent obesity. The size of the problem is such that immediate and profound measures must be taken now to protect children (and consequently adults) from becoming overweight or obese.

As the fundamental drivers of the obesity epidemic are environmental the actions to control the epidemic must make large and significant changes to the social, economic, and physical environment.

There will be significant opposition to the necessary measures from those individuals and organisations that currently benefit from the current structures and incentives. Parliament needs to place higher value on the life and health of citizens than on the profits of vested interests and enable change in the environment to allow more New Zealanders to have increased choices for a healthy life.
Parliament must take a strong stand for health. There must be:

(1) multi-party recognition of the gravity and complexity of the obesity and diabetes issue; 
(2) a long-term, comprehensive and resourced commitment to multiple, effective strategies
  over a twenty year period.

All parties in Parliament must commit to funding and legislative changes to ensure:
· an affordable, healthy food supply (food affordability, food availability and food
 marketing); 
· rapid and effective implementation of existing transport, urban planning and
sustainability policies that enable and promote physical activity as a part of normal life;
· assessment of all policies and major social changes for their impact on health and
health inequalities.
Introduction
Who we are

The Public Health Association of New Zealand (PHA) is a voluntary association, which provides a major forum for the exchange of information and stimulation of debate about public health in New Zealand. Membership of PHA is open to all individuals interested in public health and covers more than 300 individual members from the public, private and voluntary sectors. The PHA is a member of the World Federation of Public Health Associations.

Public health can be defined as the improvement of the health of the whole population ‘through the organised efforts of society’
.
The Public Health Association of New Zealand is funded from membership fees, fundraising, and a contract with the Ministry of Health to encourage and facilitate informed debate on key public health issues, to provide co-ordination for the development of public policy and to enhance development of the public health workforce.

Our approach to this submission
There is a large body of very reliable evidence concerning obesity and diabetes. Much of the New Zealand information has been produced or reported by the Ministry of Health. We do not want to repeat this information. 

We wish to emphasise the seriousness of the problem and the significant steps that will need to be taken. We also provide a series of frameworks that may assist in considering the large number of suggestions that are likely to be given to the Committee.

TOR 1
To examine the causative factors likely to be driving increases in obesity and type 2 diabetes, including nutrition and physical activity.
The immediate biological causal factors for obesity and diabetes type II are well known and understood. What is less well understood is the way that factors other than the immediate biological ones interplay to cause and influence diseases. Attachment 1 gives an introduction to the current understanding of disease causation. 
1.1
Obesity and type II diabetes are environmental conditions
There is a small genetic component to obesity. However the dramatic change in obesity rates internationally (including in New Zealand)
 has occurred over too short a time frame to be able to be explained by genetic factors. 
The changes in obesity rates reflect and are one outcome of changes in the social, cultural, economic and business environments internationally and in New Zealand. For example, systems of food production, distribution and promotion have become globalised to an increasing extent, and international legal and trading frameworks which support food production and consumption have become increasingly influential in ways which do not always support public health outcomes. 

These changes affect the total environment in which we live. “Environment” in this submission is a short hand term for the multiple and interacting social, physical, cultural and economic forces which shape our communities. New Zealand research has contributed significantly to world understanding of the role environment plays in the development of obesity and diabetes. 
The Tokelau Island Migrant Study
 (concerning people who have migrated to New Zealand from the Tokelau Islands) clearly demonstrated the importance of environment for obesity. These studies followed families who migrated to western societies (and who sometimes returned back home again). In these studies there were dramatic negative changes in the migrants, compared with family members who remained at home. The migrants had not changed their genetic makeup. They had changed their environment and with that came obesity and related diseases, in particular type II diabetes, hypertension and heart disease. 
Without doubt, the most significant factor in obesity is the environment.
Type II diabetes is almost totally caused by obesity. The factors that cause obesity cause type II diabetes.

Type I diabetes is a different disease. It is an auto-immune disorder, and has a substantial genetic component. It is not caused by obesity, and indeed one of the first signs of type I diabetes is significant weight loss. 
1.2
What are the environmental factors that cause obesity and type II diabetes?

There are five main environmental factors that are causing the current epidemic of obesity and type II diabetes. 
The high cost of healthy food

Sadly, foods that are high in fat and sugar tend to be cheaper than healthier options
. 
Even more sadly, one in five families in New Zealand report that sometimes or often they cannot afford to buy sufficient food
.  This self-report of insufficient money to eat (or to eat well) is borne out by the assessments by Otago University on the cost of purchasing adequate, healthy food
.

Overall 20% of New Zealand households with school-age children reported that they can only sometimes afford to eat properly. When sub-sections of the population are examined the picture becomes even more alarming: 48% of Pacific families, 34% of Maori families, and 38% of the lowest SES quintile can only sometimes afford to eat properly, and 54%, 38% and 45% respectively sometimes or often run out of food because of lack of money.
Intensive marketing of energy-dense food products

There has been increased availability and marketing of processed and pre-prepared foods. However these foods do not match the trends in home-prepared meals of lower fat, sugar and salt.

Casual observation while travelling around New Zealand will tell you that energy-dense food is more readily available and more widely marketed in poorer parts of towns. This has been borne out by a range of studies
. 

A further social change has been the intense marketing (by advertising and other means) of energy-dense foods (including drinks), often aimed specifically at children. This includes:
· television advertising to children;
· intense brand advertising for and sponsorship concerning energy dense food;
· sale of energy-rich foods within schools;
· fundraising packages based on sale of energy-dense foods.
Globalisation of food production and marketing

Food companies are in business to make money from selling ever increasing quantities of ‘value-added’ products. Global and national food companies buy ingredients on spot-markets, and sugar and fats are cheap and plentiful. These become major ingredients in many different types of food products. Such products are then marketed under the banner of increased consumer choice, are associated with fun, famous people and cartoon characters, to the point where high-fat, high-sugar foods are “normal” in social situations.
Work-home imbalance - too much time at work 

One of the most significant social changes in recent decades has been increased labour force participation rates and increased hours spent in the labour force
 (and hence time not available for domestic food production and preparation).

New Zealand now has one of the highest number of hours spent in the labour force of countries that we like to compare ourselves with
. This dramatic social change has resulted in significant changes to family travel patterns and to food production and preparation. 
The impact of long hours at work and high labour force participation has the greatest impact on those in low paid, casual work.

Poor urban design and transport systems
There are significant health benefits of physical activity as part of walking and cycling.
  Poor urban design and transport systems means that many people in New Zealand are not encouraged to walk or cycle. The private motor vehicle is the most common machine that has reduced physical activity. Many of our cities and neighbourhoods are not designed for cars as the major transport system, and are hostile to people who walk or cycle. 
Few cities have “centres” that encourage social connection and mingling that involves more than a small amount of activity. Large numbers of families view streets as unsafe places for children to walk or bike.
1.3
Inequalities in the social and economic environment cause obesity and inequalities in health
Inequalities in the social, economic and physical environment are significant factors in obesity. The social changes that have stimulated development of obesogenic environments have become evident at a time when inequalities in New Zealand society have markedly increased.  

Maori and people in lower socioeconomic groups are exposed to greater environmental hazards and consequently have greater adverse health consequences.

The situation for many families, working long hours in low paying work, who are both time- and money- poor, is that unhealthy, energy-dense food is available and meets the hunger of families. It is clear that families in New Zealand are making rational short-term economic choices to eat obesogenic food. To improve health there needs to be significant changes to the resources that New Zealand families have and the incentives that they face.
TOR 2
To identify the effects of obesity and type 2 diabetes on the health of both children and adults and across ethnic and socio-economic groups and potential future costs. 

The effects of obesity and diabetes on death and disability directly and via other diseases are well documented, and Ministry of Health reports identify possible future costs
. Similarly, Ministry of Health publications clearly outline the effects of obesity and type 2 diabetes on different populations
. 
· 11,000 deaths in 1997 (40% of all deaths or 37% of years of life lost) may be attributed to unhealthy diets and inadequate exercise. This is 29 times higher than the road toll. 

· In 2003, those people in the most deprived fifth of the population were almost twice as likely to be obese as those in the most privileged fifth.
· Pacific children are more than five times as likely to be obese as NZ European and Other.
2.1
Why focus on inequalities?
In New Zealand, the key reasons to tackle inequalities are two values deeply embedded in the New Zealand ethos – we value children, and we want to see people get a fair go.
2.2
Valuing children

A consistent feature of the New Zealand ethos is to value children, and this has been reflected in many government processes. New Zealand has made the rights of children an obligation. The Government is obligated to preserve the rights of children to ensure their survival, protection and development as a signatory to the UN Convention of the Rights of the Child (UNCRC). In terms of UNCRC, children are valued and this value is reiterated in policy like the Child Health Strategy
.  In the Child Health Strategy the Ministry of Health interprets the UNCRC’s nine principles, stating in the first principle that the child’s needs are paramount —“the child’s needs come first —no one else’s”.
We need to carry through our concern for children into creating a world in which the environment – physical and social – allows them to grow up healthily. That means that we must ensure that all families can afford healthy food, rather than having one family in five that cannot. We must take the pressure from aggressive food marketing off children and their parents. And we must make physical activity, as a normal part of the day, an easy and safe option.
2.3
Getting a fair go

Another consistent feature of the New Zealander ethos is the expectation that every one should get “a fair go”. We control a wide range of activities that are exploitative, and we have put in place a range of obligations to enable everyone to participate equally in society.
According to local and international public health experts, tackling inequalities in health is necessary because
:
· inequalities are unjust;

· conditions that lead to marked inequalities affect all members of society;
· inequalities are avoidable; and 
· interventions to reduce health inequalities are effective. 

TOR 3
To inquire into the effectiveness, particularly for children, of current obesity prevention approaches and interventions including primary prevention and screening, information provision, education, physical activity and voluntary steps taken by the food industry. 

The short answer is that clearly, as obesity and diabetes type II rates are increasing, that the current prevention approaches are not sufficient, nor are they sufficiently effective! 
Because obesity is extremely resistant to treatment it is crucial to prevent obesity. The size of the problem is such that immediate and profound measures must be taken now to protect children (and consequently adults) from becoming overweight or obese.

Attachment 2 outlines some of the key approaches to prevention, and may assist the Committee to consider the relative merits of different proposals put to them.

3.1
Prevention can work

Properly planned and executed health promotion and disease prevention works.  Iodine-deficiency goitre, epidemic winter cot-death, and deaths of mothers in childbirth have all been virtually eliminated. The Ministry of Health reports “The 40% fall in preventable hospitalisations over the decade (1989 -1999) is a measure of the success of health promotion in reducing disease.”

3.2
Single interventions, campaigns and short term approaches don’t work
There is never a simple solution to a complex health problem. In particular, when factors outside the health sector (such as social and economic environments) are key factors in health problems then actions in the health sector alone cannot bring solutions. Involvement of many sectors of society is needed over a prolonged period. 
A single intervention (such as screening or information provision), or even a single set of interventions aimed at preventing obesity and type II diabetes is inevitably doomed to failure. A comprehensive long-term approach is essential. 
To date, the approaches to the obesity and diabetes type II epidemic have been piecemeal. The Healthy Eating Health Action strategy does not include significant changes to the obesogenic environment. Interventions supporting physical activity and nutrition do not have comprehensive evaluations planned. We can predict that these interventions alone will not be adequate, but without evaluation will not even be able to identify the impact that they are having.

Political and other leaders, irrespective of party affiliations, need to commit to implementing a planned approach for the health of the population over many years.
TOR 4
To inquire into whether additional interventions aimed at changing features of the environment that promote obesity are required. 

Additional interventions are needed to stem the epidemic. The following section outlines the key changes that the Public Health Association has identified as necessary.

The fundamental drivers of the obesity epidemic are environmental. Therefore the actions to control the epidemic must make large and significant changes to the social, economic and physical environment that promotes obesity, nationally and internationally.

4.1
Make health consequences explicit

The policies that have resulted in unhealthy transport and urban planning were developed without adequate thought for the effect that those policies would have on health. This must not continue. The 2005 World Health Organisation Bangkok Charter
 noted that an integrated policy approach within government and international organisations is essential if progress is to be made in addressing the determinants of health. This clearly underlines the importance of action in many sectors, not just within the health sector.

All levels of government should make the health consequences of policies, legislation and social changes explicit. The Ministerial Public Health Advisory Committee and the Ministry of Health have developed tools that can be used. 

4.2
Tackle inequalities
As many of the drivers of the obesogenic environment are to be found in the unaffordable cost of healthy food it is important that social inequality in affordability be addressed.
4.3
Make healthy food affordable for all families

This is a crucial factor and must be fully and adequately addressed.
4.4
Give high visibility to healthy food
We need to change the balance of visibility of healthy food vs. energy dense products. Incentives and strategies to achieve this are necessary. 

This needs to cover the full life cycle, and must start with New Zealand adequately supporting breastfeeding, including fully adopting the WHO Code on marketing of breast milk substitutes.
4.5
Use legislation and other incentives to support healthy choices
Legislation and other incentive mechanisms such as taxation will inevitably be needed to support healthy choices. The size of the obesity epidemic is such that voluntary measures are likely to be too little, too late.
Implementation of the Public Health Bill that the Ministry of Health has been drafting may be adequate to support healthy choices, and this should be considered closely by the Committee.
4.6
Implement the transport and urban design policies
New Zealand has recently adopted a laudable transport strategy and urban design protocol. Full and rapid implementation of these policies is needed to support healthy physical activity.
4.7
Promote health through foreign policy and international agreements

The World Health Organisation
 warns that strong intergovernmental agreements that increase health are needed. Effective mechanisms for global governance for health are required to address all the harmful effects of:

· trade;
· products;
· services; and

· marketing strategies.
New Zealand has been a leader for health in relation to tobacco control. We can continue this position of leadership in relation to obesogenic activities. As part of this, New Zealand also needs to address the health impacts of our own foreign trade policies that allow New Zealand based companies to export ill health.

A copy of the full statement is attached as Attachment 3.
4.8
Active support for those already affected
Environment change is essential to prevent people from developing obesity. However those who are already on the path or who have already developed obesity need intensive support to prevent and control the complications of diabetes type II.
Attachment
1 


Models of causative factors in disease
The discovery of hormones and enzymes, microbes and DNA in the nineteenth and twentieth century focussed intense interest in the physical and biological determinants of disease. However by the latter half of the twentieth century it was clear that individuals with the same biology could have very different disease and death patterns.

Early models (such as the La Londe Health Fields model), looking to go beyond physical and biological causation, invoked lifestyle as an additional causative factor. Later developments from medical sociologists borrowed concepts from psychology such as “self efficacy” to explain different life styles.

By the late twentieth century it had become clear that adding the psychology of the individual to biology and the physical environment was insufficient to explain the very different disease and death patterns of different communities. Wider social, economic, cultural and environmental factors need to be taken into account. The following diagram reflects the current understanding of causative factors in health and disease
.
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We can use models such as this to help understand disease causation and to build approaches that support better health. The Ministerial National Health Committee has adopted this type of model
 to identify ways to improve health and reduce health disparities.

In 2005, the World Health Organisation identified that critical factors that now influence health include:
· increasing inequalities within and between countries;
· new patterns of consumption and communication;
· commercialisation;
· global environmental change; and 

· urbanisation.

Attachment
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Health promotion and prevention of disease
This attachment offers an introduction to some ways of grouping actions that promote health and prevent disease.
(a)
What are effective techniques of health promotion and disease prevention?

Regulation and taxation

Regulation (including taxation) and public funding of specific services has been effective across the past years in providing clean air and water, and safe roads. In more recent times, we have seen the different effects of different types of regulation of tobacco and alcohol use. Regulation has made the one a lesser hazard to health, and has made the other a greater hazard to health.

Community development

Intact communities with good communication and good understanding of factors that affect their health are better placed to take control over and improve their health.
Knowledgeable and skilled people

Enhancing the knowledge and skills of individuals and families (about health and other factors) can make some differences to help people to make healthier choices. 
Education and information provision are components of enhancing skills, and are usually ineffective on their own.
Appropriate health services

Health and community services directed towards getting people healthy and keeping them healthy (rather than just waiting to bandage up the negative consequences) can be very effective in enabling people to change their behaviour.  Screening programmes (if there are effective interventions that can measurably improve the situation
) are an example of appropriate health services. Screening for diabetes type II is effective (as treatment can prevent high blood sugars from causing severe disease of blood vessels). Screening for obesity is not effective - obesity is extremely difficult to treat.
(b)
At what point in the disease development do we take preventive action?

There are four points in the history of a disease at which we can direct preventive actions
:

Primordial prevention is preventing the pre-conditions for disease. Ensuring that healthy food is affordable is an example of primordial prevention of diabetes.

Primary prevention is preventing the disease from occurring. Maintaining normal body weight is an example of the primary prevention of diabetes type II.
Secondary prevention is identifying the disease early so that we can prevent the disease from causing impairment or disability. Regularly checking weight and height and intensively supporting people who are slightly overweight to regain normal weight (rather than progressing to obesity) is an example of secondary prevention.
Tertiary prevention is preventing recurrence of the disease and/or preventing the development of complications. Treatment of diabetes type II by blood monitoring or drugs to prevent blindness or leg amputation is an example of tertiary prevention. 
A major concern about tertiary prevention (medical treatment) is that a large number of people with diabetes are under-diagnosed and under-treated. Perhaps half of the people in New Zealand with diabetes do not know that they have it
, and the Ministry of Health has no expectation that even those who have diagnosed diabetes will be monitored and treated
. 
Attachment
3 
Bangkok Charter
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