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Terms of Reference

The Committee will inquire into and report on the increasing prevalence of obesity in the
Australian population, focusing on future implications for Australia’s health system.

The Committee will recommend what governments, industry, individuals and the broader
community can do {o prevent and manage the obesity epidemic in children, youth and
adults.

The Australia and New Zealand Obesity Society

The Australian and New Zealand Obesity Society (ANZOS) is a scientific organisation
composed of obesity researchers, medical practitioners, dietitians, psychologists,
scientists and other health care and educational professionals interested in improving
our understanding of the problem and the prevention and management of obesity in
Australasia. The Society has some 550 members throughout Australia and New
Zealand and is the only national organization with a sole focus on obesity in Australia.

The Obesity Society is a full member of the International Association for the Study of
Obesity (IASO), which gives a combined representation to over 11000 professionals in
50 national obesity associations throughout the world.



Summary of Response

The Obesity Society welcomes the Standing Committee on Health and Ageing “Enquiry into
Obesity” and believes that the terms of reference indicate an acceptance of the seriousness
of this public health problem and the need for urgent action.

Obesity has become one of the major (if not the major) public health problems in Australia
and the rates of overweight and obesity have risen at alarming rates throughout the whole
community. There are some disparities in the burden of obesity with those who are, socially
disadvantaged, isolated, indigenous Australians or from certain ethnic groups experiencing
higher levels of obesity.

Our members deal with the negative social, financial and health consequences of the
growing problem of obesity every day and are convinced that unless a concerted effort is
made to address this problem now then our health system risk being swamped with dealing
with the resultant ill health and our social and economic well being will be threatened.

The Obesity Society feels that it is important to establish a system for regular and ongoing
monitoring and surveillance of nutrition, physical activity, weight status and weight related
health outcomes in Australia. However we do not believe there is benefit in investing
significant time and resources focussing on determining every detail of the epidemiology of
obesity and its likely health impact. These resources are better directed at finding solutions.

The Obesity Society believes that a well funded and coordinated program of action to
address obesity and related chronic disease in Austrafia must include:
1. the provision of cost-effective primary and specialised care services to those
Australians who are already dealing with the health consequences of a weight
problem;

2. the up-skilling of the existing health workforce and the education of new
professionals with the competencies necessary to effectively treat people with weight
problems;

3. support for the implementation and evaluation of promising community-based
programs aimed at preventing weight gain;

4. A commitment to structural (environmental. fiscal and regulatory) change that
supports rather than inhibits the necessary changes in dietary and physical activity
behaviours required to bring the population back into energy balance and prevent
weight gain.

5. support for a targeted program of research and regular monitoring and surveillance
to better understand the key drivers of the obesity problem and the identification and
evaluation of more effective prevention and management approaches;

The obesity society believes that addressing the problem of obesity will require a whole of
community approach with the involvement of all sectors of society. However any response
needs clear and strong leadership from government.

Most of the above elements have been raised in a number of elegantly structured strategy
documents prepared for governments of all jurisdictions in Australia. However, they have not
been addressed as a total package in one coherent strategy and there has not been a firm
commitment from governments and other agencies to funding the effective implementation
and sustainability of individual components.



The increasing prevalence of obesity in the Australian population, focusing
on future implications for Australia’s health system.

What is obesity and how is it measured?

There is no simple way to accurately define obesity in an individual and the condition we
term obesity (like cancer) can have many different causes and manifestations in different
individuals. However, at the physiological level, obesity is usually characterised by the
‘abnormal or excessive accumulation of fat in adipose tissue to the extent that health
may be impaired’. More recently it has also been discovered that many of the
consequences of obesity are a result of “ectopic” fat deposition in tissues that do not
usually store fat. However, it is difficult to measure body fat directly and so surrogate
measures such as the Body Mass Index (BMI) are commonly used to indicate
overweight and obesity in adults. Additional tools are available for identification of
individuals with increased health risks due to ‘central’ fat distribution, and for the more
detailed characterisation of excess fat in special clinical situations and research.

Measuring general obesity

The Body Mass Index (BMI) provides the most useful and practical population-level
indicator of overweight and obesity in adults. It is calculated by dividing body-weight in
kilograms by height in metres squared (BMI = kg/m2). Both height and weight are
routinely collected in clinical and population health surveys.

In the new graded classification system developed by the World Health Organization
(WHO), a BMI of 30kg/m2 or above denotes obesity (Table 1). There is a high likelihood
that individuals with a BMI at or above this level will have excessive body fat. However,
the health risks associated with overweight and obesity appear to rise progressively with
increasing BMI from a value below 25 kg/m2, and it has been demonstrated that there
are benefits to having a measurement nearer 20-22 kg/m2, at least within industrialised
countries. To highlight the health risks that can exist at BMI values below the level of
obesity, and to raise awareness of the need to prevent further weight gain beyond this
level, the first category of overweight included in the new WHO classification system is
termed ‘pre-obese’ or overweight (BMI 25-29.9 kg/m2).

Table 1.
Classification of overweight and obesity in adults according to BMI
Classification BMI (kg/m?)
Underweight <18.5
Normal range 18.5-249
Overweight >25
Pre-obese 250 -29.9
Obese class I 30.0-34.9
Obese class 11 35-39.9
Obese class 111 > 40

Source: WHO, 2000

Caution is required when interpreting BMI measurements in certain individuals and
ethnic groups. The relationship between BMI and body fat content varies according to
body build and body proportion, and a given BMI may not correspond to the same



degree of fatness across all populations. Within Australia it has been shown that those of
Asian or Aboriginal descent have a higher body fat mass than Caucasians and those of
Pacific Island descent have lower levels of fat at the same BMI.

Although BMI has a number of limitations, particularly at an individual level, it remains a
useful tool for measuring weight status by health professionals and researchers. It does
require some calculation but height and weight are easily measured accurately using
readily available equipment. However, it is less useful as an education tool for the
community and this is why weight change is the recommended focus of any community-
based obesity prevention programs. This is discussed later.

Measuring central obesity

For a comprehensive estimate of weight-related health risk it is also desirable to assess
the extent of intra-abdominal or ‘central’ fat accumulation. This can be done by simple
and convenient measures such as the waist circumference or waist-hip ratio. Changes in
these measures tend to reflect changes in risk factors for cardiovascular disease and
other forms of chronic iliness. Some experts believe that a health risk classification
based on waist circumference alone is more suitable as a health promotion tool than
either BMI or waist:hip ratio, alone or in combination (Seidell, 1998). Recent work from
the Netherlands has indicated that a waist circumference greater than 102 cm in men,
and greater than 88 cm in women, is associated with a substantially increased risk of
obesity-related metabolic complications (Table 2). The level of health risk associated
with a particular waist circumference or waist-hip ratio may vary across populations.

Table 2.
Sex-specific waist circumference measurements for identification of individuals at
increased health risk due to intra-abdominal fat accumulation

Risk of metabolic Waist circumference (cm)
complications Men Women
Alerting Zone Increased 94 80
Action Zone Substantially increased 102 88

Adapted from WHO, 1998

Similar concerns have been raised about the applicability of these waist cut- points to
different non- Caucasian ethnic groups within Australia. This is an area that is subject to
research by members of the Obesity Society but one that warrants much more attention.

Defining Obesity in Children.

This has been a vexed area with many different ways of reporting overweight and
obesity and so it has been difficult to both know true obesity rates and to be able to
make comparisons over time. Many older reports have made use of growth charts, such
as the international reference population developed by the US National Centre for Health
Statistics. More recently BMI-for-age reference charts have been developed and used
and in 2000 Cole et al. (2000) published an “international standard” BMI for age chart.

Its is now the most commonly used standard to define childhood weight status in
Australian epidemiological studies and enables meaningful comparisons to be made.



Prevalence of Obesity In Australia

It is perplexing that in a country as well resourced as Australia that has such well
developed data collection systems and agencies that we do not collect data on dietary
intake, physical activity and measured weight status on a regular basis. Our last national
nutrition survey was in 1995 and the last time weight and height were measured on a
national sample of Australians was in 2000. This compares extremely poorly with the
data collection systems of our less economically advanced Asian neighbours such as the
Philippines and Thailand who have had a regular national survey of these factors for
many years now.

Despite the weakness of our national data collection systems, there is sufficient
information from a variety of sources to indicate that the problem of overweight and
obesity is serious and worsening rapidly with time. A number of agencies have
produced excellent analyses of the weight status of Australia and its social, health and
economic costs. It is not our intention to repeat these here but rather to summarise
many of the findings. The committee should also refer to the excellent series on the
epidemiology of obesity produced by the Australian Institute of Health and Welfare.

The key issues from these analyses include:

e The 1999/2000 AUSDiab study indicated that 19.1 % of men and 20.1% of women
are now obese (Dunstan et al, 2000). In addition, over half of all adult females and
60% of all adult males are now classified as overweight.

e The level of overweight and obesity tends to be higher in more remote areas and
lower in the more affluent metropolitan areas. It is also more common among
people born in Southern Europe and the Middle East, socially disadvantage women
and indigenous peoples.

e Surveys of Australian schoolchildren indicated that around 25% are overweight or
obese. .

o The level of overweight and obesity is rising rapidly. Adult obesity rates rose from
7.2% in men in 1980 to 17.1% in 2000. For women the rise has been even greater,
moving from 7.0% obesity rates in 1980 to 18.9% in 2000 (see table 3). The
greatest rate of weight gain occurred in young adults (Aliman-Faranelli et al, 2007).

e In children the rates of overweight have doubled and the level of obesity tripled in
the last 15 years.

e Over half of all Australian adults could be classified as abdominal overweight or
obesity. Although young women had lower rates of abdominal overweight, by the
age of 45 years women had reach a rate equivalent to males. The highest rates of
abdominal overweight were found in post-menopausal women (see table 4)

Table 1. Trends in age-standardised prevalence (%) of obesity, 1980-2000

Gender 1980 1989 1995 2000
Males 7.2 9.3 17.6 17.1
Females 7.0 11.1 16.1 18.9

Source: AusDiab Study report, 2001




Table 2 Age specific prevalence (%) of abdominal overweight as defined by excess
waist circumference.

25-34 35-44 45-54 55-64 65-74 75+ total
Males 40.1 51.3 58.3 66.6 71.2 64.8 55.2
Females 36.6 46.9 59.1 72.7 79.7 67.5 56.5
Persons 38.4 49.1 587 69.6 75.9 66.3 55.9

Waist circumference males>94cm; females >80cm
Source: AusDiab Study Report, 2001
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Figure 1. Age related prevalence of obesity in Australia. Three surveys are shown 1980
(squares), 1989 (diamonds), 2000 (circle). Obesity is more prevalent in older age
groups in both genders and there has been an increase in prevalence particularly during
the ‘90s.

COSTS OF OBESITY

Health costs

Obesity is a health and well-being issue and not a cosmetic concern. There is now a
wealth of evidence to show that the relationship between excess weight and risk of ill
health is strong and consistent and begins at relatively low levels of BMI. Numerous
health consequences of obesity have now been identified, ranging from an increased
risk of premature death, the development of serious chronic conditions such as diabetes,
hypertension, cardiovascular disease (CVD) and certain cancers as well as several non-







