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Executive Summary

Recommendations for adequate physical activity and appropriate dietary intake to prevent and
combat obesity in Australians are well-developed. However, while many individuals are aware
of these recommendations for a better diet and increased physical activity, a large number fail
to integrate these recommendations into their lives for any extended period, if at all. Simply
put, while many people know what they ‘should do’ for better health, they do not do it, and
simply providing Australians with more information on what they should be doing to improve
their health, without the help to implement these behaviours, will not result in effective
behaviour change.

Health psychology is a burgeoning discipline within mainstream psychology that offers
significant evidence-based practices for the “how to” of getting individuals to change their
health behaviour for the purposes of well-being, iliness prevention and chronic disease
management. Health Psychologists, are a necessary part of the primary health care team
working in the prevention of obesity and obesity-related illness in that they provide unique
expertise in understanding how to motivate individuals to undertake and maintain long term
behaviour change.

Research evidence is positive for the use of psychological interventions such as Cognitive
Behaviour Therapy, Motivational Interviewing and Heath Coaching in facilitating weight loss
through increased adherence to health behaviour change recommendations. The research
evidence indicates that standard interventions for obesity are far more effective when
specialised psychological and behavioural interventions are delivered in combination with more
traditional educational, diet and exercise focused approaches. Using a stepped-care approach
where more intensive one-on-one psychological interventions are conducted with those who
fail to respond to less intensive interventions may be the most cost-effective approach to
tackling obesity.

Health behaviour psychologists need to be included in the development and delivery of
interventions aimed at reducing the prevalence of obesity and overweight in Australia. Failure
to do so ignores the importance of psychological factors integral in the development and
maintenance of obesity in Australians across the lifespan, and ignores the issue of adherence to
lifestyle change that should be a primary focus in any health behaviour change strategy. Specific
recommendations for the inclusion of health psychology models and health behaviour
psychologists in a national strategy to combat obesity are outlined at the end of this
submission.



Obesity in Australia

Obesity is generally defined as having a Body Mass Index (BMI; weight (kg)/height?(m)) of 30 or
greater, and overweight as having a BMI of greater than or equal to 25 and less than 30 (World
Health Organisation; WHO, 2000). Using these criteria, in 2004-05, over half (50.6%) of
Australian adults (18 years and over) were either overweight or obese, with the obese adult
population at 16.4% at that time (Australian Institute of Health and Welfare; AIHW, 2006).
However, the obesity problem in Australia is not confined to adults. In 1995, it was estimated
that 19.5% of Australian boys and 21.1% of Australian girls were overweight or obese
(Margarey, Daniels & Boulton, 2001). The continuing rise of the body weight of Australians, and
indeed the global population, has been attributed largely to an increase in the consumption of
energy dense foods (Department of Human Services Victoria, 2006; WHO) and a decline in daily
physical activity (Australian Bureau of Statistics; ABS, 2005).

The Burden of Disease: Impacts of Obesity

Economic. Forthe year 2005, a report for Diabetes Australia estimated that the financial cost of
obesity alone (excluding overweight) in Australia was $21 billion (Access Economics, 2006). This
total includes the costs of lost productivity, costs to the health system, carer costs, loss from
foregone tax revenue, welfare payments, other government payments, loss of wellbeing and
indirect costs. This staggering cost will increase from the growing obesity trend in both children
and adults.

Mortality. The flow-on effects of an overweight nation are ubiquitous. Overweight and obesity
and associated diet and physical inactivity act as major contributing factors to an array of other
chronic, preventable, non-communicable or ‘lifestyle’ diseases and early deaths. In 2006, 18 of
the 20 leading causes of death in Australia were non-communicable diseases including
cardiovascular diseases and cancers (ABS, 2006). As stated by the World Health Organisation
(2004) overweight and obesity, along with high blood pressure, high cholesterol, poor fruit and
vegetable intake, and physical inactivity are among the most important risk factors for non-
communicable disease, and high blood pressure and high cholesterol in turn are each closely
related to physical inactivity and diet (p.2).

Morbidity. In addition to the contribution of lifestyle diseases to shortened life expectancy,
there is also the contribution of obesity and overweight to loss of ‘healthy life’ expectancy or
the ‘non-fatal’ burden of disease (AIHW, 2003). The AIHW reported in the Burden of Disease
and Injury in Australia 2003 (Begg et al., 2007) that Type 2 Diabetes, for which obesity and
overweight is a primary contributing factor, was the second leading cause of non-fatal burden
of disease in both Australian men (8.5%) and women (7.2%). High body mass was shown to be
the third most powerful risk factor for all causes of non-fatal burden, due to its contribution to



the development of cancers, cardiovascular disease and type 2 Diabetes, the former two of
which were the leading causes of non-fatal burden in Australians aged 45 to 65 years and 75
years and over.

Psychosocial: In addition to the contribution of overweight and obesity to reduced physical
health, being overweight also has a number of effects on the psychological and social
functioning of the individual. Psychosocial effects on children and adolescents who are obese
have been demonstrated, and obese children and adolescents are subject to negative
stereotyping and stigmatisation from their peers (Lobstein, Baur & Uauy, 2004).
Notwithstanding the effects of chronic disease which can which dramatically effect quality of
life, overweight women have been found to be ‘less pleased with life’ when compared to
normal weight women (AIHW, 2001), and some relationships between obesity and depression
and anxiety have been reported (Scott et al., 2008).

Australia is not alone in its need to improve the health behaviours of its population. In 2004
the WHO launched a Global Strategy on diet, physical activity and health in response to the
‘growing burden of noncommunicable diseases’ occurring primarily in developed nations of the
world. According to the WHO, in 2001 noncommunicable diseases accounted for 60% of the 56
million deaths worldwide, and 47% of the global burden of disease. This global approach to
reducing the effects of lifestyle diseases proposes the opportunity for international learnings
and collaborations on what is now a global issue.

Contributors to and interventions for overweight and obesity

That weight gain is largely the result of energy imbalance, where energy intake outweighs
energy expenditure over a sustained period of time, is well documented. Largely, the increasing
weight of Australians and indeed populations of all developed countries results from an
increasing consumption of energy-dense food coupled with a reduction in physical activity
(WHO, 2004). The former results from increased exposure and access to an ever-increasing
variety of processed foods, and the latter to a decreasing need for physical movement as work,
education, transport and leisure activities become increasingly sedentary.

Clear guidelines on the dietary (National Health and Medical Research Council, 2003) and
physical activity (Australian Government Department of Health and Ageing, 2007) needs for
Australians have been developed, and while campaigns aimed at educating the population on
the content of these guidelines is often successful in increasing awareness, this increased
awareness most frequently does not result in sustained behaviour change. Therefore, the
difficulty in designing a successful strategy for reducing obesity lies not in the communication of
messages promoting behaviour change, but rather in translating this knowledge into action,

and the long-term maintenance of that change. Translating knowledge and intention into



behaviour change, for many people, requires specific psychological and/or behavioural
intervention. A 2003 report by the WHO concluded;

the importance of psychological and behavioural interventions has been stressed as a
result of the growing recognition that knowledge alone is insufficient to produce
significant changes in behaviour {p.79)

This statement underpins the notion that individuals with weight problems need not only to be
educated in what they should be doing, but also need intervention aimed at reducing
psychological and behavioural barriers to long term health behaviour change. Both aspects are
vital for positive outcomes.

Whether health care provider advice or information is translated into action can be referred to
as adherence. Adherence is defined as:

the extent to which a persons’ behaviour — taking medication, following a diet, and/or
executing lifestyle changes, corresponds with agreed recommendations from a health
care provider (WHO, p.3).

Research into people with chronic disease (such as Type 2 Diabetes) shows that adherence to
medical regimens for self-management in developed countries is exceedingly poor at
approximately 50%. A similar lack of adherence to dietary and exercise guidelines in Australia is
apparent in our increasing body mass. Research into adherence in patients with chronic
conditions led one authour to conclude (Haynes, 2001) and the WHO to concur (2003, p.23)
that:

increasing the effectiveness of adherence interventions may have far greater impact on
the health of the population than any improvement in specific medical treatments.

That is, while the medical knowledge and interventions available to prevent and treat many
chronic conditions are effective, they can only be effective if carried out or adhered to.
Therefore it is necessary for a paradigm shift to occur towards the issue of adherence if there is
to be hope of success in producing population behaviour change. While the need for increased
focus on adherence has been expounded, according to the WHO (p.11):

Adherence problems have generally been overlooked by health stakeholders, and as a
result have received little direct, systematic, intervention.

Australia now has the opportunity to become world leaders through unique public health
interventions based on the notion of addressing adherence.



Health Behaviour Change Interventions

The WHO (2003) outlines a five-dimensional model of factors affecting adherence to health-
related recommendations. The five dimensions are:

1. Social and economic factors (e.g. socioeconomic factors, race, age)

2. Health team and system related factors (e.g. reimbursement opportunities, medication
distribution systems, health care provider knowledge and training)

3. Condition-related factors (e.g. symptom severity, level of disability, effective treatment
availability, rate of progression)

4. Therapy-related factors (e.g. complexity of medical regimen, duration of treatment,
side-effects, immediacy of treatment benefit)

5. Patient-related factors (e.g. psychosocial stress, anxieties about adverse effects, low
motivation, hopelessness and negative feelings, frustration with health-care providers).

Given the contribution of each of these factors to adherence it is crucial that interventions
aimed to increase adherence are multi-factorial and interdisciplinary in nature. The fifth
dimension of patient-related factors affecting adherence, however, sits firmly within the realm
of Health Psychology and the expertise of health behaviour psychologists.

Health Psychology and Health-Behaviour Change

Health psychology and those professionals trained in it have the potential to make significant
and unique contributions to the development and implementation of a national strategy for the
reduction of obesity in Australia. Health psychology is the study of the effects of psychological
factors on health and illness (Australian Psychological Society, 2008). Those professionals with
accredited training in health psychology, particularly health behaviour psychologists, specialise
in the development and delivery of health promotion activities aimed at prevention of physical
disease, and/or ‘clinical health psychology’ which aims at developing and delivering customised
interventions with individuals or groups at risk, or currently suffering from a physical (usually
chronic) illness. In particular, health psychology focuses on the prevention of chronic disease,
facilitating adherence to health-focused interventions through health behaviour change, and
facilitating emotional adjustment to living with chronic disease.

The complex role of psychological factors in making sustained behaviour change was captured
by Baban and Craciun (2007) who stated that health professionals can increase behaviour
change if they ensure that patients are:

exposed to correct information about risk behaviours; develop a positive intention to
perform a health behaviour: identify social and personal barriers to performing that






