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Submission to the House of Representatives Standing Committee on

Health and Ageing inquiry into Obesity in Australia

"The physical environment affects the way we eat, live and play. Over the last
twenty-five years contemporary lifestyles have changed dramatically, impacting on
what we eat and how much we move. Commentators have described the
environment as 'obesogenic' - it encourages the over consumption of food and
makes it easier for people to be sedentary, rather than physically active. These
changes have been driven by technological advancements, urbanisation and the rise
of the car dependent society. The way we design our cities and organise our lives
impacts on our health behaviours in many subtle, varied and complex ways. People
are more likely to make healthy behaviour choices when these choices are easily
available to them; and thus environments that support or discourage health
behaviours critically influence health. "'

As suggested by the above quotation, this submission will take a broad, whole-of-government
and whole-of-community view of the ways the obesity epidemic can be prevented and
managed in rural and remote parts of Australia.

Introduction

The National Rural Health Alliance is the peak non-government body concerned with rural
and remote health issues in Australia. It comprises 28 Member Bodies, each a national body
in its own right, representing health professionals, service providers, consumers, educators
and researchers. (A list of Alliance Members is at Attachment 1.)

The National Rural Health Alliance's vision is equal health for all Australians by 2020.

The health status of rural and remote Australians is substantially lower than that of people
who live in metropolitan areas. Overall, the health of Australians deteriorates with increasing
remoteness, and at the same time their exposure to health risk factors becomes greater.2 On
average, rural and remote (hereinafter 'rural') Australians are older and experience a higher
incidence of disability. They are also poorer than their metropolitan cousins and are
confronted by higher levels of health risk factors including poor nutrition, physical inactivity,
obesity, smoking, harmful levels of alcohol consumption and high blood pressure.

Health services in rural areas are framed differently from those in cities. Therefore, whatever
strategies are proposed to prevent and manage obesity, the implications for rural areas must be
considered. Where there is a need for staff on the ground, account must be taken of smaller
population groups, smaller workforce numbers, fewer facilities, and transport, distance and
other access barriers. For the management and prevention of obesity, as with other health
endeavours in rural areas, funds and services need to be provided and apportioned in a way
that will ensure equity and sustainability for consumers and health professionals across all
geographic locations. This will require collaborative planning and the maintenance of good
relationships between governments, consumers and health services.

1 NSW Centre for Overweight and Obesity, Creating Healthy Environments (2005), available at
www.coo.health.usyd.edu.au/pdf/2005 creating healthy environnients.pdf

2 AIHW (2005), Rural, regional and remote health - indicators of health, Canberra, May 2005; cat. no. PHE 59.



Prevalence, health impacts and costs of obesity in Australia

The AIHW's Indicators of health status and determinants of health, released in March 2008,
shows that people living in regional and remote areas are significantly more likely to be
overweight or obese than those in major cities. This finding is consistent with inter-regional
patterns reported in previous surveys. It is concerning to note that the prevalence of obesity
has increased over time in all areas.3 This growing epidemic of obesity may well contribute
to greater ill-health and reduced life expectancy in coming generations compared with
today's. Obesity therefore presents significant challenges for Australia's economy and its
health system; and given that the situation is worse in rural and remote areas, it is critical to
target them specifically.

Epidemiological studies provide good evidence that obese people face higher risks of
suffering from diabetes, cardiovascular disease, osteoarthritis and some cancers. Mental
health problems, poor self esteem and lack of confidence can also spring from being
overweight.

In 2006 Julia Gillard confirmed that 90 per cent of type 2 diabetes, more than 50 per cent of
cardiovascular disease and 50 per cent of cancers are preventable.4 In 2007, Nicola Roxon
observed that three million Australians are obese and that this figure is projected to rise to
over seven million — almost 30 per cent of the population - by 2025.5

The recent National Prevention Summit asserted that more than $50 billion is spent annually
on coping with mainly preventable ill health, such as depression, heart disease, cancer and
diabetes.6

Access Economics has estimated that the financial cost of obesity in 2005 was $3.7 billion.
Of this, productivity costs were estimated at $1.7 billion (45 per cent), health system costs
$873 million (23 per cent) and carer costs $804 million (21 per cent). The deadweight loss
from transfers (taxation revenue foregone, welfare and other Government payments) was
$358 million (10 per cent) and other indirect costs were $40 million (1 per cent).
Furthermore, the net cost of lowered wellbeing was dramatically valued at a further $17.2
billion, bringing the total cost of obesity in Australia in 2005 to $21 billion.7

Another impact of obesity seen in county areas is overweight residents having to travel away
to receive medical attention because they are considered high risk for procedures closer to
home. For the same reason, rural women who are obese are often required to deliver their
babies in major centres rather than closer to home.

Factors affecting obesity in rural Australia

Knowledge, habit, level of formal education, level of access to fresh and appealing foods,
ready availability of affordable processed foods and soft drinks, shortage of dieticians and
other health professionals, insufficient resourcing for maternal and child health, and lack of

3 AIHW, Indicators of health status and determinants of health, March 2008
4 LaboreHerald, 9 March 2006.
5 Speech to Australasian Society for the Study of Obesity 2007 Annual Scientific Meeting, September 2007.
6 National Prevention Summit, co-hosted by the Australian Institute of Health Policy Studies and VicHealth,

East Melbourne, 9 April 2008.
7 Access Economics, The economic costs of obesity, 2006.



funding and workforce for exercise and other health promotion activities are all contributing
factors to obesity in rural Australia.

Some well known programs which promote healthy eating, shopping and lifestyle skills can't
even be started in towns with small populations, and some towns have not been able to sustain
reputable weight loss programs because of not having sufficient numbers attending their
programs.

Exercise and fitness

People living in rural areas are more likely to report sedentary levels of activity than their
counterparts living in major cities. The differences are particularly marked for men aged 25-
64 years. While the pattern of variations between regions was similar to that reported
previously (1995 and 2001), the differences between major cities and regional/remote areas
were more pronounced in 2004-05, showing that the situation is deteriorating in rural and
remote areas.3

There are very few gyms in rural areas and, with the decline in populations, sporting facilities
and teams are no longer in existence in many small towns. The distances to travel and the
cost of fuel are disincentives to people participating in sport in larger centres. Sometimes it is
a matter of attitude and self belief. Some in rural areas believe their physically demanding
work is all the exercise they need.

Smaller Councils lack the financial capacity to maintain facilities and /or equipment or to
develop new exercise programs to attract citizens to exercise. Fewer children walk to school
or the shops for reasons of security and personal safety.

Food and nutrition

Compared with people living in major cities, people living in regional and remote Australia
are significantly less likely to consume low fat or skim milk and the recommended two serves
of fruit per day. This trend is worst in rural males aged 15-44 years.3

Healthy eating is dependent on the availability of good quality, fresh, affordable food and the
capacity to store fresh food successfully. Some towns have deliveries of fresh fruit, vegetables
and milk less than three times a week. One of the key findings in a 2006 state-wide survey in
Queensland was that the cost of nutritious food in the two years from 2004 had increased
significantly throughout the State in all areas except major cities.

Dieticians are in such short supply in rural areas that obese people are often given low priority
on their waiting lists. As with other health professionals, dieticians have such heavy
caseloads that there is little time for attention to health promotion to a wider audience. A
reported low success rate is another factor which may impact on the way in which dieticians
prioritise caseload. Many dieticians are employed at one rural site, but they are required to
travel great distances to outreach to other communities. This results in a lot of unproductive
time (and staff burnout). These observations illustrate the impact of workforce shortages on
the health of people for which the price will be paid later when the person requires treatment
for resulting illness. Health workers should be provided with support and mentoring, and
upskilling in program planning and nutrition.



Social, economic and environmental factors

Apart from the obvious contributions of over-eating and under-exercising, there is a range of
more subtle factors - social, economic and environmental - that feed the obesity epidemic.
For example, it has been noted that:
« every extra hour in a car boosts obesity by 6 per cent;
» suburbs without jobs, schools or recreational facilities promote car use;
« friendly, open stairs promote stair climbing (as compared with obvious lifts and hidden

stairs);
• curvy, blocked-off streets in poorly designed suburbs discourage walking;
• the bigger the portion sizes, the more you eat and drink;
• safe, attractive parks promote healthy activity;
• easy access to fast food promotes a fatty diet;
» accessible public transport encourages walking; and
• advertisements promoting high-fat, high-sugar foods target kids.8

A priority focus on Indigenous health

No health and wellbeing issue in Australia is worse or more urgent than the impoverishment
and appalling health status of Indigenous people. Most indicators for poor health are worse
for Indigenous Australians.

Indigenous females are 1.4 times as likely to be overweight or obese as the general population
of females in major cities. Indigenous Australians are 1.6 times more likely than non-
Indigenous Australians to report low levels of physical activity. For Indigenous females, the
highest rates of sedentary behaviour are seen in outer regional areas (1.8 times the rates
observed in the general population in major cities).3

Indigenous Australians are significantly less likely to consume low fat or skim milk, two
serves of fruit and four or more serves of vegetables per day, although on one indicator -
consumption of four or more serves of vegetables per day - Indigenous Australians in
regional areas fared better than their Indigenous city counterparts.3

Indigenous Australians are significantly more likely to report food insecurity than the general
population in major cities, and market basket surveys have consistently shown that the
average price of food is more expensive in remote areas than the capital cities.

The most recent findings from the Australian Bureau of Statistics show that as a single risk
factor, high body mass was the second leading cause of the burden of illness and injury
among Indigenous Australians in 2003, accounting for 11 per cent of the total burden of
disease and 13 per cent of all deaths.9

In 2004-05, 57 per cent of Indigenous people aged 15 years and over were overweight or
obese. Between 1995 and 2004-05, rates of overweight/obesity among Indigenous people
aged 15 years and over in non-remote areas increased from 48 per cent to 56 per cent.9

For most people living in remote Indigenous communities, the community store is the major
source of food. Northern Territory market basket surveys estimate that families in remote
locations would have to spend 35 per cent of their household income to buy basic healthy

8 Issues volume 81, December 2007, http://issues.control.com.au/
9 Australian Bureau of Statistics, 4704.0 - The Health and Welfare of Australia's Aboriginal and Torres Strait

Islander Peoples, 2008, released 29/04/2008.



food. By contrast the average Australian household spends about 18 per cent of weekly
expenditure (not income) on food.10

With the increasing cost of fuel, the food basket cost will also increase due to higher transport
and production costs. As well as cost, choice and quality of food issues, Indigenous people
also face major difficulties in both storing and preparing food.

Preventing and managing the obesity epidemic

Measures to prevent and manage the obesity epidemic will need to embrace public health
initiatives and involve a whole-of-population approach. Health promotion will need to be for
the long term, highly varied, coordinated and holistic - addressing multiple factors including
food standards, advertising, nutrition education, access to fresh and affordable foods, and
initiatives to address social, economic and environmental contributors to obesity, such as
'healthy' town planning to facilitate exercise, fitness and healthy lifestyles, and increased
opportunity for education, employment and improved self-perception.

Despite the fact that many of the most serious health problems are amenable to prevention,
Australia currently spends less than three per cent of its health expenditure on prevention.''
This highlights the need for primary health and prevention measures to be included as
components in the Australian Health Care Agreements (ACHAs) or the new National
Healthcare Agreement (NHA) that will come into effect on 1 July 2009.

The Rudd Government has indicated its intention to focus more on illness prevention and
health promotion so that the proportion of the dollar allocated to these purposes will hopefully
soon increase. When it does, people in rural and remote areas will expect and deserve at least
one third of the attention. The limited funding currently available for rural hospitals is just
enough to keep the hospital open and functional and there is not much left for health
promotion and illness prevention.

The fact that Australia as a whole, and rural areas in particular, have serious problems with
some of the determinants of poor health like the abuse of alcohol, poor diet and inactivity can
be seen as positive in the sense that these are issues where health promotion can bring
substantial benefit - and not just for obesity but for a range of associated illnesses as well.
Sound investment in health promotion and illness prevention, especially during the early
years, has the potential to make a significant difference to the health of rural and remote
Australians.

Tackling obesity could provide a case study on how illness prevention and early intervention
can contribute both to the overall health of Australians and to reduced care costs, particularly
for preventable chronic disease. Both the Prime Minister and the Health Minister have
acknowledged that good health policy is also good economic policy,12 with the Federal Health
Minister stating recently that "perhaps the greatest disconnect of recent times has been the
willingness of governments to treat preventative care and acute care as two separate aspects of
the health system. It is simply not possible to separate the consequences of failing to invest in
primary care from the attention we need to give to acute care."1 The National Health and

10 Food North: food for health in northern Australia, July 2003.
1' Mike Daube, 9th National Rural Health Conference.
12 Rudd and Roxon, Fresh Ideas, Future Economy - Preventative health care for our families and our future

economy, June 2007.
13 Nicola Roxon in a speech to the 10th Annual AFR Health Congress, Sydney 28 February 2008.


