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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 to prevent
and manage the obesity epidemic in children, youth and adults.

Introduction

VicHealth considers the social, economic, environmental and cultural determinants of individual
health and wellbeing in its approach to promoting health.

VicHealth's Strategic Directions 2006-2009 recognises the role of healthy eating and physical
activity in improving the health of Victorians.

VicHealth’s investment in healthy eating and physical activity complements the activities of
government and non - government organisations, by supporting research and innovations in health
promotion that contribute to knowledge and evidence on addressing health inequalities and
improving population health.

| Extent of the problem

Levels of overweight and obesity in the Australian community have increased significantly over the
last 25 years. In 2005, 3.24 million Australians (all age groups, including children 2-18 years) were
estimated to be obese of which 1.52 million males (15.1% of all males) and 1.72 million females
(16.8% of all females). Australian childhood obesity rates are amongst the highest in the world,
with the prevalence of overweight almost doubling and the prevalence of obesity tripling over the
last ten years[1]. The most recent data suggests approximately 20% (one in five) of Australian
children are overweight or obese: approximately 15% are overweight and 5% are obese [2].
Childhood obesity significantly increases the risk of adult obesity with its associated health risks.

Some sections of the community are more at risk of being overweight or obese. Whilst these
trends have occurred across the social gradient, evidence suggests the prevalence of overweight
and obesity is higher in people of lower socio-economic status (particularly for women and
children)[3]-[4]. Evidence also suggests that people aged between 45-64 years, those living
outside major cities, Indigenous Australians and those born in Australia (rather than born overseas)
are more likely to be obese [5]-[6].

Healthy weight needs to be understood within a life course perspective. As a general rule,
weight tends to increase and weight maintenance becomes more difficult with age. As the health
impacts of excess weight may also be cumulative and latent, the maintenance of healthy weight
needs to be viewed as a life long challenge. There are critical life stages when people are
vulnerable to weight gain including adolescence, pregnancy and menopause[4]. This increased
vulnerability relates to both physiological factors (eg hormone changes) as well as social factors
(eg increased autonomy of food choice in adolescence).
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| Societal costs of Obesity

The rising prevalence of overweight and obesity is a public health concern. Obesity is
strongly associated with an increased risk of type 2 diabetes, cardiovascular risk factors,
respiratory problems, hepatic and gastric complications, orthopaedic problems, advanced growth
and early maturity and psychosocial problems [4].

The economic cost of obesity in Australia in 2005 was estimated to be $3.767 billion. The net cost
of lost wellbeing (the dollar value of the burden of disease) was valued at a further $17.2 billion,
bringing the total cost of obesity in 2005 to $21.0 billion. Of these costs, 29.1% are carried by
individuals, 16.4% by family and friends, 37.0% by Federal Government ($1.4 billion per annum),
5.0% by State Governments, 0.1% by employers and 12.4% by the rest of society [7].

Obesity prevalence rates appear to be increasing for both adults and children, although it is
unclear at exactly what rate. It is estimated that, by 2025, there could be as many as 7.2 million
obese Australians (28.9% of the population) [7]. This will have significant ramifications for all
public services, not only health care, such as the effect on public transport. At a time when public
transport across the country is already at peak capacity, the next 15-20 years will put additional
strains on the system. Fewer passengers will physically be able to fit onto public transport services;
and greater capital expenses will be required for modifications to train, tram and bus services to
ensure the changing passenger profile is accommodated.

| Causes of Obesity

Obesity is ultimately the result of an energy imbalance (a higher energy intake than that expended
by the body on metabolism, growth and physical activity). There is a dynamic relationship between
energy stores, appetite mechanisms and energy metabolism, that adjust as energy balance
fluctuates from meal to meal, day to day and week to week and helps to keep weight stable over
time [8], [4]. These physiological adjustments to energy imbalance are incompletely understood but
their net effect is to defend the body against weight loss. Obesity may result from minor energy
imbalances and gradual weight gain over time, and when established physiological processes tend
to maintain this new weight.

At a population level energy input has increased through a high energy diet, without a sufficient
increase in physical activity levels: resulting in a large energy imbalance leading to obesity [8].
Data from the last National Physical Activity Survey (conducted in 1999) has indicated that there
has been a steady decline in the number of Australian adults (over 18 years) who are doing
sufficient physical activity (as defined by time and number of sessions} fo achieve health benefits
— from 51% in 1997 to 45% in 1999 [9]. It is more difficult to understand the precise changes to
dietary patterns due to the paucity of available data. The last national nutrition survey was
conducted in 1995. There are indications that energy intake has increased over recent years. In
children, this energy-increase has occurred without an overall increase in the amount of food
consumed. [10]. One suggestion is that this increased energy intake is associated with an
increase in soft drink consumption. Data from the Victorian Child’s Health Study indicates that
between 40-65% of children (aged 5-16) are consuming more than 250ml of soft drinks every day
[3]. The average volume of soft drink consumed annually by adults and children has increased
from 47 litres per person in the 1970’s to current average of 113 litres consumed per day [10].

Physical activity and healthy eating behaviours are the intermediate causes of obesity. These
behaviours are the result of a complex interaction of factors: including the social, cultural,
economic and physical environments that promote sedentary lifestyles and an over consumption of
energy dense food. Obesity trends have complex relationships with social and environmental
trends — and the emergence of “obesogenic” environments. Put simply, obesogenic environments
make it easy for people to put on weight and make it harder for them to maintain a healthy weight.
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In this sense, obesity is a normal physiological response to an abnormal environment, rather than
vice versa [8]. Elements of this obesogenic environment are described below.

1.1 The Built Environment

There is growing recognition that the built environment can affect individuals’ weight and health.
Evidence suggests that built environment/community design affects individuals’ weight and health
by influencing their access to healthy food, their opportunities for recreation, taking up active
transport (walking and bicycling) or the quality of their environment ( feeling safe and connected to
people in the neighbourhood) [11]. Higher levels of residential density are associated with a
reduced likelihood of obesity. Increased land use mix, access to train stations and increased
population density correlate to lower rates of obesity.

Living in neighbourhoods without public transport or the ability to walk to grocery stores means
reliance on cars for food purchasers. The escalating costs of foods and petrol also impact more on
people with low income to eat nutritious food. Access to a car and food are related because the
cheaper, healthier food outlets are in regional shopping centres. The lack of a car can reduce food
access by 50% [12].

1.2 Car-dependency

Modern lifestyles are typified by high levels of car use, abundant desk jobs and low levels of
physical activity {13]-[14]. There has been a dramatic increase in the number of cars driven to work
each day in Australia’s capital cities, with a total increase of 1,439,024 cars, or 70.1%, between
1976 and 2006 [15].

In 2003, the proportion of adults traveling by car to work or study was 75%[16]. Approximately
12% used public transport and 5% walked or cycled. These figures have remained steady over the
past 3 years. Dramatic declines in children riding or walking to school have occurred since the mid
1980s with an 80% reduction in the proportion of children cycling to school (at least once a week)
and a 50% reduction in the number of children walking to school 6-10 times a week[17].

1.3 Labour saving devices and sedentary pursuits

The underlying trend in Australia (like all developed countries) over recent decades has been to
advance technology and reduce the need for labour. New technologies have continued to make life
‘easier', and it has offered breakthroughs in specific areas. But these new technologies have not
been without a cost; reduced opportunities for population level physical activity [18]. More recently,
gaming, computing and video technology advances have further displaced active leisure pursuits
and reduced levels of physical activity. The implications of the current generation of developments
in information and communications technology (ICT, ie. internet, mobile telephony and computing)
in terms of their impact on obesity are only gradually emerging [18].

1.4 Reduced physical activity opportunities at school

People who play sport during their adolescent years are more likely to be physically active adults
[19, 20].

Evidence from several sources indicates that there is an Australia-wide decline in the number of
schools teaching and delivering physical education and sport. This decline is most pronounced in
less well resourced, disadvantaged communities who are at greatest risk of becoming overweight
and obese [17].
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Physical education and sport have been suggested by some groups as being of low educational
priority as time devoted to these activities will lead to a decline in academic performance of
children. There is evidence to suggest that involvement in sport improves academic performance
and reduces the likelihood of risk taking behaviour [20].

1.5 Eating out and a decline in cooking skills

The average Australian eats out four times a week. Approximately 4.8 billion meals and snacks are
eaten out of home each year, 2.7 million Australians eat meals at fast food restaurants EVERY
DAY. Approximately one in every three food dollars is now spent eating away from home. Australia
is in world top ten for eating out in fast food restaurants [21]-[22].

Correspondingly, there is widespread recognition of the decline in cooking skills that has occurred
over the last two decades [23]. Historically, children were provided with fundamental cooking skills
through the school curriculum (home economics, food technology etc) and through opportunities to
cook at home. Research shows that opportunities to cook at schoo! and in the home have
significantly reduced due to reduced curriculum hours and time-poor parents[23].

1.6 “Unhealthy foods” (energy dense, nutrient poor foods) are intensely marketed;
particularly to children.

In recent decades, expenditure on media advertising in Australia has dramatically increased. For
example, in 2007, the top ten food advertisers in Australia spent $174.5 million and 30% of food
advertising is on biscuits, confectionary and snackfood [24]. Free-TV reaches 99% of Australian
households and is considered by marketers to be the medium that is “able to target all
demographics” and is considered the “best way to reach grocery buyers with children’[25].
Between 55% and 80% of food advertisements advertised during children’s viewing times are for
unhealthy foods - mostly confectionary and fast foods[26].

In addition to the large volume of marketing, the content of marketing claims can be misleading.
Currently, food products are able to promote single nutritional attributes without disclosure of the
product’s “less healthy” characteristics. In 2003, a consumer study related to nutrition claims on
food labels conducted by Food Standards Australia New Zealand (FSANZ) found that there was
consumer confusion and frustration because of the lack of standardisation and agreed meaning of
terms used on food products [27]. This confusion is likely to continue when health and nutrient
claims are permitted on food products under the Food Standards Code (as per FSANZ's Proposal
P293). We believe that nutrient content and health claims should only be permitted for those foods
consistent with healthy eating guidelines. However, the FSANZ proposal will permit any food
(regardless of its overall health/nutrient value) to make a nutrition claim. For example, a breakfast
cereal could claim it contains calcium for “strong bones” even though the product contains 37%
sugar.

1.7“Unhealthy foods” are affordable.

Price is a key factor influencing consumers in their shopping decisions [28]. It is often assumed
that all consumers have total freedom and ability to make food choices. The reality is that
consumers can only choose from the shops they can access, what they can afford and from the
range of products being offered. There is evidence that being food insecure is linked to obesity due
to “famine and feast” variation in food consumption as well as consumption of cheaper energy-
dense foods with high fat and sugar content because of their relative affordability [29].

Studies have shown that the cost of the less healthy food items (sugar, cooking oil and margarine)
are much lower that the ‘core’ food groups (breads and cereals, fruit, vegetables and legumes,
meat and alternatives and dairy) by both weight and by unit of energy. This makes them a “safe
choice” being an inexpensive option guaranteed to satisfy the appetite. One study showed that the
average costs of less healthy foods were $0.94 per kg compared with $3.49 per kg for healthier






