EVIDENCE UPDATE ON OBESITY PREVE
Across the lifecourse

Prepared for NSW Ministry of Health

Authors:

Hector D, King L, Hardy L, Séorge A, Hebden L,
Espinel PRissel C.

March 2012



SUGGESTED CITATION:

Hector D, King L, Hardy3tGeorge AHebden L, Espinel P, RissdE@dence update on obesity prevention
Across the lifeoursePrepared for NSW Ministry of HealtBydneyPhysical Activity Nutrition Obesity
Research GroyR012

PANORG is funded by NSMnistry of Health.

Page |2



CONTENTS

Executive Summatincluding table of promising approaches)

4
1. Introduction

2. Interventions among children-B years

3. Interventions among children-52 years

4, Interventions among adolescent8-18 years

5. Interventions among young aduli8-34 years
6. Interventions among adult35-60 years

7. Interventions among oldesidults60-75 years

8. Communitywide food policy and environment actions
9.  Communitywide urban design and infrastructure actidios physical activity
10. Social marketing and mass tha campaigns

References

10
15
20
25
30
33
39
43
45

a7

Page |3



EXECUTIVE SUMMARY

This Evidence Update, prepared for NSW Ministry of Healtbvidesa summary of evidence othe
prevention of overweight and obesity in order to guide the development of the NSW State Obesity Plan
2012-2015. The evidence update builds on previous literature reviews conducted by the Prevention
Research Collaboration at Sydney University with regard to obesity prevention. It was conducted as a
comprehensive and rapid review, drawing upon a broad raogeesearch studies and policy analyses,
including current national and statwide strategies, to inform policy and practice.

A solutionsfocusedapproach to identifying promising strategies across different stages of the life course
has been applied. The report considers evidence from studies and reviews on factors contributing to weight
gain across the life course, in addition to evidence of ¢ffeness of interventions in terms of weight
status and mediating factors. The extent and strength of the evidence, as well as other factors pertinent to
the NSW context including existing policy and practice, feasibility, sustainability, and populaiin re
were considered.

The evidence is presented using a consistent template for each target age group. This template includes a
rationale for action, a description of the policy and practice context, an assessment of the intervention
evidence and indicatn of the most promising approaches for action and areas for further research.
Implementation issues are discussed where appropriate.

Despite gaps in evidence for some target groups (and how to reach them), settings and behaviours, and
limitations in avdable evidence in some cases (for example, short implementation periods of existing
programs) there is sufficient evidence from a variety of sources to help guide selection of the most
promising approaches to promote healthy weight at the population levet each stage of the life course,

key implementation settings are identified. This report identifies the most promising approaches for action
based on the range of evidence across the key settings: childcare, schools, workplaces, home/family,
primary helth care and community. These promising approaches are summarised in Table 1. This
summary table includes a number of actions for which the evidence of effectiveness is currently limited,
but where the rationale to proceed is, based on determinants atlteioevidence, particularly strong;
although ongoing research and evaluation is recommended. A substantial number of other areas for further
research and investigation are also identified throughout the report.
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SUMMARYOF PROMISINGPRROACHES

This table provides a summary of the most promising areas of action for intervening to reduce obesity at the populatioMNIi8Vé] based on a comprehensive review of the
current policy and practice context, the rationale fotian, and the research evidence of effectiveness. Actions or approaches for which evidence of effectiveness is currently
limited are also included in this summary table (in italics) where there is a strong rationale for action based on éingdulifreidence; these approaches should be accompanied
by rigorous evaluation. Some of the specific promising areas for action mentioned in the body of the review are subsuimédoatdler approaches in this table, for conciseness.

SETTINGS Preschoolaged Primary schoolaged | Adolescents Young adults Adults Older Adults
children (0-5 years) children (5-12 years) | (13-18 years) (18-34 years) (35-60 years) (60-75 years)
Childcare/ | Ongoing teacher Ongoing teacher Ongoing teacher Workplace nutrition and
Schools/ developmentfor FMS development for development for physical activity
Workplaces and active play PE/FMS teaching effective PE/FMS programswith large,
) ) ) teaching blue collar industry
Innovative strategies to | Marketing of healthy workplaces
reduce EDNHoods in choices in school Optimal implementation
lunchboxes canteens of healthy school Workplace
canteens awards/incentives for
Specific programs with | Whole-of-school multi- environmental changes
supported playgroups | strategic programn Multi-component PA supportive ofhealthy
and @Q\LD and schools with high programs in schools lifestyles
indigenous childcare proportion of CALD targeting girls and boys
settings students separately& differently Active travel supportive
programs
Subsidised F&V Whole-of-school multi-
programs for strategic progrars in Telephonebased
disadvantaged children | schools withhigh information and support
(also via community) proportion CALD
students Tailored risk
Innovative strategies to communication
reduce EDNP foods in | Peer support strategies strategies
lunchboxegincluding for healthy dietary o
communication to behaviours Gmmunicationto
parents) employers (benefits of
healthy workforce)
Home/ Targeted home visiting | Social meketing to Social marketing to Social marketing Social marketing Social marketing and
Family (0-2yrs) parents on lome parents on lome (usingsocial mediqon | promoting physical public education
o availability of EDNP availability of EDNP reducing sweetened activity promoting strength
Communicatiorto foods and soft drinks | foods and soft driks drinksandfast foods based exercise as well
parentsvia childcare consumption, and Risk communication as walking and other
(healthy lunchboxes, Communication to Promoting family meals promotingphysical related to weight,
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SETTINGS Preschoolaged Primary schoolaged | Adolescents Young adults Adults Older Adults
children (0-5 years) children (5-12 years) | (13-18 years) (18-34 years) (35-60 years) (60-75 years)
active transport, parents to increase (without TV on) ancho | activity physical activity and physical activity

reduced screen time)

Social marketingo
parents onspecific
eating and physical
activity behaviours
(home availability of
EDNP foods and soft
drinks active play
family activity)

awareness ophysical
activity/screen time
recommendationgor
children

TV in bedrooms

Social marketinge.g.
social mediapn
reducing sweetened
drinks(boys), breakfast
consumption (girls), and
reducingsmall screen
recreation

nutrition

Telephone and web
based lifestyle
behaviour change
programs for people
with chronic disease
and high risks for
chronic disease

Risk communication on
sitting and TV viewing

Telephone and web
based lifestyle
behaviour change
programs for people
with chronic disease
and high risks for
chronic disease

Community

Playgroundsgreen
open space

Frontof-pack
interpretive food
labelling

Interventions through
and withcommunity
sports(coaches,
canteens, sponsorship,
subsidised participation)

Green @en space,
playgrounds

Land use zoning near
schools and public
playgrounds

Frontof-pack
interpretivefood
labelling

Menu labelling in quick
service restaurants

Interventions through
and withcommunity
sports(coaches,
canteens, sponsorship,
subsidised participation

Land use zoning near
schools and public
playgrounds

Menu labelling in quick
service restaurants

Walkable active urban
design

Menu labelling imuick
service restaurants

Frontof pack
interpretive food
labelling

Walkable active urban
design

Specific food availability
interventions in
disadvantaged
communities

Physical activity
programs(including
broadening of falls
prevention programs to
focus onincreasing PA)

Walkable active urban
design

Communitybased
lifestyle behaviour
change programs for
people with chronic
disease and high risks
for chronic disease

Specific healthy food
access and availability
interventions in
disadvantaged
communities

Range of communityide policyand program approaches
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promoting breast
feedingand infant
healthy eating practices

pregnancy

Routine weighingind
discussion of weight
managementat all
antenatal visits

Individualigroup
lifestyleinterventions
with high riskwomen
during pregnancy

SETTINGS Preschoolaged Primary schoolaged | Adolescents Young adults Adults Older Adults

children (0-5 years) children (5-12 years) | (13-18 years) (18-34 years) (35-60 years) (60-75 years)
Primary Communitybased Familyfocusedweight Familyfocusedweight Guidelines for weight Brief advice for physical Brief advice for physical
health care | mothers’ groups management programs| management programs| management during activity, nutrition ard activity, nutrition and

weight management

Moderate intensity
lifestyle behaviour
change programs for
people with chronic
disease and high risks
for chronic disease

weight management

Moderate intensity
lifestyle behaviour
change programs for
people with chronic
disease and high risks
for chronic disease

Health checks at
retirement age

' FMS- Fundamental movement skillSEDNP- energydense, nutrientpoor foods;” CALD- culturally and linguistically diversePA- physical activity
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1. INTRODUCTION

1.1 Purpose of this report
The purpose of this Evidence Update iptovide a summary of evidence on prevention of overweight and
obesity in order to guide the devgdment of the NSW State Obesity Plan 2Q2215.

1.2 Background

This summary of evidence for the NSW Ministry of Health builds on a series of prigei@isre reviews
relating to obesity prevention conducted by the Prevention Research Collabo(Bi@at the University

of Sydney Theinitial report, Best Options for Promoting Healthy Weight and Preventing Weight Gain in
NSW(1), setout the rationale for settingpased interventions and a portfolio approach to obesity
prevention and provided a foundation for subsequent reviewhe later report, by the NSW Centre for
Overweight and ObesitBuilding solutions for childhood obesiprovided a set of evidence modules on
the effectiveness of interventions to improve dietaphystcal activityand sedentarybehaviours linked to
childhood obesity (2). In 2007 the PRC undertook a review on behalf of the Sax InSatutaunity level
strategies to reduce weight gain and obesity: A rapid rey&vio guide the development of thBISW
Government Plan for Preventing Overweight and Obesity in Children, Young People & their Families 2009
2011(4).

The most recent revieyconducted bythe PRGor the NHMRCA “state of the knowledge” assessment of
comprehensive interventions that addréke drivers of obesity (2011§), focussed on policy and
population evel actions and has also providegluable material for this report

Over the last five years there has been an increasing volume of published international and Australian
research studies and reviews on issues associated with the prevention of obesity, as well as many policy
frameworks and plans at all levels of governmeatross developed and developing countriBgspite the
increasing volume of research and analysis, there is a high degree of consistency in recommended policy
approaches.

In Australiathe National PreventativelealthTask Force developed a nationaéypentative health strategy
which recommended a comprehensive set of sequenced actions to prevent obesifyh{s)wvas based on

a comprehensive review of evidence, and thus provides a rich source of evidence as well as a relevant
framework for this report A subset of the actions recommended by the Preventative Taskforce will be
implemented across Australia in the context of the National Partnership Agreement on Preventive Health
(NPAPH) developed through the Council of Australian Governments (CO#g})as agreed targets for
reducing the prevalence of overweight and obesity and related health behaviours, and includes programs
for children, communities and workers.

1.3 Methods

This evidence update was conducted as a comprehensive and rapid reviewngltgpon a broad range of
research studies and policy analyses to inform policy and pradticenot a systematic reviewhe

evidence includes studies and reviews on factors contributing to population weight gain, which is
particularly important in identifying the overall scope and nature of solutions, potential intervention points
and domains of actionThe other key typ®f evidence comprises reviews and studies on the effectiveness
of interventions. The approach used in this report is based on previous PRC work which identified
promising interventions, taking account of the ability of that intervention to contributeh®machievement

of energy balance, as well as the pati@al populationreach of the interventior{l). This approach is similar
to that described in the Institute of Medicififramework for bridging the edence gap in obesity

prevention (7).

The approacltonsiderseffectiveness imelation toweightandweight-related behavioursandrecogni®s

that some interventions act as mediators by enabling or reinforcing the changes achieved by other
interventions.
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The evidence on the effectiveness of intervenBovas sourced from recent reviews, as well as high quality
Australian studies known to be particularly relevant to the NSW contegasibility and other
implementation issues were also considered as part of this repbtemplate that allowed the inigration

of all the relevant information was applied, in order to assist with consistent assessment of the merit of
each intervention within action areas.

Despite the large volume of publications reviewing the evidence relating to obesity preventiaamsg
there are many evidence gaps in terms of target grai@osl how to reach them)settings and behaviours
addressed.Many of the reported programs have had short implementation periods with limited follgw
Nevertheless, sufficient evidence can be obtained from a range of information sources to help guide the
selection of the most promising programs to promote healthy weight gnedent weight gain athe
population level.

1.4 Current patterns of overweight and obesity in NSW

TheNSW Schools Physical Activity and Nutrition SurSBANER2010 is the most current and
comprehensive data source for information tive prevalence andrends in overweight andbesity and
relatedlifestyle behavioursamong schoehged children and adolescer(®). Overall, the prevalence of
overweight and obesity had stabilised between 2004 and 2010, with 2@f8&hoolaged children and
adolescentdeing overweight and obese in 201@verweight and obesity was found to be more prevalent
amongst students from more soec&ronomically disadvantaged areas, amaltain cultural groups such as
students of Middle Bsterndescent Specific information on key obesitglated behavioursvithin school
aged childrens provided in relevant sectiorms this review to guide the selection of intervention priorities.

The NSW Population Health Survey found that 54.3% of adults were dgetwe obese in 2010, with
higher rates in regionaural health districts compared with metropolitan locations, and amongst those
living in more soci@conomically disadvantaged areaswuared to more advantaged areé®). This

survey also includes spéc information on nutrition and physical activity behaviours, indicating that only
about half of the population of adults undertake adequate levels of physical actiMiig.and other surveys
indicate that very fewpeopleconsume recommended levels gffecific healthier foods, whilst consuming
excessive quantities of energiense, nutriertpoor foods(EDNPand beverages

1.5Analysing the problem

Obesity is the result of a complex system of interrelated factehschmeans that success in addressing
the problem will only come by a program of action that attempts to addnegkiple factors across the
whole of the system.

The most comprehensive assessment of the situation has been undertaken by the World Health
Organization in thé&xpertReport onDiet, Nutrition and the Prevention of Chronic Disg46@ This report
identified key factors which either increase or decre#se risk of weight gain and was used to guide the
report to NSW HealtBest options for promoting healthy weigtif). Although food intake and energy
expenditure ultimately influence energy balance, there is an array of forces that operate at marsydaye
society which impact directly and indirectly upon these behaviotlis Intemational Obesity Task Force
hasrepresented these as a causal w@l). Exploring the problem further, the Foresight Programme of the
UK Government Office for Science expanded on the linear causal web approach by utilising a systems
approach to produce a complex conceptual model with 108 varigkiesvn as the “obesity systems map”

(12).

1.6 Designing and implementing solutions

The analyses of factors contributing to overweight and obesity provide a structureldgindlmeans for
identifying potential solutionsAltogether these sophisticated international studies comeeto indicate
that a “whole-of-system” approach is required to address the problem:
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Involving multiple sectors

Engaging multiple agencies

Including multiple strategies, programs and policies
Targeting multiple population groups

At multiple stages dife.

YVVVVYVYY

Solutions can be identdd and described in terms of the specific behaviours addressed, the types of
strategies involved, the population group targeted, andioe settings in which they are typically
implemented (in order to reach specific targgbups). In this report the evidence summaries relate to

mix of strategiemndprograms organised according $tage oflife course or target grougn addition to
communitywide policy and environmeatactions In many cases the communityide policy ad
environmental actions have the highest potential to have a wide population impact, as their impacts are
not limited to a particular target groygs well ahavingthe potentialfor longer term sustainability

Similarly, he National Preventativélealth Strategy the roadmap for actiorf5) proposesnine action
areas as follows

Early life exposures and growth patterns

Addressing community understanding and social norms through mass media
Exposure to marketing of foods and lifestyles

Improved phsgical activity and nutrition in everyday life

Planning healthy active environments

Food supply

Food access and availability

Food purchase and consumption

Action in high risk groups

VVVVVVVYY

The potential solutions and responses covered in the literaturecamgidered in the development of this
Evidence Update encompass actions designed to address a range of -obledédy outcomes, including:
weight status physical activitysedentaryand nutrition behavioursindividual factors which influence these
behavours (such as awarenesand environmental features which influence these behaviours (such as
menu labelling).
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2. INTERVENTIONS AMONG CHILDREN'BARS

2.1Infants 0-2 years

2.1.1 Rationale

In Australia 21% of boys and 18% of girls aged 2 to 3 years are overweight o(hbssggesting need

for obesity prevention to occur during infancy. This is strengthened by data showingdtlgprfeferences

are shaped very early in life, such as the acceptance of different textures and vegetable flavours, which may
be tracked into adlthood (2). There is also evidence demonstrating that am@ed weight gain during

infancy increases the risk of overweight in later (fe3) Some factors that may accelerate weight gain

during infancy arearly cessation of breast feeditearly introduction obottle feeding which influences

infant ability to seHregulate intakg4), earlyintroduction of solidshighmaternalbody mass indexBMI)

andlow socioeconomic statu@-7).

Any obesity prevention strategies during infancy must obviously target pardatgeting the pareninfant
dyad however, may be particularly important givdse evidence linking parenting style during infancy with
eating behaviour and weight status in later childhodthere is general consensus that excessive parental
control over feedingréstriction or pressure) negatively impacts children’s eating behaviour (2), although

the findings for € year olds are mixe@). Evidence regarding the role of breastféeglin obesity
prevention has been address@tla previous review for NSW Hea(®). Briefly, breastfeeding to at least
six months of age has been demonstrated to reduce the risk of overweight or obesity in later life.

2.1.2 Policy and program context
» Munch & Movg(in preschoolshasbeen extended tancludeLong Day Care and Family Day Care
services under the NSW Healthy Children Initiai¥€l) thereby reaching-@ year olds.
» HealthySupported Playgroups also part of the NSW HQlhis program, which has begiloted in
South Eastern Sydney & lllawarra Akggalth Service (SESIABY Sydney South West Area
Health ServiceSSWAHStargets those parents of children aged §ears attending supported
playgroupsi(e. disadvantagedamiliesand those not attenghg mainstream services).

2.1.3 Evidence of effectiveness
Systematic reviews of the literature in this area often focus @ny@ar olds, making it difficult to
diginguishstrategies that may be effective specifically for infants and their parefiteevidence base for
0-2 year olds comprises one recent systematic review, three large trials with Australian infants and their
parents, and two international trialdnterventions targeting infangysome of which were based within the
home, have largely aimed to educate parents about good nutrition during infancy. These interventions
have been shown to influence infadietary intake as well as parental attitudes and knowledge about child
nutrition, although the findings are based on a snbaldy of poor to fair quality studig4.0).

» Healthy Beginnings Trial (HBThe HBT is a randoseid controlled trial of firstime mothers and
their infants, randomised to receive either a hothased intervention delivered by trained
community nurses, or a usual care condit{d@i) Compared withhe control condition, mothers in
the intervention conditiorachieveda significantly higher median duratiaf breastfeeding at 12
months andwere more likely to delay introduag solids until six month$othersinitiated infant
‘tummy time’ (time spent in a postural position, whichstrengthens neck and back muscles essential
for developinghe ability to perform more compbe movements) earlier anappliedit more
frequently.
NOURISHThe NOURISH trial is a randomised controlled ariangfirst-time mothers from
Brisbane and Adelaiddt is a communitybased intervention addressing feeding practices in early
infancy in order to foster healthy eating behaviours in childh¢i®?). Baseline data from 612
infants (mean 4.3nonthsof age) regarding the factors influencing weighingom birth to 47
monthshave recently been publishg@). Factors found to be associated with more rapid weight
gain in infancy (which increases the risk of overweight in childhood) were formula feeding and
feeding infants on a schedule.
» The InfantFeeding Activity and Nutrition Trial (INFANNFANTS a clusterandomised controlled

trial in firsttime parents from Melbourne, testing the effect of an early childhood obesity

Y
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prevention program(13). The program, delivered to parents in the first 18 months of their infant’s
life, aims to foster parenting skills that support infant development of positive diet and physical
activity behaviours. Recent publishi#adings on this trial have focused on cressctional
assessments of parental behaviourgluding a positive correlation between mothéand fathers
dietary patterng(14), an association in mothers between poorer diet quality and lower socio
economic status (partially mediated by nutrition knowled¢E)), and that firsttime mothers
attending parent groupswvhere other mothers have infants of similar age, are mikely to
continue breastfeeding infants to six mont{i). Some preliminary results indicate the
intervention resulted in more favourable maternal beliefs arotime influence of television and
diet on children(17).

Special Turku Coronary Risk Factor Intervention Project (STRIFSTRIP trial was a randomised
controlled trial of a family lifestyle counselling program in Finland aimeddaicing children’s
saturated fat int&e, delivered by a nutritionisit 1 to 3 month intervals from eight months to two
years of age, and biannuathereafter. Children in the intervention condition maintained a fat
intake of 30% total energy at¥0 years, which was lower tham the control condition, without

any detrimental effects to vitamin and mineral inta{ds).

v

2.1.4 Areas for further investigation

» Currently there is evidence to support intert@n during infancy to promote the development of
healthy eatingand physical activitbehavioursandto prevent above average weight gains which
can subsequently lead to overweight in later litdowever.experimental trials are now required to
determinewhether these factors arable to be effectively targeted iobesity prevention
programs. Qurrently, the results from thethree longitudinal experimental triakhat are being
conducted in Australiare being analysed collectivedy the EPOCH collaboratiowhich should
provide insight into promising approaches for this life stéld®.

» Strategies for obsity prevention in infancy to date have largely been based on good nutrition, as
the measurement of physical activity in infancy and its contribution to the development of physical
activity behavioutater in childhoods not well understood Hence further research into measures
of activityin infancyand their impact on weight statuguringchildhood is required.

» Evidence in this life stage has focusadjelyon the parentinfant dyad, which is rational, although
there is a lack of evidence regarditig potential influence of other caregivess infants’ nutrition
and physical activity behaviour and risk of obesity in later life.

Further research couldisoexplore the use of social networking to parents as a method of
intervention delivery.

Y

2.1.5 Promising approaches
» Targeted home visiting an@mmunity-based mothers’ groups appear to increase the duration of
breastfeeding, improve parental knowledge of nutrition during infancy and may promote activity
required for healthy development in infant$t appears feasible to use trained nursing staff in the
delivery of such intervention&fficacy may be enhanced by arranging groups soitiatyde
mothers with infants of a similaageandinvolvingfirst-time parents, as the outcomes may extend
to further offspring

2.2 Preschoolers3-5 years
2.2.1Rationale
» Findings from th@007 Australian National Children’s Nutrition and Physical Activity Survey
indicated that 16.2% of girls and boys aged 2 to 4 years were overweight and 3.1% of boys and
3.6% of girls were obeg20). In NSW the 200%G0o0od for Kidsurveyshowed that 16%f boys and
18% of girls aged-2 years attending childcare services wekerweight or obeseA longitudinal
study involving 4983 Australian preschool children showed that 15.2% children were overweight
and an additional 5.5% were obe@). In addition, a study of young children aged ®ears in
Melbourne and Sydney fourttiat approximatelyone in six were overweight or obe§2?).
» Althoughoverweight and obesity are responsible for a large proportion of morbidity and mortality
in adults, longitudinal studies have shown that they have even more significant adverse effects
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when acquired early in lifé23). The age of onset aritie severity of overweight and obesity in
childhood is related to its persistence into adulthood, with obese children having at leasb8%5
risk of progressing to obesity in adultho(®4).

» Studiesshow that preschoelged childen are often inactive, spending less than 5% of thair ith
moderateto-vigorous physical activity (MVPA) and most of their waking hours in sedentary
pursuits(25). In NSW in 2007, 52% of boys and 50% of girls aged tvixetgdars spent more than
two hours per day engaging in small screen recreation, predominantly watching TV, DVDs ®r video
(26).

» Many behaviours linked to inappropriate weight gain, such as eating habits, food preferences,
motor skillsas well as thenjoyment of physical activity, are formed in the early period of life
before schoo(27). The aimilyyhome environment and parental behaviosihave strong modifying
effectson children’s behaviours (28). Preschoolers are also moagnenablethan schoolaged
children to modifyng lifestyle behaviours.

» Parents are a key target group for prevention of overweight in preschool childieeyare the
primary social influence in young children’s development, and their involvement is crucial in
facilitating real ad sustainable behaviour changd3arents are receptive to intervention programs
and can be supported to make positive changes to dietary, physical adivitysedentary
behaviours of their young childrgg9).

» Results from the.ongitudinal Study dhustralian Childreindicated that fathers’, but not mothers’,
parenting behaviours and stylegere associated with increased risks of preschooler overweight
and obesity.Higher father control scores were associated with lower odds of the child being in a
higher BMI categoryCompared with the reference authoritative style, children of fathers with
permissive and disengaged parenting styles had higher odds of being in a higher BMI category.
Paternal dietary and physical activity behaviours were alsocaged with children’s weight, diet,
and physical activity, independently or in combination with mothers’ behaviours (30, 31).

2.2.2Policy and program context

» National Early Childhood Frameworke COAG’s National Quality Framework for Early Childhood
Education and Care (1 January 20b2)udes a new National Quality Standard for ECECs in
Australia. These standards work towards a nationally consistent approach to the delivery of Early
Childhoodeducation in Australia, and contain particular standam@ated to nutrition and physical
activity. The standards call for healthy eating and physical activities to be embedded in early
learning programs for childrerihis means that the child’s nutritional and physical health needs
are to be met by thehildcarecentre and that learning about healthy lifestyles is part of the child’s
learning experience.
National ‘Get Up and Grow’: The government has committe®t.5 million over five years to the
development and distribution dget Up & Grow: Healthy eatingné physical activity for early
childhood guidelines and resourc@heseresources provide practical information and advice to
assist early childhood practitioners and families to promote healthy eating and physical activity
amongst children aged-b years. The resources were created for application in a range of early
childcare settings, including child care centres, family day care and preschools.
NSW Munch and Mové his programrains and supports early childhood staff to include policies
and practices in the centres that encourage and support children’s healthy eating, active play and
fundamental movement skills (FMS). It has already been extensively implemented in preschools
and long day care centres, aigturrently being disseminated more widely across the state
through the NSW Healthy Children Initiative.
Nutrition in Schools Poli¢Repartment of Education and Communities; July 2011): All schools
including preschools should promote and model healthy eating and good nutrition in school
programs and activities relating to or involving food and drink.

Y

Y

Y
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2.2.3Evidence of effectiveness
Overview

>

>

Recent reviews indicate accumulating evidence that ragdthponent interventions can influence
child weight status by addressing nutrition, physical activity, and sedentary behaviours.

Specific intervention studies in itdhicare settings with early childcare educators have demonstrated
changes in prevalence of overweight and obed®grip & Chompfundamentalmovement skills
(Munch and MoveTooty Fruity Vegi€TFV) and fruit and vegetable consumptiohRY.

Evidenceaegarding program components and implementation processes
Reviews

>

Y

Y

A recent systematic review found thaatérventions that have both direct educational services to
children and indirect services through parents are likely to have more beneficial outcbares t
those interventions that include direct services to children al(3).

The review by Larsoreports that siccessful strategies to ipnove nutrition or physical activity
outcomes included one or more of the following: integrating additional oppotiemifor physical
activity into classroom curriculum, modifying foodservice practices, providing clasdrased
nutrition education, and engaging parents through educational newsletters or acti{@8es

Children who attend chilchre centres that proviel more opportunities for physical activity through
the provision of time for active play, time spent outsidedtime spent inindoor activities, obtain
more physical activity than children who do not attend such cen(8d$ Additionally, children
attending centres with high outdoor environment scores (having trees, shrubbery and open play
areas) are more active than children in centres with low outdoor environment scores. Also,
portable equipment (e.g. balls, wheel toyspssociated with activity, whereas fixed equipment
not. Finally, more space per child on the playground and shorter recess peristiedra

associated with more vigorous activiy4).

Effective training for staff involved in the delivery of the in&mtion, cultural sensitivity, sustained
moderate to vigorous physical activity, nutritional education for children and parents, active
involvement of parents/carers as participants and role models of a healthy lifestyle, combined with
education about healty diets and exercisavere identified as key elements for successful
interventions in the under fives in a review conducted by Bond 3

Programs that include a range of healthy eating and active play strategies, through supportive
environments, formal curriculand parental education, offer promising resul5).

A systematic review by Skouteris et al (2011) found thathing parentabout nutrition and
fostering healthy lifestyle behaviours result in improved knowledge and behaviours that can result
in weight improvements for theipreschoolagedchildren(37).

IndividualStudies
Early Childhood Setting

>

The evaluation of the pildlunch and Moverogram in NSW preschools found that a professional
development workshop for staff was associated with increased provision of structured physical
activity sessions and relative increases in children’s fundamental movement skills (compared to

control preschools38). This study concluded thatadifications to the childcare environment,
such as additional equipmerdpecific physical activity policies and teacher trainimaye the
potential to improve child physical activity outcomes

Romp &hompa communitywide, multisetting, multistrategy intervention conducted in
Geelong, Victoria, focused on community capacity building and environmental changes to increase
healthyeating and active play in earthildhood care and educational settggrhis intervention
reduced prevalence of overweight and obesity at 2 and 3.5 year dldere vere also a number of
positive outcomes related to capacity building, including the establishment of sustainable
partnerships, use of specialist advice, amggration of activities into ongoing formal training for
early childhood worker§39, 40). Professional development and workforce training (in nutrition
and active play) and training of allied health professionals to support child care waakdrearly
childhood settingswere identified as sustainable and potentially ceffiective methods of

capacity building
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>

TheTooty Fruity Vegie (Tl@rogram in NSW North Coast (now knowrivasich and Movg
increased fruit and vegetable consumption antproved fundamental movement skills in
preschoolers using similar intervention strategieshoseused in primary schoolgl). A more
recent evaluation of TFV showed that strategies that were sustained were those that involved
experential activities fothe children (e.g. taste testing, PA sessions), those that were easy for the
preschool to implement (e.g. newsletter tips) and those that became emedded into the
organisational or environmental framework (e.g. increased access to drinking waterb@ne
schools found that structured FMS sessions were too disruptive;¢mnsuming, too structured or
‘there were not enough staff trained’. In-centre engagement of staff and petstaining support
could enhance implementaitornfParent workshops’ were not sustained- hindsight indicated that
a ‘train-the-trainer strategy for running the parent workshops might be needed, and that
enhanced communication to and engagement of parents is necessary within the program.

Role of parents specifically

>

A study conduted by Loprinzi and Tro$43) found that parental support for physical activity had a
significant positive influence on physical activity at home but not at childCEnes suggests that
parents can increase their child's participation in active play at home by playing with their child,
providing transportation to parks and other activitylated facilities, and providing reinforcement
for physical activity participatianAdditionally, parents' perceptions of competenemd parental
support for physical activityvere positively associated with children's physical activity.

2.2.4Areas for further investigation
More information and interventiorspecific components rezl to be identified in the following areas:

>

>

>

Specific information on the optimal intensity of interventions within childcare settings to achieve
substantial changes in policies and practices

Specific interventions that are effective in reducengergydense, nutrientpoor foods brought

from hometo childcarein pre-sctoolers lunchboxes.

Interventions which are effective in reaching and communicating with parents about nutrition,
physical activity and sedentary behaviours, and how to incorpdregse into positive
parenting/family practices.

2.2.5Promising approaches

>

Implementationand ongoing evaluatioaf existingprogramsin the early childhood settinfpr this
age groupwith anincreased focus ostaff developmento implement structured active plaipside
and outsidg(including development of FMS) and unstructured active ey toeffectivelyengage
with parents
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3. INTERVENTIONS AMONG CHILDRENEARS

3.1 Rationale

In 201023.9% of NSW primary scheajedchildren were classified as overweight or obese (SPANS 2010)
(1). Being @erweight/obese during childhood increases the risk of being overweight/oimesdulthood.

The most recent NSW data (1) show that theresoeioeconomi@nd cultural inequities in the distribution
of weight and weightelated behaviours of primargchootaged children and these factors are important in
the design and implementation of interventions.

Specific behaviours have been identified as contributintihédikelihood of childhood overweigtend
obesity, and as appropriate points of interventiohhese include reduced consumption of sugar
sweetened beverages (SSBs#)2reduced consumption of energlense, nutrienipoor (EDNP) foods,
increased consumption of fruit and vegetables, increased modewategorousphysicalactivity, and
reduced screen/sedentary time.

Diet

The SPANS survey showed that among primary setgmuichildren
44.6% consumed S$B2 cups/week

65% consumefried potato products >1/week

72% consumesalty snack products >1/week

78% consume confectionery >1/week

24% consumetake away food products >1/week

53% consumeé other snack food products >3 times/week
86% consumeaice-cream/ice blocks >1/week

60% of parents usually/sometimes oféersweets as a reward for good behaviour
95.6% met recommeret daily fruit intake

43.6% met recommeret daily vegetable intake

30.3% onsumae fruit juice = 1 cup/day.

VVVVVYVYYVYVYVYYY

Of particular note is that fruit consumption in primary schagked children is highthe majority of

children of this age group meet the recommended intake, although among children in particular socio
economic groups, fit consumption may benuchlower. TheNational Survey of Children 208fowed

that 35% of energy intake came from EDNP foods (Rangan et al 2008).

It is well established that children have high exposure to soft drinks through adveBsi@nd unhealthy
food/beverage sponsorship of spdB). Further, soft drinks are available at many sportsnévend
canteeng5, 9). Qualitative data show that most SSBs are obtained by children from the home, and that
parental role modelling may influence children’s SSB consumption (10,11).

Parental modelling and parental intake are cietently and positively associated with children’s fruit, fruit
juice and vegetable consumptio.here are also positive associations between home availability, family
rules and parental encouragement and children’s fruit and vegetable consumption (12,13). The availability
of unhealthy food at home appears to be a robust predictor of consumption of EDNP(ighds).

Physical Activity
Important health benefits of physical activity (PA) during childhood include favourable skeletal
development, improvednetabolic profile and psychological wellbeing, and an increased likelihood of
physical activity later in adulthood6,17). The proportion of girls who met physical activity guidelines is
lower than boys, suggesting different interventions for boys ginid are neededThe majority of public
primary schools do not hayghysical educatiospecialists on staffln NSWfindings onprimary school
agedchildrenshowed:

> Years K/2/4 methe recommended daily physical activity guidelii®®.5% boys, 42.2%rlgi)

» Parentcorrecty reported the national physical activity guidelirfer children(31.4%)

» Masteryof many fundamental movement skills (FMEw) (1)
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Children's participation in physical activity is positively associated with publicly provided recreational
infrastructure (access to recreational facilities and schools) and transport infrastructure (presence of
sidewalks and controlled intersections, asséo destinations and public transportatiorAt the same time,
transport infrastructure (number of roads to cross and traffic density/speed) and local conditions (crime,
area deprivation) are negatively associated with children's padip in physial activity(18).

Fundamental Movement Skills

Mastery ofFundamentaMovementkills (FMSjs associated with increased participation in PPeaching
of FMS forms part of the NSW PDHPE Syllabus, and this has been supported thraeghSkiled Get
Activeprogram involving teacher traininglhere has been no monitoring/evaluationtbe
implementation, dissemination and effectiveness of this program.

Active Transport

Children who walk or bicycle to school have higher daily levels of physicalyaatidibetter cardiovascular
fithess than do children who do not commudetivelyto school. A wide range of predictors of children's
active commuting behaviours baeen identified, including demographic factors, individual and family
factors, school factors (including the immediate area surrounding schools), and social and physical
environmental factors Active commuting to school is higher among lower SES groups.

Sedentary Behaviours

Emerging evidence shows that excessigreen time §7) is associatedvith poorer metabolic profile§19,

20). TV watching has been particularly associated with overweight/obesity and an increased likelihood of
poorer dietary pattens. In NSW, findings oprimary schoolagedchildrenshowed

Did not meet recommendd daily ST guideline (53.7%)

Median STHoys 2.3 hrs/daygrls 1.9 hrs/day)

Had a TV in their bedroom (27.4%)

Had no rules on ST (12.9%)

Parents who dl not know the natonal ST guideline (49.594)).

VVVVY

A family environment in which afteschool TV viewing is part of the home culture and homes where
children have more autonomy over their own behaviour are associated with an increased risk of watching
>2 hoursof TV per dawfter school and spending more >aur per day playing computer games.

3.2 Policy and program context
Current national initiatives include:
» National Healthy Schools Canteens Prdjgaperseded by NSW initiatives)
» Active After School Communitie initiative of the Australian Sports Commission involving
regional coordinators and the involvement of local communities to provide access to free sport
and other structured physical activity programs in the after school time slot of=35080 pm.
Grantsare available
» Eat Smart Play SmaiustralianHeart Foundation)manual to support healthy eating and active
play for children who attend Out of Hours School Care (OOSHC)
CurrentNSWinitiativesinclude
» TheFresh Tastes @ Schd#W Healthy SchoGlanteen Strategy came into effect in 2005 and is
mandatory for all NSW Government schools and strongly supported by CEC and AIS sectors
» TheNutrition in SchoolRolicy(NSWDepartment of Education and Communitiesmmerced in
July 201%or all NSW government schools and preschools. This policy requires schools to extend
the principles of thé-resh Tastes@Schatitategy, by modelling and promoting healthy eating and
good nutrition across all school activities that relate to the provisibfood and drink, e.g.
fundraising
» NSW PDHPE curriculum includes nutrition education as a key learning area, and is mandatory for all
children from kindergarten to year 10. Teaching and learning and all class activities in all other key
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learning areashould also reinforce healthy eating and good nutrition wherever possiéat of
Nutrition in Schools Palicy)

> The Minister for Education and Training announced a ban orstie of sugar sweetened drinks in
NSW schoojssommended Term 1, 20@nAow part of Nutrition in Schools Policy)

> Kitchen gardens are supported by the Nutrition in Schools Policy. See information at
www.curriculumsupport.education.nsw.gov.au/emgprograms/gardens/index.htm

» Sponsorship Policin NSW government schools, sponsorships must be consistent with the
corporate principles, vision and goals for public education in NSW; sponsorships must align with
other NSW Department of Education and Communigieficies, e.g. food and beverage company
sponsorship must be consistent with the Nutrition in Schools policy

» Live Life Well@ Scho®hs program aims to develop teachers’ knowledge, skills and confidence in
teaching nutrition education and fundamental n@went skills as part of the 46 Personal
Development, Health and Physical Education (PDHPE ) syllabus

» Crunch & SipThis program has not been evaluated to ascertain whether the fruit/vegetables
consumed during this breakeplaceEDNP foods consumed &cess, or are additional foods

» Challenges such &sve Outside the BqSW Health and NSW Department of Education and
Communities) andump Rope for HeaffdSW Heart Foundation)

» NSW Premier’s Sporting Challenge: Resources are provided to encourage schools to take part in
various 10week activities and events to suppatudents in recording and increasing their physical
activity

» Healthy Kids websitd'he website is a joint initiative of the NSW Ministry of Heditlucation and
Communities, and Sport and Recreation, as well as the NSW Division of the National Heart
Foundation. The site contains recipes, ideas for physical activity and practical ways to improve
nutrition, as well as specific factsheets for famibes children

» Schoolabz websiteNSW Department of Education and Communitiebsite offering practical
help for parents regarding health and wellbeing (including food and fitness)

»  Go4Fun®NSW Health): Healthy lifestyle program for children agd@ yeas who are above
healthy weight

» NSWPDHPIEurriculumincludes a requirement that students spend 120 minutes/week in physical
activities

» School breakfast programschools (selected locations) collaborate with local agencies including
Australian Red Crodscal youth services, church organisations, P&C associations and local
businesses

3.3 Evidence of effectiveness

Overview

BEvidence fronthe most recent Cochrane review on interventions for preventing obesity in children
indicates that many studies were able to improve nutrition or physical activity to some extent, with some
able to detect an effect on weight stat(®l). Possible reason®r modest or absent intervention effects

on weight outcomes where measured include shortime frame or low dose ahtervention elements (by
design or by implementation failures).

Evidence regarding program components and implementation processes

Meta-analyses and systematic reviews of scHomded programalso showthat there is insufficient
evidence to assess thelative effectiveness of dietary interventions or physical activity interventions
within primary schools. This is because intervenstuties are typically heterogeneous (program
outcomes, measurements, sampling frameagichmakesit difficult to generalée about what
interventions are effective2R).

Systematic reviews have indicated that characteristics of school interventiaharé effective are:

duration of more than one year, introduction into the regular routines of the school, parental involvement,
nutrition education into the regular curriculum, provision of fruit and vegetables by school food services
(23). Additional promising strategies noted by Waters etiatlude increased sessions for physical activity,
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as well as environments that support being active throughout the dag professional development of
teachers (21)

Schoolbased physical activity interventions may help children maintain a healthy weight but the results are
inconsistent and sho#term. The evidence suggests that physical activity interventions may be more
successful in younger children and in giNghile the findings are inconsistent, it is recommended that any
interventions be whole of school approach, not curricutbased and that interventions need to combine
strategies which focus on improving diet and physical actigithough those focusedmoboth outcomes

will be less effective in increasing PA than those focused on PA alone

With reference to behavioural changeabere isa number of promising strategies, as specified below.

Specific evidence related to obesilated behaviours
Diet
» While some evidence shows that banning soft drinks in primary schools has modest results on

decreasing consumption and prevalence of overwe{8Ht26), other evidence suggests that to

have a direct impact on the consumption of S8Bd water, governmental laws are required to

restrict thar at-school availabilit{27-30). The sale of sugar sweetened drinks in NSW government

schools was banned in Term 1, 200he CEC and AIS strongly support this ban and will encourage
it in their sectors. Qurrently there is no monitoring of compliance with this policy.

Evidence suggests that nutrition guidelines and price interventions focused on healthier foods are

effective in improving the school food environment and students' dietary intékee study which

did examine the removal of low nutrition items from school canteens showed there was a decrease

in consumptionwhile at schoglwith no compensatory increase at hon(&l).

» Collectively, studies suggest that readily available and easigssible healthful foods within the
home are likely to enhance healthful dietary intake among youth and fanfili€82).

» To date, the majority of nutrition interventions aimed at promoting increhE&V consumption
has met with modest success at bg&3-35).

» The2 and 5campaign conducted across many states promoted fruit and vegetables to parents of
schootaged children.Results shoed small and modest increasesdhildren’s fruit consumption
(33-35).

» Schoolbased interventions to promote consumption of fruit and vegetables anubriigrenhave

primarily consisted of muktomponent interventions that sometimes included an environmental

intervention component. Promising interventiomssdools include school gardening programs

(36), salad bars using fresh produce from local Farhdeskets, and irschool, free F&V

distribution programg37). Fruit, vegetable and water breaks have been promoted thraugh

NSW primary schools, but they have not been evaluated.

TheEat It to Beat Iprogram developed and tested by Cancer Council NSW in one regidn

targeted parents of primary school children, @dto improve their knowledge, attitudes and

consumption @ fruit and vegetablesThis was a low intensity mulirategy intervention

comprising peer education and communicatiand promotional activities, including triallireg a

fruit and vegetable box as a school furadser. The evaluation showed small provements in

attitudes and knowledge, and increased consumption of fruit and vegetables in those participating

in the peer education program.

> Interventions designed to influence schejed children's &V consumption should target family
members and con&er incorporating strategies to reach families and promote meal planning
activities with the children in their home84).

\%

\%

PhysicalActivity
» Toincrease levels VVPA, wholeof-school approaches are more successful than curriculum
based education alonéowever, no single intervention will fit all schools and populati(.
There is strong evidence of the importance of specididtPE instructioandimproving PE
curricula, materials and staff developmg38, 39). A metaanalysis of an increasédcus and
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quality of PE at school shows improved levels of physical activity (albeit no improvement on weight
status)(40).

There has been considerable investment to promote PA in primary school settings, but
interventions have met with limited succeds 22,41).

Play ground markings appear to have some impact on improving children’s leisure time PA levels
during recess and lunch timdsut possibly only in inner city areaghich havdess green space
(Rissel permnalcommunication). The provision of recreational equipment, e.g. skipping ropes,
during school playtimes has not bespecificallyexplored.

Increasing the amount of or access twadable green space in schools is likely to increase
opportunities for boys and girls to be more physically active (range of enjoyableampetitive,
openended forms of play, i.e. ‘active play’) during recess and lunch (42).

Safe Routes to Schawid theWalking School Buge two public health efforts that promote
walking and bicycling to school. Although evaluations of these programs are ligyiggematic
reviewevidenceindicatesthat these activities are viewed positively by key stakehaderd have
positive effects on children's active commuting to schda) (

Sedentarfscreen time

>

Theubiquity and popularity of screen activitiesake interventions to changgTbehaviour
challenging.The evidence on the efficacy of interventions aimed at redugifig children for
reducing BMI igquivocal(43-45). There does appear to be consensus that includigj@eduction
strategy in a portfolio of interventions is efficacious for reducing body fat@ss

Interventions to reduce ST in primary schools have included cuntiagded moduleswhich
encourage children to reduce ST, be more judicious in viewinge@ptbyself monitoring
strategies.

Familybased intervention strategies to reduce sedentary behaviours come from clinical studies,
primarily in the treatment of obese childreandthere is no evidence for wholef-populatior

based interventions targeting ST in the hon&trategies which have been efficacious in the home
setting are primarily behavioural interventions which focus on increasing skills by having the child
and/or parert develop a televisioniewing budget or plan, set screéime goals or have the child
identify alternative activitieg45). Focus group findings indicate that-2ll year old children

believe that they could reduce their ST and tttad resultingreduction would yield benefits.
Findings suggest that chitabntred strategies that focus on seliscovery, selfeflection and
collaboration with parents may hold promi$46). The home screewiewing environment and

child autonomy may be malleable targets fidranging screemiewing(47).

3.4 Areas for further investigation

>

A%

The impact of the current schobhsed programs to increase water consumption, increase healthy
eating and increase PA amongmpary schoolagedstudents in NSW requires further evaluation
Innovative, &ective waydo reduce EDNP foods ¢hildren’s lunchboxes should be examined (48).
There is scope to redudhe consumptionof SSB, increase water consumption and improve access
to healthy food options at children’s sporting events; however, there is no evidence to support the
best ways to do this.

Few studies have examined how best to redtieeavailability of soft drinks and EDNP foods in the
home environment.

The effectiveness of school gardenglranging food consumption pattes.

The relative effectiveness in disadvantaged communities of subsidised school breakfast programs
and other vegetable and fruit promotional programs in improving diet quality.

There are high levels of participation in community sports; howghere islittle evidence to

guide interventions to increase participation in spo@osts of participation are a known barrier,
particularly for lower income familig®9). In order to examine overall effectivenessterventions
funded and conducted in this amenust be linked to a rigorous evaluation stratéggluding
identification ofsocicdemographic differentials in participation and cestectiveness50).

3.5 Promising approaches
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Comprehensive whotef-school programs involving parents and integrateid the school routine.
Professional development of genestlteachers to ensure FMS/PA is taught in such a way as to
encourage development of individual children’s skills, is gender-specific, ancnsuresthat
transformational teaching strategies are als® increase selfletermination, perception of ability
and selfefficacy among primary scheabedstudents.

Pointof-purchase promotion of healthy foods in school canteens.

Subsidised healthy food programs for highly disadvantaged children may be appropriate,
particularlythe consumption ofregetables, although fruit consumption may also be low in this
target group.

Promoting healthy junior sports including healthy sportiagteens, coach education and sports
sponsorship.

Social marketing to parents regarding specific behaviaush as home availability of soft drinks
and EDNP foodssavell asfamily meals

Social marketing to increagarents’ awareness of national PAd screen time recommendations
for children.
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4. INTERVENTIONS AMONG ADOLESCBENTSTEARS

4.1 Rationale

In 2010 24.2% of boys and 19.7% of girls in NSW high schools were classified as overweight(d). obese

Data from SPANS 2004 show that overweight and obese adolescents, especially boys, are at substantial risk
for chronic health conditions (2, 3). Further, overweight/obese adolescents are at high risk of maintaining

an unhealthy weight as adult§ hereis some indication that sedentary behavioursre than physical

activity (PAbehaviourstrack from adolescence into adulthodd). There is a strong imperative to treat
adolescent overweight and obesity before lifestyles become entrenchedigndicant cemorbidity

intervenes (5).

Participation in nearly all physical activities declines during adolescencet(®A in adolescence is
associated with academic performance (7) and improved mental healthn@xoved dieairy habitsin
adolesencearealso associated with improved mental health (9).

The most recent NSW data (1) show that thex&E&nd cultural inequities in the distribution of weight
and weightrelated behaviours afidolescentsand these factors are important in the designd
implementation of interventions.Specific behaviournsave been identified as contributing the likelihood
of adolescenbverweight and obesity anés appropriate points of interventionr@presented below.

> Intake of sugar sweetened beveragesyis)
> Soft drinks provide empty calories, contribute to weight gaini2pand provide a specific
behaviour for intervention.Adolescent bys consume more than girls (70.4% versus 48.3%
consume more than 2 cups of soft drink per week) and usually/alWays soft drink at school
for lunch(boys = 28.1%girls = 17.7%)Nearly threequarters of adolescent children live in
homes where soft drink is usually or always availableapuioximatelyhalf of all adolescents
usually or alwaysonsumesoft drink athome poys = 59.1%girls = 42.6%).
> Adolescents have high exposure to soft drinks through advertising%)1and unhealthy
food/beverage sponsorship of sport (16). Further, soft drinks are available at many sports
events and canteens (13, 17) and th&esome evidence that SS&e still available in some
NSW high schools (1). The home environment influences adolescents’ soft drink consumption
both indirectly and directlyMost SSBs are obtained by youth from the home and parental
role modelling maynfluence adolescents’ SSB consumption (18, 19.
> Consumptionof energydense nutrient-poor (EDNP) foods
> Quality of det declines from childhood to adolescence, with dietary habits likely to promote
fatness being actively adoptg@0). In NSW, SPANS has shown 8tatlents inYeas 8 and 10
report consuning EDNP foods and takeaway foods frequefily
> The availability of unhealthy food at home appears to be a robust pr@dattconsumption of
EDNP food&0, 21); and ollectively, studies suggest that readily available and easily
accessible healthful foods within the home anere likely to enhance healthful dietaiptake
among youth and familie@1, 22).
» Consumption of fruit and vegetables
> In NSW, SPANS has showet #2.1%0f students inYeas 8 and 10 met recommended daily
fruit intake and 20.1% met reemmended daily vegetable intake).
> The evidence consistently shoapositive association between home availability of fruits and
vegetables and adolescent comsption of fruits and vegetable@3).
> Moderate to vigorous physical activity (MVPA)
>  Important health benefits of physical activity (PA) during adolescence include favourable
skeletal development, improved metabolic profile and psychological wellbpingan
increased likelihood of physical activity in adulthood, (). During adolescence the decline
in PA is more prevalent in girls than in boy8)(3uggesting that interventionghichtarget
girls are neededThere has been considerable investmenptomote PA in high school
settings, but interventions have met with limited succesg (potentially lecause only a small
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proportion (~30%) of PE lessons are spent in M{Z8A29. In NSW, findingkor students in
Yeas8 and 10 showed
o Met recommened daily physical activity guidelinéboys 67.9%girls 58.5%)
o Median daily minutes spent in MVP@Dpys 87.1 mins/daygirls 72.9mins/day)
o  Correctly reported national physical activity guidel{8&.2%)1).
> Fundamental movementldll development
> Developing a high perceived sports competence through object control skill development in
childhood is important for boys and girls in determining adolescent PA participation and fithess
(30). Findings highlight the need for interventions to target angdriowe the perceived sports
competence of youth.
» Recreational screen time (ST)
> Emerging evidence shows that ST is associated with poorer metabolic paofilésw fithess
(31, 32) and low fitness TV watching time is particularly associated with overwéipesity
and an increased likelihood of poorer dietary patterwgatching TV and ‘hanging around’ are
the most common sedentary behaviours of adolescent Australian g8ls I8 NSW, findings
among students iryeas 8 and 10 showed
Did not meet recomnended daily ST guideling74.5%)
Median STboys3.4 hrs/day girls 2.7 hrs/day)
Had a TV in their bedroonbpys45.3 %girls 35.5%)
Had no rules on ST (38%)
o Parents who @l not know the national ST guideline (48o)(1).
> Family Mealtimes
> Sharing 3 or more family meals per week has been associated with a 12% reduction in the odds
of beingoverweight, 20% reduction in the odds of eating unhealthy foods, a 35% reduction in
the odds of disordered eating, and a 24% increase in the odds forgdagialthy foods ).
» EatingBreakfast
> There is good evidence that daily breakfast consumption is associated with a healthier diet
pattern among children and adolescents, including higher intakes of fruit and vegetables and
lower intakes of unhealthy snkdoods(35, 36) Children and adolescents who regularly eat
breakfast also have a lower BMI and are at reduced risk of becoming overweight or(8Bese
38). Girls are more likely to skip breakfast, especially during their teenage years and
incorrectlyperceive this practice as a weight loss strgté®p). In NSWonly two-thirds of high
schoolagedstudents reported eating breakfast da{li).

O O O O

4.2 Policy and program context
Current national initiatives include:
» National Healthy Schools Canteéhject(superseded by NSW initiatives)
CurrentNSWinitiativesinclude
» TheFresh Tastes @ Schdt#W Healthy School Canteen Strategy came into effect in 2005 and is
mandatory for all NSW Government schools and strongly supported by CEC and AIS sectors
» TheNutrition in SchoolRolicy(NSWDepartment of Education and Communitieemmended in
July 201 Xor all NSW government schools and preschools. This policy requires schools to extend
the principles of thd-resh Tastes@Schatilategy, by modelling angromoting healthy eating and
good nutrition across all school activities that relate to the provision of food and drink, e.g.
fundraising
» NSW PDHPE curriculum includes nutrition education as a key learning area, and is mandatory for all
children from kindegarten to year 10. Teaching and learning and all class activities in all other key
learning areas should also reinforce healthy eating and good nutrition wherever po$Bidleof
Nutrition in Schools Policy)
» The Minister for Education and Training anmntced a ban on theale of sugar sweetened drinks in
NSW schoojscommended Term 1, 2007 (now part of Nutrition in Schools Policy)
» Kitchen gardens are supported by the Nutrition in Schools Policy. See information at
www.curriculumsupport.education.nsw.gov.au/emdprograms/gardens/index.htm
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» Sponsorship Policin NSW government schools, sponsorships must be consistent with the
corporate principles, visn and goals for public education in NSW; sponsorships must align with
other NSW Department of Education and Communigieficies, e.g. food and beverage company
sponsorship must be consistent with the Nutrition in Schools policy

» NSW Premier’s Sporting Challenge

o Resources are provided to encourage schools to take part in varieowedl activities and
events to support students in reaching set targets.

o Get Active in the Middle Years Programenhance the engagement of students through
sport andphysical activity as they progress from primary to secondary school

o Girls in Sport Intervention and Research Prdgepromote the participation of girls aged
14-16 years in sport and physical activity

o Sport Leadership Progratm support students in deveping the skills to organise,
administer, coach, referee or train a variety of sports and modified activities

o Sports Equipment to Schools Progranprovide tied grants to schools to purchase sports
equipment.

» Healthy Kids websitd'he website is a joinnitiative of the NSW Ministry of Health, Education and
Communities, and Sport and Recreation, as well as the NSW Division of the National Heart
Foundation. The site contains recipes, ideas for physical activity and practical ways to improve
nutrition, as vell as specific factsheets for families and children

» Schoolatoz websitéddSW Department of Education and Communitiebsite offering practical
help for parents regarding health and wellbeing (including food and fitness)

» Go4Fun@®\SW Health): Healthy lifestyle program for children agd® years who are above
healthy weight

» NSWPDHPEurriculumincludes a requirement thagecondaryschoolstudents spend00
minutes/week in physical activitig¥ ears 710)

» School breakfast prognas'clubs schools (selected locations) collaborate with local agencies
including Australian Red Cross, local youth services, church organisations, P&C associations and
local businesses.

4.3 Evidence of effectiveness
Overview
» Reviews indicate that comprehensive behavioural interventions of medium to high intensity
involving cognitivebehaviour therapy in the shoror longterm (12 months) are effective in
achieving weight loss imbesechildren and adolescentdnvolvement ofparents is an essential
element although there is a lack of evidence regarding-agecific techniques for optimally
engaging then{40-43).
» Most prevention interventions have focused on the scheriting
» There has been large variability in teHectiveness of intervention studigstudies are typically
heterogeneous (program outcomes, measurements, sampling frariiegmaking it difficult to
generalse about what interventions are effective (R
The Cochrane Reviemn interventions to promag physical activity and fithess Dobbins et al
recommendedngoing PA promotion in schodé4).
Other reviews have indicated only moderate evidence of effect for educational interventions on
dietary behaviour in schools, and limited evidence of effecifiulticomponent programs on
behaviouramong adolescent Euroan studies (8).

\%

\%

Evidence regarding program components and implementation processes
Physical Ativity
» Girls and boys do not necessarily respaichilarlyto a given intervention. The evidence suggests

girls may respond better to educational components based upon social ledpgrgsupport)
while boys may be more influenced by structural and environmental chanmbieh facilitate
increased physical detty and improved diet intakelntervention components targeting both
adolescent boys and girls through different techniques may be necessary for a single program to
have areffectiveimpact on adolescents as a whais).
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For girls, gendeseparatelessons and less emphasis on competition have been found to be
effective in promoting physical activity participatiofvf. An increased focus and quality of PE at
school led to improved levels of physical activity but no impact on wedght (

Reviews otomputer and webbased interventions have focused primarily on increasing PA, but
the independent effect of this approach has not been establisiatth limited likelihood of high
population reach andeneralisability low or unknowr9, 50).

PE teachers need to employ the concept of transformational teaching to provide students with self
determination and seiéfficacyin sctools and communitysettings(51).

Multi-component schoebased interventions that also offer Physical Education that spatfi
addresses the unique needs of girls seem to be the most effe@&Rje

Multi-component schoebased interventions are most successful at increasing PA among
adolescents, but if an intervention is aimed to affect other health behaviours then thpsartition

is less effective in terms of PB3(54).

Qualitative evidence has shown that adolescents generally think they are doing more PA than they
are; alsgthat if they engage in PA they can eat whatever they wahl. (

Pedometers have been used successfully in a variety of ways to prgngsécalactivity among

youth (56).

Nutrition

>

\%

YV VYV

Banning of soft drinks ielementaryschools in the US has achieved modest resualtecreasing
consumption and prevalence of overweigb?-59). Evidence suggests that governmental laws are
required to restrict the asschool availability of SSEn orderto have a direct impact orhe

consumption of SS&nd water(60-62). One recent study has suggested that SSB bans in schools
may be irsufficient toreduce total consumption, as adolescent SSB consumptiatsis influenced

by cognitive &ctors(63), whilst alsosuggesting that such intervention needs to be accompanied by
social marketing and other strategie$he sale of sugar sweetenddnks in NSW government
schools was banned in Term 1, 200he CEC and AIS strongly support this ban and will encourage
it in their sectors.

Evidence suggests that nutrition guidelines and price interventions focused on healthier foods are
effectivein improvingthe school food environment and students' dietary intakeing school
hours(64). However, there is very little evidence and a lack of consistent findiogthe

effectiveness of regulations of food and beverage availability; and thereuarently few studies

which have measured the impact of school food policies on BB (

While school nutrition policies that include breakfasts, vending machines, snacks and meal services
have not been shown to prevent weight gathey can be effective in improving dietary patterns in
disadvantaged schoahildren and adolescent§5).

TheFresh Tastes @ Schdi$Ww Healthy School Canteen Strategy came into effect in 2005 and is
mandatory for all NSW Government schools and strpegpported by CEC and AlS sectors;
however, implementation inhigh schools has been variable.

There is no evidence regarding effective interventions to reduce &SNP foods in the home.
Schoolbased interventions to promote consumption of fruit ameigetables among students in

school settings have primarily consisted of matimponent interventions that sometimes included
an environmental intervention componentlo date, the majority of nutrition interventions aimed

at promoting increased F&V camaption have met with modest success at beS§-{®).

Gardenbased nutrition intervention programs may have the potential to promote increased F&V
uptake among youth7().

Family and community focus

>

No solelyfamily-baseddietaryinterventions at thepopulation level have been conducteal

prevent obesity among adolescenisterventionhas been limited to treatment, primarily primary
care basedfaceto-facesessionsvith obese adolescents and their parentsindings fronProject
EAT(Eating Among Teens) the US suggeshat strategies to increase the frequency and improve
the quality of family meals may be promisi(v®). Similarly, family modelling of healthy behaviours
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(e.g. reduced TV watching, healthy eating) may be a useft pbintervention to improve healthy
behaviours of adolescent girls (73).

Interventions which involve the whole community in complex interventions targeting multiple
behavioursas well as environments and upstream determinaafgpear to be met effective (74).

4.4 Areas for further investigation

;

There needs to be a greatBycuson dietary behavioursas well aphysical and sedentary
activities

Nointervention studies have focused ¢ime home food/eating environmer(e.g. family meals,
parental modelling of healthy eating, soft drinks at horaepddressd parenting behaviours.
Behaviour change interventions targeting reductions in sedentary behaviour have all been small
pilot studies; more needs to be known about hbest to optimise intervention effect§’s).

Reviews of community and family interventioias promotingPA among young people highlighted
the scarcity of evidence in this ardaence there is large scope to develop interventions in this
arena- perhaps involving peer suppa(ii6).

School friendships, peer supit and social cognitive theogould be applied to improve
adolescents’ dietary behaviours. Social networkbased promoibn in schools has potentiél7).
Computer or technologybased and peer modelling strategies are promising, developmentally
appropriate approaches.

Culturespecific influences should be examinad many cultural groups have high rates of
overweight andobesity, e.g. Indigenowsdolescentsaind adolescents oPacific Islan§78) and
Middle Eastern descenfl).

4.5 Promising approaches

>
>

VvV VYV

Incorporate PA in schools witomponents specifically targetirgirls and boys separately.
Professional development edéachers to ensure PA is taught in such a way as to encourage
individual skills developmentis genderspecific andensuresthat transformational teaching
strategies are used to increase seé#ftermination and selefficacy among adolescents/increase
perception of ability.

Professional development of teachers to increase students’ MVPA during PE lessons.
Sociahetwork-based promotion to improveietary behaviours in schootsd home.

Promot the importance of eating breakfastr{d a nutritionally healthypne)among girls.
Carefully designed social marketing campaigns highlighting-stont (rather than longterm)
health issues and addressing social and environmental cues relatiwgeitenedsoft drink
consumption (particularly boys), EDNP food consuampfruit and vegetablegsonsumption, and
screen timeare required.
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5. INTERVENTIONS AMONG YOUNG AOBISASYEARS

5.1 Young adults overall
5.1.1 Rationale
» Young adulthood has received little attention as a life stage for obesity prevention,igeluiting
these years that some obesity protective behaviours tend to wane and average body weight
increases
> Recentlyborn cohorts appear to be at greater risk for weight gain than their paréts
» Young adults are also an important target group asrthikeistyle behaviours at this stage may be
carried into adulthood, and they form the next generation of parents.

The weight gains that occur during young adulthood are likely to result from changes in-ved&ad
lifestyle behaviours, particularlyedlines in physical activif@, 3) Data from the most recent national
health survey indicated that onB4% of those aged i34 years and 29% aged-28 years undertook
moderate to high intensity exercise, and less than 4% e84.8ear olds consumed élrecommended
amount of fruit and vegetable serving$). These poorer dietary and physical activity behaviours may be
associated witlsignificant lifestyle transitions, such bsginning work or further studies, or leaving the
parental home.

Specifiaisk factors for weight gain among young adults include:
» Declines in physical activity during young adulth¢®d
» Frequent fasfood and soft drink consumptiofb).
» Frequent fasffood consumption and possibly also low intake of fruit, vegetables and dgtary
fibre in young womert5, 6)

5.1.2 Policy and programontext

There are currently no polies or programs at the federal or state level specifically addressing obesity
prevention in young adultsMenu labelling in Quick Service Restaurants may be particularly relevéms to
age group

5.1.3Evidence of effectiveness

Overview

The evidence comprises three recent randomised controlled trials in young adults aged from 17 to 35 years
(7-9), and a eview of interventions for weight loss during young adulthgdd). Reductions in body weight

are most likely to be achieved by addressing energy imbalance through both dietary and physical activity
strategieg(10).

However, desity prevention research in young adult populations has largely been conducted in the United
States, with small samples of university populations or highly educated and largely female popullatisns,
limiting the generalisability of findingd/VVhile cawvenient points of access, colleges and universaresnot
necessarily appropriate settisdor reaching a wide range of population sgloups.

Evidence regarding program components and implementation processes

» Group sessions that aim to develop saibnitoring skills around body weight, energy intake and
amount of physical activity for young adults-3B years of age are effectiy8).

» Tailored information packages covering diet, physical activity and weight control with subsequent
follow-up support bye-mail, phone, group sessions or ‘booster’ visits with a dietitian may prevent
weight gain in womeli(7).

» Inyounger ‘emerging adults’ (18-22 year$, combining online educational sessions with-self
monitoring of body weight has been found to prevent weightn in students in university settings
in the short term(9).

» Targeting high risk young adults (those with at least one obese parent), and those in ‘emerging
adulthood’ (around 18-22 years, when most weight gains occur) may provide greater benefits than
whole group approache@, 11)
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» Developing young adults’ behavioural skills for weight management (i.e. goal setting, self-
monitoring) may have additional benefits, particularly for ldagn weight control, although long
term studies in this populatioare required to confirm this.

5.1.4 Area for further investigation

> Further research is needed before any firm conclusions may be drawn about how best to intervene
in this group in Australia.

» Accessing young adultsgarticularlychallengingthere isscope to investigate TAFE as a setting for
reaching young adults

> The delivery of messages and interventions using newer communication technologies (mobile
phone and social media), which are widely accessed by wide segments of this target group (not only
by more highly educated), warrants investigation.

5.1.5 Promising approaches
» The development of health advice and communication messages specifically designed to be
personally relevant and persuasive for young adults is negdbitth could beadelivered ly new
communication technologiesPotential focusould beon reducingsweetened drinks anthstfood
consumption and increasing physical activity

5.2 Young adults pregnancy
5.2.1 Rationale

> Pregnancy is a key time to prevent excessive weight gaiimnamave the health of women and
their unborn childas many women are concerned about the health of their babies and are in
frequent contact with health care provide($2, 13).

» Young adult women are at high risk for excessive weight gain, with one r&fplting that 20% of
women gain more thab kg by €18 months pospartum (14). A cohort study in Brisbane showed
that women who gained excess weight during pregnancy had over twice the odds of being
overweight and nearly five times the odds of being &b@1 years after the index pregnanc
independent of other factor§l5).

» High gestational weight gain (GWG) is the strongest predictor of maternal overveeighesity

following pregnancyl6, 17).
There is also data showing that the prevalence of digesnong women bearing children in
Australia is risingand this has importanimplications for obstetric carél8, 19).

Y

Obesity during pregnancy and excessive weight gain during pregmageydless of pregnancy weight, is
associated with adverse maternal, neonatal and child outcofti&sl4, 15, 19, 20), as follows

» Maternal: 3 times higher risk of preclampsia; two times higher risk of gestational diab&ts;
they are also more likglto be induced and require a caesarean section (although the effect on ¢
section disappears when increased rate of inductgeccouned for (21); more anaesthesia
related complication$22); future obesity
Foetal and neonatal: increased risk of macrogn intrauterine death, still birth, admission to ICU,
congenital abnormalities
Infant: increased risk of obesity and heart disease
Child: risk of obesity at 7 years of age is increased by 48% in children of women who gained more
weight than recommendeduring pregnancycompared tothose withinthe recommended limits
7).

Y

Y VY

5.2.2 Policy and program context
There are currently no polies or programs at the federal or state level specifically addressing obesity
prevention in young adults.
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5.2.3 Evidence of effectiveness
Systematic Reviews

> Earliersystematic reviews and metnalyses concluded that the specific elements of interventions
that are effective haveot been identified12, 23, 24). However, hese evidence summaries came
to different conclusionsdepending on the relative inclusion criteria.

> A recent metaanalysis of 5 controlled intervention trials found no effect of relatively intense,
tailored behaviourainterventions(12). Another metaanalysis showed thabverall,physical
activity interventions were effective in restricting GW@ean difference 0f0.61 kg, 95% C1.17,-
0.06) however nearly half of the included studies (5/12) showeder GWG in the control group
(25). Gardner et al reviewed 10 published conited trials of interventions that aimed to reduce
gestational weight gain through changes in diet or FAey concluded thabverall these
interventions were effective in reducing GWG but that there was considerable heterogeneity in
outcomes(24). Also, areviewof 10 clinical trials concluded that dietary advice during pregnancy
appears effective in decreasing total GWG and 4 postpartum weight retentiori26).

» More recently, a metanalysis of four randomised controlled trials showed that aatal dietary
intervention programs were effective in reducing total GWG in obese pregnant waign (

» A systematic review showed that the provision of a supervised antenatal exercise intervention
among overweight or obese pregnhant women was associaidulower gestational weight gain
(mean difference 0f0.36 kg-0.64 t0-0.09 kg) 28). This consistency in the direction and
magnitude of effect occurred despite diverse type (walking, cycling, resistance training) and timing
of intervention.

Individual Australian studiesall 2011

» A randomised trial in Melbourne, in whithe intervention group women were given a
personalsed weight measurement card, advised of their optimal weight gain (based on BMI and
the United States Institute of MedianGuidelines) and instructed to record their weight at periodic
intervals during pregnancy, resulted in significantly reduced GWG (mean difference of 0.12
kg/week) among women who were overweight compared to normal weight wotmiginnot in
obese pregnant wmen(30).

» A groupbased antenatal care program involving sessions in community health settings has been
trialled in Suth EastSydney and Central Cod4%). Facilitated by two midwives, the program
provides women with education on healthy eating and PA in pregnancy; setting of weight
management goalgeer support, encouragement and motivational techniques including the WELL
diary (Weekly Eating and Lifestyleg). Intervention evaluation showed that it was challenging for
midwives to discuss weight with the pregnant womesmidwives’ own weight status was an issue
andanembarrassmentand midwives were also worried about thisk of losing rapport with th
client. Implementation issuesicludedaccess (location, time of day, childcare)dwives’ time,
defensiveness of overweight/obese pregnant womand theneed for attractive and informative
advertising of the service

» A trial among disadvantaged womeanwestern Melbourne achieved significantly reduced GWG of
6.8 kg (intervention group gained 7,kgrsus 13.8 kg in control groufd4). The intervention
involveda 4-step multidisciplinary care: continuity of obstetric provigeeighing on arrival atach
visit, a brief 5minute intervention by a food technologist (food intake previous day, reading labels,
shopping lists, healthy recipesind clinical psychological managemeiitie intervention also
achieved a significant reduction grestational diabtes as well as substantial dietary improvements
of increase consumption of water, fresh fruit and hormemoked meals, and a reductiontime
consumption of soft drinks and fast foods (frozen and fresh).

» The authorsf this last study14) examined the review by Dod@9) and concludedhat, from the
3 successful interventions included in that review plus their own stigpgtition of the
intervention components is crucial to succefise successful interventions included maintenance
of adietary diary and repeated exposure to a dietin/food technologist.At-risk women (i.e.
existing overweight and obese) require individual education and skills training.

» Two study protocols for randomised controlled trials to prevent excessive GWGbawue
publishedrecently(31,32). These will examine dietary and lifestyle advice,-gettling/self
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monitoring, and support strategie81) and the effect of continuity of midwifery cacen GWE32);
hence both will provide additional insight intstrategies for preventing excessive GWG.

International Recommendations

» The Institute of Medicine recommendations on gestational weight gain were revised in 2009 to
include different recommendatiorf®r GWGaccording to prgpregnancy BMI33). These reviens
include very low GWG recommendations particularly for obese woriiée.important role of
health care providers in the implementan of these guidelines is detailed.

» Since the emeagence of the revised IOM guidies, the need for higher rates of aoselling on this
issue and alsamore effectivecounselling by health care providers on this is$ges been identified
(34, for example

Evidence regarding program components and implementation processes

» There are no Australiaguidelines on weighgain during pregnancyn b convenience sample of
pregnant women in Canberra, 69.2% had not received advice on their weight from their caregiver
(35). Women consider that if the issue of weight was not raised by their health professional then it
was notimportant (17).

Qualitative researcin some of the studies has indicated the following barriers to achieving healthy

weight gain during pregnhancy:

» Weight gain during pregnancy is often viewed as transient and okay, as well as ‘beyond control’, by
women it gives larger women, and others, the chance to ‘let go’. Similarly, assumptions exist
about weight gain during pregnanguch as feeling able to eat with fewer limitations, and
overweightbeing more sociallgcceptableduring this period12).

» Potential barriers to addressing overweight and obesity in pregnauigh have beemdentified in
Australia include poor uptake of routine ppeegnancy health activitieghaccurate self
categorisation of weightunsuccessful weight loss attempend imdequate adviceegarding
pregnancy weight l1o§86). Inaccurate seltategorisation of weight has also been identified as an
issue in theHealthy Beginnings Tri€d7).

» Inadequate and often contradictory information from heafitofessionals has been reged; and

the information given to pregnant women generally related to healthy eatitiger than weight

managemen{12).

Health professionals are not sure how to raise the issue of weight withoutdiffg overweight or

obese womer(17, 38). Lack of clear guidelines on weight gaipirgnancy or appropriate care for

obese pregnant women compoundsnd perhaps underpinthe reluctance of staff to raise the

issue vith women (5, 16).

» Pregnant women with persistent nausea or vomiting or lower back geartjcularly those that are
obese,are at risk ohot exercising during pregnan¢sg).

Y

5.2.4 Areas for further Investigation

» Some of the barriers women have described in achiel@gajthy weight gain have not been
addressed in the studies includlén systematic reviews to daf@2).

» Specific interventions are needed for women wétparticular risk of obesity angestational
diabetesduring pregnancy, including existing overweightése women and Indigenous womeim
combination with the recommended strategies indicated belowdividual and group interventions
in these atrisk groups could be informed by the recent Austraba internationaktudies(40).

5.2.5 Promisingapproaches
» Incorporate specific ‘weight management’ advice as part of usual antenatal care.
» Adopt and disseminate a set of evideAzased guidelines oappropriateweight gain during
pregnancysuch as thosey the US Institute of Medicine and National R&sh Council’s
Guidelines foweight gain during pregnancyhese guidelines, which have been adopted in
Queensland (17yecommend that overweight pregnant women gain between 7 and 11.5 kg, and
obese pregnant women gain beéen 5 and 9 kg during pregnanc
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Conduct professional developmeabursedo increase the skills of health professionals in
discussing weight with pregnant wome¢sg).

Conduct intensive lifestyle interventions informed by recent studies, among pregnant women who
enter pregnancy verywerweight or obese.

Trial communitybased strategies which seek to educate and inform the wider family and social
network surroundingveight andpregnant women(17). For example, groupased approaches
involving peersocial support may be effecti&7, 41).

Promote weight management programs for young women who are overweight or obese, prior to
pregnancy.
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6. INTERVENTIONS AMONG ADGBBEBS YEARS

This section concentrates on the particular setting of ‘workplaces’. Howeverstrategiesdescribed in
relation to older adultsat risk and parentsreferred to in the aboveections on children and adolescents,
are also relevant

6.1 Rationale

» Workplaces have been identified in international and national frameworks, including the National
Preventative Health Task Force report, as an important setting for obesity prevention.

» This focus is based on evidence that interventions in this settingacéitate improvements in
behavioural risk factors for obesity and chronic dised$gand reach large numbers of adults,
given that approximately 60% of the Australian population (>15 years) is engaged in employment.
Obesity prevention programs in waikes have potential benefits for businesses in relation to
increased employee productivitpresenteeismreduced absenteeispand reduced staff turnover
(2,3)

» The orgarsational culture and physical environment of the workplace should be designeel to b
conducive to and support deaiblehealth behaviars (3-5). Workplace health interventions are
more effective when there is support from senior managem@ttherefore population health
interventions in the workplace setting need to target both employers and emplofgés 6)

» Of all those employed, around 70% are sedentary or have low levels of eX&jciséh those who
have high daily levels of sittidgeing more likely to be overweight or obese than those with less
amounts of being seated at wo(R).

» Shift work, long hours and blue collar jobs (among males) are associated with higher levels of
obesity(9).

v

6.2 Policy and program context

The Healthy Wrkers Initiative (HWI) forms part of the National Partnership Agreement on Preventive
Health (NPAPH) and is being implemenitein 2011- 2014by state and territory governmentsi
Medicareitem is available for health checks for adults aged485years.

6.3 Evidence of effectiveness
Overview
The evidence is synthesised from reviews of workplace intervenfith$3). These reviews include
research conducted mainly overseas, as Australian studies are ¢tlrdel) Chau et al examined the
evidence okffectiveness of workplace health promotion programs to promote physical activity, healthy
diet, or both, for prevention of overweight and obesity by synttsasi evidence from available reviews and
reports(10). In a rapid review, Bellew et al examing@ evidence for the type gfrimary prevention
programs in the workplace that are likely to be most effective in (a) changing risk factors for chronic disease
and (b) reducing rates of chronic dise@isB. Groenveld et al undertook a systematic review of
randomised controlled trials that were implemented in the workplace and aimed at increasing physical
activity and/or improving die{13). A very recent review by BaAnderson et al systematically examined
the evidence for the integration of short bout$ physical activity into orgasational routine in workplaces
(and schoolsj7).
» There is strong evidence that workplace programs are effective at increasing physical activity,
improving diet and reducing body weigt#, 13).
» Strategies to improve dietgrbehaviours have focused on the workplace food environment;
effective strategies include:
»  point-of-purchase placement, promotions and signage for healthy foods in workplace
canteens, and
» increased availability of healthy food choices in canteens and vending machines.
» Effective physical activity strategies include:
»  prompts to encourage stair use
» access to places or opportunities for physical activity
> showers, lockers, change facilities
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> bike racks

> education
The most effective programs were muttbmponent interventions that target physical activity, diet,
or both,andcomprise:

> Provision ofindividual behavioural skills training

> Involvement ofworkers in prograndevelopment and implementan

> Organigittionaland environmental changes to support positive health behaviours.

Evidence regarding program components and implementation processes

>
>

>

Targeting changes in the knowledge, attitudes and commitment of employers to workplace. health
Promotion through awareness raising campaigns can lead to aa@mal changes in culture,

policy, practice and the work environment, which support a healthy lifestyle for empldgyeés)
Web-based and email interventions have shote be effective at changing physical activity and
dietary behaviour¢16), and have potential to reach a large number of workers.

Pedometer interventions have potential to be practical and effective methods for increasing
physical activity in sedentaryoskers(17, 18) Further studies are required to replicate these types
of interventions in a range of workplaces.

A recent efficacy trial demonstrated that a weight loss intervention with an online component was
both feasible and effective in blue collaorkers in Australigl9).

The inclusion of health risk assessment/health checks during work time (with tailored feedback and
an incentive to participate) may act as a motivaimengage with programs that offer the
opportunity for intrinsic change (2012

Interventions integrating physical activity (e.g. ‘flexibility, exercise, stretching breaks’, stair

prompts, incidental walking) into orgasaitional routine during everyday life have demonstrated
modest but consistent benefit§). The majority of wakplace studies found increases in physical
activity (although not measured in many), waeated/performance outcomes, and mood and
psychosocial factors; one study achieved positive changes in resting hearTretdon@r-term
outcomesachievedn these studies compared with individdalel studies suggest that physical
activity promotion strategies at the orgasational level may be moreffective, and more
sustainablethan those aimed at the individual.

6.4 Areas for further Investigation

>

Y

Intervention studies targeting individual behaviour change have attracted mainly motivated
individuals, who may not be at particular risk of obesitychronic diseaseAt the population level,
further investigation will be required to identify and atttgzarticipation by those most at risk or
those who ardess likely to participaté22, 23).

The degree to which workplace interventigetiown to be effective in one groupan be translated
and sustained across different working contefgisch agpart-time, casual, blue collar and rural
workforce groupy is not known and needs further testing.

Environmental changes (healthy canteens/vending machines, posters, stair prompts), underpinned
by changes to orgasational culture are required to achievabroader reach.Therefore health
promotion initiatives need to engage employers as well as employees in order to achieve cultural
and orgargational change However there is little information on optimal methods feeacting
employers

TheHealthyWorkplace Guide: Ten steps to implementing a workplace health prdgsarbeen
developedrecentlyby the Heart Foundation, NSW Cancer Council and PAZARG his stegby-

step guide aims to raise awareness of the need for workplace health promotioroaassist
businesses in implementing workplace health programs and activifiealuation of its

effectiveness across a range of businesses will inform this area of research.

6.5 Promising @proaches

>

There is an opportunity to reach employers througdustry associations and mass media
campaignsn orderto raise awareness of the benefits of supporting employees to eat healthily,
move more and maintain a healthy weight (orgational cultural change).
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» Promotion and facilitation of employers to implemt simple evidencéased environmental
interventions in the workplace (e.g. through healthier vending machines, healthy canteens,
provision of bike racks, showers, kitchen facilities, posters, stair prompts, walking groups,
pedometer programs, shodctivty breaks) although such interventions alone are unlikely to be
sufficient

» Promotion ofexisting healthy lifestylsupportprograms such as the NSW Get Healthy Service,
through workplaces.

» Targeting blue collar industriesll provide the best opportnity for achieving both high reach and
targeting those most at risk.
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7. INVERVENTIONS AMONG OLAIRR T&0-75 YEARS

7.1 Older adults- general
7.1.1 Rationale

» People aged 65 years and over represent about 13% of the total population in AustraG86y
the number is expected to increase from 2.7 million to 6.3 million (24% of the total populétion)

» Australians in their 50s and 60s continue to gain weight as they age, until thé0%id he
prevalence of obesity among Australians approachiigement (5564 years: 25.5%, 6b4 years:
19.9% 75+: 12.7%, total 654:6.9%(1)) is around 2530% with older males more likely to be
overweight or obese than older female¥he prevalence of abdominal obesity is also common
among older Australian@).

» Obesity not only accelerates the aging process, but also leads to premature death from life
threatening diseases, physical disability, impaired quality of life and decreased cognitive function
(3). This has implications for healthcare costs, for agme services, and for carers and their
wellbeing. Improving older people’s health is a national research priority in Australia (4).

» Cardiovascular factors and other health complications associated with obesity increase linearly with
increasing BMI untihge 75.Therefore, small amounts of weight loss (betweeh®4b of initial
body weight) may be beneficias well as interventions that focus primarily on improving physical
function and in preventing medical complications associated with ob§si6y).

» Regular exercise can minsmithe physiological effects of an otherwise sedentary lifestyle and
increase active life expectancy by limiting the development and progression of chronic disease and
disabling conditiong7). Physicalnactivity is common in older Australians (44.9% for those aged 65
years or more), increasing to almost 7 in 10 for those aged 85 years andQ@ider. females were
more likely to be sedentary than older hea(8). Only £.3%52.3% of adults (aged 65+ ab8-64
years respectively) meet adequate levels of physical ac{®jtyChastin et al report a direct
positive relationship between prolonged periods of sedentary behavioumedity, vith older
adults who break up their sedentary time haviogver body fat {0). Muscular stregth andpower
predict dl cause and cardiovascular mortality, independently of cardiovascular fithess. Thus,
avoidance of a sedentary lifestyle by engaging ileast some daily physical activity isigent (7).

» Many older Australians, especially men, are not consuming adequate amounts of fruit and
vegetables. In 2009, 36.8% of people 65 years and over living in NSW consumed less than two
fruits a day, and 87%posumed lesshianfive serves of vegetables a d&).(

» Retirement is an important lifstage transition.

> Men who retire from physically active jobs become less active and those with former
sedentary jobs often become more actifdel, 12.

> Weight gain and increase in waist circumference among men leaving the workforce were
associated with a decrease in fruit consumption éibde density of the diet, with an increase

in eating breakfast and in the consumption of sugareetened soft drinksaand with a

decrease in several leisutene physical activitie€l1).

> Lack of routine and loss of structured time contribute to more snacking, soft drink and alcohol

consumption among retirees.

TV watching increases in older peo(ls8).

Older adults arelriven to become involved in PA by their perception of risk for future health

problems associated with advancing g@4).

Coping selefficacyis also another important motivational factor for individuals to engage in

physical activity(15).

Focus groupconducted in NSVBf older people with and without chronic disease reported that the

knowledge of an appropriate exercise program, confidence in their abilities to achieve goals and

the availabity of social and environmentaupport were important in aker to engage in regular

physical activity.For instance, less healthy people preferred to exercise alone while more healthy

individuals used physical activity as a social opportyigy.

» Knowledge about the relationship between the physical environinaad physical activity in older
adults is limited.The review byan Cauwenberg et al showed inconsistent results but most of the

Y VY

Y

Y
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environmental characteristicudiedwere reported not to be related to physical activity in older
adults, contrary tojounger age groupdy?).

King et alndicated that older adults living in more walkable neighbourhoods had more transport
activity and moderatdo-vigorous physical activity and lower body mass index relative to those
living in less walkable neighbourhte(18). Additionally, the most mobilitgmpaired adults living

in more walkable neighbourhoods reported transport activity levels that were similar to less
mobility-impaired adults living in less walkable neighbourhoods.

In homebound older adultsensoryappeal, convenience and price of foods were the most
important factors in food selectio(19). Of least importance were ethical concerns, mood and
natural content. Older women make choices based on health and sensory appeal while older men
make choicedased on weight control and mood.

7.1.2 Policy and program context

>

>

The NSW Governmeatcurrent ageing strategyowards 2030: Planning for our changing
population,includes a Positive Ageing Statement and vision stateni@itder people will have
independent, active, engaged and healthy lives with access to quality care and support when they
need it’ (20).

As people over the age of 60 are at increased risk of chronic dige@sention frameworks and
initiatives, such as Lifescripts and Diabe®esvention initiativeshave particular relevance for

older adults

7.1.3 Evidence of effectiveness
Physical Activity- Overview

>

\%

Areview of effective population health interventions for the primary prevention of musculoskeletal
conditions cited walkings the easiest physical activity to implement and maintain in older adults
(22).

The Position Stand of the American College of Sports Medicine corthade(1) a combination of
aerobic training/exercise (AET) and resistance training/exercise §eiivitles seems to be more
effective than either form of training alone in counteracting the detrimental effects of a sedentary
lifestyle on the health and functioning of the cardiovasculatey and skeletal muscles; (2)

although there are clear fitness, matolic and performance benefits associated with higher
intensity exercise training programs in healthy older adults, it is now evident that such programs do
not need to be of high intensity to reduce the risks of developing chronic cardiovaaadlar

metaholic disease; (3)»@rcise prescription for older adults should include aerobic exercise, muscle
strengthening exercises and flexibility exercisAgditionally,individuals who are at rissf falling

or mobility impairment should also perform specifieesises to improve balancas well aother
components of healthelated physical fithesgb).

In studies involving overweight middle aged and older adults, modenamsity aerobic exercise
training has been shown to be effective in reducing total biady Favourable changes in body
composition, including increased faiee mass and decreased total body fat méms/e been

reported in older adults who participate in moderate or high intensity resistance exercise training

(6).

Evidence regardingrogram components and implementation processes
Physical Ativity

>

>

There is consensus that older adults can substantially increase their strength and power after
resistance exerciseMarques et afound that both RET and AET resulted in increased static an
dynamic balance in communigwelling older womer{22). Despite aerobic training being

important for the induction of cardiovascular and metabolic changes, only resistance training
showed significant bone adaptation with the potential to reduce fractisk.

Tai Chi is recommended as an economic and effective alternative method of physical activity that
improves balance, balance confidence and prevents falls in older atfwltssnhancing functional
capacity(23, 24, 25). A communitybased weekly Tai Chi program in Sydney reduced falls in
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healthy communitydwelling older adult$26). Additional research is needed to examine the
effects ofTai Chi on total levels of physical activity.

» Dancing is a mode of physical actitat may allow older adults to improve their physical
function, health and welbeing. Grade Bevel evidence indicated that older adults can significantly
improve their aerobic power, lower body muscle endurance, strength and flexibility, balandsy, agil
and gait through dancingGrade G@evelevidence suggested that dancing might improve older
adults lower body bonemineral content and muscle power, as well as reduce the prevalence of
falls and cardiovascular health rig3).

> A review of thephysical fithess and function benefitsyadgarevealed moderate improvements for
gait, balance, upper/lower body flexibility, lower body strength, and weight Ibssvever, more
evidence is needed to determine its effectiveness as an alternative exergisemote fitness in
older adults(28).

» Water aerobics is a feasible alternative to ldmaksed exercise for middieged and older adults for
improving and maintaining cardio respiratory fitng29).

» Multi-component behavioural group interventions shoeriefits in improving balance confidence
and in decreasing activity avoidan@®).

» Goal setting and sefthonitoring are effective behavioural intervention components in weight loss
and physical activity interventions targeting adudtged50 years and oldg31).

» Individually tailored programs to encourage lifestyle changes in seniors can be effective and
applicable to health care and community settingdHAMP$ a 6month program encouraging
participation in existing communitpased physical activity daes and programs as a way to
increase physical activityit was successful in increasing class participg@ CHAMPS Was
based on social cognitive theory and included principles ofe$gitiacy enhancement and readiness
to change, as well as motivational techniqud$ie program resulted in significant physical activity
increasesandwas particularly useful in increagj physical activity for overweight persof29). A
similar program is th&roningen Active Living Mod@ALM)which wasdeveloped in The
Netherlands (3).

» Additionally, individualhtailored, intense, high impact exercise programs that include wapm
endurance, jumping, strength and flexibility training; and professional advice and guidance with
continued support (of at least six weekkiration) can encourage adults in the general community
to be more physically active in the shett mid-term (21).

» TheStep by Steprogram(34) found that the presence of street lights at night, and greenery and
interesting scenery (aesthetics) were positively associated with changes in walking among
physically inactive adults aged-3b years living in NSW.

» Programs targeting Aboriginal older women have been succesHfigWAVE®rogram was aimed
at inner city women (Eastern suburbs, Sydney) and involved exercise in a private hydrotherapy pool
(35). In the other program identifiedvhich wasaimed specificlly at women, circuit classes were
identified by the women in Cherbourgu@enslard (The Cherbourg Healthy Lifestyles Progras
the means for increasing physical acti\{3g). Although identified as a healthy lifestyles program,
it appears to involve physical activity components ofegular fitness assessments assisted
continued interest.

Sedentary Behaviour
» Alocal study ifQueenslaml reported thatsedentary time in olderdults can be reduced following a
brief intervention based on goal setting and behawval selfmonitoring (37).

Nutrition
» Tailored nutritioncounsellingnterventions involving active participation in developing a
behaviairal health plan, goal setting, motivated participants and self efficacy show positive
outcomes in the nutrition status or nutritierelated outcomes in communitgtiwelling older adults
(21, 398).
» Group learning sessions, peer support and scheduled fallpmedings are also characteristics of
successful nutritiorounsellingnterventions. Ineffective interventionsvere found to comprise
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those that were not tailored to individual learning needs and had limited personal contact with
study participantg38).

7.1.4 Areas for further investigation
Thereare a large number of gaps in the evidence basprevent overweight and obesiiy this target
group; hencethere are multiple areas which would benefit from further investigation:

» Older adults are an undetudied population in terms of obesity preventioret investment irthe
prevention of weight gain ithis groupis likely to be highly cosffective due to the health burden
of chronic disease inlder adults.

Retirement igecognisedas a major liferansition but no interventions we identified that

specifically target retirees and this transitaperiod.

Physical activity outcomes are often not incorporated into falls prevention programs.

Nearly all identified interventions were aimed at increasing physical actigityer thanreducing
sedentary behaviours or improving nutrition.

The heterogeneity of older people in terms of cardiovascular fithess, muscle strength, performance
in activities ofdaily living, medicato-morbiditiesand psychosocial needs must be taken into
accountin assessing the effectiveness of interventions

A\
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7.1.5 Promising approaches

> Anyphysical activitynterventions in this target group need to emphasise the benefits of strength
training for older people.

» Communication toincrease awareness of chronic diseaisés.

> Providing support for engaging afternativeactivitiesto reduce TV use in oldg@eople, or adapting
TV to bemore interactive.Increasing publiawareness of alternatives twatchingTV could help to
diminish the potential for associated negatirealth effects in older adults.

> Crosssectoral work to ensure environmental amenitigscluding access to physical activity
facilities, public and community transport to a variety of food retail outlets and other community
facilities.

7.2 Older adults- at high risk ofchronic disease
7.2.1 Rationale
» A high proportion of adults aged over 55 ye#rat risk of developing diabetewith the prevalence
of impaired fasting glucose and impaired glucose tolerance increasing withradjbighest for
those aged 5%4 years 39).
» Coronary heart disease angpk 2 diabetes were expected to be leading contributors to Australia’s
overall health burden in 201@39).
The prevalence of nealcoholic fatty liver disease ranges from38% in the general population
andthe prevalence is highen those who have metabolic risk factotgpe 2 diabete®r the
metabolic syndromé40).
Increasing levels of physical activity and fitness can have positive effects on chronic disease risk
factors independent of weight l0$41, 42.

Y

Y

7.2.2 Policy and mpgram context
» The Australian General Practice Network is contracted by the Department of Health and Ageing to
implement theNational Prevention of Type 2 Diabetes Progfeom 2008 to 2012.
» AMedicareitem for health checks for adults aged 75 years afder is available.

7.2.3 Evidence of effectiveness
Overview
» Meta-analysis shows that weight loss in lifestyle interventions is relatively modest, with an average
lossof 2.8 kg at 12 monthsyhilst higher intensity interventions are associated with greater weight
loss(43).
» There is strong evidence from multiple large RCTs that lifestyle intervention aimed at reducing
obesity and increasing physical activity is equally as effective as pharmacalugicantion for
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reducing the risk of type 2 diabetes (in males and females ag&@ 3&ars with impaired fasting
glucose)43, 44, 4%.

In patients with noralcoholic fatty liver disease, interventions targeting weight reduction through
dietary changeand increases in physical activity can reduce the severity of risk factors associated
with progression of the diseasmcluding insulin resistance and elevated liver enzy(4és

Improving individual physical activity and dietary behavi@resconsideed essential componeast

of cardiac rehabilitation care to prevent secondary cardiac ev@itis However in orderto

ensure equitable service delivergurrent cardiac rehabilitation programs need to develop
strategies for increasing attendance adherei(4®), and tailoring and targeting programs for those
with multiple cemorbidities(49), culturally diverse populations and Aborigi and Torres Strait
Islanderg50). In NSW, thd?hysical Activity, Nutrition and Cardiagaith (PANACHE}udy has
demondrated positive effects on health behaviours in patients with cardiac disease and has been
shown to be coseffective(51).

A review of internet interventions targeting physical activity found that 10 of 16 interventions had
significant positive effects on physical activity or weight loss; howasethe external validity of
published interventions is loythere was uncertaint whetheror notreported effects are
behaviairableand sustained52).

Telephone for delivery of individuadid behaviour change interventions can be effectiv®.(5

Evidence regarding program components and implementation processes

~

Ve

\%

The primary carsetting provides opportunity for identifying, through appropriate screening, older
adults who are at high risk for developing chronic diseasevell ascting as referral agents to
lifestyle interventiong53).

The intensity and duration of the largeade lifestyle interventions vgifrom 7 to 24 sessions in the
initial 12 months.

In Victoria, thePublic Health Diabetes Prevention and Management Initigives to increase the
capacity of health organisations and service providers to undertake dialtetalth promotion,
prevention and management activities through provision of resources and traifimg.
effectiveness of this approach is unknown however.

The Sydney Diabetes Prevention Program (SDPP), an example of a feasible delivery model for a
lifestyle interventiorwhichrecruited patients through general practi¢cés currently being
implemented and evaluated for effectiveness and re@et). Initial evaluation indicates modest
weight loss at 12 months (about 2 kg) and low referatés frommost participating G&® Referral

by practice nursesompared to referral by Gas been shown to increase adherence to exercise
programs(55).

Brief counselling interventions, with motivational interviewiagd delivered by General Practice
can prodwce shortterm changes in health behaviours for older adults at risk of chronic disease or
with chronic disease; this includes interventions consisting of brief adwiger(Butes) from a
general practitioner as well as more intense interventions with sshva&essions with either a

general practitioner or exercise specials6). However, therearea number of barriers to
implementing lifestyle interventions in general practieecluding lack of timand/or knowledge,
increased workload- not only for those delivering intervention but also for administrative staff
and competing prioritie$53, 57, 58).

Phone and Internet

>

Computertailored, internetinterventions are effective for weight loss, dietary change, physical
activity and management ahronic diseasesuch as diabetesind can achieve broad population
reach(59). However there is uncertaintyaboutwhether reported effects arbehaviarableand
sustained(52). Attrition rates are high (460%) and adherence to the intervention and essing
of intervention resources is lo(®9, 60). In some weight loss comput&gilored, internet
interventionsattrition was associated with less education and lower initial weight (6s59).

A recent study reported on the long term effects (2 yeafsd computerdelivered intervention
versus a faceéo-face weight loss intervention and a control group delivered general practice
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setting. Weight loss was da similar magnitude at 2 years in both intervention groups (6.1 kg and
5.8 kg) compared t@.4 kg in the control grou(51).

The computettailored interventions with most successful health outcomes, lowest attrition rates
and high adherence were those with tailoring accordingheparticipants stage of changé2),
engaging platforms, evohlg resources and high level of interactivibg).

The efficacy isimilar for single behaviour or multiple behaviour interventi@d®). Although effect
sizes are generally small, this type of intervention has potential for distribution to large populations
at low cost(25, 63).

Tailored messaging and social networking functionality has been hypothesised to increase the
uptake of internet intervention content but there is no direct evidence of effectiveness witislat
adults(59). Similarly, here is evidence to support text regaging as a tool ftrehaviair change;
however, further research is required to test this modglin older adults (> 55 year4).

Telephone can be used to deliver individsadi behaviour change interventions, disease
management and to encourage appropriate use of health ser¢g®$6). These interventions can
be delivered at convenient times, withripacy, and are lower in cost thaface to face

interventions and caralsoreach at risk population&?).

7.2.4 Areas for further investigation

>

~

Ve

~

Ve

>

Further work is required to determine how best to implement lifestyle interventions in diverse
populations and community settindg43), as well aghe optimal modalityand intensityfor
intervention delivery.

There is a need to focus on strategies for reaching adults most at risk and motivating them to
participate in lifestyle interventions.

Whilst there havébeenmany efficacy and effectiveness dtas of lifestyle interventionghere is a
need for further replication trials in a range of settings and populations to address issues of reach in
at risk populations.

Interventions for older adults with chronic disease need to consider the importance of social,
behavioural and contextudictors in promoting opportunities for positive health behaviours.
Interventions for older adults with chronic disease need to consider the importance of their
physical environment when promoting changes in health behaviours, imgjtiteir ability to
access healthy foods and safe areas to exe(di4g

Potential benefits of health checks for people ageeb&0years.

7.2.5 Promising approaches

>

\%

>
>

The telephone can be used to deliver individgatl behaviour change interventions, diseas
management and to encourage appropriate use of health ser¢g®$6). These interventions can
be delivered at convenient times, with privaend are lower in cost than fade-face

interventions. Thus ongoing implementation and promotiontefephonebased healthy lifestyle
information and support services, such as the NSW Get Healthy Sés\pcedent.

Implementmore intensivebehavioural lifestyle interventiongsing group or individual forman
primary care, community and other healtbtingsfor people at high risk or with chronic diseases
(cardiovascular diseasgpe 2 dabetes and noralcoholic fatty liver diseage

Implement computettailored internet interventionsunderpinned by the stagesf-change model.
Tailoredmass media capaigns including risk communicationgould be an important part of a

set of comprehensive strategies to help prevent and redhegisk of obesity in adults with
specific chronic diseases at risk of chronic disea$é8, 69).
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8. COMMUNITYWIDEFOOD POLICY AND ENVIRONMENT ACTIONS

8.1 Point of purchase menu labelling

8.1.1 Rationale

Menu labelling hathe potential to influence the energy consumed through takeay and other food
outlets.

8.1.2 Policy and program context

Qurrently, NSWnhow hasregulatiorsin place for the introduction of menu labelling for quick service foods,
with other states also indicating that they will introduce consistent regulatidiee NSW Food Authority
has responsibility for the implementation, including associated community education, for the NSW
initiative. They willalsocoordinatethe monitoring and evaluation of the initiativéhusgeneratng

important relevant information hout community awareness and responses.

8.1.3 Evidence of effectiveness
In general, studies have found that the impact of menu labelling is modest and varies across demographic
groups, with the majority of studies showing some positive impact on intebhebaviour (12).

A rapid review of the literature on this topic was publistBdthe National Heart Foundation of Australia
towardsthe end of 2010 (1) The key findings of this review included:

» Consumers often underestimate the amount of negativeriamts (energy, total fat, saturated fat
and sodium) in unhealthy foods, although the content of these nutrients in healthier foods may be
slightly underestimated or overestimated.

» There is some evidence of consumer support for nutrition labelling on $eodce menus.

» Nutrition information provided on irstore posters or online may not be accessed by consumers.

» Labelling the amount of energy (measured in calories in the US) on restaurant menus may provide a
calorie reduction in the range of 15 to 250 a@s, and may also influence food choices later that
day. Groups who may benefit most include women and parents choosing menu items for their
children.

The impact of calorie labelling is likely to differ by type of chain restauramstudy using trangdion data
from 222Starbucksoffee stores in Bw York Gty pre- and postintroduction of calorie labelling found that
average calories per transaction decreased by 6% overall, or by 14% faldoedas opposed to including
coffee purchases (3)A study withSubwayfound customers who reported seeing calorie labelling
information purchased 52 fewer calories than those who did not see the information (4).

Recent consumer research indicates that consumers hgaor understanding of energy anddjbules in
relation to food, suggesting the importance of consumer education as part of the menu labelling initiative

(5).

8.1.4 Areas for further investigation
» Evaluate the impact of different approaches to consumer education around ‘energy’, ‘kilojoules’
and ‘energy intake reference values’.
» Evaluate the impact of menu lallieg on consumers’ awareness of kilojoules in foods and their
understanding of the need for energy balaringelation to food consumption.

8.1.5 Promising approaches
> Implementationof regulations and community education of kilojoule menu labellivith ongoing
evaluation in terms of consumer understanding, utilisation and purchaaimgdrefinements, as
required.
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8.2 Frontof-pack nutrition labelling

8.2.1 Rationale

Frontof-pack(FOPJ¥ood labelling is proposed as a significant means of providing consumers with accurate,
comprehensible information on food products at the point of purchase.

8.2.2 Policy and program context
The preferred national policy approach to fresf-packfood labelling(FOPLIs currently under discussion
by Australian Governments, following the Blewett Review (6).

8.2.3 Evidence of effectiveness
The most recent review of evidence regarding FOP labelling schemes (7) indicates that:

» Interpretive nutritioral FOPL schemes with traffic light colour coding and faedatnd interpretive
text (‘high’ ‘medium’ ‘low’) are more easily understood by consumers in choosing healthier
products across socidemographic groups, compared to namerpretive schemes suctsahe
monochrome%GDA/DI scheme.

» In some studiestraffic light colourcoded %GDA/DI thumbnail scheme has been preferred to
multiple traffic light(MTL schemesand performed equally well in terms of consumer
understanding compared to MTL schemes.

» The monochromé&oGDA/DI scheme consistently performs least well in terms of consumer
understanding and ability to make healthier choices, particularly among lower-eocitomic and
some demographic groups.

> ‘Negative nutrients’ — primarily fat, but also satrated fat, salt and sugars, and maybe calqries
the preferred nutrients for FOPL and are most likely to be used by consumers in making healthier
choices (strong evidence). ‘Salt’ is preferred to ‘sodium’. The addition of positive nutrients to a
MTLscheme has not been fully examined.

» The presence of multiple nutritional FOPL schemes in the marketplace and on individual products
has been found to lead to confusion among consumers. Consumers prefer a single, consistent,
credible FOPL scheme applieddass all products, at least within a number of product categories;
and this is most likely to reduce consumer confusion and difficulty in interpretation.

8.2.4 Areas for further investigation
» There is scope for further research on detailed aspects of fodpack schemeandon the
effectiveness of community edation in increasing utilisation.
» Theimpactof front-of-pack labellinggchemes on product rdormulation.

8.2.5Promising approaches
» Introduction of a mandated traffic light labelling scheme on all packaged food products

8.3 Increasing access and availability of healthier food options and reducing access to fast foods

8.3.1 Rationale

Good access to affordable, healthy food is a prerequisite for a healthy Thetre is also good evidence for
the benefits of people limiting their fast food consumption, as these foods contain high levels of saturated
fat, sugar and salt, and those comsing large amounts of fast foashichhawe less healthy nutritional

profiles.

Access to healthy food choices depends on access to healthy foods in both food retail and food service
outlets. Overall, people in NS\With the exception of those in vengmote locationy have good access to
healthy food retail outletsespeciallythrough supermarketsFood services and catering outlets are among
the most important and promising venues for environmental, policy, and pricing initiatives to indhease
intake of healthy food.There is particular scope fororking with small takeway food service businesses
to promotethe availability of healthier choices and improthee nutritional profile of food items.
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8.3.2Policy and program context

The density antbcation of food retail and food service outlets is determined by local governmeimgo
and planning arrangementadith regard to food service outlets, the NSW regulations for menu labelling
apply to food outlet chains with more than 20 stores in NSWhore than 50 stores nationally.

8.3.3Evidence of effectiveness
» There is nevidence evaluating the effects of interventionhichspecifically redueaccess to fast
food, such as through local government zoning to prevent the establishment of nefodast
outlets.
» The Heart Foundation’s 3 Step Guidés currently being disseminated by local government

Environmental Health Officers to food service businesses to help them swap to using healthier fats

and oils and thus reduce the levels of satueat and trans fat inhe supplyof food (8).

8.3.4 Areas for further investigation
» Assess the impact of community transport options to supermarkets, suatobhie community

vans or shuttles, in areas with high numbers of older and disadvantaged people, or with less access

to food retail outlets.

» Food availability audit tools allow local communitiesassesshe availability and accessibility of
foods, andcanprovide a way of engaging local communities in action to pronhe&thy food in
their community.

» The impact of establishing cooperative grocery stores or food cooperatives in disadvantaged areas,

through nongovernment and welfare agencies.
» The impact of mbile food outlets to deliver healthy products to locations near workplaces or more
remote towns
» Impact ofland use and zoning policies that restrict fast food establishments near school grounds
and public playgrounds, or residential communities.

8.3.5Promising approaches

» Community action research projects inviolylocal audits and action plans to promote availability
of healthy food choices

» Communitybased trials to establish food cooperatives and mobile food vans in small towns, and
disadvantaged aomunities.

» Widespread implementation and support for interventions with small food service outlets to
improvethe healthiness of food products.

» Require that plain water be available in local governnapgrated and administered outdoor
areas as well amther public places and facilities.

8.4 Improving food access for disadvantaged communities

8.4.1 Rationale

Access to affordable healthy food choices is essential for good nutritane is a key barrier for low
income groupsand food prices, particularly for fresh foods, tend to be higher in small rural and remote
communities who do not have immediate access to a supermai®etveniencetsres in more deprived
areas generally have low quality fresh producempared to stoes in more affluent areadmproving
access for disadvantaged communities, where supermarkets wailde viable, continues to be a priority
and has not been addressegistematicallyn NSW.

8.4.2 Policy and program context

Improving food access forsdidvantaged communitiesas identified as a priority in the National
Prevenative Tasforce Roadmap reportConsultationsegarding a national Food PolicyAustraligand
which may address this isswuge currently underway.

The Remote Indigenoutores and Takeaways (RIST) Progstgblished in 2005 by the SA, WA, NT, QLD,
NSW and Australian Government Health Departments to improve access to a healthy food supply for
Aboriginal and Torres Strait Islander People in remote communities, aimsatolisitand improve
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standards for ‘healthy’ remote stores.Resources include checklists on healthy food supply, maximising the
sheltlife of fruit and vegetablesinda freight improvement toolkit.

8.4.3 Evidence of effectiveness

>

Community gardens havead positive results among Aboriginal communitiesluding sel

reported improvements in access to fruit and vegetables, as well as horticultural skill development,
employment opportunities, self ésem and social interaction (9).

In NSW, subsidised ftwand vegetables have been provided through Eighting Disease with Fruit
program whereby families pay $5 and receive $40 worth of fruit and vegetables, with the remaining
$35beingsubsidised by the Aboriginal Medical Servit@ée program included seng children fruit

at school dailywith this action resulhgin improved vitamin C status among children with existing
vitamin C deficienc{10).

8.4.4 Areas for further investigation

>

>

Applicability of he RIST resources to improve food qualitpaorly served areas, as well as remote
areas.

Evaluation of eammunity-based trials to establish food cooperatives and mobile food vans in small
towns and disadvantaged communities

8.4.5 Promising approaches

>
>
>

Subsidised fruit and vegetable schemes in rayand highly disadvantaged communities
Widespread implementation of community gardens in disadvantaged communities

Support for ommunity action research projects involglocal audits and action plans to promote
availability of healthy food choices

Canmunity-based trials to establish food cooperatives and mobile food vans in small towns and
disadvantaged communities.
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9. COMMUNITYVIDE URBAN DESIGN AND INFRASTRUCTURE FOR PHYSICAL ACTIVITY

9.1 Rationale

There are several urban form characteristitat are associated with physical activify, 2). These include
mixed land use and densjtiootpaths, cycle ways and facilities for physical activilyeet connectivity and
design and transport infrastructure and systemsichlink residential, commeial and business areas

critical concept is that of active travel or active transport, which refers to physical activity undertaken as a
means of transport.This includes walking and cyclirigalso refers to the use of public transport, as most
public transport trips require a walk or cycle trip at either end.

Recent research in®Wfound that people who drove to work were 13% more likely to be overweight or
obese than those who walked, cycled or used public transport, regardless of their ineeoehe
Additionally, the further people had to drive each day, the greater their weight incré&.s&cling
(although not walking) was associated with lower weight (nternational comparisons of active transport
and obesity rates yield similar findin¢fs. Recent studies indicate that brisk walking may be particularly
associated with leanness (6).

9.2 Policy and program context
There are many policy documents andid which support walking, cycling and active travdiese
include:
» Australian GovernmenOur Citiesbuilding a productive, sustainable and liveable futidiscussion
Paper. Sydney: Major Cities Unit, Infrastructure Australia, 2010.
» Australian Bicycl€ouncil.The Australian National Cycling Strategy 2@016.Sydney: Austroads
2010.
» NSW GovernmendhNSW 2021 A plan to make NSW number3ydney: NSW Government; 2011.
(Has State targets for walking and cycling)
» New South Wales Governmemew SoutiWales Bikd®lan Sydney: Premier’s Council of Active
Living 2010.
» New South Wales Governmeiiraft Walking StrategySydney: Premier’s Council of Active Living
(under development).
» Kent et alHealthy Built Environments Progra8ydneyCity Futures Resegh Centre, UNSWL),

9.3 Evidence of effectiveness
Interventions within this action area focus on providing opportunities and encouragement to undertake
physical activity as part of our daily livesin terms of getting to and from work or school or imping
incidental physical activity by better community design or by improving access to and quality of
recreational spaces.
» The most successful interventions could increase walking among targeted participants by up to 30
60 minutes a week on average,laast in the short termHowever, much of the walking research
currently provides evidence of efficacy rather than effestigss at the population lever;
Translation research studies are needed.
Workplace travel plans have the potential to promaietive travel options (walking, cycling, public
transport and combinations of these modes of travel) to large segments of the working population
at low cost 8). Workplace travel plans are behaviour change interventions designed to increase
uptake of susdinable transport modes for commuting and business trips, often at the expense of
car driving. They have been deployed extensively throughout Australia, the United States, Canada,
the Netherlands and the UKThe ACE Prevention report highlights that gtimal mix of cost
effective interventions for increasing physical activity at the population level should include travel
plans 8). Nevertheless, e evidence on effectiveness of workplace travel plegraains limited
» Communitywide promotionalactivities and improving infrastructure for cycling have the potential
to increase cycling by modest amounts, although more evidence is requttgdre research
should also examine how best to promote cycling in children and adeigs as well ashrough
workplaces 9).

Y
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9.4 Areas for further investigation
There are many gaps in the evidence base examining the direct or indirecseffélce built environment
on healthy weight. An investment in this research is needed.

9.5 Promising approaches

Carreduction programs (e.g. TravelSmart)

Active travel infrastructurée.g. walkable footpaths, cycleways)

Workplace organisational travel plans

Improving access to parks and recreational facilities

Lockers, showers at work or school

Building, planningrad design codet foster walking and cycling

Traffic calmingo promote walking and cycling

Financial or tax incentives for active travel

These are consistent with the review and recommatiehs to a recent NHMRC revig9).

YVVVVYY

Y VY

There is additionatvidence that specific strategg to increase cyclingcrease physical activity. These
include:
» Programs to promote social norms around active travel. Ride to Work Day, Walk Safely to
School Day)id, 12).
» Public bike rental facilitied8).
» Trairing in cycling skilld4).
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10. SOCIAL MARKETING AND MASS MEDIA CAMPAIGNS

10.1 Rationale

Social marketing and mass media interventions aim to raise community awareness, inform and change
attitudes and influence behaviouiThey can also operate indirectly, to influence norms within social
networks, and thus exert an influence even where some individuals are not exposed to or persuaded by the
campaign itself (1)They can be used to communicate many and varied messagesaanoh duration,

media mix and dose of media exposuiEiey seek to achieve broad reach across a significant proportion of
the target population group; and are often conducted in concert with other commtbaged initiatives.

While the term ‘social marketing’ is frequently used to refer to mass media campaigns, it more accurately
denotes the application of a broad set of marketing principles and approaches to the promotion of public
health and social gogland closely corresponds to more general undatidings of ‘health promotion’.

Mass media campaigns may comprise a component of social marketing initiatives, and tend to be more
effective as part of a more comprehensive and integdasocial marketing strategather than alone

Although many countés develop and use physical actiwatyd/or nutrition guidelinesmessagesnd

related resources, they are not routinely disseminated through social marketing or mass media approaches,
and dissemination often relies on health professionals, educators adites. Recent research in NSW
indicates that consumers haymor knowledge of some guidelines, such as screen tame physical

activity, and poor understanding of terms used to guide frequency of food consumption, such as
‘occasionally’, ‘often’ or ‘extra foods’ and ‘sometimes foods’, for example.

10.2 Policy and program context
The recent nationdlleasure Umand subsequenBWAP IThass medi@ampaigns specifically address
obesity prevention.

In NSW mass media has also been used recently to inform community members about the Get Healthy
Information and Coaching Service, and has been the most effective form of prom8tieviously, NSW
andother Australian states undertook mass media and other promotional efforts for fruit and vegetable
consumption Gofor 2 and § and physical activity-(nd 3Q and the Active Australia campaigmercise—

you only have to take iegularly, not seriously.

The current National Partnership Agreement on Preventive Health involves further commitments for social
marketing initiatives at state and national levels.

10.3 Evidence of effectiveness

Overview

Physical activity

» A recent review of mass media campaignsmoting regular moderaténtensity physical activity

examined 18 aduloriented campaigns delivered between 2003 and 2010 T2y varied greatly
in overall effects, including in the degree of awareness achieVldre were reported significant
increases in PA in 7 of these campaigns, including 10,000 Steps Ghent (but not 10,000 Steps
Rockhampton), Wheeling Walks (US), Agita Sao Paolo (Brazil) and Walk to Work Day (Australia).

Y

The VERB campaigrimed to encourage children aged 9 to 13 years to lngsjrally active every

day, was a substantial initiative with a consistent level of marketing activities maintained from June
2002 through September 2006 using paid television and magazine advertisements, school
promotional activities including small grandnd community events such as street games at
community recreational cemgs, camps, schools, festivals, and sporting events. After 2 years there
were significant population effects on 3 outcomes (fteme PA during the past week, PA on the

day before he interview, and expectations about participating in PA). At 4 years, there was a
sustained and high level of awareness and significant-desgonse associations for the 3
psychosocial outcomes and for being physically active on the day before theiéuterThere was
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also some evidence of sustained, albeit weakened, effects on a cohortlof §&ar olds previously
exposed to the campaign (3, 4, 5).

Nutrition

>

The “1% or Less’ campaign (conducted in the USpromoting a switch from full fat to low failk

(1% fat or less), was found to be effective compared to a comparison location, as measuaggsby s
data at 6 monthsfollow-up (6).

The evaluation of théustralian‘Go for 2 and Snational fruit and vegetable campaign (Apdilly

2005), targeting parents of children and youth, found that the campaign generated awareness and
some increase in knowledge of recommended lewélgegetable consumptio(although still at a

low level 0f32%). There was no change in parents’ fruit consumption and small increases in
consumption of any vegetables (remainiwgll below recommended levels))(7

Weight status

>

A 3-year mass media campaign aimed at preventing weight gain amongst Dutch young adults (25
40 years), with the message (translated Bsy’t get fat, led to changes in awareness, attitudes and
intentions to prevent weight gain, butid notincrease risk pergation of personal vulnerability to
weight gain 8).

Evidence regarding program components and implementation processes

>

>

In general, while shotterm changes can be achieved, these are not sustained in the longer term
after the cessation of the campaig).

Elements of successful mass media campaigns have been identified and described for obesity
prevention and PA: a staged approach with a sequence; clear, specific messages; substantial dose,
duration and persistence across stages; and supporilieypandprograms. Two physical activity
campaigns have been identified as meeting these specifications: the Canadian ParticipACTION
campaign 1971 to 2000, with segmented age andgup initiativesand Push Playn New

Zealand, 1999 to 2009

A recent revéw of approaches for constructing PA messages (tailoring to a target group, framing
messages in terms of gains versus losaled designing messages to address-s#l€acy) suggest
that all 3designapproaches are promising, but there was insufficientiexce for definitive
recommendationsX0).

In addition, there have been substantial analyses of limitations of various campaigns, indicating
that in some cases messages do not communicate effectively, are too homogenous for diverse
audiences, or fall shobecause people experience significant barriers in relation to the
recommended behaviour (1Best practice, well targeted messages depend on detailed and
careful formative evaluation in the development of the communication messages (11).

10.4 Areas forfurther investigation

Much of the research conducted in association with the development and evaluation of mass media
campaigns is unpublishedhis limits the available evidence base regarding the relative effectiveness of
different messages and dissamtion modalities, and consumers’ understanding and utilisation of such
messages.

10.5 Promising approaches

>

Conductmass media campaigms part oimore comprehensive social marketing initiatives which
involve a range of communiyased and advocacy steggies. Consistent messages across different
agencier jurisdictions and across various health guidelines and campaigns.

Best practice and transparent approaches to formulation of campaign messages and
implementation, including target group segmentatiand sequencing of messages, and campaign
evaluation.

Careful approaches to ensure proposed actions are feasible for target groups and do not promote
stigmatisation or victim blaming.
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