Draft background paper 7/11/8

Concept paper:

Prepared by Wendy Snowdon & Boyd Swinburn,
WHO Collaborating Centre for Obesity Prevention
Deakin University

November 2008



Draft background paper 7/11/8

Executive Summary

Noncommunicable diseases are the main cause of premature death in the Pacific
Islands. Eating an unhealthy diet is one of the main risk factors for NCDs. While
many factors affect people’s diets, there is a growing recognition that the food
environment is extremely influential. In the Pacific region, increasingly, the food
environment is not supportive of healthy eating. This makes it difficult to choose a
healthy diet, and limits the effectiveness of other strategies such as education and
social marketing programmes.

In order to create a health-promoting food environment a range of policies,
regulations and actions are needed within countries, and regionally. Actions are
needed across all sectors: government and non-government. Sustained actions are
also needed, as dietary change will not occur quickly. Action is however needed
urgently as NCDs are increasing, and this threatens both population health and
national development.

A single intervention or a single policy change by itself is unlikely to significantly
reduce non-communicable diseases. Indeed, there is universal agreement that a
combination of multiple interventions within a coherent strategic plan will be needed.
The food industry and private sector can play an important role in developing a
healthier food environment through some of the actions considered in this document.
It is clear that educational programs are weak strategies to influence eating
behaviours. Dietary patterns are heavily influenced by the wider food environment
which includes availability and access to healthy or unhealthy foods, their relative
prices and a variety of socio-cultural influences. Policy interventions can be powerful
strategies to influence the food environment — including the socio-cultural food
environment. This is the reason that the policy interventions are listed first and the
educational and social marketing interventions are best considered as supportive
strategies to the policies.

Some of the options which are likely to be important contributors to improving
population nutrition are:

1. Increasing the availability and access to local foods
This includes:

Enhancing support for farmers, fishermen and for home production, through
technical assistance, tax breaks, subsidies and other support measures

Improving access to local produce through improved and more efficient
movement of local produce domestically and increased numbers of local
markets

2. Improving the quality of processed and other foo ds
This includes:
Developing collaborations between the food industry and governments to

encourage product reformulation towards a healthier nutrient profile of
processed foods.

Creating nutrient content standards for selected products (e.g. processed and
unprocessed meat products, margarines) to ensure that the food environment
provides healthier food choices.
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Having mandatory product labelling for ingredient lists and nutrition
information panels to facilitate healthier choices and to encourage product
reformulation.

Developing a regional nutrition signposting systems (such as healthy tick) to
facilitate healthier choices and to encourage product reformulation.
Collaboration with the food industry to progress this.

Enacting regulations regarding misleading information and the use of nutrient
claims (e.g. ‘low in fat’) and health claims (e.g. ‘lowers cholesterol’).

3. Modifying the pricing structure
This includes:

Reviewing the existing price control regulations, and amending them if
necessary to remove less healthy items and to include healthier products

Reviewing the existing GST/VAT exemption lists and amending them if
necessary to ensure that the tax system supports healthy food choices

Reviewing the existing import tariff structure and making amendments to
ensure minimal tariffs are applied to healthier products and the maximum
allowable rates are applied to less healthy items (this can be balanced to be
revenue-neutral)

Reviewing the concessions on taxes for domestic food processors and
amending them to ensure that they do not facilitate lower prices for less
healthy products

Using targeted excise or import duties to increase duties on less healthy
items, such as high-sugar items, unhealthy fats and products rich in trans fats

Using targeted taxes on less healthy products to fund health promotion
activities or to support lowered taxes (or other support) on healthier items

4 Implementing settings-based policies
This includes:

Implementing healthy food service policies for government departments and
agencies (to cover all meetings and workshop catering)

Implementing school food policies: including restrictions on sales and
promotion of less healthy items and education.

Implementing industry policies to remove vending machines and limit the
sales of soft drinks and other less healthy items in school settings

Promoting school garden policies
Church food policy
Promoting food policies for all workplaces

5 Enhancing the promotion of healthier foods and li miting the marketing of
unhealthy foods

This includes:

Industry codes of practice on advertising and sponsorship of less healthy
foods and drinks to children.
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Enacting regulations to reduce the marketing of less healthy foods to children
(includes restrictions on advertising, sponsorship, internet, interactive games,
competitions etc that are linked to less healthy food products and related
brands). Regional approach would be provide benefit.

Industry code of practice to promote healthier alternatives and options in in-
store promotions (e.g. lower fat corned beef).

Developing, implementing and regularly reviewing food-based dietary
guidelines

Reviewing school curricula to ensure that they adequately cover healthy
eating and that they complement the school food policies

Encouraging workplace-based health education programmes to complement
the food policies

Implementing social marketing, education and awareness programs to
support policy interventions

6. Other strategies
This includes:

Zoning and other types of restrictions to limit new developments of fast-food
outlets

Zoning and planning use to ensure availability of land for gardening
Increasing density of fresh-food markets
Reduce access to vendors selling less healthy foods around schools
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1. Scale of problem

Noncommunicable diseases (NCDs) are the main cause of death in the world [1] and
account for almost half of the global burden of disease [2, 3]. Cardiovascular
diseases such as heart attacks and strokes are the biggest killers. NCDs also include
diabetes, obesity and cancer, all significant problems both globally and regionally.
NCDs are now increasing globally and particularly in developing countries [2, 3].

The Pacific island region is already well advanced on the disease transition from
communicable to non-communicable disease, and is currently experiencing a double
burden. The major cause of death in nearly all Pacific Island countries and territories
is now NCDs [4] and the trends indicate that rates are generally increasing rather
than decreasing. The region has some of the highest rates of obesity in the world,
and it includes two countries which are ranked in the top ten globally for diabetes
prevalence [5]. The strain on health-care services, early loss of life and associated
economic effects [6] will severely hamper development in the region. The costs of
treating NCDs alone is significant [6, 7], and this does not include the considerable
associated economic costs due to early loss of life.

Figure one: Obesity prevalence in some Asian and Pa cific Island
Countries (BMI>30)
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There is an urgent need to act to stem this epidemic in the region [8, 9] and this has
been recognised by Pacific Island Governments and health officials. “These diseases
can be effectively prevented, and it is known how it can be done. However, the time
lag between effective public health action and resulting changes in the prevalence of
risk behaviours like smoking, and between changes in the prevalence of these risk
factors and of health outcomes like cancer and heart disease, mean that active
prevention efforts must continue for many years. This will need long-term
commitment across government and active partnerships with communities and
donors” [10].
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2. Factors underlying rise in NCDs

2.1 Risk Factors

NCDs are interconnected: not only sharing many of the same risk factors but also
acting as risk factors for each other. Overweight and obesity significantly increase the
risk for cardiovascular disease, many cancers and diabetes [11-14]. Diabetes
increases the risk for cardiovascular disease [15-18]. These connections generally
result in parallel changes in rates. The main cause for the growing problems of NCDs
is changing lifestyles, associated with globalisation and urbanisation [3, 19].

The main modifiable behavioural risk factors for NCDs are diet, physical inactivity,
alcohol and tobacco use. It is because of these behavioural risk factors that NCDs
are often termed ‘lifestyle diseases’ although this is a rather misleading term because
it implies that the behaviours are solely determined by individual choices. In reality,
these behaviours are enormously determined by the environments related to
tobacco, alcohol, the food supply systems, transport and the built environment.
These behaviours are, in turn, linked with the intermediate (biological) risk factors:
overweight, high blood pressure, high blood lipids and blood glucose [20] (figure
two). Reducing the burden of NCDs will require a reduction in the intermediate and
modifiable risk factors. However, it is very difficult for individuals to make healthy
choices over a lifetime when the underlying environments continue to promote the
unhealthy choices.

Figure two [20]
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2.2 Dietary risk factors

Diets which are high in fat (especially saturated and trans fats), sugar and salt and
low in fruits and vegetables increase the risk of developing NCDs [21, 22].
Unfortunately a change towards this type of diet, often termed the nutrition transition
[23] is being seen globally, and is an important factor in the rising rates of NCDs [24,
25]. For example, low fruit and vegetable intake is estimated to be a factor in 31% of
cardiovascular disease and 11% of stroke cases worldwide [20]. Countries, such as
Japan and South Korea, which largely maintain traditional healthy cuisines despite
increasing national wealth, have significantly lower burdens of NCDs.
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Generally foods (note food refers to foods and drinks throughout this document) with
higher energy-density (those high in fat and sugar, and low in fibre and water) are
associated with higher risks of obesity, and diets high in these foods are more likely
to lead to weight gain [26-28]. Cheaper diets are also generally the less healthy ones,
as foods with higher energy density are commonly cheaper (per unit of energy) than
those with low energy density [29-31]. Fat (34%), vegetable (13%), and fruit (6%)
intakes are the main factors that influence the energy density of a diet (53%) [32].
Diets high in fat, and low in fruits and vegetables are most likely to be energy-dense.
Energy-dense foods such as fast-foods are more likely to result in weight gain than
foods with low energy density [26, 27, 33].

The following specific factors have been associated with higher risks of NCDs [34]:
High-fat diets [22, 35, 36]
High intake of saturated fatty acids and trans fatty acids [37-40]
High intake of sodium [22, 41-47]
High intake of sugar [48-51]
High intake of red meat and processed meat [22, 35, 36, 52, 53]

The following factors have been associated with lower risks of NCDs [34]:
High intakes of fresh fruits and vegetables [22, 41-43]
Frequent intake of fish [54-57]

Diets which are rich in wholegrains, legumes, fresh fruits and vegetables and
fish, and low in refined grains, processed meats, sweets, desserts,
sweetened drinks [39, 58-61]

(Note: Undernutrition, poor child growth and vitamin and mineral deficiencies are
problems that persist in the region. National efforts to control NCDs will need to take
account of other local nutrition-related problems. A healthy diet is one which contains
sufficient nutrients for development and health, and which offers the lowest risk of
NCDs.)

2.3 Factors affecting diets

The reasons underlying poor diets are complex, as highlighted in figure three. While
personal preference is involved, this in turn is affected by many factors such as
cultural beliefs and exposure to marketing and educational messages. It is important
to consider this variety of factors when attempting to improve or change dietary
patterns. It is clear that educational approaches in the absence of changes in the
food environment are highly unlikely to be successful.
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Figure three: Factors affecting diets [62]

Access to healthier food choices refers not just to the physical availability of foods but
also to whether individuals can afford to buy those items. Evidence, both
internationally [63-65] and in the Pacific [66-68], highlights that price is an important
factor in determining the foods which consumers purchase. This effect is likely to
increase in the future, as rising fuel prices continue to bite into household incomes
[69]. The recent global food price rise is further adding to the problem [69]. Foods
with high energy density are cheaper than low energy density ones [29], thus
increasing the likelihood of people choosing a high energy density diet, which
increases the risk of obesity [28, 29, 70].

The poor are more susceptible to pricing than the well-off, and unfortunately poverty
and economic hardship are a significant problem in the region [71], and are
increasing [69, 72]. These ongoing economic issues will further increase price
sensitivity in the region. This means that increasingly Pacific Islanders will choose
their diets based on food prices, rather than taste or preference. In these
circumstances, educational approaches on their own will have little influence on
diets. Islanders may also increase their reliance on home-grown and caught foods,
when this is an option to them. This is already being seen in the region, and is being
encouraged by political leaders. This is likely to be beneficial for health.

National policies impacting on the food supply locally such as Trade, Financial,
Agricultural and Fisheries-based policies will have an impact on local diets [67, 73-
75]. There is however, rarely involvement of health in decision-making in these
areas, and as such the impact on health is not considered.
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Exposure to advertising and marketing of foods has been shown to have an impact
on children’s attitudes and behaviours in regard to diet [76-79]. As the overwhelming
focus of food-related advertisements is on energy-dense, nutrient poor foods [80, 81],
this will have negative impacts on children’s diets. There is increasing pressure on
governments to impose regulations (or tighten existing regulations) on marketing
food to children since industry-based voluntary codes are insufficient to protect
children [82].

Availability and accessibility are also important determinants in diets. High availability
of fast-foods [26, 83, 84] and low availability of fresh food markets [84, 85] increases
the likelihood of unhealthy diets. In settings such as schools [86-91] and workplaces
[92-94], high accessibility to less healthy foods is associated with less healthy diets
and more obesity. Studies have shown that schools with gardens growing fruits and
vegetables are beneficial to children’s diets [95, 96]

2.4 Food supply in the region

While each of the Pacific Island Countries and Territories (PICTs) has its own unique
food supply, there are many similarities, including a reliance on imported foods and
poor food security [97]. Huge shifts in dietary habits are occurring, with imported
products such as rice, bread and noodles replacing traditional staples; meat products
replacing fish; and sugary products replacing traditional snacks such as fruits. Most
of the Pacific island countries are increasingly affected by inadequate availability of
local fish, seafood, fruits, vegetables and local staple crops. They are becoming
unable to provide sufficient of these foods to meet the needs of the population.
Urbanisation, overcrowding, rising sea levels and poor domestic transport networks
are just some of the reasons which underlie this problem [98]. This is further
compounded in many countries by export-driven agricultural and fisheries policies
which support the export of these products in preference to supplying the local
market. Even local fish can be difficult for locals to access, due to a combination of
factors including high fuel costs, exports and problems with domestic transport and
storage.

Countries are now reliant on food imports to feed their populations. While scope
exists for food imports to reflect healthy eating recommendations, many imports are
high in fat, sugar and salt. The increasing trade in food in the region parallels
increasing food energy availability and fat/oil availability [97], and increased energy
density of the typical diet, which is usually associated with increased energy
consumption [99]. “There is mounting evidence of a strong link between importation
of foods of low nutritional quality and increasing rates of disease” [100].

The possible impact of education about healthy diets is obviously going to be limited
if the population cannot access suitable foods [97]. Consideration is therefore needed
of increasing healthier food supply, in parallel, or before, efforts to increase demand
are made [101]. Efforts to reduce the demand for less-healthy foods poses less of a
problem, as the majority of less healthy foods are imported, and therefore supply can
respond rapidly to a change in demand.

3. Improving diets

In order to change diets, all of the factors involved need to be considered, yet
historically health promotion programmes have been dominated by the single,
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relatively weak educational approaches to encourage individuals to choose healthier
options [64, 102]. While knowledge is a component of behaviour change, it doesn’t
automatically cause it [103]. Although sometimes well-targeted and delivered
education might lead to behaviour change, this occurs mainly when the environment
is supportive of change already. While efforts to improve individual behaviour and
choice are important [104], they are insufficient by themselves. Educational initiatives
do have an added benefit, though, of supporting policy change and advocacy [105,
106].

Multi-sectoral [21, 107, 108] and holistic approaches are therefore needed [109] to
tackle all of the areas which can affect diets, as highlighted by the Bangkok Charter
for Health Promotion [110] and the Global Strategy on Diet, Physical Activity and
Health [21]. This can be supported through the development of national food and
nutrition coalitions [111] or other intersectoral committees or coalitions [112, 113],
and this may help to ensure sustainability [114].

Recognition is also growing that macro-level or upstream changes are needed to
create a health-promoting environment [115, 116] where individuals can make
healthy choices if they wish [113, 117]. Coupling this with educational activities, is
likely to be most effective.

In order to develop a healthy environment, for all aspects of lifestyle, not just diet,
one powerful tool is policy [118-120]. Policy includes regulatory approaches both
within government and non-government. Policies which focus further up the food
supply chain [121], can radically change food availability and access, and so change
diets [122]. For example, policies affect what foods can be imported, what can be
sold, prices, availability, marketing and promotion. Additionally, environmental and
policy interventions generally affect all members of the targeted/defined population
and therefore have wide impacts [123]. There is however insufficient action in this
area [124], despite the evidence of its benefits [94]. Some policies alone may
influence health outcomes (for example, poor economic policies can reduce health
status), but in general to improve health outcomes, the policies provide the backbone
for other health promotion activities such as programs and social marketing. Thus,
policies can create supportive environments [108] and enhance the effectiveness of
other interventions [125] which aim to change behaviours [126]. The benefits and
strengths of a policy/environments approach are further highlighted in Table 1 [127].

This approach is identified in the Ottawa Charter for Health Promotion [128] and in
the more recent ‘Bangkok charter for Health Promotion in a Globalized World’ [110].
The Bangkok Charter states that action is needed across sectors and settings to:
“regulate and legislate to ensure a high level of protection from harm and enable
equal opportunity for health and well-being for all people”. Policy interventions can
ensure that healthier foods are available and affordable in a country, thereby allowing
someone to easily buy them, if they choose to do so.

Improving the healthiness of the food supply is at least equally, if not more important
in improving diets than increasing demand [118]. However, policies focusing on
supply have been neglected compared to demand [73]. It is likely that agricultural
policies that affect what and how farmers grow crops will ultimately affect diets [21,
129].

10
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Key themes for improving diets:

Interventions/activities must cut across all sectors: government and non-
government

Within governments, a ‘whole-of-government’ approach is needed
Many interventions/activities are required

Actions must address dietary patterns, not just one food or nutrient
Efforts are needed to modify both supply and demand.

A policy backbone is needed to support a healthy food supply and support
individual healthy choices

Educational strategies should build on the policy backbone

Dietary change is likely to be slow, and so interventions/activities will need to
be sustained for long periods

4 Overview of potential approaches to improve diets

Drawing on evidence globally and regionally, along with global and regional
strategies and commitments, some of the potential approaches to support healthier
eating are detailed below and summarised in table 2. Combinations of ‘promising’
strategies need to be selected to create a portfolio of interventions to reduce NCDs.

4.1 Increasing availability and access to local foo  ds

The recent increase in rice and wheat price globally has highlighted for the region
how reliant it is on imports and has led to renewed calls and support for increasing
domestic food production [8]. While this is not a new concept for the region, more
consideration is needed of how support which promotes the export of local produce
and fish may be impacting on local supply.

Support for farmers s likely to increase production levels [130], this can
include technical assistance, subsidies, tax breaks on inputs such as
equipment and on incomes, preferential loan arrangements. Efforts are
needed to ensure these target farmers supplying the local market (not
exports). Access to land can be an issue, and land-use policies should be
developed to enhance the access to land for farming.

Support for home production : this can include technical assistance,
provision of free or low cost seeds and cuttings, policies to ensure land
availability for all (such as in new urban developments, or through leasing
agreements), community gardening/garden initiatives. Seedlings and seeds
also need to be accessible and affordable (technical assistance can ensure
the seeds available are locally suitable).

Support for local fishermen  through tax breaks, technical assistance and
policies to prevent over-fishing and monitor fish stocks. Efforts are needed to
ensure these target farmers supplying the local market (not exports).

Improving the movement of local produce to markets. In developing
countries up to 30% of produce can be lost between the farm/boat and the
consumer [131, 132]. Improved rural transport and inter-island transport (cost,
reliability and ease) can reduce this. Additionally the provision of storage
facilities (including refrigerated ones) can be beneficial, policies may be
needed to ensure adequate use of cool storage. Exposure to sun can result in
10-50% wastage [133]. Covering market areas and transport can reduce

11
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losses, along with the use of protective packaging. Technical assistance can
also assist with reducing post-harvest losses.

The location and number of local markets for produce and fish, affects not
only accessibility to the customer but also to farmers and fishermen. Policies
are needed to ensure that sufficient markets exist that are accessible and
convenient to all.

School gardens: school gardens can improve the knowledge, skills and diets
of children, and effects are often maintained into adulthood.

Note: WTO rules for member countries restrict the use of subsidies and support for
farmers and fishermen, however some support is still allowed. (Note also that most
wealthy countries provide substantial support in-kind, above the agreed WTO limits).
All forms of technical support are acceptable, and other support can be provided if it
is focused on food security. Additionally ‘de minimis’ support in developing countries
is allowed, this refers to a ceiling of 10% of the value of crops (so if a farmer
produced $1000 of crops a year, providing up to $100 in grants and subsidies (such
as tax breaks) would be acceptable.

4.2 Improving the quality of processed and other fo ods

While food imports could reflect desired healthy eating patterns, this does not seem
to be the case in the region [134, 135]. Imports are dominated by foods and drinks
which are high in fat, saturated fat, sugar and salt. Modifying the types of products
imported could offer considerable benefits to health. A number of potential
approaches to undertake this exist. A recent WHO document [136] focused on
reducing salt intake suggested three main approaches:

altering food production through the development of products and/or meals
with no added salt or the lowest content of sodium possible;

changes in the environment  ensuring that the healthier food items are the
easiest choice for the consumer (e.g. through a clear labelling system of all
processed foods and meals)

and through wide and active health promotion and consumer education (in
all population groups).
These are equally applicable to reducing fat, saturated fat, trans-fats and sugar.
Relevant examples include:

UK: Major reductions in the salt content of many processed foods have already been
made as part of voluntary measures by the food industry, (reduction of over 30% in
some foods), without any consumer rejection, as this process has introduced slowly
over the course of a few years. Nestlé reported that reductions of sodium content
have occurred in bread (around 30%), breakfast cereals (33%), cakes, buns and
biscuits (20% in some products), crisps and savoury snacks (25% in potato crisps),
meal sauces (25%) and soups (15%).

EU: reduction of trans fats in margarines by manufacturers has lowered levels by up
to 80% [137]. Sugar content has been reduced in soft drinks by 10 to 40%.

Australia: The voluntary tick programme of food labelling in Australia was shown to
have resulted in product reformulation (lowering of sodium content) [138].

Clear consistent labelling programmes in countries have resulted in modifications to
food products. For example, in Sweden following the introduction of a labelling
programme, additional low fat products were introduced onto the marketplace [137].

12
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Collaborations or MOUs between government and local small-scale manufacturers
such as bakers, can facilitate the increased availability of healthier options, or
product reformulations to lower added fat, sugar or salt.

Alternatively or complementary to product reformulation by companies, regulations
can be used to restrict the levels of nutrients in specific or all food items. For example
Denmark restricted the trans fat content in all food products to a maximum of 2% of
fat. This occurred a few years after the Danish margarine industry and some key fast-
food chains had already agreed to voluntarily reduce their trans fat levels to close to
zero [139]. A number of locations in the US, such as California and New York have
recently implemented trans fatty acid bans in all food establishments.

Standards for product composition can also be used in this way, for example CODEX
regulations specify a minimum protein content for corned beef. A regulation could
limit the maximum fat or sodium content for this type of product. These could be used
to influence local manufacturers and also imports. In Ghana, maximum percentage of
fat permissible in certain meats has been set, to reduce the import of high fat meat
cuts such as turkey tails [140]. This is an alternative to the ban on imports/sales
applied to mutton flaps and turkey tails in Fiji and Samoa respectively. The use of
these types of regulations poses some questions in regards to WTO. As long as the
regulation is applied equally to all sources of the foods, whether local or imported,
this should not be counter to WTO rules. Health-based justification would, however,
be needed.

Restrictions on imports such as import quotas, are an alternative option for
controlling the supply of less healthy foods in the region. There are however
considerable issues with regard to WTO, as quotas as seen as highly restriction to
trade, and counter to WTO. An alternative approach to quotas is therefore preferable.

Accurate and informative food labelling can also be effective in supporting healthier
eating [63, 141]. Misleading labelling and information can be a problem, and efforts
are needed to ensure that information is correct. CODEX has standards for the use
of terms such as light and reduced calorie and adopting these or similar regulations
would enhance the ability of countries to prevent misleading claims. Collaboration
with other larger agencies such as ANZFA would be valuable in assessing allowable
claims and monitoring systems. Additional technical or financial support may be
needed to support small local companies to implement these policies.

Signposting to identify healthier eating can also be effective (e.g. Australian Heart
Foundation tick programme). Implementing this type of labelling might be difficult in
countries reliant on imports. A regional approach might be more effective in ensuring
that exporting companies do utilise the signposting. Store-based promotional
activities and shelf-labelling have also been shown to be effective in this region [142],
and may be more feasible in countries reliant on imports. This can be supported by
importers and retailers supporting wider availability of healthier options.

Increasing portion sizes are being seen globally in relation to processed foods and
meals eaten outside the home [143]. Larger portion sizes encourage an increased
energy intake, which increases the likelihood of overweight and obesity. Food
producers and caterers can work with governments to ensure that portions are
reasonable, and do not encourage over-consumption.

Specific options for improving the quality of these foods are therefore:

Developing collaborations between the food industry and governments to
encourage product reformulation  towards a healthier nutrient profile of
processed foods

13
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Creating nutrient content standards  for selected products (e.g. high fat
meat products) so that the food supply system provides healthier food
choices

Having mandatory product labelling  for ingredient lists and nutrition
information panels to facilitate healthier choices and to encourage product
reformulation.

Developing a regional nutrition signposting systems (such as healthy tick)
to facilitate healthier choices and to encourage product reformulation.
Collaboration with the food industry to progress this.

Enacting regulations regarding misleading information and the use of
nutrient claims (e.g. ‘low in fat’) and health claims (e.g. ‘lowers cholesterol’).

Importers and retailers promoting healthier options , and increasing
availability of these.

Food producers and caterers to produce and promote healthier portion
sizes.

A regional food accord could be developed between governments in the
region and the private sector to facilitate all of these actions.

4.3 Modifying the pricing structure

As already highlighted, price is a significant factor in dietary choices, and modifying
the prices of foods is likely to have significant benefits to health [144-146]. While
many influences on pricing are under external control (countries outside the region),
there are a number of areas which can be influenced locally.

In addition to the issues already discussed in 4.1 which can influence the price of
local foods, taxation policies and price control laws (these control prices or mark-ups
but do not include subsidies) can affect the prices of both local and imported foods. A
recent review of some of the taxation systems and price control systems in the region
[147] found that in some countries existing policies unfavourably alter pricing
structures in relation to health. For example, price control systems include products
such as canned corned meats and sugar, and import duties on items such as oils
and animal fats are lower than those for fruits, vegetables and fish. It would be
beneficial to have health representatives included in decision-making processes
regarding these systems.

Taxation policies may also favour domestic food processing through tax breaks or
concessions; this could encourage more domestic processed foods, and artificially
lower product prices. They may also support exports indirectly through concessions
for exporters. Where this applies to fresh produce, this could reduce local supply.
Taxation systems may also favour local produce and producers however, through
reduced import duties on inputs (such as equipment), income tax exemption and
VAT/GST exemptions. While the latter may be for logistical reasons, it would facilitate
lower costs for local fruits, vegetables and fish.

There are likely to be health benefits from ‘correcting’ existing environments to
support healthier eating. Additional benefits could be gained by targeted measures
such as taxes or duties on specific products or types of products. This type of
approach is widely in use already, globally and within the region, for example on soft
drinks or all sugary items. In some countries (e.g. French Polynesia) taxation
revenue from these less healthy products is used to fund health promotion initiatives.

Note: Trade agreements, such as under WTO, do not generally cover price control
regulations, they do however cover taxes and duties. Countries considering

14
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amending import duties will need to ensure that they remain within pre-agreed tariff
limits (WTO). PICTA (Pacific Island countries trade agreement) will require removal
of duty from imports within the region in the next few years. Duty removal from fresh
produce would be beneficial to health, however removal from processed foods
produced within the region would not be. Excise duties (such as those widely applied
to alcohol and tobacco) which tax imported and locally produced products equally
could be used to add additional taxes to some items. This is in line with WTO/PICTA
rules, however, where there is no local production this is essentially an import tariff
and as such could be subject to objections under WTO.

Specific options would therefore be:

Reviewing the existing price control regulations , and amending them if
necessary to remove less healthy items and to include healthier products

Reviewing the existing GST/VAT exemption lists and amending them if
necessary to ensure that the tax system supports healthy food choices

Reviewing the existing import tariff structure  and making amendments to
ensure minimal tariffs are applied to healthier products and the maximum
allowable rates are applied to less healthy items (this can be balanced to be
revenue-neutral)

Assessing the concessions on taxes for domestic food processors to ensure
that they do not facilitate lower prices for less healthy products

Using targeted excise or import duties to increase the cost of less healthy
items, such as sugary items, unhealthy fats and products rich in trans fats

Using targeted taxes on less healthy products  (e.g. high-fat foods) to fund
health promotion activities or to support lowered taxes (or other support) on
healthier items

Introducing recommended price-banding mechanism for local produce to
ensure consistent pricing.

4.4 Settings-based policies

Schools are a common target for health promotion activities, and policy interventions
in this setting are increasingly being used. This is in part because of the potential to
influence children’s health due to their captive nature and also because of children’s
vulnerability to influences, which also justifies protecting them [148]. School food
policies which limit the availability and sale of less healthy items are common globally
and are also present in some countries in the region. Comprehensive mandatory
policies which also cover promotion of healthy eating, and all events associated with
the school have the potential to have significantly positive effects on children’s diets
and attitudes [149, 150]. In many developed countries, vending machines are
common in schools. In some countries voluntary codes of practice by the drinks
industry (e.g. Australia and US in primary schools) limit sales of soft drinks in
schools, especially through vending machines. A number of countries have
implemented mandatory bans on vending machines and soft drink sales within
schools (e.g. some US and Australian states, UK for ‘junk foods’). In this region,
policies which mandate all schools to have gardens may also be of benefit. Studies
elsewhere have demonstrated their value [95, 151].

Workplaces offer another setting for food policies to limit sales of less healthy items
and encourage higher availability of healthier items [65]. Healthy workplace awards,
such as that in the UK can also support this type of approach. Similarly policies on
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food provision at meetings and workplaces can be implemented. A number of these
are in development for government-funded functions within the region.

Government departments often took the lead in creating smokefree indoor
environments using internal organisational policies ahead of specific smokefree
legislation. If governments took a similar approach with healthy food service policies
for government departments and agencies, it would provide some much needed
leadership in creating healthy food environments.

Churches also offer a powerful setting for influencing population diets. Church
leaders are respected members and leaders of local communities and can play a key
role in influencing attitudes and diets of their community. Other settings such as
communities, youth groups or women groups may also be suitable settings for food
policies.

Specific options would therefore be:

Implementing healthy food service policies  for government departments
and agencies (including provision of food at meetings and workshops).
Licensing agreements can include requirements for healthier option provision.

Implementing school food policies : including restrictions on sales and
promotion of less healthy items, and education.

Implementing food policies for hospitals  and health-care settings: these
should include foods sold in shops within the hospital.

Implementing industry policies to remove vending machines and limit the
sales of soft drinks and other less healthy items in school settings

Implementing school garden policies

Collaboration between Government and church leaders to implement food
policies in churches

Promoting food policies for all workplaces

4.5 Enhancing the promotion of healthier foods and limiting the marketing of
less healthy foods.

Advertising and promotional activities by food manufacturers has considerable
influence on children’s diets and attitudes [77, 79]. Links have been found between
exposure to advertising of less healthy items and poor diets [76, 79]. Unfortunately
the less healthy items are the ones mostly advertised [79-81]. A number of countries
have now implemented controls on advertising and sponsorship targeted at children
(e.g. UK). Additionally many companies and food industry groups have developed
voluntary restrictions or controls on advertising and sponsorship aimed at children
[152], including a recent move by the Australian Food and Grocery Council to
introduce voluntary controls over advertising of less healthy products to young
children (http://www.afgc.org.au/index.cfm?id=722). These could be adopted or
expanded to include export-markets in the Pacific Islands. Industry-run codes are
highly unlikely to reduce the volume of effective marketing targeting children
sufficiently to provide the protection society needs to provide for children [82, 153], in
part because not all companies will be involved. As the countries in the region are
exposed to considerable media from outside their own country, they will benefit from
any measures if they are implemented in countries such as US, Australia and New
Zealand, and also within the region. There would be advantages in similar
regulations being used throughout the region. Food producers can also agree to
follow the same marketing policies (to limit the marketing of less healthy foods to
children) for the Pacific Islands, as those agreed in other countries.
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As already highlighted educational-based initiatives are important to support healthy
eating choices, although they should be complemented by efforts to develop
supportive environments (where healthier diets are more available and accessible
than less healthy ones). School-based [86] and workplace education is likely to be
more effective when delivered as part of a wider healthy food policy.

Social marketing activities which promote healthy diets [154] can be effective,
especially if supported by changes in policy. Financial constraints can limit the
opportunities for the health sector to utilise local media to promote healthier eating.
Policies to provide low-cost or no-cost advertising for health promotion, can be
included in contractual arrangements with media organisations. Social marketing
approaches require an understanding of the audience and specificity regarding the
message. National dietary guidelines (food-based dietary guidelines) which provide
information on a healthy diet, if used effectively, can ensure the use of consistent
messages nationally [155]. They can help to reduce the confusion often expressed
by the public regarding healthy eating, and can also form a useful aid for policy-
making at a national level [156].

Specific options would therefore be:

Industry codes of practice  on advertising and sponsorship of less healthy
foods and drinks to children.

Enacting regulations to reduce the marketing  of less healthy foods to
children (includes restrictions on advertising, sponsorship, internet, interactive
games, competitions etc that are linked to less healthy food products and
related brands). Regional approach would be provide benefit.

Industry code of practice to promote  healthier alternatives and options in in-
store promotions (e.g. lower fat corned beef), and to provide adequate shelf-
spacing for these foods.

Implementing social marketing, education and awareness programs to
support policy interventions, especially for the policies noted in previous
sections

Developing, implementing and regularly reviewing food-based dietary
guidelines

Reviewing school curricula to ensure that they adequately cover healthy
eating and that they complement the school food policies

Encouraging workplace-based health education programmes to
complement the food service policies

4.6 Other strategies

One of the key areas where the food industry and private sector can collaborate with
the Governments of the region, is in supporting or not opposing legislative moves
such as controls on advertising or standards. The influence of the private sector on
politics can be considerable, and as such opposition from them to a policy change
can prevent action. This issue is also relevant in regard to Governments from
countries that export to the region, potential opposition to the mutton flap controls
from New Zealand via WTO and other means, resulted in Tonga’s decision not to
implement these policies. Agreement by exporting countries not to oppose policies in
the Pacific Islands region which seek to improve their food environments would have
considerable health benefits for the region.
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There is evidence about the impacts on the location and availability of stores and
fast-food outlets on diets [26, 84, 157]. Global fast-food chains are only present in a
few countries in the region, although their number is increasing. There are however,
many locally-owned independent outlets offering fast-food style choices. Zoning and
other types of restrictions have been used elsewhere to limit new developments of
fast-food outlets [83], and may be an option to limit the spread in this region. It is
particularly important to limit fast food outlets and vendors selling unhealthy foods in
the areas around schools. Requirements could also be added to licensing
agreements for food outlets to ensure that healthier foods options are available.

Investment in markets is a major stimulus to sales and micro-enterprises [133], and
the accessibility to the local population is likely a factor in purchasing of local
produce. Locating markets in urban centres and near supermarkets facilitates easier
purchasing of local foods. Policies are therefore needed to ensure sufficient density
of fresh-food markets, particularly in growing urban areas.

Specific options would therefore be:

Zoning and other types of restrictions to limit new developments of fast-
food outlets

Food caterers to adopt policies to ensure availability of healthier options,
and to promote these with suitable signposting.

Zoning and planning use to ensure availability of land  for gardening
Increasing density of fresh-food markets
Reduce access to vendors selling less healthy foods around schools

5. Summary and conclusions

Before considering the implementation of any policy change, countries must consider
the potential negative side-effects of any actions, their feasibility (particularly in terms
of monitoring and enforcement) and their effectiveness. Assistance can be sought
from relevant regional and international organisations.

In regard to monitoring, requirements for nutrition labelling and/or controls on specific
nutrient content requires that checks are done by governments to ensure that
labelling is accurate. This will require laboratory facilities, or budgeting for necessary
costs to send samples away for analysis. Regional collaboration would be of benefit
in this regard, as countries which import the same products could share analysis
(costs and actual analysis).

There is considerable potential for major improvements in diets and health to be
made across the region by creating a more health-promoting food environment. One
intervention or policy change alone is unlikely to have significant benefits, instead
consideration should be giving to combining multiple interventions within a strategic
plan. The food industry and private sector can play an important role in developing a
healthier environment through some of the actions considered in this document.
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Table one: Strengths of a polic
behaviours [127]
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y/environments appro ach to changing

Strength

Explanations and examples

Addresses underlying
determinants (ie potential
for true prevention)

If an increasing volume of sophisticated food mariggis
partly responsible for the increasing consumptibn o
unhealthy foods, then regulations to limit the nedirkg to
children will reduce this underlying cause whereas
educational approaches only attempt to countehactesults

Becomes
structural/systemic

Changing agricultural subsidies or implanting s¢ood
policies embeds the changes into the food supEiesys

Becomes the accepted norn

n Ensuring availability and accessibility of healthieods helps
them to be become the normative choices, ratherttie
exceptions

Likely to be sustained

Systemic changes such as healthy school food vaneh
backed by strong policies and traditions are mi&edyl to
sustain behaviours over the long term than, saytshn

media campaigns

Influences the ‘hard-to-
reach’

Disadvantaged populations such as those with loanre or
low educational attainment tend not to responcelth
messages but they will be affected by policy charsgeh as
limits on the sale of fatty meat products

Less language dependent

Health messages and information are usually airhad a
narrow population segment and may not be underdigal
sections of the population.

Can address inequities

Policy and environmental interventions reach pojahas
independent of socio-economic status whereas edueat
approaches are preferentially taken up by the redoeated

Usually cost effective

Environmental interventions (especially policy-bdse
initiatives) are relatively inexpensive comparednividual-
based approaches and media-based education campaign

Minimizes message
distortion

Education messages related to food and nutritionlmea
misconstrued or misapplied and this risk is minediby a
greater emphasis on providing the choices ratter th

preaching the choices
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ry and policy interventions

Note: TFA refers to trans fatty acids which are a result of food processing. It does not include naturally occurring trans fatty acids.

Area of
action

Specific area of
influence

Government action

Private sector
action

Regional and global
action

Supporting actions (and
examples of who might
undertake this action)

Increasing availability and access

to local foods

Policy statements on
increasing the focus
on food security, by
donors, development
organisations and
regional agencies

Home production

Increasing land availability
for home gardens: (e.g.
planning restrictions, use
of communal and leased
lands) .

School garden policy

Sell seedlings and
appropriate seeds

Community
gardens/gardening
projects

Commercial Tax breaks

production Reduced import duty on

supplies
Subsidies for farming

Preferential loan
arrangements

Policies to prevent over-
fishing

Technical assistance
(Govts, civil society, FAO,
SPC).

Education & awareness-
raising for Ministry of
Agriculture and Ministry of
Fisheries policy makers
(technical officers, FAO,
WHO, SPC).

Training for households
and farmers, to improve
yields and production
(Govts., civil society, SPC,
FAO)

Efforts needed to reduce
ciguatera problems

Education to help use land
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Area of
action

Specific area of
influence

Government action

Private sector
action

Regional and global
action

Supporting actions (and
examples of who might
undertake this action)

Policies on land use to
ensure maximal use of
available land for
agriculture. Zoning to
ensure adequate land kept
available.

Make space available in
urban centers for markets
for people selling local
food

more efficiently — use small
plots

Promotion of container
gardening

Research into processing
techniques to increase the
convenience of local foods
Investment in local food
industry could encourage
local innovation.

Processes needed to
facilitate knowledge
transfer within the region
related to all these areas.

Improved internal
transport

Investment in improving
rural and inter/intra-island
transport (links between
local markets and
producers)

Reduced losses of
local produce due to
spoilage

Storage facilities (cool).

Standards regarding safe
food storage

Focus on improving quality of fresh produce
imported/sold e.g. improved food supply
chain, better handling (private sector and
development organisations, donors and
regional agencies)

Training to assist with
improvement of produce
quality (Govts,. SPC, FAO)

Promotion of traditional

food preservation
techniques
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Area of
action

Specific area of
influence

Government action

Private sector
action

Regional and global
action

Supporting actions (and
examples of who might
undertake this action)

Improving the quality of processed

and other foods

Policy statements by
PICT Governments,
exporting countries
and the private sector
to support policy
actions which seek to
improve the food
environment

Product formulation

Collaborate/MOU with food
industry.

Mandatory product nutrient
standards to lower
salt/sugar/fat/TFA content
(food standards)

Food standards
designating maximum
levels fat, sugar, salt, TFA
in specific products or
groups of products e.g.
canned meats, meat cuts.

Mandatory nutrition
information panels and
ingredients labels on food
packaging (assistance may
be needed to help local
small cos.)

Enforcement/adoption of
legislation to prevent
misleading information and

Collaborate/MOU
with food industry,
including joint
targets.

Increase imports of
healthier
alternatives (e.g.
reduced sugar
drinks)

Do not import foods
containing TFA.

Local small-scale
producers eg
bakers to
collaborate with
Govt to produce
healthier products,

Collaborative
arrangement (with
ANZFA or similar) re
guidelines on use
and implementation
of health claims.

Food accord type
regional approach,
collaboration with
industry and
agreement re joint
targets (content,
marketing)

Study of impacts of
support and
concessions for food
processors in the
region and effects on
cost and availability
of processed foods
(by SPC/WHO/FAO).

Education and awareness-
raising for manufacturers
and the consumers
(Govts., civil society).

Social marketing regarding
healthy eating (Govts., civil
society, supported by FAO,
SPC, WHO)

Monitoring of process
(Govt and civil society
groups)

Collaboration between
small local producers and
govt. to facilitate nutrition
labeling of products

22




Draft background paper

7/11/8

Area of
action

Specific area of
influence

Government action

Private sector
action

Regional and global
action

Supporting actions (and
examples of who might
undertake this action)

claims

Mandatory product
signposting e.g. traffic
lights

Regional proposal re
shared signposting
system (technical
support from WHO).

Support for
collaboration with
food industry

Regional standards
for food quality
(FAO/UNICEF)

Modifying the
pricing
structure

Import tariffs

Reduction in duties on
healthier items and use of
maximum allowable duties
on less healthy ones.

Use of taxes on less
healthy items (e.g. high-fat
foods) to fund health
promotion activities or to
lower prices of healthier
items.

Promotion of pricing
policies to encourage
consumption of
healthier foods (WHO
and partners).

Review of impact of
preferential tariffs for
food processors and
impact on food
supply (WHO and
partners)

Information dissemination
to manufacturers, importers
and community re this
(Govts. Civil society).

Health representatives
should be consulted to
assess potential health
impact of all future
modifications and
agreements related to
tariffs.

Cost-benefit analysis would
be beneficial to justify
actions.

Price control
systems

Modification of existing
systems so that less
healthy items removed
from list (e.g. sugar, butter,
corned beef) and replaced

Promotion of pricing
policies to encourage
consumption of
healthier foods (WHO
and partners).

Education of community
(Govts. Civil society).

Health representatives to
be included in advisory
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Area of Specific area of Government action Private sector Regional and global Supporting actions  (and
action influence action action examples of who might
undertake this action)
with healthier alternatives. group for price control
Introducing price banding system
mechanisms for fresh
produce to ensure
appropriate and consistent
pricing
GST/VAT Removal of tax on fresh

local produce. Addition of
tax to any exempted less
healthy items.

Excise tariff

Introduce excise duty on

key less healthy items (e.g.

soft drinks).

Development of
argument for use of
excise duties on less
healthy items (for
justification) (WHO
and partners)

Promotion of healthier
alternatives (Govts. Civil
society).

Settings-based policies

Policy statement by
PICT Governments,
exporting countries
and the private sector
regarding the
importance of
settings-based
policies

School

Mandatory school food
policy (including water
availability, restrictions on
sale and promotion of less
healthy items, portion

Voluntary code to
not market soft
drinks and less
healthy food

options in schools.

Promotion of school-
based policies

(WHO and partners)

Information dissemination
to manufacturers, importers
and community re this
(Govts. Civil society).
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Area of Specific area of Government action Private sector Regional and global Supporting actions  (and
action influence action action examples of who might
undertake this action)
control, curriculum).
Inclusion in licensing
agreement for food caterer
re provision of healthy
options.
Garden policy
Workplace Support for workplace food | Adoption of healthy | Promotion of Education programmes

policies (mandatory for
government offices)

Meeting/workshop catering
policy (mandatory for
government events)

workplace policies
(including food

policy)

workplace-based
policies
(WHO and partners)

and materials (Govts. Civil
society).

Church and Villages

Church or/and village
food policy (covering
educational
messages,
sponsorship and
foods provided)

Hospitals

Food policy re foods sold
and provided in hospital
and health care settings
(part of contractual
agreements)

Education and training for
food providers.

Enhancing the promotion of
healthier foods, limiting marketing
less healthy foods

Policy statement by
PICT Governments,
exporting countries
and the private sector
regarding the
importance of the
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Area of Specific area of Government action Private sector Regional and global Supporting actions (and
action influence action action examples of who might
undertake this action)
promotion of healthy
eating, and the
control of promotion
of less healthy foods
Advertising Mandatory regulation of Voluntary codes of | Support for action by | Monitoring and support by
marketing and advertising | practice to restrict neighbouring civil society groups, such
of less healthy items to advertising and countries which will as consumers
children (including internet, | sponsorship of less | impact on imported organisations.
TV, games, competitions). | healthy items to media in the PlIs
Mandatory controls of children (including | (WHO and partners)
sponsorship by companies | all forms of media, | Agreement across
promoting less healthy games _a'nd region to ensure
items targeted at children. | COmpetitions). consistent approach
Mandatory restriction of lgsste gofuld beth — including nutrient
advertising for sports from ptg rom ﬁ. r?r profiling system to
companies producing less fr?é’snergsn:n whie identify less healthy
healthy foods. panies options (WHO and
operate. partners).
Agreement to Global actions
provide health - (agreements or
promotion ad. time | regulations) on food
at low or no cost marketing
(included in
licensing
agreements).
Promotional Policy to promote Support of Social marketing (Govts.

healthier
alternatives and
options in in-store

promotions (e.g.

educational and
promotional activities
—incl. social
marketing

Civil society).
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Area of Specific area of Government action Private sector Regional and global Supporting actions (and
action influence action action examples of who might
undertake this action)
beef) and shelf-
assignment.
Knowledge Social marketing policy. Support of Use of targeted taxes to
Sufficient funding for well- educational and fund health promotion
designed community promotional activities | programmes (Govts. With
education. — incl. social assistance from WHO,
Developing, implementing marketing SPC)
and regularly reviewing (WHO and partners).
food-based dietary Support for
guidelines. production,
School curricula review to endorsement,
ensure supportive of implementation and
healthy eating and review of FBDGs
consistent with school food
policy.
Workplace-based health
education programmes,
complementary to food
policy
Other Store/market/restau | Limiting the development Restaurants to offer | Regional and global Education and marketing
strategies rant location/density | of fast-food outlets through | healthy choices on | partners support for campaigns (Govts. Civil

zoning or other restrictions.

Restricting access of
vendors selling less
healthy foods in areas
around schools

Increasing local markets

menus (and
promote and label
them at point-of-
sale)

Stores near
schools to promote

and sell healthier

actions to increase
the access to healthy
foods and lower the
access to less
healthy foods.

society).

Food handling regulations
for food handlers
(enforcement)
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Area of
action

Specific area of
influence

Government action

Private sector
action

Regional and global
action

Supporting actions  (and
examples of who might
undertake this action)

(e.g. increased size,
increased numbers
(especially near
supermarkets) or revision
licensing agreement re
roadside vending)

Requirement within
business licensing to
stores and food vendors to
sell local produce.

Investment in infrastructure
for storage facilities for
local produce

Covered local markets

"Healthy restaurant"
competitions

Licensing process for food
providers to include
mandatory health
education session

options.

Re-branding markets to be
farmers markets to make
more desirable
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