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is available from www.iotf.org/media/euobesity.pdf .
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Waiting for a green light for health?

Europe is at the crossroads on nutritional health. Obesity continues to escalate
rapidly - a pandemic with major economic as well as health consequences that
are increasing the burden of chronic non-communicable diseases throughout

Europe.

Health promotion schemes advocating improvements in diet and activity levels over many
years have had no tangible impact. In most of Europe more of its citizens are overweight

and up to one in three adults is clinically obese.

The rise in overweight and obesity affecting children is highlighted dramatically in Italy —

the worst in Europe — with a prevalence reaching 36% in some studies.

As a major health issue, obesity and its prevention are rising up the political and social
agenda, but effective action has yet to be implemented. Strategies reliant on individuals to
respond to public health campaigns by merely suggesting they choose to alter their
“lifestyle”, without an accompanying change in the environment that markedly influences
their behaviour and personal choices, do not provide lasting solutions. The universal nature

of the threat to health demands new, potent and long lasting remedies.

Much stronger and more focused prevention measures on both diet and activity require the
direct involvement of many departments of government as well as business and civil

society.

The paramount challenge for health communication is not merely to focus on
persuading individuals to adopt healthier lifestyles, but to inform more effectively
political leaders, commercial decision makers and opinion leaders, including the medical

and health professions how to:

e recognise the vast societal dimensions of the problem
o take on effective preventive measures in the food chain including food
processing and marketing as a genuine top priority

e commit to implementing strategic responses at all levels in society.



Recommendations for immediate and long term action on healthy lifestyles education,

information and communication include:

e Protection for children from the “aggressive” advertising and marketing
techniques that sustain the pressure to adopt unhealthy patterns of consumption

and activity. These preventive measures need immediate action..

o In registering health claims, food and drink companies should submit public
statements to the EU Health And Consumer Protection Directorate regarding
their overall marketing policies in relation to health and be required to give firm
commitments to engage in honest consumer communication and to use their

marketing “reach” to support public health goals.

o  EU commissioners and council members should pool knowledge and combine
efforts across the food, agriculture, trade, media, education, sport and transport
sectors, whilst engaging other stakeholders including NGOs, to develop new

initiatives to support healthier lifestyles.

o Labelling regulations should include mandatory measures to implement a
simple colour-coded nutritional banding scheme to identify whether products

may be consumed freely or should not be over-consumed.

o  The first link in Europe’s food chain, the small grower, should be educated and
encouraged to find ways to increase the supply of fresh produce. Better
incentives to produce fruit and vegetables should be offered whilst schemes
which provide artificial subsidies to benefit large scale production of
superfluous oils, fats and sugars should be phased out. Specific initiatives to

limit salt intake are also required

o An “active Europe” policy should be adopted with a vigorous reassessment of
urban development, transport policies and other constraints that place

unnecessary limitations on activity within the physical infrastructure.



“Consumers may not be aware of the hidden fats, as well as the sugar and
salt content of the foods they choose.” !

At present much of the available nutritional information for consumers is filtered through
the food, drinks and retail sectors, which sponsor materials or incorporate health themes in
their own promotional materials. Thus health messages become blurred or distorted into
simplistic marketing messages, which may confuse and even delude consumers over what
are truly healthy choices.

Therefore the biggest communications challenge is to regulate more effectively the
information provided by manufacturers and suppliers to ensure that consumers receive
simple and accurate guidance to identify food and beverage products which comply with
expert recommendations on nutritional quality and those for which over-consumption
should be avoided.

The current European Commission proposal on nutrition and health claims is a welcome
step towards removing the confusion generated by conflicting claims of health benefits
attaching to processed foods, but does not go far enough.” It should incorporate mandatory
measures to implement a simple nutritional banding scheme to identify whether products
can be consumed freely or should not be over-consumed.

“Even when food labels are legible, many consumers either did not have time to read
them or simply didn't understand them. They felt that a standardised approach to
labelling would help overcome this, making the information easier to find and thus less
time consuming. Some even suggested colour coding, similar to that on milk, so that
they are easily identifiable as being high, medium or low fat, sugar or salt products.” —
Consumer Watch Survey June 2003 Institute of Grocery Distribution, UK

A clearer and more coherent process than the present labelling lottery is already sought by
consumers. A colour coded traffic lights system could reflect the nutritional bands in which
food items fall.’ A recent analysis of public health communications in Britain found that
present labelling was not “consumer friendly in terms of helping people construct a healthy
diet”. It also commended initiatives undertaken by the Cooperative Group to code products
relative to their fat and sugar content.” Therefore there seem to be very sound reasons to
clearly identify those products which should not be over-consumed - so-called junk foods
with high fat, sugar or salt content, which do not meet the dietary standards recommended
in the Eurodiet and recent WHO/FAO 916 reports.>®

These products remain the most promoted by the food industry. There is an unequal
struggle between the whispered voice of the impecunious field of health promotion (45
million euros allocated in total by the EU), while the booming commercial communications
from the corporate sector reflect the thousands of millions of euros spent promoting
products forming part of the toxic environment.

There is little evidence that the apparent gestures towards addressing the childhood obesity
problem proclaimed by a few big global corporations will be taken up enthusiastically

! “Food for Thought - Nutrition and Public Health Policy”. David Byrne, European Commissioner for Health and
Consumer Protection, in his address to the Children and Nutrition Congress, Berlin, 8 July 2003

? Proposal for a Regulation of the European Parliament and of the Council on nutrition and health claims made on
foods COM (2003) 424 Final: 2003/0165 (COD)

3 IOTF comment on the EU proposal amending Council Directive 90/496/EEC
http://europa.eu.int/comm/food/fs/fl/comments2003/health_ngos/iotf en.pdf

4 «“pyblic Policy Advertising Campaigns - What works and what doesn’t”, Charles Gallichan - Food Advertising
Unit 2003

5 Eurodiet — Nutrition and Diet for Healthy Lifestyles

http://europa.eu.int/comm/health/ph_determinants/life_style/nutrition/report01_en.pdf
¢ WHO Technical Report Series 916 Diet, Nutrition and the Prevention of Chronic Diseases 2003
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Appendix 1

Extract from the unpublished IOTF report on childhood obesity prepared
for the World Health Organization.

Europe’s children

A number of studies have examined the trends in childhood obesity in European countries,
including material collected by IOTF in collaboration with the European Childhood
Obesity Group (', ). These data suggest that childhood obesity has increased steadily in this
region over the past 2-3 decades (see Appendix 1, table A1-5), although there are complex
patterns in the prevalence and trends, which vary with time, age, sex, and geographical
region.
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Overweight and obesity defined by IOTF criteria. Based on surveys in different years after 1990. Source: IOTF (™)

The highest prevalence levels are observed in southern European countries. A recent survey
found that 36% of 9-year-olds in Italy were overweight or obese (IOTF criteria) (**). In
Greece, the prevalence was 26% in boys and 19% in girls aged 6-17 years (IOTF criteria)
(). In Spain, 27% of children and adolescents were overweight or obese (IOTF criteria) (*'),
while data from Crete show 39% of children aged 12 to be overweight or obese (IOTF
criteria) (*"). Northern European countries tend to have lower prevalence: for example, in
the UK, about 20% of children were overweight or obese in 1998 (). In Sweden, the
prevalence was 18% for children aged 10 years (™). As the figure below shows, children in
northern Europe generally have overweight prevalence rates of 10-20%, while in southern
Europe the prevalence rates are 20-35%.

The reasons for a north-south gradient are not clear. Genetic factors are unlikely, as the
gradient can be shown even within a single country, such as Italy (*). The child’s household



or family income may be a relevant variable, possibly mediated through income-related
dietary factors such as maternal nutrition during pregnancy, or breast- or bottle-feeding in
infancy.

Economic recession may affect the rate of increase in obesity levels. Some countries in the
region have reported a fall in obesity rates: in Russia, the prevalence of overweight and
obesity declined from 15.6% to 9.0% between 1992 and 1998, a period when the country
suffered severe socio-economic difficulties (*'). In Poland in 1994, during a period of
economic crisis, a survey of over 2m young people found 8% to be overweight compared
with the national reference figure of 10% (*"). In rural areas, and among children under
aged 10, the figure was even lower at 7% overweight.

In Croatia, which experienced less economic recession, there appeared to be little change in
excess weight levels in schoolchildren between the early and later 1990s (*'"), while in the
Czech Republic, also less economically damaged than Russia, overweight (above 90“_l
centile 1991 reference) rose modestly from 10% to 12.5% in the period 1991-1999 (*').

Examples of prevalence of overweight among children in various European surveys
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Overweight defined by IOTF criteria. Based on surveys in different years after 1990, and for children of different
ages 6-17 years. Source: Lobstein and Frelut (*') Wang et al (*"') Perra et al (**").

" Obesity in Europe. International Obesity TaskForce with the European Childhood Obesity
Group. Copenhagen: IOTF. 11 September 2002 [http://www.iotf.org/media/euobesity.pdf].




i Lobstein T, Frelut M-L. Prevalence of overweight children in Europe, Obesity Reviews
2003 (in press)

" International Obesity TaskForce data, based on population-weighted estimates from
published and unpublished surveys 1990-2002 (latest available) using [OTF-recommended
cut-offs for overweight and obesity.

" Caroli M, Vignolo M, Luciano A, Invitti C, Censi L. Nutritional surveillance based on
local data for the prevention of chronic-degenerative diseases. (Personal communication: M
Caroli, U.O. di Igiene della Nutritzione, Brindis, Italy.)

¥ Krassas GE, Tzotzas T, Tsametis C, Konstantinidis T. Prevalence and trends in
overweight and obesity among children and adolescents in Thessaloniki, Greece. J Pediatr
Endocrinol Metab 2001;14 Suppl 5:1319-26; discussion 1365.

" Majem LS, Barba LS, Bartrina JA, Rodrigo CP, Santana PS. Epidemiologia de la
obesidad infantil y juvenil en Espaiia. Resultados del estudio enKid (1998-2000). In Majem
LS, Bartrina JA (eds) Obesidad infantil y juvenil: Estudio enKid (Child and adolescent
obesity: the Enkid study), Barcelona: Masson, 2001, pp 81-108.

" Moschandreas J. Re-analysis of data reported in Manios Y, Moschandreas J, Hatzis C,
Kafatos A. Health and nutrition education in primary schools of Crete: changes in chronic
disease risk factors following a 6-year intervention programme. Br J Nutr 2002;88:315-24.
(Personal communication: J Moschandreas, School of Medicine, University of Crete,
Iraklio, Crete.)

" Lobstein T, James WPT, Cole T. Increasing levels of excess weight among children in
England. Int J Obes 2003 (in press).

" Marild S, Albertsson-Wickland K, Bondestam M, Ehnberg S, Hollsing A. Preliminary
results from a school health survey on the prevalence of obesity. (Personal communication:
S Marild, Sahlgrenska Universtity Hospital, Goteborg, Sweden.)

* M Caroli, data presented to the IOTF Childhood Group, European Congress on Obesity,
Helsinki 29-31 May 2003.

* Wang Y, Monteiro C, Popkin BM. Trends of obesity and underweight in older children
and adolescents in the United States, Brazil, China, and Russia. Am J Clin Nutr.
2002;75(6):971-7.

*! Oblacinska A, Wroctawska M, Woynarowska B. Frequency of overweight and obesity in
the school-age population in Poland and health care for pupils with these disorders.
Pediatria Polska 1997; 72: 241-5. PedPol97

™! Hrvatski Zdravstveno-Statisti, Zagreb 1998

* Blaha P, Vignerova J. Investigation of the growth of Czech children and adolescents,
National Institute of Public Health, Prague 2002.

* Lobstein T and Frelut M-L. Prevalence of overweight among children in Europe. Obesity
Reviews 2003 (in press).

' Wang Y, Monteiro C, Popkin BM. Trends of obesity and underweight in older children
and adolescents in the United States, Brazil, China, and Russia. Am J Clin Nutr.
2002;75(6):971-7.

' Perra A, Bella A, Kodra Y, Cuccia M. Nutritional status, dietary habits, physical activity
and self-perceived body image of pre-adolescents in Catania, Sicily, 2002. Bolletino
Epidemiologico Nazionale 2002; 15 (9)
[http://www.epicentro.iss.it/ben/pre_2002/settembre02/1 en.htm] accessed July 3rd 2003.



Appendix 2

Current perspectives on obesity management in Europe

According to the WHO Report on Obesity the prevalence of obesity has increased by about
10-40% in most European countries over the past 10 years. Despite the International
Classification of Diseases including obesity for more than half a century (Code E66), it
remains underestimated as a disease and there has been little impact on the implementation
of programmes on prevention and management of obesity.

A Questionnaire on Obesity Management prepared by the EASO Obesity Management
Task Force was distributed to the representatives of the national associations for the study
of obesity in order to characterise the current situation in obesity management in the EASO
member countries and to define approaches how to improve it in future. Twenty four
national associations responded.

None of the responders rated the quality of care of obese patients provided by GPs as
appropriate.

Reasons mentioned included:
e unsatisfactory treatment outcomes
e inadequate reimbursement
e poor knowledge about obesity

e underestimation of obesity as a disease by both public and health care providers

Funding for GP care of obese patients in European countries is provided by:
e government (36%),
e insurance (36%)

e personal cost (28%)

The survey revealed a lack of both obesity specialists and obesity management centres. The
number of obese patients per obesity specialist widely varies — from 9,000 to 100,000. In
most countries care provided by an obesity specialist is covered by health insurance or
government. Only 10% of patients have to cover the costs of treatment personally. The
number of inhabitants per obesity management centre varies from 1 million to 16 million.

In all countries there is only limited availability of individual consultation with a
psychologist or dietician (covered mainly by personal cost or insurance). Most countries
(90%) have both commercial and voluntary weight management groups, whereas work-site
groups were reported only in 4 countries. The survey revealed a low accessibility of modern
antiobesity drugs in some (especially Eastern European) countries. Orlistat and sibutramine
are available in almost all responding countries, but one month's treatment with orlistat or
sibutramine represents about 70% of the mean monthly per capita income in Romania and
Bulgaria, in contrast to 3.2% in Switzerland. Partial or precisely defined reimbursement of
these drugs is provided only in 5 European countries. Large differences between the
countries with regard to the number of bariatric procedures performed per year were



revealed: 50-120 surgical procedures in most responding countries, 1,000 in Sweden and
10,000 in France. Gastric banding is employed in almost all responding countries,
gastroplasty in 10, gastric by-pass in 9 and biliopancreatic diversion in 7 countries.
Insufficient collaboration of bariatric surgeons with obesity specialists was generally
reported.

National guidelines on obesity management are available in 18 of 24 member countries.
Obesity management should include the following four key strategies: promotion of weight
loss, management of comorbidities, promotion of long-term weight loss maintenance and
prevention of weight regain. It was generally agreed that an effective obesity management
system requires an integrated approach including obesity management centres, obesity
specialists, other specialists, primary care physicians, dieticians, psychologists (or
behavioural therapist), exercise physiologists (or physiatrists) and weight management
(lifestyle) groups led by educated counsellors.

All responders agreed that obesity specialists and obesity management centres should be
available for the care of obesities associated with high health risks. Postgraduate education
of obesity specialists should be promoted by the EASO. Responders agreed that obesity
management centres should provide treatment of severely obese and those with high health
risks, consultation, education, clinical research and coordination of the programmes on
obesity management and prevention.

An ideal obesity management centre should have an obesity specialist, dietician, trained
nurse, psychologist or lifestyle therapist, exercise physiologist or physiotherapist and
bariatric surgeon. However, each country will need to modify the care of obese individuals
according to particular needs and specific health care structure. No health care system in
Europe is capable of providing treatment for all obese individuals. Therefore self-
assessment and self-management of overweight subjects should be supported by
sophisticated projects employing textbooks, internet, TV and other media.

All responders recommended that European Guidelines on Obesity Management were
needed as well as long-term trials on efficacy of obesity management. Improved
knowledge about obesity among health care providers, esp. among the GPs, is needed to
increase their involvement in the care of obese patients. Effective management of obesity,
provided mainly by health care systems, cannot be separated from the prevention strategies
which require an effort from the whole society.

Courtesy of Vojtech Hainer — chairman, EASO Obesity Management Task Force,
Prague, Czech Republic. May 2003
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