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Key Points

* Health promotion campaigns of various types have been conducted: in commu-
nities, at worksites, and in physician offices. The most common targets have
been smoking, exercise, and dietary, such as intake of fiuits and vegetables. The
aim has most often been o reduce excess weight, lower the blood cholesterol,
blood pressure, and blood glucose, and prevent coronary heart disease (CHD).
Results of these campaigns have been mixed. Some have achieved very little
while others have met with moderate success. Typically, target outcomes have
been improved by a few percentage points and this should reduce the risk of
CHD by about 5-15%.
In the light of this limited success of individually oriented health promotion
© programs, we argue in support of government policy initiatives in order to
.. Improve population health. This includes use of taxes and subsidies to adjust the
* price of various foods so as to shift consumption patterns to healthier foods.
~ Other policy measures can include restrictions on advertising of unhealthy food,
especially to children, and improved food labeling.
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 Policy measures along these lines are iikely to meet with resistance from the’
industry. '
+ Low socioeconomic status (SES), sach as low income and poor educaiion; s
major risk factor for poor health. This may be mediated via unhealthy }jfé'st"
choices, such as a poor diet, as well as by psychological factors. Therefg;
attempts to improve the population health will require action focused on en'g'gl
ing or affecting these disadvantaged people. .

18.1 Intreduction

1t is now generally accepted that lifestyle—diet, tobacco use, exercise—has ama
impact on health, especially lifestyle-related chronic diseases. However, there 1
warld of difference between awareness of these facts and their transiation into p
ventive action. .
While the focus of this chapter is on nutrition in relation to health promotion,
also examine other areas, especiatly smoking and exercise. This is necessary becaust
many health promotion campaigns take a broad kfestyle approach and simulta
ousty tackle nutrition, exercise, and smoking.
Trends towards a healthier lifestyle and better health over recent decades hay;
been inconsistent. In the USA, deaths from coronary heart disease {CHD} hav
fallen by half since their peak in the late 1960s. Yet, at the same time, the USA ha
been struck by an epidemic of obesity. Between 1976-1980 and 19881994 DbESi;
among adults jumped from 14.5 to 22.9% [1]. This then climbed to 30.5% in 1995
2000 [2]. Since then the curve seems {0 have flattened: in 2007-2008, the pre*i'
lence of adulss who were overweight was 68%, of whom 32% wege obese [31. M
the samne trend is seen with American children and adolescents: an enoTMmOoSs Tise |
the prevalence of overweight and obesity between the years 1980 and about 200
followed since then by a flaiter curve [4]. A fast rising prevalence of overweight an
ohesity has also been reported from all other Western countries [3]. :
Despite vast amountis of dietary information being dissemninated, there has be
an underwhelming rate of progress in improving the American diet. Between 1970
and 7007, Americans made little change in their consumption: of fruits and veget
bles. Tt is currently around 2-3 servings/day, about half the recommended intak
[6}. The trend for intake of whole grains has moved in the wrong direction and is
now about one-third of the recommended intake [6l.
This poor rate of progress in the area of diet should be seen as part of & mors
general problem that large sections of the population give a low priority to a heal
lifestyle. There was an impressive fall by about halfin smoking rates in men inmany
Western countries starting around 1970. But in the USA this progress seerns to have
slowed to a crawl since around 1990: the proportion of Americans who smoke
stuck at about one in four [73. About half of adults state that they engage i regulal
physical activity, a figure that has changed litfie in recent years [7-9]. Things are ¢
better in the UK: about 30% of British adults reported that they engage in at least
moderate physical activity for at least 40 min on at least 5 days each week [10]-
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18.2 Health Promotion Campaigns

During the 1970s, the intimate connection between lifestyle and health became
increasingly apparent. As a result many people assumed that the next step was to
disseminate this information to the public and exhort lifestyle changes, action
dzemed sufficient to bring about the necessary changes. Here we Iook at various
types of health promotion campaigns, most of them focused on risk factors for car-
diovascular disease (CVD).

18.2.1 Campaigns in Communities

A number of community interventions have used the mass media combined with
various other methods to reach the target population. Three major projects were
carried out in the USA during the 1980s. Their aims were to lower elevated levels
of blood cholestercl, blood pressure, and weight, to cut smoking rates, and to per-
suade more people to take exercise. Bach program lasted 5-8 years and succeeded
in implementing its intervention on a broad scale, involving large numbers of pro-
grams and participants, In the Stanford Five-City Project, conducted by Farquhar
gt al. [11] in Califorpia, two intervention cities received health education via TV,
radio, newspapers, other mass-distributed print media, direct education, and
schools. On average each adult was exposed to 26 h of education, achieved at the
remarkably low per capita cost of $4/year (i.e., about 800 times less than total
health-care costs). A similar project was the Minnesota Heart Health Program
which included three intervention cities and three control cities in the Upper
Midwest [12]. A third project was the Pawtucket Heart Health Program in which
the population of Pawtucket, Rhode Island received intensive education at the grass
roots Ievel: schools, local government, community organizations, supermarkets,
and so forth, but without involving the media [13].

An analysis combined the results of the three studies so as to increase the sample
size to 12 cities [14]. Improvements in blood pressurs, blood cholesterol, BMI, and
smoking were of very low magnitude and were not statistically significant; the esti-
mated tisk of CHD mortality was unchanged. These results are mirrored by two other
community projects: little success was seen in the Heart To Heart Project in Florence,
South Carolina [15] and the Bootheel Heart Health Project in. Missouri [ 16].

One factor contributing (o the lack of effect may have been secular trends; the
Projects took place at a time when American lifestyles were becoming generally
Tore healthy and CHI rates were falling. This suggests that when a population

. Startg receiving health education, even if little more than reports in the mass media
© d government policy pronouncements, large numbers of people will decide to
2 4dopt a healthier lifestyle. A health promotion campaign superimposed on .such
wSeculer trends may have little addifional benefit.

Fortunately, we have some examples of reasonably successful community proj-

:.:’;ects for heart disease prevention. One of the earliest and most successful such
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projects was conducted in North Karelia, a region of eastern Finland which had s
exceptionally high rate of the disease [17]. Indeed, Finnish men had the dis[incticfl;_
of having the highest mortality rate in the world for CHD. The intervention beg :12 :
in 1972 before much health information had reached the population, Naltrition e'd'u'_:-
cation was an important component of the intervention, Over the next foy YEL-&;.:‘
CHD rates in North Karelia fell sharply. Between 1972 and 2007, CHD mo“alilylif;.'
middle-aged men fell by an astonishing 80% [18]. This can be largely explained h} .
changes in risk factors: serum cholesterol declined by 22% while shaip decreages -
were also seen for blood pressure and smoking. An intensive educational cam paiaq
~ spread to the rest of Finland leading to a naticnal drop in CHD rates [197]. S

Two other European studies also achieved some success. Positive results wery:
seen in the German Cardiovascular Prevention Study [20], which took place frorﬁ':
about 1985 to 1992, when there was no particular favorable trend in risk factors [o¢
the population as a whole. It was carried out in six regions of the former Wey
Germany using a wide-ranging approach similar to that used in the American cog.
munity studies. The intervention caused a small decrease in blood pressuwe ang
serum cholesterol (about 2%) and a 7% fall in smoking, but had no effect on wejoh
Action Heart was a community-based health promotion campaign conducte& in
Rotherham, England [21]. After 4 years, 7% fewer people smoked and 9% more |
drank low-fat milk, bat there was no change in exercise habits, obesity, or consump-
tion of wholemeal bread. ‘

Two community campaigns are of particular interest because each was narrowty
focused on changing only one aspect of Tifestyle and used paid advertising as 4
major intervention strategy. The 1% Or Less campaign aimed to persuade the popu-
lation of two cities in West Virginiato switch fiom whole milk to low-fat milk (1%
or less) [22]. Advertising in the media was a major component of the intervention
{at a cost of slightly less than a dollar per person) together with supermarket cam-
paigns (taste tests and display signs), education in schools, as well as other com-
munity education activities. Low-fat milk sales, as a proportion of total milk sales,
increased from 18 to 41% within just a few weeks. The intervention campaign was
repeated in another city in West Virginia; this time only paid advertising was used
[23]. Low-fat milk sales increased from 29 to 46% of total milk sales, An Austratian
intervention campaign also used paid advertising as a major component [24]. The
campaign ran in the State of Victoria from 1992 to 1995 and aimed to increase con-
sumption of fiuits and vegetables. Significant increases in consumption of these
foods were reported (fiuits by 11% and vegetables by 17%).

Another area where campaigns have been narrowly focused on trying to change
just one aspect of lifestyle has been those attempting to increase levels of exercise.
Numerous such interventions have been carried out and some encovraging results
" have appeared. Several dozen interventions have tried to persnade people to engage
in more walking. A systematic review of these concluded that people can be encous
aged to walk more by interventions tailored to their needs, targeted at the most
sedentary or at those most motivated to change, and delivered either at the level of
the individual or honsehold or through group-based approaches [25]. By this means,
interventions can potentially increase walking by up to 30-60 min/week on average.
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Several dozen interventions have also attempted to increase exercise levels among
children and adolescents [26]. Results have been very mixed. The authors of a
systernatic review concluded that: “For adolescents, multicomponent interventions .
and interventions that included both school and family or comumunity involvement
have the potential to make important differences to levels of physical activity and
should be promoted.” {26].

A tecent study that is worthy of aitention is Romp & Chomp [27]. This is a
community-wide, multisetting, multistrategy intervention conducted on young chil-
dren in Australia from 2004 to 2008, The goals of the intervention were to reduce
fhe prevalence of obesity by improving diets and encouraging children to engage in
more exercise. This Intervention was carried out in the city of Geelong with a target
group of 12,000 children. Despite the ambitious scope of the intervention it did
achieve its goals.

The investigators summarize the current situation as follows:

Early-childhood settings in the intervention areas are now places in which fruit, vegetables,
and water are promoted and packaged snacks and sweet drinks are restricted or discour-
aged. Driving these changes has been the 'implementation and enforcement of effective
policy, cuitural changes within organizations, and capacity-building with early-childhood
teachers and caregivers. The consistency and continued reinforcement of messages across
the communify was a key factor in the success of the intervention, in addition to the capac-
ity building of a willing and influential group of gatekeepers {early-childhood workers).
Utilizing capacity-building and policy-based strategies also increases the potential of the
intervention to benefit future cohorts of children.

Taken together, the community intervention studies indicate that small changes
in cardiovascular risk factors can be made by the methods used to date. The evi-
dence is suggestive that interventions focused on a small nember of changes ané
using paid advertising can achieve much success when well planned.

18.2.2 Worksite Health Promotion

As an allernative to health prometion using a community intervention approach,
other interventions have focused on the worksite. A pioneering project of this type,
Which started in 1976, was carried out in Furope by the World Health Organization.
The project was conducted over 6 years in 80 factories in Belgium, Ttaly, Poland,
ind the {JK with the aim of preventing CHD [28, 29]. The trial achieved modest risk
factor reductions (1.2% for plasma cholesterol, 9% for smoking, 2% for systolic

§1ood pressure, and 0.4% for weight); these were associated with a 10% reduction

0 CHD,

Ataround the same time, Live for Life was carried out by the Johnson & Johnson
""pany in the USA. This comprehensive intervention was started in 1979 and
Hsted 2 years, Employees exposed to the program showed significant improvements

e Smoking behavior, weight, acrobic capacity, incidence of hypertension, days of
: mG“esﬁ and health-care expenses [30].
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Another worksite project took place in New England [31]. Employees .
encouraged to increase their intake of fiber and to reduce their fat intake. Comp;ultj
with the control sites, the program had no effect on fiber intake but fat intake ey 1,,
about 3%. A few years laler the research team reported that they succeedeq ;.
increasing employees™ intake of fruits and vegetables by 19% (0.5 serving/dmz
using an approach that targated employees and their families [32]. A similar pbmjcl-;
in Minnesota offered employees weight control and smoking cessation progrypy,
[33]. No effect was seen on weight but the prevalence of smoking was reduceq 1y
2% more than ccetred in the control worksites. -

The above reports represent a small selection of large numbers of such inteivep,
tions that have taken place, The American Heart Association recently reviewed the
subject [341. One of their conclusions is that interveniions at the worksite can he
highly cost-effective, saving employers several dollars for each dollar invested,

18.2.3 Health Promotion in the Physician’s Office

In 1994, two British studies reported the effects of health promotion activities ca-
ried out by nurses in the offices of family physicians. The aim was to improve car-
diovascular risk factors. Each study was a randomized trial aimed at cardiovascular
screening and tifestyle intervention. Both studies achieved only modest changes
despite infensive intervention. The OXCHECK study reported no significant effect
on smoking or excessive alcohol intake but did observe small significant improve-
ments in exercise participation, weight, dietary intake of saturated fat, and serum
cholesterol [35, 36]. The Family Heart Study achieved a 12% lowering of risk of
CHD (based on a risk factor score) [37]. Similar findings came from an American
stdy where patients were given mailed personalized dietary recommendations,
educational booklets, a brief physician endorsement, and motivational counseling
by phone. After 3 months the intervention group had increased its consurmption of
fruits and vegetables by 0.6 serving/day but there was no change in intake of red
meat or dairy products [38]. .

Wilcox et al. [39] reviewed 32 intervention studies carried out in a medical
setfing. They concluded that:

Overall, these interventions tended to produce modest but statistically significant effects for
physical activity or exercise, dietary fat, weight loss, blood pressure, and seram choles-

terol.... Whereas small by conventiconal statistical definitions, these findings are likely to be
meaningful when considered from & public health perspective.

A variation of the above trials is the targeting of patients at high risk of CHD.
probably the most cost-effective form of intervention [40]. A study from Swedea
exemplifies this approach. Subjects at relatively high risk of CHD received either
simple advice from their physician or intensive advice (five 90-min sessions pius it
all-day session) [41]. The intensive advice had a modest impact; it reduced the risk
of CHD by approximately 6%. Two highly successful randomized controtled trials.
one in the USA and one in Finland, were carried out on overweight subjects with
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impaired glucose tolerance, the goal being to prevent the progression to type 2
diabetes [42, 43]. The interventions consisted of physical activity and dietary change,
In both studies, the estimated risk recuction was about 58%. These studies are more
fully described in Chap. 7 by Temple and Steyn. In general, interventions focused
on high-risk subjects have been more successful than other interventions [44].

The major deficiency of the high-risk approach, as Rose [45] has pointed out, is
that it only affects a minority of futare cases: the 15% of men at “high risk” of CHD
account for only 32% of future cases. Therefore, to achieve a major effect on CHD
it is necessary to target the entire population. This logic also applies to other dis-
eages related to diet and lifestyle, such as stroke and cancer.

18.24 Computer-Based Health Promotion

In recent years, many health promotion programs have been developed that use
computers for delivering information. This is a diverse field with programs targeting
exercise, diet, obesity, and smoking. Promising findings have been reported from
many interventions [46--49]. .

18.2.5 Health Prainotian and the Individual

What the above projects teach us is that appealing to individuals to change their
lifestyles will be effective in some instances but not in others and can therefore be

frustratingly difficult. While some projects have achieved a moderate degree of sic-

cess, typically progress has amounted to no more than a few percentage points. This
might be expected to reduce the risk of CHD by about 5-15%. While this is cer-
tainly beneficial, it will not, however, affect the majority of people at risk. Thus
exhortations to the individual, whether via the media, in the community, at the
worksite, or in the physician’s office, are most unlikely to turn the tide of the chronic
diseases of lifestyle.

Pennant et al. {50] recently carried out a systematic review that assessed the
effectiveness of community programs for the prevention of CVD. They included
only those interventions that targeted the whole population living within a defined

-&eographic area. Their conclusions are similar to the comments made above.

Overall, systolic blood pressure was reduced by 2.9 mmHg, total cholesterol level

5 0.01 mmol/L, and smoking prevalence by 1.7%. The estimated decrease in
: 10-year CVD risk was 9.1%. This is relative sk, meaning the proporttion of cases
“Prevented. The estimated decrsase in absolute risk was 0.65%, indicating that one
» t8se of CVD would be prevented during 10 years for every 150 people in the target
- POpuiation. The authors of this Teview were unable to identify factors that made
- Program success more likely. :

A remarkable feature about the studies reviewed by Pennant et al. [50} is that

;_';almDSt ¢very one of them was done before the year 2000 (35 were carried out
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between 1970 and 2600 but only one berween 2000 and 2008). This SUZLests thy i,
the field of health promotion the hare has been replaced by a tortoise! The one
where significant progress has been made in recent years is the developme
computer-based interventions,

Myriad factors influence peopie’s Jifestyle behavior besides COnCeTns about hyy,
to protect health. Social factors, such as Lousing, employment, and income
shape people’s attitudes, as does education. Advertising directly affects what pe
want and prices determine whether they can afford it. We are also creatores of |
and custom; resistance may therefore be expected when fifestyle modifie
demands changes in longstanding behavior and goes against fashion or peer pres.
sure. We mmnst also bear in mind that individusls have little control over many
aspects of their physical environment, sach as pollution, food contamination, ang
where and what kinds of foods are sold. It is probably naive, therefore, to expect
dramatic results from interventions that merely exhort the individual to lsad ,
healthier lifestyle. Imdeed, this has sometimes been characterized as “Victim
blaming.”

This is in no way to dismiss interventions aimed at encouraging peapie 1o
improve their lifestyle. Quite the contrary: minor changes can make valnable con-
tributions to public health that more than justify the expense and effort involved,
For instance, Jeffery and associates [33] concluded that a smoking cessation pro-
gram at a worksite costs about $100-$200 per smoker who quits, whereas the cosi
to the employer for each employes who smokes is far greater. Similarly, Action
Heart estimated that the cost per year of life gained was a mere 31 (British)
pounds [21], .

‘Health promotion, therefore, can be a cost-effective way to educate and persuadk
large numbers of people to lead a healthier lifestyle and therebyy improve their health
(51, 52}. More research is required to determine why different health promotion
projects have achieved such varying levels of success. Would campaigns be more
successful if the focus was on one lifestyle change rather than many? Is paid adver-
tising the best means to utilize scarce rescurces?
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18.3 Government Policy

18.3.1 The Case for Public Health Policies

While heatth promotion is a valuable and cost-effective means to improve the health
of the population, it clearly has major limitations. We now turm our atfention to un
alternative strategy.

Bffective interventions may need to tackle the factors that determine how peopic
make food choices, Such interventions require the implementation of policies:
especially by governments. In the words of Davey Smith and Ebrahim [53F "
even with the substantial resources given to changing people’s diets the resuiting
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reductions in cholesterol concentrations are disappointing. [Health promotion
programs] are of limited effectiveness. Health protection—ithrough legislative and
fiscal means—is likely to be a better investment.” These words were published in
1998 but there is no reason to think differently today.

Governments have a variety of powers at their disposal that can be put into ser-
vice. One approach, which relies entirely on voluntary cooperation, is to issze state-
menis of policy. However, these can easily amount to no more than hollow
declaradons. This is well illustrated by government policies on tobacco which, for
many years and in many countries, meant very little. On the other hand, policy state-
mexnts can serve as a clarion call to action. For instance, British and American gov-
eznment policy on diet, lifestyle, and disease, in conjunction with the media and
medical science, helped change the climate of opinion so that it is now widely
accepted that, for example, people should exercise more and diets should contain
more fruits and vegetables. -

But governments have other powerful tools that can bring about positive changes
ir lifestyle across much of the population. This whale subject is discussed in more
detail in Chap. 23 by Temple. Here we summarize the key points. ‘

For many products, there is a relationship between price and sales. This has been
cleazly shown for tobacco and alcohol and certainly applies to food. By means of
taxes and subsidies, fruits, vegetables, and wholegrain cereals can be made more
attractively priced in comparison with less healthy choices, such as beverages con-
taining sugar. This would most likely induce many people to shift their diets in a
healthier direction. ’

Food advertising is another area where policy interventions might posttively
affect food cheices. The annual worldwide advertising budgets in 2010 for Burger
King, Coca-Cola, PepsiCo, and McDonald’s were $392 million, $758 million,
$1.01 billion, and $1.3 billion, respectively [54]. In stark contrast, the money
allocated by federal and state governments for promoting consumption of
bnrefined foods, such as fruits, vegetables, whole grains, and beans, is miniscule.

The extent to which these vast imbalances in advertising budgets affect people’s
- actual diets is not known but is almost certainly significant [55]. Comimon sense
, dictates that if advertising did not work, the advertisers would not be wasting their
. money.
A particular issue is food advertising on children’s TV. It is overwhetmingly
- (80-90%) for unhealthy food choices or for fast-food restaurants and helps boost
sales of the adveriised foods. This advertising has been linked to the risk of obesity
.- in children and adotescents. ,
* Advertising is but one part of the wider production and marketing strategy of the
- food industry. Manufacturers sell foods with less fat but the missing fat often reap-
bears in foods that are often little more than concoctions of fat, sugar, white four,
- #nd salt. The food industry promotes these foods because they are so profitable. At
= the same time food labeling is a minefield of confusion for large sections of the
- Population, as detailed in Chap. 17. The system is, in theory, based on “consumer
thoice” but, in reality, choices are largely uninformed.
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The above information compels the view that government policies in sych areas
as the pricing, advertising, and labeling of food may be an effecnve means to mdUce
desirable changes in eating patterns.

Here we offer some specific suggestions as to how existing government pghcles
could be modified along the above lines so as to encourage healthier diets [56].-

1. Subsidies paid to milk producers could be changed to favor low-fa; m;
Likewise, by the use of such means as subsidies, grading regulations, and Iabey; i
and perhaps even taxation, the sale of low-fat meat COUId be encouragad ove

" high-fat vazieties.

2. There is much scope for improved food Iabels so as to facilitate purchasC g
foods with a low content of saturated fat, sugar, and sali. In addition, labelig g
nutrition information should be extended to aseas presently outside the syswep,
such as fresh meat.

3. By means of regulations and rewards, schools could be encouraged to sell meals.-
of superior health value while restricting the sale of junk food. Similar policies »
could be applied to other institutions under government conirol, such as the mlh "
tary, prisons, and cafeterias in governurent offices.

4, TV advertising could be regulated so as io control the content, duration, and
frequency of advertising for unhealthy food products, especially when the targei
audience is children.

The approach discussed carlier was well put by-Blackburn in an article pubh'shed.
in 1992 [57]: :

.. A shift of focus to reducing, by policy change, many widespread practices that are life-
threatening, while enhancing life-supportive practices, should redirect the currently mis- ;
placed emphasis on achieving “responsible” behavior and its purported difficulty. For a
example, loca! communities may more appropriately be considered to have a “youth tobacce
access problem,” approachable in part by regulation, than a “youth smoking problem.”
approachable mainly by education. Policy interventions may also be designed to .... make
preventive practice more economical, as well as to encourage the development of more
healthy preducts by industry. They may be a partial answer to another major paradox: while
unhealthy personal behavior is medically discouraged for individuals, the whole of society
legalizes, tolerates, and even encourages the same practices in the population.

‘We must at this point inject a note of caution. While the policy proposals dis-
cussed here appear to make excellent sense, there is a lack of solid research evi-
dence to demonstrate their effectiveness [38].

The problem of lead pollution is an excellent illustratjon of what can be achieved
by governmental action. In the 1970s, regulations implemented by the Americen
government forced major reductions or removal of lead from gasoline, paint, water,
and consumer products. As aresult by the early1990s, the blood level of the average
American child was less than one quarter of what it had been in the late 1970s [59,
60]. Another remarkable success story concerns folic acid. After it was discovered
that giving supplements of the vitamin to women during early pregnancy prevents
neural tube defects (NTD), it became mandatory, starting in 1998, to add it to cere-
als in both the USA and Carada. This has almost certainly been responsible fora
major reduction in the incidence of NTD by ~20-78% [61-63].
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18.3.2 Barriers Against Public Health Policies

While many might consider the policies discussed here to be worthy of implementa-
tion, it must be appreciated that there are barriers that need to be overcome. In par-
ticular, indusiry profits enormously from the sale of highly processed food and has
often shown itself to be resistant o change. In this regard, industry often secures
government support.

The history of attempis o enact legislative control over tobacco illustrate how
effective an industry can be when it utilizes a large budget, much of it nsed for con-
tributions to political parties, in attempts to delay, dilute, or stop laws. There is clear
evidence that this is a major reason why the US Congress has for decades been so
lethargic when it comes to antismoking legislation. The inherent conflict of interest
also promotes government inaction; cigareite companies support the government
through tax revenues. ‘

If the tobacco industry can achieve so many successes, then it will likely be much
easier for the food industry to thwart interventions that threaten its profits. This is
because the relationship between diet and disease is far less clear than is the case
with tobacco. Indeed, there is ample evidence that govermments are sympathetic to
the wishes of the agricultural and food industries. Typically, while the health arm of
governments encotrages people to eat a healthier diet, the departments responsible
for the agricultural and food industries are mainly focused on maintaining high
production and sales.

There is considerable evidence of how industry has successfully pressured goy-
ernments {o bow to their wishes on questions of nutrition policy. As discussed by
Nestle [64], the meat industry has been particularly effective in rewriting dietary
guidelines. In the late 1970s, the goal was “eat less meat” This then became “choose
lean meat” By 1992 people were encouraged to consume at least two or three serv-
ings daily. More recent US dietary guidelines urge reduction of “solid fats and added
sugars” {SaFAS), continving a long tradition of using nutrients as enphemisms for
foods, in this case meat and sodas, for example [65].

The pressure exerted by the food industry in protection of its financial welfare is
further explored in Chap. 22 by Nestle and Wilson. .

18.3.3 National Nutrition Policies: The Example of Norway

These barriers to effective nutrition policies help explain why national governments
have rarcly irplemented national nutrition policies. One of the rare examples is
the case of Norway. The Norwegian Nutrition and Food Policy is a pioneering proj-
¢ct that was implemented in 1976 [66]. Tt recognized the need to integrate agri-
cultural, economic, and health policy. The policy included consumer and price
Subsidies, marketing measures, consumer information, and nutrition education
1t schools, Unfortunately, the policy clashed with policies aiming to stimulate agri-
Cultere. As a result subsidies went to pork, butter, and margarice rather than to
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potafoes, vegetables, and fruits. Despite these setbacks, the policy has
some success in moving the national diet in the intended direction [67

Most governments have de facte nuirition policies for such thin
meals and food assistance to the poor, but these are usually disconnected from gihe,
areas of food policy. The massive U.S. farm legislation, for example, goverpg sﬁct;
tnatters as agricultural subsidies (roughly 15% of authorized spending), foad assis:
tance programs (67%), and the rest for conservation, organic production, IESE:amE
and other programs [68]. Food advocates are becoming incteasingly ACtive Ln=
attempts to bring agricultural and nutrition assistance policies in line with heyyy,
prometion policies.

chieyeg &
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18.3.4 Are Nutrition Policies Acceptable to the Public?

An important question concerns the extent to which the public wouid accept the
suggested policies. The issues of seat belt use, drusk driving, and bans on SITick-
ing in many indoor public places illustrate that wher legislation is implemented
and the public is educated as to its importance, there is a high degree of
acceptance.

18.4 Campaigns Against Obesity

It was established during the 1950s and 1960s that smoking is a major cause of
disease and death. Finally, in the 1980s, governments in many countries started (o
take the problem seriously. Even in countries where smoking had bees long accepled
as almost normal, such as France, Ireland, and China, the governments have imple-
mented tough polices, such as a ban on smoking in many indoor public places. This
story is now starting to be repeated with obesity. .

Many of the palicies advocated above have come together in campaigns that
have focused on curbing the obesity epidemic. An excellent—but, alas, rare—
example of the implementation of & broad strategy comes from an intervention
carried out in France [69]. Childrer in schools in two towns were given nutrition
education, This program was launched in 1992 and expanded somewhat after
1997 to the adult population of the towns. From 1999 there was even wider
community activity in support of more physical activity and a healthier lifestyle.
At the same time there was much media interest, The BMI of children aged 5-i2
years was measured in 2004 and compared with two other towns that received no
intervention. The findings revealed that the children in the intervention towns had
a lower BMI (15.7 vs. 16.5) and a lower prevalence of overweight or obesily
(7.4% vs. 19.4% in boys; 10.4% vs. 16.0% in girls). This is a remarkable degree
of success.
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18.5 Sociveconomic Status and Health

One area of importance is the relationship between sociceconomic status (SES) and
health. Low SHS is strongly and consistently associated with a raised mortality rate.
This applies to total mortality as well as to death from CHD and cancer, The risk
retios ate In the range 1.5-4, clearly making SES a major determinant of health,
Various measures of SES have been examined—income, social status of Jjob, being
unemployed, area of residence, and education—and each seems fo manifest a simi-
lar relationship with mortality [70-76].

Various-studies have investigated why SES is associated with increased mortal-
ity. In general, lower SES is associated with higher rates of smoking and a diet of
lower nutritional quatity. fs SES merely a proxy measure of lifestyle? Or does SES
affect health by a more direct mechanisin? This question is of much more than mere
thearetical importance and has a bearing on health strategies. If people of low SES
are unheslithy becanse they lead an unhealthy Lifestyle, then the solution lics in
encouraging changes in their lifestyles. But, if a low SES is infrinsically unhealthy,
ther: the solufion lies elsewhere.

Our best evidence is that both possibilities are partially correct. After cotrecting
for confounding variables, especially smolking, exercise, blood cholesterol, blood
nressure, and weight, most studies have found that the strength of the association
between SES and mertality is reduced by about a guarter or a half [70, 73, 77, 781.
- Arecent British cohort study that included foar separate assessments of lifestyle dur-
ing the follow-up period, in addition to the baseline check, found that 72% of the
association between SES and risk of death was now explained by lifestyle, especially
exercise, diet, and alcohol intake [79]. These reports indicate that people with lower
SES tend to lead a less healthy lifestyle and this partly explains their poorer hezlth,

But this still leaves much of the association between SES and mortality unex-
Plained, somewhere between one quarter and three quarters, Many studies carried
outin Furope and North America have demonstrated fhat people of low SES tend 1o
€l a less nutritions diet [80]. Consistent with this, Drewnowski [81] showed in Lis
cost analysis that energy-dense foods, such as sugar, oil, fried potatoes, and refined
fraing, provide energy at far lower cost than lean meat, fish, fresh vegetables, and
fruit. This helps explain why such conditions as hypercholesteralemia, hyperten-
sion, and obesity are associated with low SES. Nevertheless, it appears that mmuch of
the association between SES and mortality cannot be explained by lifestyle and
Must therefore be & more direct consequence of low SES,
~ Psychological factors appear to play an impoertant role in explaining the associa-
bon between SES and mortality [74, 82]. The psychological factor most closely
dssociated with risk of poor health is lack of control at work [82-84]. We can specu-
l2te that ther psychological factors, such as resentment, frustration, and a feeling
of disempowerment, all contribute to poor health amoag low-income groups.
_ hatever the precise mechanisms, there is little doubt that structural elements of
Mequality within Western societies—economic, educational, social statns—lead to
"educed health, :
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But what should be done about this? An effective strategy to deat
challenge of low SES must include effarts to reduce socioeconomic ine
[85]. But if people of lower SES could be persuaded to adopt the samg Lifestyfe
including diet, as those of higher SES, perhaps as much as half of the prob]en; E
would likely disappear. Dietary advice is stll worth some effort althoy gy
approaches that change the food environment to make it easior for lowajncm:e
groups te have access to and to afford healtider foods stand a better change of
being effective.

With (e -
qua}iiies

18.6 Government Policy: Some Final Comments

Based on the close assaciation between various measures of SES and health, 4
esseniial component of enhancing a population’s health must be measures |,
improve health-oriented policies, including the SES of the more deprived sectigns
of the population. This means serious measuzes to connter such widespread prop.
lems as poverty and poor education, and reducing income inequities. In Counlrjes
where there is a strong tradition of social welfare, appropriate measures can he
undertaken by the government. Where more individnalistic and business-oranteq
ideologics are the norm, as in the USA, implementing such measures presénts o
much greater challenge. The private sector would need to act, for example, through
charitable and other nongovernmental organizations and private schools. The goal
of achieving both a healthy population and a healthy economy would seem more
difficult to realize under such governmental systens; nevertheless, a healthy work.
force and population is ultimately in the interest of business. Such societies must
alse find a way to public health.

This viewpoint applies to the refationship between nutrition and the diseascs
related (o it. When governments are focused on econcmic issues, they lose sight of
nutrition policies, and national health can easily become a low priozity. In that case
the failure of the government and business sectors ta waork together for the public
health may cause the loss of great opportunities for the prevention of such diseases
as cancer and CHD. In these circumstances governments must be pressured to
implement policies for the imiprovement of the national health.

The philosophy discussed here need not stop at nutrifion: what applies to nuir-
tion certainly epplies to other areas of lifestyle, especially to smoking. Exercise also
lends itself to policy initiatives. What js the point in telling people to exercise if
there is a lack of appropriate facilities? What is the point in telling people to cycle
if the roads are too dangerous for bikes? What is needed is a comprehensive view of
human health that takes all such factors into consideration.

As the century unfolds people may look back with incredulity on today’s world
where narrow commercial interests and government laissez-faire predominate
while the national health founders. More optimistically, an innovative meshing of
business interests, individualism, and recognition of community health needs will
emerge.
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