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NOTE

The views expressed in this report are those of the participants in the Workshop on Obesity
Prevention and Control Strategies in the Pacific and do not necessarily reflect the policies of the
Organization.

This report has been prepared by the World Health Organization Regional Office for the Western
Pacific for governments of Member States in the Region and for those who participated in the
Workshop on Obesity Prevention and Control Strategies in the Pacific, which was held in Samoa,
Apia from 26 to 29 September 2000.
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SUMMARY

A workshop on obesity prevention and control strategies in the Pacific was
co-organized by the World Health Organization, in partnership with the Secretariat of the
Pacific Community, the International Association for the Study of ObesitylIn ternationa I Task
Force on Obesity, the Food and Agriculture Organization of the United Nations, and the
International Life Sciences Institute. It was attended by representatives of 21 Pacific
countries and territories and partner agencies. Others at the meeting included resource
persons, a consultant, temporary advisers, observers and the WHO and SPC secretariat. The
objectives of the workshop were:
a.

to review obesity prevalence, contributing factors, economic consequences and
existing interventions to prevent and control obesity, with a special focus on
cultural and other obstacles to recognizing obesity as a major public health
problem, with very high costs for societies;

b.

to review existing programmes for thc prevention and control of obesity in the
Pacific and elsewhere, with particular reference to countries which have undertaken
an analysis of environmental determinants of obesity;

c.

to identify effective strategies, programmes and indicators of progress, and
recommended actions to be taken by governments, international organizations,
NGOs. including consumers associations, and the private sector, to reduce obesity
incidence in Pacific countries in the next 10 years;

d.

to identify a process which will assist countries to develop or strengthen an obesity
component in national plans of action for nutrition, linked with integrated
approaches to community-based NCD interventions and Healthy Island activities,
in line with a conccrted action plan for Pacific island countries; and

e.

to draft an action plan for the Pacific, in order to develop a coordinated initiative
for preventing and controlling obesity in the Pacific.

These objectives were achieved through a combination of activities, including
individual presentations, small workgroup sessions and plenary sessions that included group
presentations, feedback and joint discussion. The early presentations provided all participants
with information on a whole range of obesity issues within thc Region and worldwide, that
identified obesity as a pandemic. Partncrships, barriers and actions were identified in
working group session I. Major conclusions drawn from the session show that advocacy
should be a priority and political leaders and sectors other than health should be involved.
Major barriers to successful implementation of obesity control programmes were identified as
cultural in terms of comprehension and commitment, and organizational in terms of
leadership, importance and resource sharing. Actions to be taken were identified as making
changes in public policy, behaviour, environments and clinical services.
Behaviour and environmental modifications then became the themes for work group
sessions 2 and 3 and presentations and group discussions were made on service provision.
Modifying behaviour to increase physical activity was identified as a priority and thus,
became the theme of workgroup session 2, which followed presentations on behavioural
models and cultural influences. The groups concluded that to increase physical activity,
national awareness of the problem should be increased. Safe, pleasant places for physical

-2activity should be provided and overweight patients should be persuaded to undertake some
activity no matter how small. Social marketing was suggested as the best approach. It should
follow traditional lines such as translation of advice on physical activity into local languages
and engaging people in local dancing, fishing and handicrafts. Men should also be targeted
because they have a potential to influence their families to change diets and lifestyles.
Presentations of case studies in Fiji, Tonga and French Polynesia were made followed
by a presentation on the principles of the ANGELO analysis and identifying areas of potential
environmental intervention. Work group session 3 aimed to identify factors in an
environmental setting that influence obesity in a community using the ANGELO framework.
Groups were then asked to rate them using an objective rating system that measures the
relevance of the issue and its potential to change (changeability), bearing in mind to
communicate the importance of obesity as a health problem, involving the community. A
synthesis of the work group assessment of the potential for change showed that changes may
be more easily made in households and school environments than in churches and shops and
physical and socio-cultural environments may be more easily changed than economic and
political environments.
Evidence presented during the first three days of the workshop along with work group
sessions was reviewed and discussed. All participants agreed that obesity was a serious
epidemic in the Pacific. Cultural beliefs and resistance to the view that obesity is a health
problem were serious barriers .. Concerns about low levels of physical activity, high violence
and crime rates and increases in technology in islands in transition leading to more sedentary
occupations in urban areas and the trade in high-fat foods were raised. It was agreed that it
was time to take up the challenge and mount an urgent, coordinated response to the alarming
threat of the obesity epidemic. The first step is for each country to recognise obesity as the
problem that it is and to commit to invest in programmes for its prevention and control.
An operational framework for integrated action on obesity was constructed from

outputs of this and of the previous days and presented to participants in work groups with the
aim of developing country obesity control programmes. The basic elements of an integrated
obesity control programme wcre defined as appropriate public policy, positive actions and
identifiable support. Within each element is a range of options for action against obesity.
Country representatives developed a range of actions that can be further developed into
country obesity control programmes. These will assist countries to develop or strengthen an
obesity component in National Plans of Action for Nutrition, National Health Plans and
Healthy Island plans and any other plans currently being used by governments, international
organizations, NGOs and the private sector, to reduce obesity incidence in Pacific countries.
The operational framework for action on obesity provides the basis for country and regional
obesity action plans.
The meeting concluded with all participants agreeing on the following call to action on
obesity.
A call to action on obesity
Obesity in the Pacific islands is now a serious epidemic. Obesity is causally linked to
other diseases, including diabetes and heart disease among others, which themselves
constitute major public health threats in the Pacific. It is also a disease carrying an increased
risk of disability and death, needing prevention and control in its own right.
Obesity affects all ages and all social groups. In particular, it has spread to Pacific
island youth and is increasing among them, posing serious threats to their future well-being,
their longevity and the economic prosperity of Pacific island countries. Obesity impairs these
individuals' productivity and their contribution to their countries' development.
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. .. The national burden is compounded by the burden of disability and death borne
mdlVldually by people affected by the condition and by their families. The health and social
burde~ of obesity is increasingly being felt at younger ages as obesity, and related conditions,
stnke m youth and in middle age.
Obesity and its associated conditions already pose heavy burdens on the health care
systems of Pacific islands. With increasing life spans in the Pacific, obesity and its
complications impose a growing, and lingering, demand for health services. These burdens
will continue to grow and continue to consume an ever-larger proportion of health care
resources unless effective action is taken and sustained. Indeed, obesity and its outcomes are
set to become the major drain on health resources in the Pacific in the near future.
Obesity often co-exists with under-nutrition in the Pacific. Under-nutrition in
pregnancy and childhood carries its own health risks but has also been linked to the early
development of severe forms of noncommunicable diseases in later life. Therefore over- and
under-nutrition need to be tackled simultaneously, and breastfeeding and food security
programmes strengthened.
Barriers to an effective response to obesity exist in many forms. Cultural beliefs assign
aesthetic value, and social status to large size. There is resistance, at popular and policymaking level, to the view that obesity is a health problem. Commercial interests abound that
favour trade in high-fat foods; these interests lie primarily outside the Pacific islands that are
dependent on food importation for food security. This is compounded by altered food
preferences among consumers in the Pacific. High violence and crime rates reduce the
chances of outdoor physical activity. The inevitable increase in technology in islands in
transition drastically reduces the energy expenditure involved in physical activity, adding to
the problems of increasingly sedentary occupations in urban areas of the Pacific.
The community, governments, and regional development partners of the Pacific islands
are challenged to mount an urgent, coordinated response to the alarming threat of the obesity
epidemic. The first step is for each country to recognise obesity as the problem that it is and
to commit to invest in programmes for its prevention and control.
There are three fundamental elements in the response to obesity:
a.

The Creation of Supportive Environments: Environmental determinants of obesity
must be addressed through healthy public policies that promote the availability and
accessibility of a variety of low fat, high fibre foods and that provide safe places
and opportunities for physical activity.

b. The Promotion of Positive Behaviours: Behavioural determinants of obesity must
be addressed through the promotion of personal awareness, attitudes, beliefs, and
skills that motivate and enable peoplc to modify recently introduced unhealthy
eating patterns, to restore, as much as possible, traditional methods of food
preparation, processing, and preservation using locally grown products, and to
increase physical activity which has declined with modernisation.
c.

The Mounting of a Clinical Response: The existing burden of obesity and
associated conditions need control through clinical programs and staff training to
ensure effective support for the maintenance or loss of weight among those already
affected.

Furthermore, these elements should be:
a.

Founded on evidence and best practice models whcrever these are available;

I
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b. They should be sustained over time, with sufficient human and other resources;
c.

Implemented with the participation of the community at national and local levels
and with the collaboration of all relevant sectors, within and outside health;

d.

Integrated into existing initiatives such as National Plans of Action on Nutrition,
National Plans for the Prevention and Control of Noncommunicable Disease,
Healthy Islands, National Food Security Policy, and within National Health and
Development Plans.

Recommendations
a)
The Call-to-Action Statement be presented at the WHO regional Health
Minister's Meeting to be held in Papua New Guinea in 2001.
b)
Individual country participants present the Call-to-Action Statement to their
respective senior executive officers for comment, support and feedback.
c)
Collaborating partners of the workshop should follow up with individual
country participants their intentions to develop specific strategies on obesity with their
respective countries.
d)
The collaborating partners for this meeting and participating country
representatives work together to develop a regional obesity control strategy.
e)
The collaborating partners for this meeting form a support alliance for future
obesity programme and project development and implementation in Pacific countries.
f)
This report be used by all as advocacy for action on the obesity epidemic in the
Pacific region.
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1.

BACKGROUND AND INTRODUCTION

Two WHO technical consultations on obesity, held in Geneva in June 1997 and in
Tokyo in December 1998, had recognized obesity as a disease that has assumed epidemic
proportions, posing one of the greatest threats to human health and well being in the 21 ,(
century. The rapid rise in obesity is affecting more children than ever before. Despite the
wealth of evidence about the associated risk of developing diabetes, heart disease,
hypertension, some types of cancer, gall bladder problems, osteoarthritis and psychosocial
disturbances, the prevalence and incidence of overweight conditions and obesity continue to
increase worldwide. Although obesity estimates may be increased somewhat due to the
greater effect of musculature on body mass indices (BMI) in Polynesians when compared to
Europeans, the highest rates of obesity in the world are still found in the Pacific islands.
Prevalences of 80% in Nauru, 43%-83% in New Caledonia, 16%-38% in Papua New Guinea,
and 47%-79% in Samoa have been reported.
Obesity has very high costs not only for the well-being and survival of individuals, but
also for societies, as the resulting disabilities and diseases create huge burdens for health
systems and families. Severe obesity is associated with a 12-fold increase in mortality in 2535 year-olds when compared to lean individuals. Because obesity affects mainly the
economically productive adult population, the associated high morbidity and mortality cause
companies and governments to lose well-trained staff in the prime of their professional career,
and this reduces their contribution towards the nation's development as well as family
Incomes.
Several factors contribute to the increase in obesity rates. They include the following;
high energy intakes, decreased physical activity, cultural factors, changing diets and lifestyles,
the increasing usc of motorized vehicles and machines for all types of human activities, the
importation offatty foods, increased urbanization and the abandonment of traditional farming,
fishing and hunting practices. The prevention and treatment of obesity in the Pacific is made
difficult by the traditional cultural notion that obesity is a sign of wealth and power. While
this perception has not changed dramatically over the years, living and eating habits have,
making it much easier to embody the symbols of wealth and power, by becoming obese.
Traditional approaches to the treatment and prevention of obesity aimed at persuading
individuals to eat less and exercise more, have had limited success despite great efforts by
both patients and health staff. This has led, in recent years, to a more articulate, "ecological"
approach to the obesity pandemic, which regards obesity as a normal rcsponse to an abnormal
environment, rather than vice versa. To successfully prevent and reduce the rate of obesity in
societies, a multisectoral approach is needed to identify and change the main obesogenic
factors in the environment, which contributc to determine high-energy diets and sedentary
lifestyles. Obesity prevention and control strategies will then be focused on increasing
awareness of these factors among decision-makers, health professionals and the general
public, and lead them to planlimplement interventions that will create more favourable
environments for healthier diets and lifestyles. These strategies will become part of existing
national plans of action for nutrition and healthy island initiatives.
1.1

Meeting objectives
At the end of the workshop, participants will have:
a.

reviewed obesity prevalence, contributing factors, economic consequences and
cxisting interventions to prevent and control obesity, with a special focus on

-6cultural and other obstacles to recognizing obesity as a major public health
problem, with very high costs for societies;
b. reviewed existing programmes for the prevention and control of obesity in the
Pacific and elsewhere, with particular reference to countries which have undertaken
an analysis of environmental determinants of obesity;
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c.

identified effective strategies, programmes and indicators of progress, and
recommended actions to be taken by governments, international organizations,
NGOs, including consumers associations, and the private sector, to reduce obesity
incidence in Pacific countries in the next 10 years;

d.

identified a process which will assist countries to develop or strengthen an obesity
component in national plans of action for nutrition, linked with integrated
approaches to community-based NCD interventions and Healthy Island activities,
in line with a concerted action plan for Pacific island countries; and

e.

drafted an action plan for the Pacific, in order to develop a coordinated initiative
for preventing and controlling obesity in the Pacific.

Participants and resource persons

A total of 53 representatives from 21 countries and territories in the region attended the
workshop. They included at least one representative from the government health sector plus
one or more representatives from non-health sectors for each country. In addition, each of the
five partner agencies was represented plus observers and representatives from other partner
agencies within the Region. Additionally, one consultant, three temporary advisers and
several observers also attended. Annex 1 gives a full list of participants.
On the first morning of the workshop, Mr Tevita Paula Lavulo, Director of the Central
Planning Department of Tonga was elected Chair, and Ms Verona Lucas, Executive Director
of the Kana Project, Fiji, was elected Vice-Chair. Additionally, Mr Charles Morris,
Administrator, Nutrition Health Services, Guam and Ms Julia Alfred, Coordinator, Nutrition
Program, Marshall Islands, were elected as Rapporteurs.
1.3

Organization

The workshop was designed to achieve the workshop objectives and built around three
component parts:
a.

individual presentations;

b.

small workgroup sessions; and

c.

plenary sessions that included group presentations, feedback and joint discussion.

The presentations were provided by representatives of the five partner agencies and
participating countries, a consultant and the temporary advisers. The format of the
presentations included background papers, updates of the latest information on obesity
research, management and control and case studies of obesity control programmes.
There were four workgroup sessions.
1) Partnerships, barriers and actions for obesity control programmes;
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2) Behaviour modification activities;
3) Identifying areas of environmental intervention and prioritizing potential
environmental interventions; and
4) Turning plans into actions.
The result of group work was fed back by each group to all participants in a plenary.
Questions were raised on particular issues and resolutions and/or consensus found. These
were then put in the form of concluding statements for each day that addressed the workshop
objectives. The outputs of the first three days of the meeting were then synthesized with the
conclusions of individual presentations into overall conclusions on obesity prevention and
control strategies during the last plenary session. Annex 2 provides the workshop agenda.
An evaluation questionnaire was administered on the last day of the workshop. The
results are reported in Annex 3 and include the following:
o

23 people (13 health sector, lOnon-health sector) returned the questionnaire.

o

95.7% of respondents found the plenary sessions useful.

o

69.2% of health sector and 50% of non-health sector respondents stated that there
was sufficient/more than enough time allocated for discussions after each
presentation.

o

92.3% of health sector and 60% of non-health sector respondents stated that there
was sufficient/more than enough time allocated for discussions after each session.

o

95.6% of respondents found that the daily summaries of conclusions reflected the
outcomes ofthc group sessions very welIlsufficiently.

o

All of the health sector respondents and 60% of non-health sector respondents
found that there was adequate time allocated for discussion of daily summaries.

o

All of non-health sector respondents stated that they found the working group
sessions very useful as opposed to 46.2% of health sector respondents.

o

90% of non-health sector respondents agreed that the workshop helped them more
than enough/adequately to understand health sector problems and to identify areas
for collaboration with the health sector.

o

69.6% of respondents felt that they were now able to undertake advocacy actions in
their country.

•

21.7% of respondents felt that they were now able to undertake advocacy actions
but had doubts about success.

o

Benefits obtained from the workshop for the majority of health sector respondents
were:
• 40% updated on new information on obesity
•

20% gained new ideas for future plans/programmes 15% obtained experiences
from other countries/participants
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o Benefits obtained from the workshop for the majority of non-health sector
respondents included:
• 35% obtained new ideas/knowledge/understanding of activity/obesity
• 18% gained new ideas for future plans/programmes
• 18% obtained experiences of other countries/participant
o

o

Actions that the majority of health sector respondents will immediately undertake
on return to their countries included:
•

35% will develop/undertake a plan/programme

•

25% will present/discuss workshop information with
ministerldirector/secretary/national health committee/local people

•

20% will integrate knowledge/improve into existing NPANs/programmes

There were no significant differences between the actions that the majority of nonhealth sector respondents will immediately undertake and those of the health sector
respondents.
•

52.2% of respondents admitted that they experienced travel, hotel and other
problems. It should be noted, however, that this meeting was held immediately
after the SPC meeting of nutritionists, and part of these problems were related
to the arrangements for the preceding meeting.

The results highlight differences between the responses of health and non-health sector
representatives. Non-health representatives may require more time for discussion in plenaries
and after presentations because of their unfamiliarity with the sector and/or topic.
Additionally, twice the proportion of non-health sector representatives than health sector
representatives found the working group sessions useful. This may be an indication of health
sector participant's familiarity with the topic and methods of group work or, non-health sector
participant's keener interest in a new field.
Nearly all respondents felt that they could now undertake advocacy actions but over
20% had doubts whether it would be a fruitful action. This doubt may reflect the
respondent's belief that their country colleagues and/or the public will not accept obesity as a
real health problem in their country, or if accepted, will not do anything about it.
It is interesting to note that 5% of health sector and 15% of non-health sector
respondents felt that when they return to their country, they would make personal changes in
their own/families diet and physical activity. One respondent admitted a desire to become a
better role model.
1.4

Opening ceremony

Dr Han Tieru, WHO Representative in Samoa welcomed participants to the meeting
with the following address given on behalf of Dr Shigeru Omi, WHO Regional Director for
the Western Pacific:
"Honourable Minister of Health, distinguished representative of partner agencies,
distinguished guests, ladies and gentlemen, I am very pleased to welcome you today to this
workshop on obesity prevention and control strategies in the Pacific. I would like to start by

-9thanking the Secretariat of the Pacific Community, the International Obesity Task Force, FAO
and the International Life Sciences Institute - South East Asia, for collaborating in organizing
this important event. Special thanks to FAO for also providing the venue for this meeting.
Obesity has very high costs not only for the well being and survival of individuals, but
also for societies. The resulting disabilities and diseases create huge burdens for health
systems and families. Severe obesity is associated with a 12-fold increase in mortality in 2535 year-olds when compared to lean individuals. Obesity also carries a heavy financial
burden. Because obesity affects mainly the economically productive adult popUlation, the
associated high morbidity and mortality cause companies and governments to lose welltrained staff in the prime of their professional career. This reduces their contribution towards
the nation's development as well as family incomes.
Several factors contribute to the increase in obesity rates, through high-energy intakes
and decreased physical activity. This includes cultural factors, changing diets and lifestyles,
the increasing use of motorized vehicles and machines for all types of human activities, the
importation offatty foods, increased urbanization and the abandonment of traditional farming,
fishing and hunting practices. The prevention and treatment of obesity in the Pacific is made
difficult by the traditional cultural association of obesity with positive concepts of wealth and
power. While this perception has not changed over the years, living and eating habits have,
making the problem worse.
Traditional approaches to the treatment and prevention of obesity, aimed at persuading
individuals to eat less and excrcise more, have had limited success despite great efforts by
both patients and health staff. This has led, in recent years, to a more articulate approach,
which was named the "ecological" approach to the obesity pandemic. It considers obesity as
a normal response to an abnormal environment, rather than vice versa.
To successfully prevent and reduce the rate of obesity in societies, a multi sectoral
approach is needed. We must identify and change the main factors in the environment, which
contribute to determine high-energy diets and sedentary lifestyles. Obesity prevention and
control strategies must try to increase awareness of these factors among decision-makers,
health professionals and the general public, to create more favourable environments for
healthier diets and lifestyles. These strategies should become part of existing national plans
of action for nutrition and healthy island initiatives, where they exist, or ofNCD prevention
and control strategies. We do not want to generate more plans that are not implemented, but
rather look at what already exists and at how new initiatives can complement and improve
existing ones.
For the first time, this workshop invites government representatives of the Pacific
countries, international and bilateral agencies, and non-governmental organizations,
•

to review obesity prevalence, contributing factors, and economic consequences
of obesity in the Pacific;

•

to focus on cultural and other obstacles to recognizing obesity as a major
public health problem, with very high costs for societies;

•

to review existing programmes for the prevention and control of obesity in the
Pacific and elsewhere;

•

to identify effective strategies, programmes and indicators of progress;
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•

to recommend actions to be taken by governments, international organizations,
NGOs, including consumers associations, and the private sector, to reduce
obesity incidence in Pacific countries in the next 10 years;

•

to identify ways of developing or strengthening an obesity component in
national plans of action for nutrition;

•

to link obesity prevention and control programmes with community-based
NCD interventions and Healthy Island activities; and

•

to draft an action plan for a coordinated initiative to prevent and control
obesity in the Pacific.

I look forward to the outcome of this workshop and to the development of national
action plans, in which governments will ensure that all sectors participate and will invite the
international and bilateral partners and NGOs to support. I count on all of our partners to
ensure that a series of well-planned, coordinated activities will follow in the coming months
and years. And I hope that the Pacific countries, now suffering more than other nations under
the burden of obesity and related disease, may, in the future, lead the way and provide
examples to others on how to live healthier and longer lives. I wish you a successful
workshop and an enjoyable stay in Samoa."
Ms Jimaima Tunidau-Schultz, Lifestyle Health Adviser, Secretariat of the Pacific
Community then provided the following:
"Greetings from the Secretariat of the Pacific Community. May I on behalf of SPC
congratulate WHO WPRO and IOTF and its associated Partners for organizing the workshop.
SPC is proud to be a eo-sponsor of this important gathering. This gathering is a significant
step in our effort to fight against increasing public health problems, in this case obesity in the
Pacific: bringing together not only those who work in the health area, but also representatives
from the non-health sectors. The message here is that we all need to work together, whether
in the health sector, agriculture, NGOs, Planning Offices, of Trade and Commerce, we each
can do our little part and contribute to the improvement of health in our people.
SPC believes the country representatives at this meeting have, by their very presence
and participation, a special and important contribution to make towards the achievement not
only of the workshop goals in the short term, but also towards the long term goal of
decreasing the prevalence of obesity in our Region. Who can better come up with possible
actions to improve the obesity situation in our Pacific countries than those who live here - we
know our countries, we know our people, we understand our situations better than anyone
else. I suggest that we take advantage of the situation and actively contribute to the
discussions ahead and make the outcome of this workshop truly our own. We wish you well
in your deliberations during the next four days."
Dr Timothy Gill, Regional Co-ordinator (Asia-Pacific) for the International Obesity
Task Force then gave the following opening remarks on behalf of 10FT.
"The International Obesity Task Force is pleased and privileged to be a partner in this
important workshop, which will examine one of the most important public health problems in
the Pacific. We hope that the International experience and expertise that the Task Force has
gained in the area of obesity prevention and Management can assist workshop participants to
better understand the problem they arc faced with and assist with the formulation of effective
strategies to tackle it.

- 11 . T?e IOTF is the ~ction arm of the International Association for the Study of Obesity
which gIves representation to over 7000 health professionals and scientists across the world
who specialise in the field of obesil?" Since 1996 the Taskforce has been working to raise
awarenes~ of the escalatmg epIdemIc of overweight and obesity and the need for urgent action
to deal wIth the problem. It provides evidence and guidance on improving obesity
mana~ement and prevention strategies and works with government and non-government
agenCIes on theIr ImplementatIOn. In January 2000, the IOTF established a regional office in
Sydney in recognition of the special problems and level of existing action on obesity in the
Asia-Pacific region.
The Task Force has a long history of partnership with WHO in consultations,
workshops and programs to address obesity throughout the world. It is pleased to be working
with the Western Pacific Regional Office of WHO and with the Secretariat of the Pacific
Community at this workshop. These together with other regional agencies represent the most
important contributors to health and social well being in the Pacific. Since 1998, the IOTF
have also been working in partnership with the Commonwealth of Nations, of which many
Pacific nations are members. The Commonwealth Secretariat has been an active partner with
the IOTF in the preparation of this workshop. Although unable to send a direct representative
they are keen to support action on this issue in the Pacific and will continue to work with the
IOTF and all Commonwealth countries on this issue. The Director of Health and Education
within the Commonwealth Secretariat, Professor Stephan Matlin sent a letter of support.
The IOTF hopes that this workshop will mark the beginning of a new era of action on
obesity in the Pacific that involves pacific nations working in partnership with the many
agencies represented herc today.
Warm greetings were provided on behalf of Dr Alex Malaspina, the President of the
International Life Sciences Institute (ILSI), and Mrs Yeong Boon Yee, Executive Director of
ILSI Southeast Asia by Ms Anna Jacob, Assistant Director - Scientific Programs. "ILSI is a
non-profit, worldwide foundation established in 1978. ILSI is headquartered in Washington
and has over IS branches worldwide. ILSI Southeast Asia, the branch where I come from,
covers the ASEAN countries and Australasia.
ILSI aims to advance the understanding of scientific issues related to nutrition, food
safety, toxicology, risk assessment and the environment. By bringing together scientists from
academia, government, industry and public sector, ILSI seeks a balanced approach to
resolving problems of common concern for the well being of all. At ILSI, we recognize that
the desire for good health is universal. It knows no cultural traditions or territorial
boundaries. Two forces are driving the increasing global interest in the benefits of physical
activity and sound nutrition. The first, childhood obesity and the second is ensuring quality of
life in older adults.
It is widely known that the increasing obesity rates globally are due to an
overabundance of food and lack of exercise. This phenomenon is the result of changing
lifestyles. There is sufficient scientific evidence to support the fact that obesity can cause
many health effects such as diabetes, heart disease and some cancers. Therefore, since the
early 1990's, obesity prevention has been high on the agenda ofILSl's activities. In 1996,
ILSI established the Physical Activity and Nutrition (PAN) Program, under a new foundation
called the Center for Health Promotion, to contribute to national and international health
promotion efforts that translate nutrition and health science to healthy behaviours. The three
strategies that guide the ILSI Physical Activity and Nutrition Program are advancing the
knowledge base, promoting community interventions and enhancing communication.
Later on in this workshop, I will be pleased to share with you more details ofILSI's
efforts both in the US and Singapore to promote an active lifestyle and balanced nutrition
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facilitate international cooperation and science based global approaches to prevent obesity
such as this meeting in Apia. On behalf ofILSI, I wish all participants a fruitful meeting and
look forward to the final outcome. I am sure that it will include practical and sCience based
solutions to the growing problem of obesity in each of the countries participating."
Honourable Misa Telefoni Retzlaff, Minister of Health, Samoa, who gave the
following address, opened the workshop: "This is a very important meeting. It is very
important to face the problems of overweight, diabetes and hypertension. However, there is
an additional problem for Polynesian people and that is sleep apnea. It has become so bad
that research has now shown that Polynesian people are up to 100% more at risk of death as a
result of sleep apnea than other population groups. People with sleep apnea are waking up to
250 times per hour during sleep. They become tired and lethargic and lose their enthusiasm
for daily life. It is important to address this problem in the context of obesity because of all
the complications that arise.
Over-eating has been recognized as a problem among Pacific people. However, this is
not necessarily true. Eating the wrong foods may be the real problem. More education is
required to allow our people to determine or understand what are the best foods to eat for
good health. A good example is that for the cost of a packet of cigarettes a family can buy
two cans of tinned fish and 100 grams of rice - enough to feed up to six people. For those
that are overweight by 20 kilograms the equivalent may be to carry a 20-kilogram bag of rice
on their shoulders all day. I soon get tired of this after just a few minutes. The problem is
that the little heart we have remains about the same size whether we are obese or the right
weight. The stress on the heart for obese people is too much. That is why it becomes
diseased.
There are positives for health in Samoa. Who would have known that after the
Japanese government helped us to build the harbour wall to protect our shores from erosion
by the sea, hundreds of Samoans would use it to walk along for daily exercise. We are envied
for some of our public health programmes. Our immunization rates at 95% are some of the
best in the world. We could never do this unless mothers care for their children and so, bring
them in to the clinics for immunization.
The numbers of obese children and youth in Pacific countries is of concern. The
culture is changing and it now appears that our young people are at risk. They seem to have a
lack of self-esteem. So, we need to provide them with all the love, affection and care we can
give. They need to know that their bodies are important to them: their physiology ensures
the future of our culture. We also need to inform them and the rest of our people that we can
avoid the most common diseases associated with obesity, such as diabetes. Research has now
shown that even those genetically susceptible to type 2 diabetes can avoid its onset for 15-20
years with a little care and by following a lifestyle that includes regular daily exercise and a
healthy diet. Twenty years is a long time when you are over 40 years old. Care may be the
operative word here since we came here because we care."
2.

ACTIVITIES

The structure of the workshop was reviewed in an introductory session, explaining how
the objectives were to be achieved, by Dr L.T. Cavalli-Sforza, Regional Adviser, Nutrition,
WHO-WPRO and responsible officer for this meeting. The first day was designed to review
and analyze the evidence available on the size of the obesity problem in the Pacific and its
consequences on the health and economies of its populations, as well as the status of existing
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preventive strategies and services for the treatment of obesity in the Pacific. The programme
focused on the need to develop skills to effectively advocate interventions on obesity,
identifying barriers to investing in this area and developing good communications skills. An
exploration of the cultural and social factors linked with obesity in the Pacific was seen as an
essential part of this process. It was suggested that successful interventions should be
multi sectoral , to address the multiple factors that contribute to obesity, and which require not
only that individuals make changes in their diets and lifestyles, but also that governments and
communities create favourable environments for these changes to take place. A problemsolving approach was proposed for planning programmes at the national and regional level.
These should be integrated into existing initiatives such as national plans of action for
nutrition, noncommunicable disease control strategies and Healthy Island activities, as they
provide a framework for intersectoral collaboration and an opportunity to generate additional
resources, if they have been endorsed and are strongly supported by governments.
Days two and three explored various approaches for environmental, behavioural and
clinical interventions against obesity. The role of the education sector and examples of
programmes to prevent obesity among schoolchildren was discussed. Working group
sessions were followed by discussions in plenary, where summary statements on the key
issues identified led to the development of the report which could be used not only as a record
of the proceedings, but also as an advocacy tool. This process also led, on day 4, to the
production of a statement on the importance of obesity as a public health problem in the
Pacific, to be presented to a Ministers of Health meeting in 200 I. Another important output
was a draft operational framework for integrated action on obesity that provides the basis for
a regional plan and a model for national plans.
2.1

Presentations and background papers

2.1.1
Global problem of obesity and the need to develop integrated strategies;
Ms Chizuru Nishida, Nutrition for Health and Development, WHO Headquarters, Geneva
(Day J)
BMI is a simple index of weight-for-height that is commonly used to classify
overweight and obesity in adults. It is calculated as the weight in kilograms divided by the
square of the height in metres (kglm 2). The BMI values are age-independent and the same for
both sexes; however BMI may not correspond to the same degree of fatness across different
populations due, in part, to different body proportions. Therefore ideally, additional tools,
such as waist circumference and waist-hip ratio, should also be used to assess obesity. In
1997, a WHO cxpert consultation on obesity reiterated thc BMI classification of overweight
and obesity as shown in the following table.
Classification
Underweight

Normal range
Overweight
Pre-obese
Obese class I
Obese class II
Obese class III

BMI (kg/m 2 )
<18.5

Risk of co-morbidities

18.5 - 24.9

Low
but risk of other clinical problems
increased)
Average

25 - 29.9
30.0 - 34.9
35.0 - 39.9
> 40.0

Increased
Modcrate
Severe
Very severe

~

This table shows a simplistic relationship betwecn BMI and risk of co-morbidity,
which can be affected by a range of factors, including nature of the diet, ethnicity and activity
level. It should also be notcd that the risks associated with increasing BMI are continuous
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and graded and the interpretation of BMI gradings in relation to risk may differ for different
populations.
Although the BMI cut-offs are defined, unlike PEM or Micronutrients, global data on
overweight & obesity for adults are not well established. In WHO, currently a process has
started to refine the Global Database on BMI. Despite the limited availability of nationally
representative data, particularly secular trend data, some key issues are evident today. These
key issues are:
1.

Obesity is a complex, multifaceted disorder.

2.

Obesity is prevalent in both developing and developed countries.

3.

In many countries, especially in developing countries, obesity co-exists with
undernutrition.

4.

Obesity affects children and adolescents, as well as adult population.

5.

More women become obese than men, while there is a higher proportion of
overweight men than overweight women. Part of the explanation for that might be
biological since women start with a greater amount of body fat and hence become
obese more easily.

6.

Obesity is a major risk factor for serious noncommunicable diseases, such as
cardiovascular disease, hypertension and stroke, diabetes mellitus, and various
forms of cancer. In 1997, WHO estimated that, of more than 50 million death
worldwide (12 million in developed countries & 40 million in developing
countries), about 30 % were due to infectious & parasitic diseases (i.e. acute lower
respiratory diseases, tuberculosis, diarrhoea, HIV/AIDS and malaria). And over 40
% were due to circulatory diseases (i.e. coronary heart diseases, cerebrovascular
diseases) and cancers. And it is projected that by 2025, approximately 60 % of the
causes of death worldwide will be due to circulatory diseases and cancers. This
evidence suggests that the prevention and control of obesity needs to be taken very
seriously in both developed and developing countries.

2.1.2
How big is big? Sociocultural aspects of the obesity problem in the Pacific:
Ms Jimaima Tunidau-Schultz, Lifestyle Health Adviser, Secretariat of the Pacific Community
(Day 1)
It is not clear what "big" means. In many ways the fact that we use the term "big"
denotes similarity between the cultural idea of body shape and "obesity" as a scientific or
medical criteria. However, the notion of "big" probably needs to be clarified as the cultural
norm. Table 1 shows examples of differences between Pacific and western perceptions of
"big" .
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Table 1: Perceptions of "big"
Pacific Idea

Western Idea

Healthy

Danger to health

Well fed

Thin is desirable (especially in role-models).

Being cared for

Low status

Status of wealth (within the group)

Poor education

Competitiveness within the group

Gluttony, lack of self-control

The body is a social entity

The body is an individual entity

How has this come about? It may be due to a combination of material culture - houses,
canoes, traditional clothing and subjective culture - knowledge, beliefs, ideas. SUbjective
culture consists of our values and attitudes that determine our behaviour - what is right or
wrong and what is desirable.
Big body size is desirable, why? Values & attitudes about "big" body size are complex
but seem to be a combination of symbols of health & well-being, status, strength and beauty.
Fat children are perceived as healthy children. Community leaders and chiefs are fed first or
given the best foods on all official occasions. Women are kept indoors to lighten their skin
and fed foods that are fattening (along with reduced activity). Customs and practices also
have a strong influence. (They are the things we do automatically and are things like our
eating behaviour and participation in social events). How we communicate also has a
powerful influence. This includes not only verbal and non-verbal communication but also
symbolic communications such as food gifting and attendance at social events.
Food and diet in a social context are also fashioned to meet the demands of a big body.
Foods have status. Foods are a means of strengthening social ties. Foods have economic and
political alliances and a place within a society. They provide a cultural identity though the
types of food eaten and ways of preparing, including quantities and taste preferences.
The "Cultural transition" is explained as massive social change through modernisation,
urbanisation and a weakening of cultural ties and practices. Additional "new" values have
been added and status symbols and the adoption of the new lifestyle which is conducive to
obesity.
Health consequences in relation to how "big" is beautiful are not well understood.
How do we translate scientific/biological evidence into meaningful cultural messages? In
general the Pacific definition of obesity is a cultural one. It is a combination of attitudes
about health and "self' and not illness and may not be rccognised as a medical problem but as
a social one.
Health consequcnces of obesity: Is being bigger better? Dr Timothy Gill, Regional
Co-ordinator Asia/Pacific. International Associationfor the study of Obesity, International
Obesity Taskforce (Day 1)

2.1.3

Currently, a large body size is still prized as a sign of prestige and good health within
the Pacific. It is known that Pacific Islanders are generally more muscular than Europeans for
a given BMl. Therefore a large body size does not always equate with a high level of fatness
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but the recent large increase in average body weight of most Pac.ific nations suggests that a
large number of individuals are excessively fat or obese. ~ere IS reason to be .concerned
about overweight and obesity as overwhelmmg eVidence lmks both to substantial health,
social and economic costs.
As a person's BMI creeps up through overweight into the obese category and ?eyo~d,
the risk of developing a number of chronic non-communicable diseases suc~ as non-msulm
dependent diabetes mellitus (NIDDM), CHD, gallbladder disease, and certam types of cancer
increases rapidly. There is also a graded increase in relative risk of premature death. US
figures suggest that about 61 % ofNIDDM and 17% of both coronary heart disease (CHD)
and hypertension can be attributed to obesity.
Weight gain has an independent and compounding effect on risk associated with
weight. Therefore the earlier people become obese and the longer they are obese and the
more weight they put on, all affect the risk of developing chronic diseases such as diabetes
and NIDDM. It has been shown that the risk of developing obesity is 70 times greater in
women who are obese at 18 and gain a large amount of weight in early adulthood. The effect
is similar but smaller in men.
Before life-threatening chronic disease develops, however, many overweight and obese
patients develop at least one of a range of debilitating conditions that can drastically reduce
quality oflife. These include musculo-skeletal disorders, respiratory difficulties, skin
problems and infertility that are often costly in terms of absence from work and use of health
resources. Sleep apnoea is a serious and potentially life-threatening condition. It is highly
prevalent in certain Pacific communities and is made much worse by obesity. In developed
countries, excessive body weight is also frequently associated with psychosocial problems.
The risk of developing metabolic complications is exaggerated in people who have
central obesity. This is related to a number of structural differences between intra-abdominal
and subcutaneous adipose tissues, which make the former more susceptible to both hormonal
stimulation, and changes in lipid metabolism. People of Asian descent as well as many
aboriginal populations who live in urban societies are particularly susceptible to central
obesity and tend to develop NIDDM and CHD at lower levels of overweight than other
populations.
Undernutrition in pregnancy and childhood carries it own health risks but has also been
linked to virulent forms of abdominal obesity later in life. Research has shown that children
born to malnourished mothers are more likely to be obese later in life and once they become
obese develop NIDDM and CHD much earlier and with worse health consequences. This
reinforces the need to tackle both issues simultaneously in many societies.
Maintaining a healthy lifestyle with a high level of physical activity and appropriate
healthy diet can attenuate the impact of obesity on health. The risk of developing diabetes
and CHD is dramatically reduced in obese men and women who exercise regularly and in
very active people may alleviate much of the excess risk of overweight.
2.1.4
Population weight distribution in the Pacific: Mr Robert Hughes. WHO consultant
(Day 1).
The lifestyle transition that is occurring in the Pacific shows that for some countries
obesity is now in epidemic proportions. Countries are at different stages of the transition.
There is a wide variation in the prevalence of obesity between countries. The only common
ground seems to be the diversity of Pacific health. This biological, dietary and ethnic
diversity may be a strength and provides protection. However, the trend of the transition is
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threatened In this transitIOn as It tends towards globalisation.
Table 1 illustrates the age-adjusted variation in the prevalence of obesity in the adult
populations of Pacific countries. The table is intended to show trend. Comparisons between
countries should not be made because different methods were used to collect the data. It
shows that males suffer higher rates of overweight than females and females have higher rates
of obesity. In general, urban dwellers suffer higher rates of both overweight and obesity than
rural populations. There is a marked variation between countries that follows a trend of
increasing obesity with acculturation.
Table 1: Prevalence of obesity and overweight in the Pacific

Adult population prevalence (%)
Females
Males
Obesity Overweight Obesity Overweight
American Samoa 1990**
64
23.6
66.3
17.3
Australia 1995
18.2
28.8
18.5
45.2
Cook Islands 1993*
40
33
42.0
40.0
Fijian 1993
28.9
35.1
11.2
32.0
French Polynesia 1995
43.4
28.2
34.6
38.9
FSM 1987
31.9
33.2
Indo-Fijians 1993
23.7
2.6
15.4
10
Marshall Islands 1991
31
30
77.1
77.3
Nauru 1994
New Caledonia 1992-94*
32.4
13.7
32.6
37
PNG rural 1991
11.8
18.6
56.3
37.7
PNG urban 1991
35.9
Samoa rural 1991
56.6
Samoa urban 1991
56.9
74.3
31
Solomon Islands 1990
9
29.3
29.8
35.7
Tonga 1992*
54.8
Vanuatu rural 1998
24.1
2.6
20.8
5.1
27.9
36.8
17.9
43.3
Vanuatu urban 1998
* Cook Islands 1980; New Caledoma; Tonga; Overweight BMI 27-32; ObeSity
** American Samoa; Overweight BMI 27.8-31.0; Obesity BMI

~32

~31.1

It is interesting to note that Australia is an exception. Australian male obesity is in the
mid-range of prevalences (similar to some Polynesian countries), whereas Australian female
rates are one of the lowest and are similar to some rural Melanesian populations.

The difference in prevalence of obesity between males and females require different
approaches in public health programmes. Although women are in general more obese than
men, they may be less at risk of early death as these figures do not show the type of body fat
distribution of the populations. Additionally, ethnic differences seem to be less distinct as
acculturation increases. Thus, providing some evidence that environmental influences may be
stronger than genetic predisposition.
2.1.5
Economic impact ofNCD in the Region with special emphasis on obesity.
Mr Andrew Dalton, Health Economist, WHO temporary adviser (Days 1 & 2)
The human and financial cost of treating NCDs is already significant in PICs, and can
be expected to increase. In a recent World BanklSPC study, it was been estimated that
between 40%-60% of all health care expenditurc in Pacific island countries is for the

- 18 treatment of all NCDs. Although precise estimates are difficult, it has been further estimated
that between 8-10% of all deaths are attributable to obesity alone.
The observation that NCDs account for a larger proportion of health care expenditure
in Pacific Island Countries may be sufficient to justify funding support for the prevention of
NCDs for some decision-makers. This means that scarce health care resources are allocated
according to need. However, from an economic perspective, stronger arguments for funding
support are those based on demonstration of the cost-effectiveness of primary prevention.
What is often overlooked in health care planning is that simply shifting scarce health care
resources from activities where they generate low health gains, to activities that produce
higher health gains necessarily means that health is improved without extra cost. Thus we
need to think about what health outcomes (life-years saved) can be produced as well as the
costs of achieving those health outcomes. Importantly, showing cost-effectiveness does not
necessarily mean that primary prevention must be done cheaply, although this helps, rather
that it is effective and represcnts good value for money compared to alternative health care
uses of those funds. As obesity is a risk factor for serious life-threatening diseases, and which
eventually require expensive in-patient treatment, it is likely that a reduction in the incidence
of these diseases will be cost-effective.
2.1.6
Behavioural and socio-cultural aspects of preventing obesity - report on the WHO
consultation in Tokyo, 1998. Ms C. Nishida, WHO Headquarters (Day 2)
We all know very well that sedentary lifestyles and high-fat, energy-dense diets are the
principal causes of accelerating obesity problem worldwide. Many factors (ranging from
biological to socio-cultural factors) interact in complex and changing ways to influence the
development and maintenance of dietary and lifestyle behaviours. Therefore, understanding
people's behaviours within the context of psychosocial influences is critical to the
devclopment of cffective strategies that will help people to construct healthy diets and
lifestyles. Previously, the public health approach to behavioural change (i.e. dietary change)
has been based on the premise that knowledge shapes behaviours. But, evidence suggests that
providing information about risk does not have much effect on food behaviour unless
counteracting socio-cultural, environmental, psychological and economic barriers are
overcome.
The importance of addressing thcse behavioural issues and factors of various
popUlation groups for promoting appropriate diets and healthy lifestyles was repeatedly
emphasized at various meetings and consultations WHO organized during the 1990s.
Therefore, in December 1998, as a follow-up to the 1997 WHO expert consultation on
obesity, a WHO consultation on Behavioural and Socio-cultural Aspects of Preventing
Obesity and lts Associated Problems was organized and hosted at the National Institute of
Health and Nutrition in Tokyo, Japan with support from the Government of Japan.
The general objective of the consultation was to develop strategies for improving the
prevention of obesity, which address behaviour change. The specific aims of the consultation
were:
1.

to review and analyse emerging trends of nutrition transition, and behavioural
factors contributing to the development of overweight and obesity;

2.

to review approaches for behaviour change;

3. to review and analyze country experiences in promoting healthy diets and
lifestyles, especially with respect to obesity;
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4. to develop framework for subsequent development and implementation of national
strategies, which effectively address behaviour, change for preventing and
managing the increasing public health problem of obesity.
The issues addressed at the Consultation include:
1. Societal conditioning of behavioural aspects of obesity. Several challenging
questions were posed and the need to recognize and respond to the influence of
globalization on nutrition practices was emphasized, if effective strategies were to
be developed.
2. Understanding how the problems of overweight and obesity develop. The
Consultation explored the emerging trends in the nutrition transition as a means to
understand the rapid shifts in diet and physical activity patterns. This was
reviewed and analyzed also from the experiences reported from various regions, in
particular, the South-East Asia, the Eastern Mediterranean and Latin America. It
also briefly touched upon the foetal and infant malnutrition, which lead to intrauterine growth retardation and stunting, and those in tum enhanced the likelihood
of such children to later respond negatively to the nutrition transition and become
overweight and obese.
The Consultation also addressed the roles and responsibilities of media, advertising and
food industry. Furthermore, various country experiences were reported from these 10
countries (Australia, Canada, China, Cyprus, Egypt, Finland, India, Japan, New Zealand and
South Pacific).
The Consultation reviewed possible approaches for supporting behavioural change.
Firstly, by reviewing lessons learned from past public health prevention programmes.
The lessons learned were summarized as the following 12 points:
1. Education is not enough to change weight-related behaviours - Societal and
environmental factors supporting or inhibiting behaviour change also need to be
dealt with.
2. Programmes need to reach all sections of the community - not just those who
were already motivated.
3.

Obesity prevention programmes need to focus directly on changing weight-related
behaviours.

4. A high level of community involvement at all stages is necessary to maintain
impetus.
5. A sound theoretical base provides a framework for action and evaluation.
6. Changes in health-related behaviours can be slow.
7.

Sustainability of health promotion programmes is crucial to allow behaviour
change over time.

8. Programmes should allow the integration of existing initiatives.
9.

A comprehensive range of strategies, carried out over multiple setting, is required
to have an impact on behaviour.
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10. The message must be kept simple.
11. There is a need for regular monitoring and evaluation in order to improve
programmes as necessary.
12. Health behaviour change programmes need to have appropriate resources.
Secondly, an overview of the transtheoretical model of behaviour change and its
population-based applications were presented and Stages of change was described as being
the central organizing construct of the trans-theoretical model of behaviour change. As
people changed behaviour, they progressed through a series of stages. More detailed
descriptions on Stages of change were introduced in the next session.
Finally, a public health framework to achieve the goals of obesity prevention at the
population level was presented. Achieving those goals requires multifaceted strategies (both
policy and programmatic), with various focal points because the food and nutrition system
and the factors that influence activity patterns are intricately linked to other fundamental
societal systems. To understand how various factors at different levels (i.e. international,
national, community, work, school or home), interact to influence aggregate food intake and
energy expenditure, a causal web was presented as a conceptual overview. The major themes
(e.g. global influences on food supplies and food marketing, continued trends towards
industrialization, mechanization, lifestyles that predispose individuals to be physically
inactive) are relevant worldwide. But, the specific interrelations within the causal webboth vertical and horizontal - and the types of initiatives needed to shift those influences
away from obesity promoting environment would be different culturally and between and
within countries.
The causal web also demonstrated that, even if population mean BM! or obesity
prevalence was the targeted outcome, appropriate indicators are needed at many different
levels and stages of causation to evaluate the effectiveness of programmes. Finally, the
Consultation developed rccommendations for developing strategies for promoting behavioural
change that aims to prevent the problem of obesity. These recommendations were divided
into the following four action areas:
1. Creating enabling cnvironment: promoting the consumption of a healthy diet
2.

Creating enabling environment: promoting physical activity

3. Empowering people: strategies for advocacy, information and education
4. Research: informing policy and empowering programmes
2.2

Update presentations

2.2.1
Data collected from pre-workshop questionnaire on indicators of community weight
status, obesity-related risk and current services and programmes
A pre-workshop questionnaire was circulated to a representative from every country
attending the workshop on the Prevention and Control of Obesity in the Pacific. Only 13
countries had returned the questionnaire before the workshop and therefore the analysis
presented was only based on these responses.
The questionnaire was circulated as a means of collecting data on the current situation;
it is intended that these be collated into a document that could be used for advocacy within the
Pacific. The questionnaire was designed to indicate to participants the type and extent of
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inform~tion that ~y .need to be collected to create a complete picture of the current situation

relalion to obesl~y III their country to take to decision makers. It may also help identify
Important IllformatlOn on populatIOn weIght status to include in any future, nutrition or NCD
surveys planned.
III

Population weight indices
. Only around half of the countries had undertaken a recent national or large-scale survey
of heIght and weIght III adults and only a few countries had data on waist circumference or
waistlhips ratio. Where data was available it indicated the existing very high rates of obesity
(based on BMI>=30). Obesity was higher in urban compared to rural areas but only small
variations were found in different ethnic groups. In general the highest rates of obesity was
found in older adults but alarmingly high rates of obesity were found in young adults and in
some countries the highest rates of obesity were in age group around 35 years. Mean BMI
was reported in only a few countries but may be a useful measure that indicates that the whole
of the population (not just individuals) has a weight problem and shows changes in population
weight.
Information on overweight in children was not widely available and where collected
the means of classifying overweight varied greatly. Figures reported for overweight children
ranged from 2-30%. Information on underweight in childhood was more readily available
and indicated that this remains a problem throughout the Pacific. Rates of underweight in
children 0-5 years ranged from 2-23% but classification system used varied.
Prevalence of obesity-related disease
Non insulin-dependent diabetes and hypertension were two obesity-related conditions
on which data was collected. Surveys varied greatly in age range and year of collection.
Hypertension ranged from 12 -31 % of adults and NIDDM from 7.9 to 33%.
Dietary data
National dietary surveys had been collected in only a few countries but other islands
had smaller studies. Current dietary fat intake varied from 23-55% of dietary energy with the
major sources reported as animal fats (mutton flaps and turkey tails), vegetable oil fried foods
and coconut cream. Other major sources of energy in the diet included alcohol, soft drinks
and confectionery. Many islands reported a major increase in the intake of imported foods
(up to 90% of all foods eaten), fast foods, snacks and frying of food in recent years.
Physical activity
No survey data was presented on physical activity but respondents indicated that
improved transport, sedentary work, passive entertainment, reduced domestic work and lack
of safe exercise facilities contributed most to a reduction in physical activity in their
countries.
Existing programmes and services
Nearly all countries reported some promotional activity in physical activity and healthy
eating. Many of these were small-scale projects, but some countries reported large scale or
national projects on diet and nutrition. Only one country reported an integrated program for
the national prevention of weight gain in the community. Most countries reported existing
services for the clinical management of obcsity although many of these services were directed
at people with obesity-related disease rather than obesity itself.
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Programmes to prevent obesity among schoolchildren: Singapore and
United States of America experiences: Ms A Jacob (Day 2)
The International Life Sciences Institute (ILSI) through its Physical Activity and
Nutrition (PAN) Programs contributes to national and international health promotion efforts
that translate nutrition and health science into healthy behaviours such as increased physical
activity and balanced nutrition. The PAN Program is guided by an advisory committee
consisting of scientists and professionals from the fields of exercise science, nutrition, public
health and communication. The three major strategies that guide ILSI's PAN programme are
advancing the knowledge base, promoting community interventions and enhancing
communication.
ILSI has contributed to the understanding of obesity through the commissioning of
state of the art papers, national and regional surveys on dietary and physical activity practices
as well as convening and supporting scientific meetings on obesity. In its search for
intervention strategies that work and are sustainable, ILSI's PAN programme has funded
several research projects in the US and also supported the development of two school
programmes - Take lOTM and PowerKids. These programmes were shared with the
participants as models of school programmes being used in other countries to address the
issues of both prevention and control of obesity.
The goal of graded Take 10™ is to reduce long periods of inactivity in the classroom
by providing integrated lessons that not only add physical activity but also reinforce required
academic objectives. Take IO™ is designed to reduce teacher preparation and the programme
materials include activity cards, a teacher's manual, student worksheets with stickers, a
tracking poster and a training video. Take 1OTM was tested in 25 schools in Atlanta, USA in
1999. It is currently being used in over 135 schools in 4 states of the USA.
The PowerKids Eat Smart™ and the PowerKids On the GO™ Programs were created
as a resource tool that can be used as a supplement to the Trim and Fit Program - a
programme for overweight children run by the Ministry of Education, Singapore. This tool
includes nutrition and physical activity modules. The aim is to promote balanced nutrition
and fun physical activity. The self-management components in the programme aim to
empower the children to take responsibility for their eating and exercise habits. The
programme also aims to involve the parents in the school's efforts to develop healthy habits in
the children. The programme has just been piloted in three schools and is in the process of
modification. It will be made available to more schools in Singapore. Participants of the
meeting who would like ILSI materials were advised to contact the ILSI offices in
Washington or Singapore.
2.2.3
Behaviour modification workshop: public advocacy + personal behaviour change +
patient education: Dr G. Galea and Dr G. Egger (Day 2)
Motivating personal behaviour change depends on the following:
•
•
•
•
•
•
•
•

Severity of disease: "The condition is serious"
Susceptibility: "It can happen to me"
Benefits of action: "Taking action will prevent it"
Barriers to action: "I can afford to prevent it"
Personal Efficacy: "I am able to take action"
Social Pressure: "My community expects me to try and prcvent it"
Triggcr: extcrnal conditions favourable
Action: specific behaviour: "what do I need to do to prevent the condition"
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Formulation of specific objectives aimed at solving a significant problem
Focus on a few critically important messages
Expression of messages in an attention holding way so that audience will
remember them
Use of a variety of communication channels to reach audience
Repetition of messages over a sustained period of time
Messages not only inform but also motivate people to take action
The entire process is carefully planned
Each element is tested to make sure that it will produce the desired results before
full scale implementation
Systematic monitoring and evaluation
The effort is conducted by a team and administered by a single manager

•
•
•
•
•
•
•
•
•
•

The Four P's of Social Marketing
I.

Product: What behavior, beliefs, information, or services, is the audience being
asked to accept?

2. Price: The financial, social, material, physical, or psychological cost that the
audience is asked to contribute in exchange for accepting the product
3. Place: How and where the product will be made available to the target audience
for trial and/or for acceptance; refers to both the physical and the social availability
from the perspectives of the audience
4. Promotion: How the target audience will be made aware of the product and its
availability, and how this awareness will be translated into audience members'
intention to accept the product
2.3

Working group sessions

2.3.1
Working group session 1: Partnerships, barriers and actions for obesity control
programmes

Participants formed four groups (three groups of health sector participants and one
group of non-health sector participants) and were asked to discuss the following three
questions and provide answers to each with no more than five answers to each question with
the most important answer first and giving reasons why.
To achieve a successful implementation of an obesity control programme in your
country:

Ql.

Who (what sectors) should be involved in carrying out the programme and
what role would they play?

Q2.

What are the barriers to the successful implementation of obesity control
programmes?

Q3.

What actions should be taken to achieve success?

Each workgroup then presented their answers and discussions to the whole meeting.
The answers were then synthesised into the following thematic arguments.
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Advocacy arguments

2.

Sectors involved and their role

3.

Barriers to successful implementation

4.

Actions to be taken in the forms of policy action, lifestyle change, environmental
change and clinical services

Details of the sessions are listed below.
1.

2.

Advocacy arguments
•

Compare regional data to local data and emphasize local problems

•

Obesity places a heavy burden on the health sector in terms of cost and in terms of
NCD incidence

•

Obesity leads to loss of productivity

•

Not only highly prevalent but growing in numbers

•

Quantify the cost of obesity as a means of influencing fund providers (e.g. WIC
programme is funded due to the demonstrable financial savings - I dollar on WIC
= 3 dollars saved on health care costs. Consider that obesity programs have a
longer-term effect and may be more difficult to relate to savings, if any. On the
other hand, some impact of the programme needs to be estimated beforehand as
part of making the case for investment in obesity interventions)

•

Rising rate of obesity in the younger population. Alarming trend as it means that
there is a cohort effect

•

With advancing medical technology, the current young generation is going to live
longer and present a double burden: more disease over a longer life - more costs to
be faced in the future. Consider that resource lacks may result in greater political
dilemmas in the future as older people may increase their demands, which in tum
cannot be met by the constrained health services. Also include studies of
consumption of health services by people at various ages from death as a measure
of utilization related to obesity

•

Need to research the impact on households and families - qualitative research on
the impact of obesity in people's lives would make the case of the need for action
on obesity more compelling

Sectors involved and their role
•

Patron or leader required ("influence or affluence" e.g. Prime Minister or
President)

•

Formation of a National Lifestyle Committee

•

Private sector
Media
Supermarkets and retailers (control of false ads)
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Chamber of Commerce
•

Government (administration; legislation; policies; ensure collaboration by all
stakeholders)
Ministry of Health (lead agency: planning, formulating strategies,
monitoring; health promotion and treatment)
Education (implement curriculum, other HE subjects related to obesity)
MAFF (food security - increasing food production - and production)
Food regulators (trade, inspectors, monitor food import/export)
Ministry of Sports (P A and healthy lifestyle)
Media and communications (promotion of healthy lifestyle in clear simple
messages)
Planning and Statistics (surveillance and monitoring)
•
•

•

PWD (environment improvement; safety: ensure control of stray dogs;
exercise facilities outdoor and indoors)
Transport: road safety

Non-government sector
Institutions in the local community: Churches, women's groups, youth
groups - include awareness and promotion; implementation; consultation,
and support and role modelling
Consumer groups

Barriers to successful implementation
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Organization: gathering the stakeholders (no proper coordination; most don't
attend meetings)
Leadership: lack of knowledge or skills
Communication: making healthy lifestyle attractive to individuals
Financial commitment: funding of healthy lifestyle activities
Sustained programmes: long-term, directed programmes are missing; stop-start
style of programmes
Lack of sharing of resources: human and facilities
Multisectoral buy-in: need for ownership and championship
Culture and tradition - lifestyle
Economic: fatty foods are cheaper
Food security: in times of emergency
Food imports
Traditional foods lack variety
Lack of knowledge; Lack of nutritional education
Harsh environment especially in atoll islands
Dangerous environment for exercise (dogs, road accidents)
Apathy
Natural disasters
Political instability: need to 'start again' every programme
Insufficient human resources - or insufficiently skilled
Lack of commitment and interaction: among all stakeholders, not just govt.
Poor communication and outreach
Funding
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•

Insufficient action on policy: much education has gone on in the past - but there
doesn't seem to be a change in knowledge or practices. Is this due to ineffective
programmes or due to insufficient policy action?

Actions to be taken
Policy action
•

Advocacy: convince the stakeholders that obesity is a problem

•

Community-level policy-making: decentralization of policy-making nutritionists at central level supporting local communities formulate their own
approaches

•

Organization: need plan with time frame; on-going committee

•

Data gathering and analysis: need for completion of data collection - analysis action cycle

•

Technical analysis: need to provide assistance in analyzing country data. Is there
a framework for convenient analysis of national data in order to highlight the
most important features of the obesity epidemic in any country?

•

Set Priorities after having costing and timelines

•

Evaluate (on-going)

•

Set new goals

•

Resource allocation: manpower and money

•

Funding: programmes need to be eventually become self-funding. Consider
what programmes are being funded and operating at local level - can we
piggyback on existing, already funded projects, especially within local
communities?

•

Create and implement sustainable and sustained programmes

•

MuItisectoral approach

•

Multi-layered approach: health systems and health management; regional
development partners; community services; country-level action. Such
approaches are very relevant to donor-preferred approaches, as more likely to be
sustainable

•

Incorporate into national strategic plan endorsed by government; integrate actions
into existing national plans

•

Policies and plans should be realistic and strategic

•

Coordinator to be committed, have appropriate skills, high standing and seniority

•

Effective planning: to include monitoring and evaluation
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Lifestyle change
•

Message: "Big" is beautiful, but dangerous

•

Education: awareness should be practised in community level and be practical
(e.g. cooking demos, exercise, etc.)

•

Improve education process for targeted populations (focus on groups at risk e.g.
families at risk through high levels of obesity)

Environmental change
•

Healthy Islands = aim for a normal weight population, active, exercising every
day, eating a healthy diet

•

Create supportive environments: food legislation; opportunities for physical
activity, sports, etc.

Clinical services

2.3.2

•

Bulk of efforts should go into prevention; but need to make provision for treating
overweight and obesity

•

Weight gain itself (further gain from any starting level of weight) is an
independent risk. Prevention needs to focus in limiting further weight gain.
Clinical services may emphasis weight maintenance or loss.

Workgroup session 2: Behaviour modification activities
Questions asked of the working groups were as follows:
I. Develop a plan to persuade national policy-makers to invest in safe, pleasant
spaces for physical activity
2. Develop a plan to raise national awareness of appropriate physical activity and
to increase the number of people who do it
3. Develop a plan to persuade overweight patients attending local clinics to
increase their level of physical activity
For each activity the groups answered using the following:
•

What is the main strategy you will use? (Marketing, advocacy, counselling ... )

•

What audiences are you addressing? What are the main messages? What
channels of communication are appropriate for them?

•

How will you implement this campaign and how will you evaluate it?
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Working group session 2: Outputs
Project 1
MissionIProblem
statements for advocacy

Description of main
strategies

Audiences, messages,
channels
Implementation and
evaluation

lVotes

Implementation and
evaluation

Safe, Pleasant Places for Physical Activity
Men
are
dying
younger!
•
• As the years of productivity of every working man decreases, we will have
a reduction in productivity in the workforce which affects the GNP of the
whole country
• Increase physical activity will reduce the problem - we need to invest in
safe, pleasant places fOfphysical activity
Organize a committee to develop a draft plan and budget
• Select a key figure among leaders to act as patron
• Convince leaders informally (e.g. over lunch)
• Arrange media campaign
• Solicit public and private sector organization involvement
• Need to have facilities built (e.g. walk paths) and patron to open facilities.
• E)(Iland-.ECl.lect life and facilities
Audience: policy matters
Messages: see above (problem statements for advoca~
Process evaluation (immediate and medium term)
• Review media use
• Legislation agreed
• Money appropriated.
Long term
• Increase in physical activities
• Facilities utilization
• Life expectancy
• Productivity
Women have traditionally been the target of campaigns: this project
targets also men and represents an innovation in this case - the male may be a
good way of targeting the whole family as weight reduction in the male may
result in the rest of.!he household losing weight
Baseline survey in all sectors (including business enterprises) - determine
current levels of physical activity
National workshop to propagate the idea of activity as fun
Sector workshops to segments of population: education, business community,
government offices (e.g. use the "bell" in Apia as a signal throughout the capital
to get
Media campaign to promote the message
Church pastors need to come on board
Evaluation: Re-surv9'

Project 2
Description of main
strategies
Audiences, messages,
channels

National Awareness of Appropriate Physical Activity
Marketing approach
Adults and young people
Identify terms used for of physical activity in local language
Encourage more physical activity in everyday life (i.e. walking instead of
driving to shop; canoeing instead of motor to fish)
• Encourage more traditional physical activity (e.g. dancing, bush work,
fishing, handcrafts, etc.)

•
•

Communication channels:
• Health professionals (i.e. GPs)
• Media: TV, newspapers, radio
• Group sessions: Church, women, youth sports, workplaces, villages
Promos: T-shirts,jJosters,

c~s,

etc.
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evaluation

Community groups: seminars, workshops, etc.
Workplaces: incentive programmes for physical activity (e.g. pedometers for
all at the workplaces and 'pat a back')
Inter-department games with no alcohol (e.g. netball, volleyball leagues)

Guidelines

Project 3
Description of main
strategies

Evaluate:
• Qualitative evaluation - reaction of target groups
• Reduction in mean BMI
• Keep register of workplaces implemented incentives programmes
Use of Pacific image for physical activity guidelines
: Banded coconut tree - the coconut scale - show a man climbing a banded
coconut - the "seven" ages of "man" in terms of lifecycle and in terms of
activity levels
Persuading overweight people to increase physical activity
Problems:
• Problem of compliance, and response
Strategy: Marketing approach (esp. use of media)

Audiences, messages,
channels

Objective:
• Increase level of physical activity in the population to improve general
health
• Raise awareness that obesity is a serious health problem
• Increase awareness of the benefits of physical activity
• Enlist support from stakeholders in a conducive environment to promote
physical activities
Audiences:
• Overweight clients
• Families, inc I. men
• School
• Women
Messages:
Physical activity
• "An opportunity not an inconvenience"
• "Be active everyday"
• "Adopt movement that is convenient for you", e.g. walking
Diet
• "Reduce fats and oils"
• "Increase vegetable intake"
• "Decrease sugar"

• "Reduce portion sizes"
Channels and methods:
Clinics
Education at community level through groups (e.g. women, church, etc.)
Schools
Media e.g. radio/newspapers
Leaflets and pamphlets
Follow-up
non-responders
•
Implementation:
• Strengthen management of overweight and obesity in clinical settings
• Work with both government and NGO's
• Incorporate counselling and marketing of obesity control into health plan of
action
• Staff: Physical education. Training provided for the staff

•
•
•
•
•
Implementation and
evaluation

- 30 -

•

Community groups - identity ways and means to achieve good outreach

Evaluation:
•
No. of people attending the clinic
•
No of clinics participating in the program
• No. of trainers trained on ways to promote physical activity (PA) as part
of their service
•
No. benefiting from the programme (number of people who have lost
weight).
•
Short term - evaluation, reporting.

Australian examples: Message: "Exercise: You only have to take it regularly, not
seriously". After evaluation of the campaign - by and large, the marketing approach used did
not achieve major PA increase. Question raised: was the title effectively pre-tested, as it
seems to be ambiguous?
Transport department in another State used a different campaign: household
"salespersons" with travel diary achieved a small shift towards walking by a small number of
minutes daily. Approach working through the solutions at a personal level with people might
result in more sustainable behaviour changes. Also consider pricing mechanisms: increase
the fee at parking meters to check the effect on private car usage.
Linkage with other programmes: Be consistent in messages and take advantage of
what is already there:
•

link pollution related to motor vehicles and campaigns to promote P A

•

ensure that the campaigns are consistent with other health campaigns, e.g. promote
healthy diets and physical activity side by side with smoking prevention and
cessation.

Guidelines: Interpretation of the phraseology: check the current terminology against
the cultural contexts in which they are to be used

2.3.3

Working group session 3: IdentifjJing areas for environmental intervention

Workgroup questions
Identify factors in an environmental setting that influence obesity in a community using
the ANGELO framework of relevance and changeability and rate them bearing in mind the
following:
I. Communicate the importance of obesity as a health problem
2. Involve the community
3. Agree on an objective rating system for the interventions suggested
4. Identify the most feasible interventions
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Group 1: Church settings
Physical
Roots
Pork
Chicken
Corned beef
Fried fish in 1010
Palusami
Cakes
Desserts
Ice cream
Soft drinks/cordial
Economic
Expensive foods - pork
Time in preparation - lovo
Time in preparation - pulusami
Energy/labour
Health cost
Loss of family income
Political
Prestigious foods given to chiefs talatala
Sociocultural
Cultural obligation
Women do the work - cook and serve
Men are served first
Fatty foods important

Relevance

Changeability

Total

5
3

0
3

4

4
4

0
9
16

1

4
4

4
20
0
5
10
10
8

5
0
5
5
5

2
0
2

4
4

2
5
5
5
5

0
0
0
2

4

4

8
0
0
0
10
16

2

4

8

4
4

3

4

1
3

5
5

12
16
5
15

Group 2: Shops and stores
Relevance

Changeability

Total

5
3
5
3
3

I
2
3
4
4

5
6
15
12
12

3
5

3
3
1

9
15

1
3
1
1

4

4

20
10

Physical
Cheap high-fat foods (meat)
Large quantities of junk foods
Fried foods
Lack of low-fat products
Advertisements
Economic
Low price
Convenient
More profitable
Political
Price control
Food standards
Legislation
Profit-drive
Sociocultural
Supply/demand
Lack of responsibility for health of
consumers

4
4
2
2
5
5
5

2

4

6
2
5
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Group 3: Households

Relevance

Changeability

Total

4

2
2

8
10

4
4

20
20

5

Physical
New technology
Access to food - urban
Access to food - rural
Food preparation
Economic
Family budgeting
Family income
Value of food - cheapest most attractive
Political
Distribution of food
Sociocultural
Commitment of churches
Commitment of families

5
5
5
5
5
5

5

25
15
25

5

4

20

5
5

3
3

15
15

Relevance

Changeability

4

2

8

5
5

2
5
5

3

4

5
5

2
4

10
20
25
12
10
20

5
5

3
I

15
5

5

3
3

15

5

15

3

Group 4: School settings
Physical
Confectionery sold in canteens
Food shops close to schools
Vendors sell foods to children in schools
Access to vending machines
Children bring high fat foods from home
Availability of local foods in schools
Insufficient monitoring of school meals
Economic
High cost of local foods
Children's access to money
Sociocultural
Children's freedom to buy foods
Children's dislike for school foods
Children not told to sit and eat
Local foods not valued
Preference for unhealthy foods

4

3
3
3

5

9

3

9

2

10

A synthesis of the above for the groups' assessment of the potential for change showed
that more changes might be more easily made in households and school environments than in
churches and shops. Physical and sociocultural environments may be more easily changed
than economic and political environments.

2.3.4

Total

Workshop group session 4: Turning plans into actions

The introduction to this workgroup session was to present a draft operational
framework for integrated action on obesity. The basic elements of an integrated obesity
control programme were defined as appropriate public policy, positive actions and identifiable
support. These are shown in Table 1. Although the table is simplistic, it does clarify what
aetions may take place in any given situation. The lists in each column are by no means
exhaustive. They show a range of options for action against obesity. Countries will be at
different stages of strategy development and some will be already undertaking some action
against obesity.
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c countries
Operational framework for integrated action on obesity in Pacifi

Policy, plans &
le!!islation
Existing

Behaviourallifestyle
Existing

NPAN
National health
plan
NCDp lan
F&N Policy

Change diets
Change physical
activity
Social marketing
Advocacy
Media campaign
Field days
Blitzes
Health days
Local theatre
Weight-watchers

Required

Support mechanisms

Action areas

Public policy

Required

Environmental change

Care

Existing

Food security

Existing

Audit
ANGELO
Community
development
programmes
School education
Screenings

Local resources
Production
Diversification
Processing
Storage
Safety
Quality
Markets
Consumers

NCD clinic
Obesity clinic
Hospital
programme
Screenings

Required

Required

Required

Programme
development
Existing

Training, education
and skills
Existing

Links to donors
Strong relationships
with NGOs
Member of regional
professional group
Collaboration with
regional
organizations

Health Promotion
training
Media and marketing
training
Programme
management training
Teaching techniques
Recognition of
professional career
paths/incentives

Required

Required

,
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Ideally, current action should be undertaken in all areas (the columns in the table) and as
each column fills with definite actions, the more integrated the strategy becomes. An empty
column signifies no current action and opportunities to develop future activities.
Participants were taken through the processes of initiating actions to change behaviour,
environments and to improve clinical care in the previous workgroup sessions. Appropriate
policy is a pre-requisite. Support in programme development and capacity building is essential,
especially on how best to secure donor funding and support. An opportunity put forward was
that individual integrated obesity control plans be incorporated into NCD plans and be included
into the design framework of the recently established regional NCD 'Pacific Action for Health'
project being managed by SPC and funded by AusAID. Such action would have the advantage
of addressing the obesity issue and its consequences within an integrated NCD framework rather
than as a separate problem. Other advantages include, linking into a regional NCD initiative
managed by a Pacific-based regional organization that also has responsibility for other sectors
and encouraging collaboration between mUltiple donors and agencies in the Region in the areas
of research on emerging issues, guidelines and standards.
Workgroups then used the framework to develop initial country programmes including
existing programmes, using, if possible, the following criteria.
•
•
•
•
•

Describe the programme
How it will be undertaken
Who will collaborate on the project
Give a time period
Provide some measurement of progress.

Workgroups outputs

American Samoa
To enhance health quality by reducing obesity in residents of American Samoa and by
promotion of activities
Objective I: To develop a national health plan
Activity
How
Propose a
Raise awareness
Conduct consultation
national health
meetings
plan

Time
Who
Doctors,
Jan
legislators, 2001
community
members
Objective 2: Develop a schools obesity prevention programme

Measure
The plan

Activity
How
Who
Time
Measure
To increase
Conduct field day activities Teachers,
Teachers continue
awareness of
Clean up school campus
Students
the activities in the
obesity in
and offices
and office
future
schools
staff
Objective 3: To continue the existing community development programme
Activity
Involve residents
in activities for
increasing
movement

How
Conduct exercise classes in
community

Who
Residents
trainers

Time

Measure
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Cook Islands
Multisectoral plan to tackle obesity in the Cook Islands
Objective I: Increase consump1ion of healthy foods
Activity
How
Promotion
I. Media cooking demo
campaign
2. Tasting
3. Shopping
4. Weight management clinic

Who
MOH
Supermarkets
MOA
HTIC

Time
Nov 00

Objective 2: Establish home and school gardens
Activity
How
1. Situation
1. Survey
2. Workshops
analysis
2. Training

Who
Time
MOA
MOE,
FNC,
MOH,
HTIC
Objective 3: Incorporate practical food garden skills into school curriculum
Activity
How
Who
Time
Promote the
I. Establish school gardens
MOA
importance of
2. Cooking demos
MOH
vegetable gardens
3. Health education
TIC
and consumption
of local foods

Measure
I. Increased sales of
fruits and
vegetables
2. Decreased sales
of fast food
3. Increased
knowledge of
consumers
Measure
Current information
on situation
Increase in local
products on the
market
Measure
I. Gardens
established
2. Skills acquired
3. Increase in
knowledge about
health

Fiji
Integrated Obesity project
Objective I: To reduce the amount of fat used by households in Makoi
How
Who
Activity
Time
Create family food Provide the diaries and
NFNC,
counsel
OEA
diaries
committee,
NCHP
Objective 2: To increase physical movement amongst children and teachers
How
Time
Activity
Who
Determine current Conduct a baseline survey
NFNC
level of activity in Distribute information on the
MOE
benefits of movement
schools and raise
NCHP
awareness of the
benefits ofPA
Objective 3: To increase the amount of movement in the Fiji population
How
Who
Time
Activity
Media campaign in di fferent
Ministers,
Raise awareness
languages
NGOs
Use existing channels

Measure
Family records
Reduced shop fat
sales

Measure
Increased movement

Measure
Random survey
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PNG and Solomon Islands

Making healthy foods the easy choice
Objective I: Raise awareness in the community
How
Activity
Form a committee Conduct a PTA meeting

Objective 2: Identifv barriers to healthy food choices
How
Activity
ANGELO model training
Conduct an
Make a plan of action
environmental
audit
Objective 3: Increase intake of healthy foods
How
Activity
Provide lunches once each
Provide healthy
month on a sharing basis
school lunches

Who
Church,
students,
council, board
members, PTA
rep

Time
HPS
coordinator

Measure
Committee
formed

Who
HPS
coordinator
and committee

Time

Measure
Completion of
training
Action plan

Who
HPS
coordinator
and committee

Time

Measure
More local
foods eaten
Less unhealthy
foods eaten

Samoa

Introduce an NeD curriculum into all secondary schools- years 9-12
Objective I: Introduce the concept to the Health-Promoting Schools committee
How
Who
Activity
Time
MOH,
Messages in the media and
Conduct an
advocacy
newsletters
MOE,
Nurses
campaign
Objective 2: Include schools NCD curriculum into the Samoa NP AN
How
Who
Activity
Time
Revive the NFNC
Lobby ministers, MOH, MOE,
Nurses

Measure

Measure

Tokelau

To measure the level of obesity and manage the vulnerable
Objective I: Conduct a survey
Activity
How
Determine the
Undertake a NCD survey
level of obesity
Objective 2: Establish an obesity clinic
Activity
How
Raise awareness
Group sessions on diet and
of the level of
activity
obesity in the
community

Who
Health
Nutritionists
HP

Time
July 2001

Measure

Who
Health
Nutritionists
HP

Time

Measure
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Tonga
Obesity in Primary Schools
Objective I: Determine prevalence of obesity in primary schools
Activity
How
Who
Conduct a survey
Complete national data
MOH
collection
Objective 2: increase physical activity in schools
Activity
How
Who
Conduct a trainCompetition on physical activity MOE
the-trainer
Agricultural shows
Teachers
programme
Objective 3:
Activity
How
Who
Include healthy
Recipe competition
MOA
foods and P A into
Balanced meal and diet day
MOE
school curriculum
Use world food and health day
MOH

Time

Measure
Full set of results

Time

Measure
Number of schools
in the competition

Time

Measure
Number of schools
in the competition
New recipes

Tuvalu
Obesity control programme
Objective I: Determine the environmental influences
Activity
How
Engage a consultant and
Conduct an
obesity
conduct a community
workshop
environmental
audit
Ob,iective 2: Increase advocacy for obesity control
How
Activity_
Conduct a 2-3 day seminar
Conduct highlevel consultations with politicians
with politicians

on obesity in Tuvalu
Who
Time
MOH,
March
community,
2001
consultant,
donors

Measure
Increased awareness
of community
members

Who
Time
Measure
Increased awareness
MOH,
of politicians
MOEP,
Donors,
Ministers
Objective 3: To increase awareness of reduci~ obesity through increased physical activity
Time
Measure
Who
How
Activity
More trainers
MOH,
Train leaders
Establish a
A
physical activity
MOED,
Establish
a
physical
activity
physical activity
centre
Dept. of
programme
centre
attendance
women,
Walking programme
community
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Vanuatu
To increase food production and enhance accessibility to main food outlets
Objective 1: To achieve a sound health and nutrition status in Vanuatu
Activity
How
Who
MOA,
Develop
home
gardens
Increase production
MOH, Food
and consumption of Conduct health and nutrition
traders
education
healthy local foods
Produce lEC materials
Objective 2: Advocate health benefits of producing and consuming local
Who
How
Activity
MOH,
Conduct a series of workshops
Local food
MOA,Min.
promotion
of Youth
campaign
and Sll0rts
Objective 3: Advocate community. food preparation and consumption
Who
How
Activity
MOH,
Conduct cooking
Prepare nutritious
demonstrations in communities Youth and
meals using local
Cooking competition
~orts
foods

Time

foods
Time

Time

Measure
Increased area under
culti vation and food
statistics
Reduced imports
Measure
Screen before &
after

Measure
Questionnaire

Wallis and Futuna
Integrated Filariasis and diabetes programme
Objective 1: To detect obesity and diabetes using the filariasis eradication programme
Who
Time
Measure
Activity
How
MOH
Follow-up
patients
Screen obesity and Screen every 4 months
Measure weight, height, BMI,
with obesity and
diabetes during
the elephantiasis
BP, blood sugar
diabetes
campaign
Objective 2: To develop an obesity control training pro ramme
Activity
How
Who
Time
Measure
Increase obesity
Employ an NCD Coordinator
MOH
Increased numbers
care
Provide training for nurses
of nurses
Develop guidelines
Distribute Kuidelines
Objective 3: Incorporate practical food garden skills into school curriculum
Activity
How
Who
Time
Measure
Increase patient
Develop education materials for
MOH
Produce education
awareness of
patients
materials
obesitv
2.3.5 Plenary to session 4: turning plans into actions
Through a summary presented by Dr G. Galea and general discussion, all participants
agreed to the following.
Obesity was a serious epidemic directly and indirectly. Directly it is a visible marker of
other diseases, including Type 2 diabetes and heart disease, and it is also a disease in its own
right. It is an increasing problem for young people in the Pacific and threatens the future
well-being, longevity and economic prosperity of all countries.
Indirectly, obesity has an effect on families and households and healthcare costs. Obesity
co-exists with under nutrition and also carries its own health risks. Obesity is also linked to the
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early development ofNCD in later life. Therefore, over- and under-nutrition need to be tackled
simultaneously, and breastfeeding programmes strengthened as they serve to prevent both.
Barriers to response include the following:
•
•
•
•
•
•
•

Cultural beliefs assign aesthetic value, and social status to large size
Resistance to the view that obesity is a health problem
Limited physical activity
High violence and crime rates preventing people from walking freely
Increase in technology in islands in transition leading to sedentary lifestyles
More sedentary occupations in urban areas
Trade in high-fat foods
1. Commercial interests that lie primarily outside the Pacific islands
2. Dependence on food importation for food security
3. Altered food preferences among consumers in the Pacific

The prerequisites for action are:
•

Take up the challenge to mount an urgent, coordinated response to the alarming threat
of the obesity epidemic.

•

The first step is for each country to recognise obesity as the problem that it is and to
commit to invest in programmes for its prevention and control.

The fundamental elements for success are:
•
•
•

Creation of supportive environments
Promotion of positive behaviours
Mounting of a clinical response

The environmental determinants for success are:
•
•
•

healthy public policies
promote the availability and accessibility of varied, low fat, high fibre, and traditional
foods
provide safe places and opportunities for physical activity

The behavioural determinants for success are:
•
•

promotion of personal awareness, attitudes, beliefs, and skills
motivate and enable people to:
modify recently introduced Western eating patterns,
restore, as much as possible, traditional cuisines, and
increase physical activity which has declined with modernization

It is recognized that clinical care should be provided and:

•
•
•

The existing burden of obesity and associated conditions need control
Effective clinical programs and staff training
Effective support for the maintenance or loss of weight among those already affected.
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The overarching principles of any obesity control programme should be:
•
•
•
•
•

2.4

Founded on evidence and best practice models
Sustained - with sufficient resources
Community participation
Collaboration with relevant sectors
Integrated into existing initiatives such as NPAN, NCO Plans, Healthy Islands,
National Food Security Policy, National Health and Development Plans

Case studies

2.4.1 Obesity Environmental Audit: A Pilot Project in Makoi, Suva, Fiji Islands.

Mere Diligolevu, Manager, National Food & Nutrition Centre, Suva, Fiji
Overweight/Obesity in Fiji
•
•
•
•
•

On average 33% of adults were found to be overweight or obese
Obesity (BMI) increases with age (except in age group> 65)
Prevalence is highest among those with light physical activity level, living in urban
areas
Women are more affected (41 %) than men (24%)
Fijians (38%) had significantly higher proportion of OW/Obesity than Indians (26%)

The Pilot Area: Makoi
•
•
•

Peri-urban community, located approximately 18 km north of Central Suva
Multi-racial, multi-religious popUlation of over 5000 people
Has a housing sub-division, shopping centre, 2 primary schools, temporary market
place, 2 industrial sub-divisions, a police post

Bitumen roads, electricity, government treated water supply, sewerage system, garbage
collection & disposal services
Why Makoi?
•
•
•

Well established organization structure since 1984 which has kept the people
together
Introduction of Healthy Islands programme in 1998
Location: peri urban, multi-ethnic, multi religious, population size 5000

Environmental factors were identified at a workshop using the ANGELO Framework. An
action plan was formulated for 10 sectors in Makoi considering the 6 elements identified. Based
on 3 questions,
WHA T - proposed types of intervention to be carried out
WHO
- target groups of people for change
HOW
- proposed process through which this is to be carried out
Results
•
•

Change in Weight & Nutritional Status by Ethnicity
Changes that have taken place
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•
•
•
•
•
•
•
•

Obesity clinic established
Fonnation of walking groups
Change in eating behaviour e.g. supply of sandwiches and fruits for Palm Sunday
morning tea
Improvement in school lunches
Home gardening
Designation ofNasinu as a township
Banning of mutton flap
Credit Advice Service within the project developed

Main conclusions
Project Evaluation
1. Modification of environment is unlikely to occur in the short tenn available to the
project, which may mean a shift in emphasis for the project from household to sectoral
oriented health-promoting activities.
2. These modifications may be made easier by the designation of Makoi as part of the
new Nasinu Town Council.
3. Some macro changes (e.g. banning of mutton flap inputs) had occurred either
incidental or as a result of the project. However as a result of this, mutton flap imports
have been changed to other cuts of lamb.
4. Dealing with the issues identified in the original workshop (e.g. frying of foods) may
now require traditional health promotion interventions.
5. The importance of the church was recognized as a means of making changes happen in
the community through influential church leaders (see item 3).
6. In order to be sustainable, a method of handing over the project to the community so it
is funded long term should be considered. One possible mechanism for this may be
through the church.
7. Outcome evaluation of the project should be left for a further year as much of the early
stage of the project was taken up in preparation in creating awareness.

8. Greater use of waist circumference measures was suggested as a means of evaluation as
well as providing more feedback to those identified in the current obesity clinics.
9. BMI does not distinguish between weight associated with fat and weight associated
with muscle. The relationship between 8MI and body fat content varies according to
body build and body proportion, and a given 8MI may not correspond to the same
degree of fatness across populations.
Lessons learned: 1. At loeallevel
Involvement of communities in any project has three distinct phases:
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• Comprehension time
• Understanding what is required to participate
• Ownership of the project
Lessons Learned: 2. At national level
•

Difficulties in a small community impacting on a national level by generating policies

•

Regulations passed e.g. sale of mutton flap choice has to be made by consumer

•

National Health Day - a show case for what can be done and provides a small influence
through the publicity attached to the celebration

•

Traditional Obligations - not favourable to a healthy diet

•

"Gatekeeper role" - influence of Pastor's wife in promoting good vegetable gardens
and healthy nutritious foods in the community

•

Closer interaction between different structures of community and project staff was
achieved through involvement of Community Health Workers

•

Participation of the Indo-Fijian community limited

Lessons learned: 3. At regional level
•

Each nation has its own community structure and traditions

•

Production of information pamphlets on the issue in local languages

•

Community workers need to be trained and included in project

•

Community makes up its own mind about details of dealing with the issue. This is
done through workshops and dialogues between the professionals and communities at
meetings and community interactions

Recommendations
•

Extend pilot project for another year and conduct impact evaluation at the end of it

•

Train more community health workers so that each sector has one of its own to
promote action needed

•

Training of medical professionals to update knowledge on obesity especially on
environmental aspects of prevention

•

Attempt to involve local churches more through education of ministers and
involvement of church wives in education of the community

•

Use waist circumference in addition
for those involved in obesity clinics

to

BMI to indicate risk and

to

provide incentives
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•

Develop values for cut offs (BMI) for the Fijian or Pacific Island populations

•

Environmental interventions need to be complemented by traditional health promotion
activities

•

Accelerate revision of food standard legislation

•

Lobby for more political commitment needed

The Tonga weight-loss competitions: 1995-2000. Vizo Halavatau, Principal Nutritionist,
Central Planning Department, Tonga
The Kingdom is located in the South Pacific between latitude 15 and 23 31' south and
longitude 173 and 177 west. The Kingdom embraces a large area of the Pacific Ocean (362,000
Ian 2) but has a land area of only 750 Ian 2 distributed over 171 islands, of which 41 are
inhabited.
Small-holder agriculture is the mainstay of the Tongan economy and contributes to 70% of
the employment, 40% ofGDP and about 70% of the total export earnings in 1995. However,
domestic supply remains more important as manifested in the estimated average food
crop/day/person of 1,301 kg per annum. Even with this much local food supply, the food imports
($18 million per annum) have become a concern over the years. They account for 60% of total
imports. The imported poor quality meat, flour, sugar and confectionery are cause of concern for
health authorities.
Although the Kingdom's population is regarded as healthy, there are distinctive disease
patterns that exist in portions of the population. The national data and statistics have shown that
there is a definite declining trend in the communicable diseases (typhoid, tuberculosis, etc), while
there is a clear rise in the incidence of the common non-communicable diseases (diabetes,
hypertension, heart diseases, etc).
In the past, the traditional Tongan diets were considered to be remarkably healthy and
nutritionally sound but as diets became increasingly dependent on poor quality foods like white
flour, sugar, mutton flaps, and tinned foods, incidences of various diet related diseases especially
overweight and obesity started to increase. Modem Tongans are also less physically active
because of improved transportation and consequently less exercise, which further exacerbate the
problem. The 1986 National Food and Nutrition Survey reported that 39% of adult women and
10% of adult men were obese on the basis of a body mass index of over 32. The problem was
found to be more severe among women of 30 years and over. The above background data show
that Tonga does not have problems of under nutrition but those related to too much food
(including poor quality imported food).
The existing National health and nutritional status prompted the Kingdom's Food and
Nutrition Committee to initiate the Project on Healthy Weight Loss Competitions, which started
in 1995 and has become an annual event. The objectives of the project arc:
(a)

to develop and create awareness of healthy weight amongst the people;

(b) to promote good and healthy dietary practices and habits;
(c) to encourage and promote regular physical exercises in order to achieve better
health and fitness; and
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(d)

to reduce overweight and obesity in adult population.

The strategies employed to achieve the objectives include: public mobilization through
media; training; advisory services; physical exercises; and rewarding system.
The public was infonned about the health and nutritional status of the nation and the need
to do something about it by launching a National Weight Loss Competition. Radio, TV, and
newspapers were used to advertise the competition and announcc the competition criteria
(appendix I), a weekly update and release of advisory services for the competitors and the wider
public.
Training was provided for the weighing station managers and community fitness trainers.
Advisory services regarding proper diet and health management including physical
exercises were provided by personnel at the Nutrition Unit of the Central Planning Department,
Ministry of Health, Ministry of Agriculture, and Ministry of Education.
The competitors and the wider public were advised to do some physical exercises
including walking, gardening, jogging, swimming and community aerobics. The project ran
community fitness trainers training and helped start aerobics and exercise groups in the
communities. The project also organized a "Walk for Health" once a month during the
competition period.
Diet and lifestyle survey was conducted on the participants of the 4th competition. The
project provided further incentives for more participation by providing sponsored prizes for
winners of the competition.
Participants were registered in various weighing stations and had to report for weighing
once a month during the competition periods. Body Mass Index (BMI) and Body fat % were
measured randomly on some of the participants (Pippa Craig, 1996).
Over the years, there was an increase in the participation in the competitions and the
number of people completing the competitions (Table 1). The actual kilograms of weight lost
increased in the second competition but decreased in the 3 rd , 4th and 5th competitions because of
more participants from the previous competitions joining in order to maintain their weights. But
the percentage of participants completing the competitions has increased.
Table I: Comparison of competition parameters

Competition

Parameters
Weight Stations
Duration
Registered
Completed
%Completed
P/Lost Weight
Kgs Lost

st

1
15
6
938
322
32
229
1168

nd

2
26
6
1313
652
50
367
1336

ta
3
36
4
1133
643
57
361
1143

4th
28
6
1206
660
55
326
1106

th
5
26

6
983
599
61
227
525

6th
31
6
1750

The project initiation year (J 995) saw the project concentrating its efforts in the main
island of Tongatapu and measuring weights of competitors only. In the later competitions the
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other outer islands (Vava'u, Ha'apai, 'Eua and Niuatoputapu and Niuafo'ou) were included and
also looked at BMI trends and Body fat % were measured on competitors.
In the 3'd competition, the blood pressure of 324 participants were measured, 105 (32.4%)
were found to have high blood pressure whereas 183 (25.3%) had high blood pressure from 722
measured participants in the 4th competition Table 2).

Table 2: Number of Respondents having High Blood Pressure
3rd Competition

Male
Female

4th

Competition

Measured

High Blood Pressure

Measured

High Blood Pressure

98

43

242

78

226

62

480

105

The body fat measurements in the 3rd and 4th competitions indicated a large population of
females having % of body fat over 40%. Of all the 200 participants measured in the 4th
competitions, 47 (23.5%) were women with body fat more than 40%. None of the males in the
sample had body fat more than 40%. Table 3 show that of the sample of 200 respondents, 70
(35%) lost weight and body fat, 44 (22%) gained weight but lost body fat, 56 (28%) lost weight
but gained body fat, and 30 (15%) gained weight and gained body fat.
Table 3: Number of participants losing or gaining weight and lor body fat

Bodv fat

Weight
Lost
Gained
Total

Lost
70
44
114

Gained
56
30
86

Total
126
74
200

The diet and lifestyle survey on the participants of the 4th competition showed that most
people had three meals a day. Most had imported food for breakfast, about equal number had
imported staples for lunch, and most had Tongan staples for dinner.
Table 4: Food types consumed during different meals
(breakfast n=775, lunch n=802, dinner n=91O)
Food Types
Tongan Staples
Imported Food
FruitsN egetables
Anything Available

Breakfast
6%
88%
4%
2%

Lunch
47%
49%
3%
2%

Dinner
83%
14%
1%
2%

Seventy-three per cent of the respondents did some exercises with younger males
preferring vigorous exercises (Table 5). A fair proportion of women in all age groups prefer
aerobics. Walking (66%) was however the most popular exercise for both males and females.
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Table 5: Exercise type by gender and age group

Sex
Male

Females

No
56
121
25
102
158
37

Age
10-29
30-49
50+
10-29
30-49
50+

Run
27
9
12
3
I

Walk
34
62
56
69
74
77

-

Aerobics
4
7
8
24
19
17

RUW
29
3

-

-

Other
7
19
24
3

5
6

Table 6. Reasons for joining the competition

to lose weight
to get healthy Weight for height

0/0
No
353 37%
10%
93

to prevent health problems
to look good / fit / beautiful

51
13

5%
1%

to be healthy
to keep up health / weight

340

36%

25
7

3%

to
to
to
to

get prize
live longer
encourage other participants
motivate other participants

to know more about the competition
other
Total

*

* fun,

mterest,

26
10

1%
3%
1%

2

0%

7
16

1%
2%

943

-

.
..
love to Jom the competJtIon, etc.
.

It was found that 37% of the participants joined the competition in order to lose weight.
There were 36% of the participants that joined the competition in order to be healthy. Followed
by 10% of the participants who stated that they joined the competition in order to get healthy
weight /body. Only 1% of the participants stated that they joined the competition in order to win
a prize.
The National Weight Loss Programme can be seen as achieving its objectives. It has
created awareness of healthy weight among people. This is indicated by the significant
percentage of competitors completing the competitions. All main island groups of Tonga have
now been covered. This has become a national coverage. The number of competitors is only a
small portion of people out in the country who are doing physical exercises. The project wiJ)
endeavour to monitor activities outside the competitions to obtain a better picture of the health
status and lifestyles in the Tongan community and the impact of the programme.
The challenge of changing people lifestyle is half done when people are convinced to do
physical exercises. The other half of the challenge is to change the dietary habits of relying on
imported low quality foods (bread, crackers, sweets, white flour products, noodles, etc) for
breakfast and to a large extent lunch. Dietary advice and trainings on principles of nutrition and
healthy choices are however on-going to support the programme. The people showing weight
losses are those who not only do physical exercises but also have watched their diets.
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The results obtained over the last five years indicated the increasing awareness of the
community of the need to have good weight for height and the need to maintain a good lifestyle
(physical exercise and proper diets). This programme will continue to be an annual event and is
strongly supported by His Majesty King Taufa'ahau Tupou IV. It has also received wide
international media coverage.
2.4.3 The French Polynesia obesity prevention and control programme. Dr My-Mai Cao,
Medicin coordinateur des rnalaides non transrnissibles, Medecin de sante pub/ique,
Polynesie Fran9aise
The French Polynesia health policy is reviewed and amended every five years by the
Ministry of Health. In the year 2000, obesity was recognized as a priority in terms of a public
health problem. This led to the implementation of a national programme for obesity prevention
and control. It is coordinated by a multi sectoral committee chaired by the head of the department
of health. The programme began in 1999. The first plan of action is for five years from 1999 to
2003 and has three main steps:
(a)

in 1999: the planning process involving epidemiology, community assessment,
activities planning, baseline evaluation

(b)

from 2000 to 2002: implementation and follow-up

(c)

in 2003: evaluation phase leading to preparation of the second plan of action.

The programme targets the following populations:
•
•
•

preschool children and school children until the age of II
overweight and obese people
pregnant women

The interventions are based on physical activity and nutrition, and five guidelines have
been developed.
1.

Health education
•

Organization of media campaigns

•

Development of a school health education programme:
a) Information on nutrition included in the curriculum for children from three
to II years
b) a health promotion programme, including activities with school meals,
cooking lessons, understanding food labels in three pilot schools

•

2.

Development of community based activities, especially in the distant
archipelagos.

Environmental strategies
The main actions carried out are:
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3.

•

Establishment of training for the staff dealing with school meals

•

Review of the fiscal legislation in relation to price regulations and import taxes
on food

•

Set up of a community-based project in a pilot area focusing on the sale of
healthier cooked dishes and meals in shops and street food which also includes
informing consumers about making healthy recipes with local foods.

Weight management

Guidelines are being produced to improve clinical management of obese children
and adults. These guidelines are to be provided to health workers (physicians, nurses).
4.

Training

Training is planned for the next few years (medical staff training, peers training for
NGO's).
5.
Finally, there are plans to do a sociological based study looking at perceptions
about body shape.
2.5

Closing remarks: Dr Han Tieru, WHO Representative in Samoa

"This workshop has brought together here in Samoa representatives of the health and nonhealth sectors of 20 Pacific countries. In these days you have reviewed the available evidence on
the size of the obesity problem in the Pacific and the consequences of obesity on the health and
economies of its people. You have analysed the status of existing preventive programmes and of
services for the treatment of obesity in Pacific countries. You have identified barriers for further
progress in this area. You have worked to develop skills to effectively advocate interventions on
obesity and persuade policy makers, the general public and individuals of the need to adopt
healthier diets and lifestyles.
You have explored the cultural and social factors linked with obesity in the Pacific, as an
essential part of this process. You have emphasised that successful interventions should be
multisectoral, to address the various factors that contribute to obesity; and that governments and
communities should create favourable environments, if they want large numbers of individuals to
make significant changes in their diets and lifestyles.
You have emphasised that these interventions should be integrated into existing initiatives
such as national plans of action for nutrition, non-communicable disease control strategies and
healthy island activities, as they provide a framework for intersectoral collaboration and an
opportunity to generate additional resources, if they have been endorsed and are strongly
supported by governments.
You have explored various approaches for environmental, behavioural and clinical
interventions against obesity. You have discussed the role of the education sector and examples
of programmes to prevent obesity among schoolchildren. Working group sessions have led to
the development of statements in plenary, and these in turn have been summarised to produce a
declaration on the importance of obesity as a public health problem in the Pacific. You have
identified action required to reverse, or at least initially slow down the rapid increase in
prevalence of obesity. Your deliberations will be proposed for discussion at the Ministers of
Health meeting to be held in 200 I. This should provide an excellent opportunity for obtaining
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high-level support of the plans you have drafted at this meeting and that now need to be further
developed, submitted and funded in your countries.
I would like to congratulate you for your hard work, particularly for those of you who
have been here for two meetings and more than one week of almost uninterrupted discussions. I
look forward, like I am sure you all do, to seeing the results of your hard work, first in terms of
more programmes and improved strategies for combating obesity, and later - as we know that it
will take some time - in terms of reduced rates of obesity in your countries.
I would like to sincerely thank all of you who have contributed to the success of this
workshop, starting from the Government of Samoa for accepting to host it; the Food and
Agriculture Organization for providing this nice venue and all the facilities and support required;
our secretaries, who have worked unsparingly and with a great team spirit; the driver and all
other support personnel. To our partners in organizing this workshop I express the wish that this
may be the beginning of an alliance that will not only improve the health and lives of the people
of Pacific countries, but also show the way to others. I wish all of you a safe trip home."

3.

3.1

CONCLUSIONS

Elements of a framework for action

During this workshop the prevalence, contributing factors, economic consequences and
existing interventions to prevent and control obesity have been reviewed. Cultural and social
barriers to recognizing obesity as a major public health problem were also discussed.
Additionally, descriptions of existing programmes for the prevention and control of obesity in the
Pacific and elsewhere were given. There was particular reference to countries that have
undertaken an analysis of environmental determinants of obesity.
Processes, strategies, programmes and indicators of progress were identified through
workgroup sessions and plenaries. These will assist countries to develop or strengthen an obesity
component in National Plans of Action for Nutrition, National Health Plans and Healthy Island
plans and any other plans currently being used by governments, international organizations,
NGOs and the private sector, to reduce obesity incidence in Pacific countries.
An operational framework for action on obesity has been developed that provides the basis
for country and regional obesity action plans. All participants then agreed on a call to action on
obesity statement that should be presented at the 2001 Health Minister's Meeting. Individual
country participants also agreed to present the statement to their executive officers for comment,
support and possible feedback.
This meeting report is not only a record of the workshop proceedings but now can be used
as an advocacy tool for action on national and regional obesity control.
3.2

Obesity in the Pacific - A Call to Action statement

A serious epidemic
Obesity in the Pacific islands is now a serious epidemic. Obesity is causally linked to
other diseases, including diabetes and heart disease among others, which themselves constitute
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major public health threats in the Pacific. It is also a disease carrying an increased risk of
disability and death, needing prevention and control in its own right.
Obesity affects all ages and all social groups. In particular, it has spread to Pacific island
youth and is increasing among them, posing serious threats to their future well-being, their
longevity and the economic prosperity of Pacific island countries. Obesity impairs these
individuals' productivity and their contribution to their countries' development.
The national burden is compounded by the burden of disability and death borne
individually by people affected by the condition and by their families. The health and social
burden of obesity is increasingly being felt at younger ages as obesity, and related conditions,
strike in youth and in middle age.
Obesity, and its associated conditions, already poses heavy burdens on the health care
systems of Pacific islands. With increasing life spans in the Pacific, obesity and its
complications impose a growing, and lingering, demand for health services. These burdens will
continue to grow and continue to consume an ever-larger proportion of health care resources
unless effective action is taken and sustained. Indeed, obesity and its outcomes are set to become
the major drain on health resources in the Pacific in the near future.
Obesity often co-exists with under nutrition in the Pacific. Under nutrition in pregnancy
and childhood carries its own health risks but has also been linked to the early development of
severe forms of noncommunicable diseases in later life. Therefore over- and under-nutrition
need to be tackled simultaneously, and brcastfeeding and food security programmes
strengthened.
Barriers to an effective response to obesity exist in many forms. Cultural beliefs assign
aesthetic value, and social status to large size. There is resistance, at popular and policy-making
level, to the view that obesity is a health problem. Commercial interests abound that favour trade
in high-fat foods; these interests lie primarily outside the Pacific islands that are dependent on
food importation for food security. This is compounded by altered food preferences among
consumers in the Pacific. High violence and crime rates reduce the chances of outdoor physical
activity. The inevitable increase in technology in islands in transition drastically reduces the
energy expenditure involved in physical activity, adding to the problems of increasingly
sedentary occupations in urban areas of the Pacific.

A Call to Action
The community, governments, and regional development partners of the Pacific islands
are challenged to mount an urgent, coordinated response to the alarming threat of the obesity
epidemic. The first step is for each country to recognise obesity as the problem that it is and to
commit to invest in programmes for its prevention and control.
There are three fundamental elements in the response to obesity:
(1)
The Creation of Supportive Environments: Environmental determinants of obesity must
be addressed through healthy public policies that promote the availability and accessibility of a
variety of low fat, high fibre foods and that provide safe places and opportunities for physical
activity.
(2)
The Promotion of Positive Behaviours: Behavioural determinants of obesity must be
addressed through the promotion of personal awareness, attitudes, beliefs, and skills that
motivate and enable people to modify recently introduced unhealthy eating patterns, to restore,
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as much as possible, traditional methods of food preparation, processing, and preservation
using locally grown products, and to increase physical activity which has declined with
modernization.
(3) The Mounting of a Clinical Response: The existing burden of obesity and associated
conditions need control through clinical programmes and staff training to ensure effective
support for the maintenance or loss of weight among those already affected.
Furthermore, these elements should be:
(1)

Founded on evidence and best practice models wherever these are available;

(2)

They should be sustained over time, with sufficient human and other resources;

(3)
Implemented with the participation of the community at national and local levels and
with the collaboration of all relevant sectors, within and outside health;
(4)
Integrated into existing initiatives such as National Plans of Action on Nutrition,
National Plans for the Prevention and Control of Non-communicable Disease, Healthy Islands,
National Food Security Policy, and within National Health and Development Plans.
3.3

Recommendations

The Call-to-Action Statement be presented at the WHO regional Health Minister's
Meeting to be held in Papua New Guinea in 2001.

(1)

(2)
Individual country participants present the Call-to-Action Statement to their respective
senior executive officers for comment, support and feedback.
(3)
Collaborating partners of the workshop should follow up with individual country
participants their intentions to develop specific strategies on obesity with their respective
countries.
(4)
The collaborating partners for this meeting and participating country representatives
work together to develop a regional obesity control strategy.
(5)
The collaborating partners for this meeting form a support alliance for future obesity
programme and project development and implementation in Pacific countries.
(6)
This report be used by all as advocacy for action on the obesity epidemic in the Pacific
Region.
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BP 611, Papeete, Tahiti
Fax: +68943 00 74
Tel: +68946 0053
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E-mail: fsmhealth@maif.fm
Senator Tesiwo M. Liwy
Pohnpei S tate Legislature
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Assistant Director, College of Micronesia - Land Grant
Chuuk Campus, P.O. Box 394, Weno, Chuuk 96942
Fax: (+691) 330-2740
Tel: (+691) 330-2913

NAURU

Mr Randwick Raphael Capelle
Acting Dietitian, Health Department
Republic of Nauru
Fax: (674) 444 3881; 444 3106
Tel.: (674) 444 3882
Sr Isabella Amwano
Nurse, Well-Bay Clinic
Yaren District, Republic of Nauru
Tel: (+674) 444 4134
Ms Claudia Garoa
Office Staff, Women's Affairs Department
Government of Nauru, Republic of Nauru
Fax: (+674) 444 3788
Tel: (+674) 444 3133 ext. 209

NEW CALEDONIA

Ms Sylvie Barny
Epidemiologist (MNT)
DT ASS, BP 3278, 98846, Noumea Cedex
Fax: (+687) 24 37 02
Tel: (+687) 24 37 15

NIUE

Ms Gaylene Tasmania
Health Department
P.O. Box 33, Aloft
Fax: +683 4265
Tel: +683 4100
E-mail: mitikulena@mail.gov.nu
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NORTHERN MARIANA
ISLANDS,
COMMONWEALTH
OF THE

Ms Ignacia Tudela Demapan
Registered Dietitian, Department of Public Health
P.O. Box 409 CK, Saipan, MP 96950
Fax: +1(670) 233 0214
Tel: +1(670) 234 8950

PALAU, REPUBLIC OF

Ms Augusta Rengiil
Coordinator
Chronic Diseases Prevention & Control Programme
Bureau of Public Health, Ministry of Health
P.O. Box 6027, Koror
Fax: (+680) 488-3115, 488 1725
Tel: (+680) 488-2420,3116
E-mail: phpal@palaunet.com
arengiil(a),palaunet.com
Mr Sirino Hideo
Administrator Officer, Ngchesar State--Govemor's Office
P.O. Box 6025, Koror 96940
Fax: (+680) 488-6111
Tel: (+680) 488-2636 or 5881
Ms Lyliza Madris
Public Health Educator, Ministry of Education
P.O. Box 189, Koror 96940
Tel: (+680) 488-1004

PAPUA NEW GUINEA

Ms Adriana W. Saweri
Technical Advisor, Nutrition
Family Health Unit, Department of Health
P.O. Box 807, Waigani (NCD)
Fax: (+675) 301-3769, 3239710
Tel: (+675) 301-3708, (+675) 325 5371
E-mail: saweri@datec.com.pg

SAMOA

Ms Christine Quested
Chief Nutritionist, Department of Health
Private Mail Bag, Apia
Fax: (+685) 21440
Tel: +(685) 21212 ext. 223
E-mail: cquested@hotmail.com
Ms Sunema Lameko
Representative for Samoa, Nurses Association
Department of Health
Private Mail Bag, Motootua
Fax: (+685) 26976
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Ms Salape Slade
Clinical Nurse Consultant, Apia Community Health Area
Motootua
Fax: (+685) 26976
SOLOMON ISLANDS

Ms Paulini Boseto
Nutritionist, Reproductive Health Division
Ministry of Health and Medical Services
P.O. Box 349, Honiara
Fax: (+677) 20085
Tel: (+677) 20830, 21214

TOKELAU

Dr Tekie Timu Iosefa
Manager, Medical Services
Tokelau Public Service, Tokelau
Fax: (690) 4290
Tel.: (690) 4110/4138

TONGA

Ms Soana Muimuiheata
Nutritionist/Dietitian, Central Planning Department
Department of Health
PO Box 827, Nuku'alofa
Fax: (+676) 24-260
Tel: (+676) 23-900
E-mail: soa@tongatapu.netto
Mr Tevita Paula Lavulo
Director, Central Planning Department
P.O. Box 827, Nuku'alofa
Fax: (+676) 24-260
Tel: (+676) 23-900
Ms Vizo Noeline Halavatau
Principal Nutritionist, National Plan of Action Committee
Central Planning Department
P.O. Box 827, Nuku'alofa
Fax: (+676) 24-260
Tel: (+676) 23-900
E-mail: cp-@kalianetto

TUVALU

Ms Peggy Malo
Nutritionist
Ministry of Health & Human Resources Development
PO Box 41, Funafuti
Fax: (+688) 20481 (Hospital fax)
Tel: (+688) 20480 (Public Health Section)

VANUATU

Ms Theto Moses
Coordinator, Non-communicable Diseases
Department of Public Health, Ministry of Health
Private Mail Bag 051, Port Vila
Fax: (+678) 23 142
Tel: (+678) 22 512
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Mr Peter Napuat
Marketing Officer, Department of Agriculture
and Rural Development
PMB 040 Port Vila
Fax: (678) 25265
Tel.: (678) 22525
E-mail: vandah@vanuatu.com.vn
Mr Simione Roqara
National Training Coordinator
Acting National Youth & Sports Coordinator
PMB 043, Port Vila
Fax: (678) 23766
Tel.: (678) 23766/678-25298
WALLIS and FUTUNA

Ms Soana Tauvale
Responsible des agente sanitaires de terrain
BP UG Mata Utu, 98600 Uvea
Fax: (+681) 72 23 99
Tel: (+681) 72 25 15

2. CONSULTANT
Mr Robert George Hughes
Visiting Research Fellow, Nutrition Program
Australian Centre for International Tropical Health & Nutrition
University of Queensland
3'd Level, Edith Cavell Building, Royal Brisbane Hospital
Herston, Oueensland 4029, Australia
Fax: 61-7-3257-1253
Tel: 61-7-33655547,5400
E-mail: rh@nutrition.uq.edu.au

3. TEMPORARY ADVISERS
Dr Garry Egger
Scientific Director, Gutbusters, Sydney
P.O. Box 434, North Sydney, NSW Australia 2059
Fax: (61) 299-762-957
Tel: (61) 299-777-753
E-mail: eggergj@ozemail.com.au
Dr Andrew C. Dalton
Director, Adhealth Pty Ltd.
Senior Health Economist, Synermedica Pty Ltd.
Deakin University (Melbourne)
P.O. Box 6043, Cromer, Victoria 3193, Australia
Fax: +61-3-9515-0403
Tel: +61-3-95\5-0402
E-mail: adhealth@optushome.com.au
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Ms Mere N. Diligolevu
Manager, National Food and Nutrition Centre
1 Clarke Street, Suva, Fiji
Fax: (+679) 303921
Tel: (+679) 30456,313055,312645
E-mail: nfnc@ls.comfi

3. REPRESENTATIVES OF PARTNER AGENCIES
SECRETARIAT OF THE
PACIFIC COMMUNITY
(SPC)

Ms Jimaima Tunidau Schultz
Lifestyle Health Adviser
Secretariat of the Pacific Community
B.P. D5, Noumea Cedex, New Caledonia
Fax: (687) 26 38 18
Tel: (687) 26 20 00
E-mail: jimaimas@spc.int
Ms Wendy Snowdon
Nutrition Education and Training Officer
Secretariat of the Pacific Community
B.P. D5, Noumea Cedex, New Caledonia
Fax: (687) 26 38 18
Tel: (687) 26 20 00
E-mail: spc@spc.int

INTERNATIONAL
ASSOCIA TION FOR THE
STUDY OF OBESITY/
INTERNATIONAL OBESITY
TASKFORCE (IASOIIOTF)

Dr Tim Gill
Regional Co-ordinator Asia/Pacific
IOTF Human Nutrition Unit
University of Sydney
Sydney NSW 2006, Australia
Fax: +61 293516022
Tel: +61 29351 3758
E-mail: Tim.Gill@iotf.org

FOOD AND AGRICULTURE
ORGANIZATION OF THE
UNITED NATIONS (FAO)

Ms Annamaria Bruno
Food and Nutrition Officer,
FAO Sub-regional Office for the Pacific
Private Mail Bag, Apia, Samoa
Fax: (+685) 22126
Tel: (+685) 22127
E-mail: Annamaria.Bruno@fao.org
Ms Florence Egal
Nutrition Officer, Nutrition Programmes Service
Food and Nutrition Division, FAO Headquarters
Viale delle Terme di Caracalla, 00100
Rome, Italy
Fax: (30) 06 5705 4593
Tel.: (39) 06 57053126
E-mail: florence.egal@fao.org
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INTERNATIONAL LIFE
SCIENCES INSTITUTE
(ILSI)

Ms Anna Jacob
Assistant Director - Scientific Programs
ILSI Southeast Asia
One Newton Road, Goldhill Plaza
Podium Block #03-25, Singapore 308899
Fax: +65-3525-536
Tel.:+65-3525-220
E-mail: ilsisea@singnet.com.sg

4. OBSERVERS AND REPRESENTATIVES FROM OTHER PARTNER AGENCIES
DEPARTMENT OF HEALTH
AND AGED CARE,
AUSTRALIA

Mr Colin Sindall
Special Advisor to the National Centre for Disease Control
Population Health Division
Department of Health and Aged Care
Mail Drop IS, GPO Box 9848
Canberra, A.C.T. 2601, Australia
Fax: (6102) 6289 8121
Tel: (61 02) 6289 6817

AUSTRALIAN AGENCY FOR
INTERN A TIONAL
DEVELOPMENT (AusAID)

Dr Heather MacDonald
GPO Box 887
Canberra ACT 2601, Australia
Fax: (02) 6206 4880
Tel: (02) 6206 4000
E-mail: heathermacdonald@ausaid.gov.au

Ms Judi Hayes
Project Manager, AusAID
c!o Australian High Commission
P.O. Box 704, Apia, Samoa
Fax: (685) 26872
Tel.: (685) 23411
E-mail: ludi.Hayes@dfat.gov.au;Ed.Peek@dfat.gov.au
UNITED NATIONS
DEVELOPMENT
PROGRAMME FOR THE
COOK ISLANDS,NIUE,
SAMOA AND TOKELAU
(UNDP)

Ms Chizu Matsushita
Assistant to the UN Resident Coordinator!
UNDP Resident Representative
Private Mail Bag, Apia, Samoa
Fax: (+685) 235555
Tel: (+685) 23670-72
E-mail: registry.ws@undp.org
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5. SECRETARIAT

WHO/HEADQUARTERS

Dr Chizuru Nishida
Technical Officer, Nutrition for Health and Development
WHO Headquarters
CH - 1211, Geneva 27, Switzerland
Fax:. (41-22) 7914156
Tel.: (41-22) 791-3317/3455
E-mail: nishidac@who.ch

WHOIWPRO

Dr L.T. Cavalli-Sforza (Responsible Officer)
Regional Adviser in Nutrition and Food Safety
WHO Western Pacific Regional Office
U.N. Avenue, Ermita, Manila, Philippines
Fax: (632) 526 0362
Tel.: (632) 528 9864
E-mail: tommaso@wpro.who.int
Dr Gauden Galea
Regional Adviser in Noncommunicable Diseases
WHO Western Pacific Regional Office
U.N. Avenue, Ennita, Manila, Philippines
Fax: (632) 5260362
Tel.: (632) 528 9860
E-mail: galeag@wpro.who.int
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ANNEX 2
WORKSHOP ON OBESITY PREVENTION AND CONTROL STRATEGIES
IN THE PACIFIC
Apia, Samoa, 26-29 September 2000

PROGRAMME
.

Day 1

The current situation of obesity in the Region

0800-0830

Registration

0830-0945

Opening session

0945-1015

COFFEE BREAK

1015-1030

Introduction and explanation of workshop programme

Lead person

Various

Dr LT. Cavalli-Sforza

Discussion

1030-1055

Global problem of obesity and the need to develop integrated strategies

(15' + 10')

Discussion

1055-1120

Diet, physical activity and cultural aspects of the obesity problem in the
Pacific

(15' + 10')

Ms C. Nishida
Ms n. Schultz

Discussion.

1120-1145

Health consequences of obesity

(15' + 10')

Discussion

1145-1210

Population weight distribution and general health indicators in the Pacific

(15' + 10')

Discussion

1210-1235

Current obesity prevention programmes and services for the treatment of
obesity in the Pacific: presentation of results of pre-workshop questionnaire
and situation analysis (problems and programmes)

(15'+10')

DrT.GiII

Mr R. Hughes and
Dr G. Galea

DrT. Gill,
Ms n. Schultz and
Dr G. Galea

Discussion

1235-1400

LUNCH BREAK

1400-1445

Economic impact of NCD in the Pacific islands (with special reference to
obesity).

(35' + 10')

Dr A. Dalton

Discussion

1445-1515

A proposed process for developing national and regional strategies

(20' + 10')

Discussion

1515-1545

Working groups on the proposed process for developing national and
regional strategies

1545-1615

COFFEE BREAK

1615-1700

Working groups: reporting in plenary on the proposed process for
developing national and regional strategies

Dr G. Galea and
Dr T. Gill
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Day 2

Identifying potential areas for action

Lead person

0830-0930

Discussion and development of statements on the current obesity situation
in Pacific nations (plenary)

Mr R. Hughes
and DrT. Gill

0930-1000

Economic analysis of options for intervening on obesity

Dr A. Dalton

(20' + 10')

Discussion

1000-1030

COFFEE BREAK

1030-1110

Options for improving the clinical management of obesity

(30' + 10')

Discussion

1110-1135

Behavioural and socio-cultural aspects of preventing obesity - report from
the 1998 WHO consultation in Tokyo

(15' + 10')

Dr G. Egger

Ms C. Nishida

Discussion

1135-1200
(15' + 10')

Programmes to prevent obesity among schoolchildren: Singapore and
United States experiences

Ms A. Jacob

Discussion
Dr G. Galea and
Dr G. Egger

1200-1230

Improving public education: introduction to models of behavioural change

(20' + 10')

Discussion

1230-1400

LUNCH BREAK
Behaviour modification workshop (working groups + plenary) (I) : public
advocacy + personal behaviour change + patient education

Dr G. Galea and
Dr Egger

COFFEE BREAK
Behaviour modification workshop (working groups + plenary) (II): public
advocacy + personal behaviour change + patient education

Dr G. Galea and
Dr G. Egger

Discussion and development of statements on the behavioural aspects of
obesity in the Pacific

Dr LT. Cavalli-Sforza
and Dr G. Galea

1400-1530
1530-1600
1600-1700
1700-1730

(plenary)
Day 3

Environmental interventions to prevent obesity

Lead person

0830-0900

What do we mean by environment and why is it important to address
programmes to produce environmental change

Dr T. Gill and
Dr G. Egger

(20' + 10')

Discussion

0900-0930

Ways to deal with social and economic determinants of obesity

(20' + 10')

Discussion

0930-1000

Current environmental programmes to tackle obesity

(20' + 10')

Discussion

1000-1030

COFFEE BREAK

1030-1115
1115-1200

Principles of the ANGELO analysis
Work groups

1200-1230

Identifying areas of potential environmental intervention

(10' + 20')

Work groups

Ms J.T. Schultz and
Dr A. Dalton
Ms M. Diligolevu and
Ms J.T. Schultz

Dr G. Egger and
Dr A. Dalton
Dr G. Egger and
DrT. Gill
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Day 3 (cont.)

1230-1400

LUNCH BREAK

1400-1420

Prioritizing potential environmental interventions

1420-1440

Work groups

1440-1520

Presentation in plenary

1520-1550

COFFEE BREAK

1550-1700

Discussion and development of statements on socio-cultural aspects of
obesity and on environmental interventions to prevent obesity

Dr G. Egger and
Mr R. Hughes

Dr G. Egger and
Ms C. Nishida

(plenary)
Day 4

Drafting action plans

Lead person

0830-0930

Review and synthesis of statements developed in the first three days
(plenary)

Dr G. Galea and
Ms J.T. Schultz

0930-1030

Discussion on prioritizing areas for action (plenary)

DrT. Gill and
Dr L. T. Cavalli-Sforza

-

immediate action
further planning and analysis
further research

1030-1100

COFFEE BREAK

1100-1130

Identifying key evaluation indicators and markers of progress (milestones)

(15' t 15')

Discussion

1130-1230

Developing a draft regional action plan on obesity - intercountry level,
including the role of various international partners (plenary)

1230-1400

LUNCH BREAK

1400-1500

Developing draft national action plans on obesity - including the
responsibility of various sectors and the support required from various
international partners (plenary)

1500-1530

COFFEE BREAK

1530-1600

Conclusion and farewell

Mr R. Hughes and
Dr A. Dalton
Ms J.T. Schultz,
Dr L. T. Cavalli-Sforza
and DrT. Gill

Ms J.T. Schultz,
Dr L. T. Cavalli-Sforza
and DrT. Gill

Dr LT. Cavalli-Sforza
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ANNEX 3
WORKSHOP EVALUA TION RESULTS
Total number of participants who responded

= 23 (59%)

D'Istn'b utlOn
. bOy sector
n
13
10
23

Health
Non-health
Total

%
56.5
43.5
100.0

Part A. Plenary sessions

QJ. Did you find the plenary presentations useful?
Response

Health sector
n
%
12
92.3
7.7
I
0.0
0
13
100.0

Very useful
Adequate
Not useful
Total

Non-health
n
%
10
100.0
0.0
0
0.0
0
10
100.0

All participants
n
%
95.7
22
I
4.3
0.0
0
100.0
23

Q2. Did you find that there was sufficient time allocated/or discussions after each presentation?
Health sector
n
%
1
7.7
8
61.5
30.8
4
100.0
13

Response
More than enough
Adequate
Not enough
Total

Non-health
n
%
10.0
I
4
40.0
50.0
5
100.0
10

All participants
n
%
8.7
2
52.2
12
39.1
9
23
100.0

Part B. Working group sessions

QJ. Did you find there was sufficient time allocated for discussion at each session?
Response
More than enough
Adequate
Not enough
No response
Total

I

,
;

i
I

Health sector
%
nl
7.7
I
84.6
11
0.0
0
7.7
II
100.0
13

Non-health
%
n
20.0
2
4
40.0
40.0
4
0.0
0
100.0
10

All participants
n
%
13.0
3
15
65.2
4
17.4
4.3
I
100.0
23
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Q2. Did you find the daily summaries of conclusions reflected the outcome of the group sessions?
Response
Very well
Sufficiently
Poorly
Total

Non-health
n
%
4
40.0
50.0
5
10.0
I
100.0
10

Health sector
n
%
53.8
7
46.2
6
0.0
0
100.0
13

All participants
n
%
47.8
II
47.8
II
4.3
I
100.0
23

Q3. Did you find there was sujficienttime allocated for discussion of daily summaries of conclusions?
Health sector
n
%
0
0.0
More than enough
100.0
13
Adequate
- b _ - - - - - - - - - - -Not enough
0
0.0
Total
100.0
13
Response

Non-health
n
I
6

- --3
10

All participants
n
%
%
I
4.3
10.0
19
60.0
_. 82.6
1-3
13.0
30.0
23
100.0
100.0

---,--

-

Q4. Did you find the working group sessions useful?
Response

I

Very useful
Adequate
Not enough
Total

Health sector
Non-health
n
%
n
6
46.2
10
7
53.8
0
0
0.0
0
13
100.0
10

%
100.0
0.0
0.0
100.0

Q5. For non-health sector participants only (n=JO)
i. Did this workshop help you understand health sector problems?
Response
More than enough
Adequate
Not enough
Total

n

I

5
4
I
10

%
50.0
40.0
10.0
100.0

ii. Did it help you identify areas for collaboration with health sector?

Response
More than enough
Adequate
Not enough
Total

n
3
6
I
10

%
30.0
60.0
10.0
100.0

All participants
n
%
16
69.6
7
30.4
0
0.0
23
100.0
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Part C: All participants (n=23)
Q3. Do you feel that you will be able 10 now undertake advocacy actions in your country?
Response
Yes
No
Yes, with doubts
No response
Total

Health sector
n
%
8
61.5
0
0.0
3
23.1
2
15.4
13
100.0

Non-health
n
%
8
80.0
0
0.0
2
20.0
0
0.0
100.0
10

All participants
n
%
16
69.6
0.0
0
5
21.7
8.7
2
23
100.0

PART C: Open-ended questions: all participants (n=23)
1. What are the main benefits you have obtained from this workshop for your work?
Non-Health I

Health
Update new information on obesity
[New ideas/knowledge/understanding of PA/obesity
New ideas for future plans/programmes
Obtain experiences from other countries/participants
Knowledge on economic/situation analysis
1Enjoyed plenary sessions/discussions/workgroups
'Have now written own country situation
Personal/family motivation to improve health

8
2
4
3
I
I
I

40.0
10.0
20.0
15.0
5.0
5.0
5.0

2
6
3
3
I
I
1
17

20

Total

%r

%

11.8
35.3
17.6[
17.6
5.9
5.9

27.0
21.6
18.9
16.2
5.4
5.4
2.7
2.7\

%

10
8
7
6
2
2
I
I
5.91 I
37

I

mlssmg-2
nb Percentages refer to responses as some respondents provided more than one answer

2. What action will you immediately undertake on return to your country?
Health

Non-Health

%

Develop/undertake a plan/programme
Present/discuss workshop information to minister/
director/secretary/national health committee/community
Integrate knowledgelimprove existing NPANs and programmes
Make personal changes in PNdiet
Collect/update country data on obesity
Strengthen partnerships with other sectors
Apply for funding
iNothing

Total

%

%

7

35.0

5

38.5 12

36.4

5

25.0

3

I
23.1 ! 8

24.2

4
I
I

20.0
5.0
5.0
5.0

I

21

2

I
I
'20

15.4 6
15.4 / 3
I
7.7'
,

5.0

13,

mlssmg=1
nb Percentages refer to responses as some respondents provided more than one answer

I
I
I
33,

18.2
9.1
3.0
3.0
3.0
3.0,
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Part D: All participants (n=23)
Q3. Did you meet any problem with travel. hotel accommodation and other aspects ofyour stay in Apia
during the workshop?
Response
Yes
No
Not applicable
No response
Total

Non-health
n
5
3
2
0
10

Health sector
n
%
7
53.8
4
30.8
0
0.0
2
15.4
100.0
13

All participants
n
%
52.2
12
7
30.4
8.7
2
8.7
2
23
100.0

%
50.0
30.0
20.0
0.0
100.0

Note: The problems mentioned here are mostly related to the SPC workshop, which immediately preceded
this workshop.

PART D: Open-ended questions: conditional (n=12)

1. Did you meet any problem with travel. hotel accommodation and other aspects ofyour stay in Apia
during the workshop?
Non-Health I

Health

%
Hotel in Apia was not booked/given
Hotel service/accommodation poor (Tusitala)
Invitations/information sent too late
Per diem for stopover not enough
An·aI1~el11ent~mana~em~ntJSPCt .. - .---Arrangements/management (general)
5 days of return travel too much,
No stop-over accommodation arranged
Meeting room at the workshop was inadequate
IReading off overheads is not interesting
Plenary
sessions
too short
--_. - --.-- --- -- --- - -------Presentations too long
-

-

.

-- - -

----

2
13.3
I
6.7
2
13.3
2
13.3
I
6.7 ---- I
6.7
I
6.7
I
6.7
I
6.7
I
6.7
I
6.7
--------.-- _._- - I
6.7
15
-

-

Total

%1
2
I

I
-

--

50.01 4
25.01 2
1 2
I 2
25.0 2
--ji
I
iI I
I
I
I
I I
!
I

.----j-1

4

NB: Percentages refer to responses as some respondents provided more than one answer

I 19

%
21.1
10.5
10.5
10.5
10.5
--5.3
5.3
5.3
5.3
5.3
5.3
-5.3
..

-

