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Introduction
Childhood obesity is an escalating problem in New Zealand, as it is in other developed countries around the world. The recent National Children’s Nutrition Survey 2002 found alarming rates of overweight and obesity amongst New Zealand children aged 5-14 years; 21.3% overweight and 9.8 % obese [1]. Higher rates were found in Maori and Pacific children. Worldwide the prevalence of childhood overweight and obesity has been increasing; in the magnitude of two to four times in developed countries [2]. Similarly a longitudinal study from Hawke’s Bay showed a two-fold increase in overweight and a four-fold increase in obesity in 11-12 year olds between 1989 and 2000 [3]. 
Paralleling the increasing prevalence of obesity is an increasing incidence of type 2 diabetes, particularly in Maori and Pacific peoples, and most concerning its development at a younger age, in childhood and youth [4]. The outlook for affected adolescents is ominous, with high risk of premature macrovascular (heart disease and stroke) and microvascular (retinopathy and blindness, renal failure and neuropathy) diseases [2, 4]. Obesity is the main modifiable driver of the type 2 diabetes epidemic and a significant risk factor for other diseases such as cardiovascular disease, ischaemic stroke and several common cancers [5, 6]. Obesity in childhood and adolescence is associated with increased morbidity and mortality in adulthood.

These concerning trends and statistics prompted the Ministry of Health (MOH) to give more attention to childhood obesity prevention and intervention. An overview of what is currently been done to prevent and manage childhood obesity throughout New Zealand was sought, to establish a register of current interventions, to ascertain the level of provision of interventions which met current best practice and to identify gaps in services. It was hoped that an evidence base for effective interventions could be established which would assist prioritising funding for effective programmes and developing programmes to address gaps in service.
At the time there were a few existing sources of information on current interventions in childhood obesity, but no complete national register with the detail the MOH sought.  Firstly Agencies for Nutrition Action (ANA) maintain a database of organisations involved in the promotion of nutrition and physical activity throughout New Zealand.
 ANA, under the leadership of Christina McKerchar, through annual regional forums, national hui and fono, newsletters and the website provide opportunities for those working in the health, sport and nutrition sector to network, share and gain new information.

For the Auckland region there are two sources of information on childhood obesity interventions: Dr Denise Barnfather, a public health registrar, produced a summary of Childhood Obesity Prevention Programmes in Auckland in 2004 [7]. More recently the Children and Young People’s Diabetes Prevention and Management Project, Auckland District Health Board (ADHB) produced a pamphlet of services available for the prevention and management of childhood obesity, and their contact details, for the wider Auckland region [8]. These pamphlets were sent out to all GPs in Auckland and are available for health practitioners working within the Auckland region on the Starship website. ²
Other than the ANA database and the two summaries of services in the Auckland region (Barnfather 2004 and the ADHB pamphlet), there is no national register of obesity prevention and management interventions. Such a register would be useful to allow information sharing and appreciative enquiry, and thus collectively tackle the obesity epidemic more effectively. The development of regional registers, other than just Auckland, would be advantageous, as it would facilitate a more co-ordinated, comprehensive approach to obesity management within the regions, where information and resources can be freely shared.  

Given that DHBs (District Health Boards) were the best placed source of up-to-date information on services and programmes within their catchments, a nationwide survey of all DHBs was planned. This survey aimed to collect information on all current and planned interventions aimed at childhood obesity prevention and management to enable a nationwide register to be compiled. By ascertaining the level of provision of interventions which met current best practice, gaps in current services could be identified and therefore funding targeted, programmes developed and implemented. Feedback of the results of this survey to all DHBs would enable more information sharing between DHBs. Thus those DHBs with gaps in service provision for childhood obesity can learn from the experience of those with current programmes, particularly those shown to be effective by evaluation.

2. http://www.starship.org.nz/index.php/ps_pagename/contentpage/pi_id/170
Method

A literature review, focussing on review articles, was conducted to ascertain current best practice for childhood obesity prevention and management. 

Letters were sent out to all DHBs in April 2004, with reminder letters sent in June, requesting information on current and planned programmes (within the following 12 months) for children and young people within their DHB area that address the prevention or management of obesity, or aim to increase physical activity or improve nutrition. See appendix 1 for attached letters. Accompanying each letter was a table to be completed, which requested the following information: programme name and description, the provider (organisation/sponsor), date commenced/ to be commenced (within next 12 months) and target population.  

Using the information provided by each DHB programmes and interventions were divided into those aimed primarily at obesity prevention and those aimed at obesity management or treatment. Based on the literature review and the returned responses, programmes and initiatives were further classified by type of intervention and/or target group as follows: For treatment programmes/initiatives the following categories were used: family based multi-faceted, green prescriptions, screening with subsequent referral, dieticians and/or train the trainer, collaboration of agencies and training, stock-takes or research, parents resource packs, school clinics, cooking and budgeting. For obesity prevention programmes and initiatives categories used were multi-faceted school based, research, implementing HEHA, walking school buses, health promoting schools, healthy canteens, exercise/activity in schools, nutrition in schools, Maori-focussed in pre-school, school and community, pacific peoples, socio-economic disadvantaged groups, children with disabilities and nutrition kits/resources.  
From this categorised information two spreadsheets were compiled, one for programmes aimed at obesity prevention and one for those aimed at obesity treatment (see appendices 2 and 3). Information on additional programmes obtained from other sources as a consequence of related Ministry of Health work was also added to these spreadsheets. 

Current or planned New Zealand programmes and interventions were thus compared to current known best practice. A report was to be written to be circulated to all DHBs summarising some of the key programmes/initiatives, to include their contact details and information on programme evaluation where available. 

Results

Replies were received from 20 of the 21 DHBs. To date no response has been received from Lakes DHB. The majority of responses had been completed by each DHB’s child health manager. There was variability in the degree of detail supplied by the DHBs. There were several instances where an intervention, discovered by other sources, was happening within a DHB catchment but was not listed by the DHB. Thus information supplied by some DHBs was incomplete and illustrates the lack of a co-ordinated approach to obesity prevention and management within the DHB sectors. 

In general the larger DHBs when compared to the smaller DHBs, reported more interventions and a wider range of interventions. Nation-wide there were more programmes and interventions targeting the prevention of obesity or the improvement in nutrition and physical exercise than programmes or initiatives targeting the treatment and management of obesity.

Appendices 2 and 3 contain the 2 spreadsheets classifying the types of interventions provided within each DHB. Some of the notable programmes are described in more detail below, including the contact details (where available): 
Treatment programmes and initiatives

1. Screening 
Screening of preschool or school-aged children was reported to be occurring in the following five centres. Although screening per se is not a treatment, it is a process that can identify children at high risk, and hence facilitate referral on to a treatment programme or service as available. 

· Auckland: Early Childhood Health team, CCH&DS: pilot programme screening well child clients at three and four years of age

· Waikato: Fit 4 Schools (Waikato PHO): comprehensive four-year-old check by GP team (training of practice nurses) linked to four-year immunisation (weight, height, BMI). Referrals are made for overweight/obese children. It started in May, in Raglan, Otorohanga and Te Kuiti

· Waikato: also part of the Project Energize, a large longitudinal study evaluating a community/school programme to improve nutrition and increase activity in Waikato children. (See ‘Prevention programmes’, below.)

· Marlborough: public health measured BMI in all year 7 students in the Marlborough district, linked with the vision screening in 2002 and 2004.

· West Coast: five-year health checks on school entry. If weight is an issue: plan of action and in some cases referral to dietician.

· South Canterbury: a school entrant ‘at risk’ programme, public health nurse assessment, includes a BMI measure of children at risk. Parents are given resource material and in some cases referred for a dietician consult. This is intended to expand in 2005, to measure BMI in all children years 1 to 8, with annual monitoring in conjunction with Health Promoting Schools.

2. Family-based multi-faceted programmes

· Northland: 
Lifestyle Clinic

· Auckland: 
Food with Attitude, Community Child Health and Disability Service. Contact: Fiona Smith, fsmith@adhb.govt.nz

· Counties(Manukau: Kids in Action: Pacifika Challenge, South Seas Healthcare, TaPacifika PHO. Contact: Christina Tapu 09 2782694 

· Waikato: 
Bodywise

· Nelson/Marlborough: Food with Attitude, Marlborough Public Health.

3. Green Prescriptions (GRx) Active Families

In 2003/04 SPARC funded three regional sports trusts (Auckland, Waikato and Tasman) to deliver green prescriptions, which involve the prescribing of a physical activity programme to children and youth who are at risk of suffering adverse health affects from being overweight or obese. The programmes provided have varied across the country, but usually take referrals for 8(13-year-olds. They usually involve an individualised assessment and physical activity programme, a weekly group activity and educational workshops on nutrition and health, regular follow-up, support and monitoring over 6(12 months, and long-term strategies to maintain physical activity at exit, including involving the family and assessing options in the community. 

Green prescriptions in children are yet to be fully evaluated. Despite this, the programme has been expanded to include three further sports trusts, Hawke’s Bay, Harbour and Canterbury for 2004/05, with evaluation built in to the Canterbury programme (which will be catering for children aged 18 months upwards).  

Contact: Diana O’Neill, SPARC (diana.oneill@sparc.org.nz)
4. Train the trainer 

In five DHBs (Northland, Counties(Manukau, Capital and Coast, Hutt Valley and South Canterbury) there are various programmes usually involving a dietician upskilling health professionals (include public health nurses, PHO and practice staff) and teachers to provide good nutritional advice and diabetes prevention. The Diabetes Projects Trust, in conjunction with the Ministry of Health and Auckland Public Health, has developed a seven-hour course, funded by the Ministry. 

Contacts: Kate Smallman or Helen Gibbs, 09 273 9650 or dptlifestyle@xtra.co.nz or www.diabetesprojectstraust.org.nz
Prevention programmes and initiatives
1. Multi-faceted school based

· Waitemata DHB Wellbeing Schools’ Project

· Adolescent Obesity and Diabetes Prevention Programme, Counties(Manukau DHB with the Diabetes Projects Trust 

· Project Energize, Waikato DHB

These are described briefly below.

Waitemata DHB Wellbeing Schools’ Project

This is a proposed collaborative model for schools in Waitemata that aims to improve nutrition and physical activity, and prevent an increase in obesity prevalence. It uses a three-tiered approach to interventions, similar to the Tipu Ka Rea three-level approach introduced by Counties(Manukau DHB (Kidz First) as a framework for developing Health Promoting Schools in a sustainable way. Other groups involved in the delivery of this project are Harbour Sport, the National Heart Foundation, School Food Programme, Team Solutions (Auckland College of Education) and the North Shore City Council. 
Adolescent Obesity and Diabetes Prevention Programme
The experience of the AIMHI (Achievement in Multicultural High Schools ( decile 1 schools) project in South Auckland is a good example of how specific knowledge of obesity rates in a local environment, in this case the school, can be the stimulus for change. As part of the Adolescent Obesity and Diabetes Prevention Programme provided by the Diabetes Projects Trust and the NEW (Nutrition Exercise Weight) working party, and funded by the Counties(Manukau DHB, all year 9 students in AIMHI schools have a full assessment of their health and social needs, which includes measuring their BMI and blood pressure. As a result, the prevalence of obesity for each school has been determined, and this knowledge has led to a commitment by these schools (led by their principals) to improve the school environment (eg, removal of vending machines, providing healthy tuck shops and lunchtime physical activity classes, such as hip-hop) and support interventions provided by the Diabetes Project Trust. A more intensive programme is delivered to three schools: Mangere, Southern Cross and Sir Edmond College. 

Contacts: 
Jude Woolston, Counties(Manukau DHB (09 2629538)




Kate Smallman, Diabetes Projects Trust

Project Energize

This is a longitudinal study to measure the effectiveness of school-based interventions to improve nutrition and promote physical activity, with long-term outcome parameters including obesity (BMI, BIA, waist and arm circumferences), hypertension, oral health, fitness, asthma, school attendance and bone fracture rates to be measured. It will involve 5 and 10 year olds in 62 intervention and 62 control schools in the Waikato region. 

Lead researcher: Dr David Graham, ph: 0274 521 989 or Grahamd@waikatodhb.govt.nz
2. Research and Training

· OPIC study, University of Auckland (and others)

· Children and Young Peoples Diabetes Prevention and Management Project, Auckland DHB (plus sponsors: Telecom and Skycity)

· Project Energize, Waikato DHB (as described above)
· The Flame study, Otago.

These are described briefly below.

Pacific OPIC study
Obesity Prevention in Communities (OPIC) is being carried out in Fiji, Tonga, New Zealand and Australia by Professor Robert Scragg, Professor Boyd Swinburn, Dr Jan Pryor and Dr Sitaleki Finau. The research will involve a series of analytical and intervention studies in young populations in Fiji, Tonga, New Zealand and Australia to determine the overall impact of intervention programmes on the prevalence of obesity in young populations. This will include study of the feasibility of intervention components, socio-cultural factors that promote obesity, and the effects of food-related policies and policy changes in Fiji and Tonga on the supply of foods that may affect obesity prevalence. The analytical studies will inform interventions and provide vital information on the socio-cultural, policy and economic aspects of childhood obesity. 
The host institutions for the research are the University of Auckland and Deakin University (Victoria, Australia). The budget (NZ $2.86 million over five years) for the New Zealand component of the research, allocated by the Health Research Council, was matched by a similar allocation from the Wellcome Trust to the Fiji School of Medicine. The New Zealand intervention will be applied to eight Mangere secondary schools and twenty six Mangere churches, mainly Pacific peoples. Students in years 9 to 12 will have assessments of their diet and physical activity, plus measures of BMI, abdominal circumference and bioelectrical impedance analysis (BIA), and school environments will be audited. 

Further information: http://www.deakin.edu.au/dhs/sentinel_site/opic/ opic.htm
Children and Young Peoples Diabetes Prevention and Management Project
This is a two-year project which aims to provide a management model for diabetes and obesity prevention and care for children and young people within a community framework, using a population-based approach. Interventions include creating a database of educational and health promotion resources; training, collaboration and strengthening of NGOs, PHOs and community groups; creating an 0800 line; and supporting community-based research. 

Project Manager: Wendy Cook, ph: 09 3074949 ext. 23-464.

The FLAME Study
The aim of this study been undertaken in Dunedin is to identifying risk factors for obesity development in children.  It will follow 240 children aged 3 years at baseline for 4 years in order to determine whether early variation in physical movement (assessed using accelerometry), especially when combined with particular family characteristics such as attitudes and behaviour around eating habits and sedentary activity, are more associated with excessive weight gain in young children. They hypothesize that inactivity in combination with inappropriate family eating patterns may predispose some children to obesity at a young age. If these factors can be identified before obesity develops, feasible interventions can be developed which encourage healthier family lifestyles and lower the risk of obesity.
 
         Lead researcher: Dr Barry Taylor: barry.taylor@stonebow.otago.ac.nz
3. Strategies to implement HEHA (Healthy Eating ( Healthy Action)

Several DHBs have begun to incorporate the HEHA strategies/framework into their district annual plan (10). 

· Lets Beat Diabetes is Counties(Manukau DHB’s five-year plan to prevent and manage type 2 diabetes in their region, with 10 action areas including enhancing well child services, developing a schools accord to support ‘fit and healthy’ schools, supporting primary care-based prevention and early interventions, and enabling vulnerable families to make healthy choices.

· Action for Healthy Children in Nelson(Marlborough is a planned prevention initiative, with the focus on implementing HEHA. 

4. Walking school buses

In conjunction with the Energy Efficiency and Conservation Authority and local authorities, over 240 walking school buses are in action nationwide, with over 3000 children getting to school by this method. Walking school buses are in operation in at least half of the DHB areas. Within the Auckland region the coverage is patchy with the areas of higher deprivation having fewer walking school buses. Grants are available ($1,500) for schools to assist with the setting up of WSBs.

Further information:  Streetwise@eeca.govt.nz 
5. Health Promoting Schools

Almost all areas have Health Promoting Schools within their area, assisted by their public health teams, and other government and non-government service providers. Initiatives taken within schools are variable and depend on the priorities identified by individual schools. It is difficult to know how many have initiatives related to exercise, nutrition and obesity prevention, although some have healthy canteen policies.

Further information:  www.hps.org.nz
6. Preschool children

Approximately half the DHBs have programmes underway in preschool centres and Kohanga Reo that aim to improve the health and nutrition in preschool children. 
7. Socio-economically disadvantaged communities 

Three DHBs have initiatives which target specifically social-economically disadvantage communities: 

· Bay of Plenty: food security; environmental scan and working with communities to develop initiatives to support healthy food choices

· Taranaki: Bell Block community action project, a food bank project and Cook for Less Trust

· Wanganui: Whanganui Well-being Child Obesity Prevention pilot programme, for children aged 8(12 years in the Castlecliff area.

8. Nutrition in schools

Over half the DHBs have healthy food policies and in some schools this includes healthy tuck shops. There are a few programmes targeting lower decile schools to provide food or milk to the children. Examples include the following:
· Hawke’s Bay: Milk in Schools Pilot to decile 1 primary schools
· Manukau City Council: the Food in Schools (FIS) programme, which provides healthy lunches and breakfasts to 40 schools (1355 children), including kohanga reo and early childhood centres, in Manukau.
· Project Energize: for some lower decile schools in this study, daily fruit has been provided
Discussion

This DHB survey has enabled the completion of an overview of current interventions targeting childhood obesity. In compiling these registers and spreadsheets of interventions, variability in the completeness and detail of information supplied by DHBs became evident, as was shown by the discovery of additional programmes and interventions from other sources. Possible explanations for the incompleteness of some DHB responses include the role of the person/s compiling the response, in terms of both their role in the DHB, scope of knowledge of the area of childhood obesity, their subjective judgements of what programmes are important, and the fact that several interventions were run by NGOs (non government agencies) or university studies. 

This process showed there is limited co-ordination, collaboration or recognition of current initiatives within DHB catchments at a DHB level and highlighted the need for DHBs to take a leading role in stock-taking and co-ordinating services and interventions in childhood obesity. A few DHBs do have a more comprehensive, co-ordinated multi-sectoral strategic approach to obesity prevention, most notably Counties(Manukau with their Let’s Beat Diabetes plan. 

There is also limited inter-DHB co-ordination or collaboration. As part of a comprehensive and effective collective strategy to prevent and manage obesity and its associated chronic diseases within the health sector, there needs to be a process of information sharing and appreciative inquiry. This process of ‘appreciative enquiry’ and information sharing is one of the concepts incorporated in the “Leading for Outcomes” strategy that the Ministry of Health is using to tackle chronic disease [9]. Its means a process of learning from and building on what is working well. 

There is no single body responsible for overseeing implementation, collating outcomes and reviewing evidence. Such a body could ensure programme development remains dynamic, that is changing according to the needs of the population and its subgroups and as evidence becomes available, and also to minimise duplication and thus optimise resources.
The results of this survey showed a wide variety of initiatives to improve nutrition, physical activity and prevent obesity, but very few for the treatment and management of obesity. However even where programmes or initiatives are underway within a DHB catchment their delivery is often patchy at best and the intensity or uptake of the programme is variable. For example some nutrition/exercise programmes in schools, are only delivered to a certain minority of schools. 
Although we can be guided somewhat by overseas experience as documented in the literature, in terms of the most effective type of programmes and their key elements, there is still a definite need for the development and evaluation of programmes in New Zealand populations. New Zealand has an ethnically diverse population which is even more marked in children; with 75% identifying as NZ European, 24% Maori, 11% Pacific and 7% Asians in the most recent census (2001) [10]. Maori and Pacific children and adults have significantly higher rates of obesity and its chronic disease sequalae, when compared to NZ European. Programmes and strategies that target or are equally effective in these ethnic subgroups of children need to be developed and evaluated. 
Treatment programmes and initiatives
From the overseas literature there is evidence that multi-faceted family-based programmes that involve parents, increase physical activity, provide dietary education and target reductions in sedentary behaviour may be effective for weight management [11, 12]. Only five DHBs (Auckland, Counties-Manukau, Northland, Waikato and Nelson) had access to a multi-faceted family-based intervention programme, as per the current best practice. However the programmes in the bigger centres reported their inability to cater for the full burden of childhood obesity in their area with their current levels of funding and resources. 
Evaluation undertaken in the Kids in Action programme, Counties Manukau, for 2003 found that of the children who completed more than two weeks in the programme (n = 63), 70% maintained or lost weight and 42% lost weight [13]. The Food with Attitude programme in Auckland has been incompletely evaluated, with findings of improved symptoms and higher levels of self confidence. 

It is of concern that most programmes are not being evaluated, with the exception of the Kids in Action programme and this is partly an issue of funding but also staffing issues are cited. Programmes require sustained long-term resources to facilitate comprehensive evaluation to ascertain their long-term impact. To enable comparisons of programme outcomes there is a critical need for the development of consistent indicators, and thus better inform best practice.  Indicators could include anthropometric measures, sustained weight loss or maintenance, and improved nutrition and activity levels. 

For the 15 DHBs where there was no provision of multi-faceted programmes catering for the management of childhood obesity, this is a significant gap in services. This needs to be addressed, ideally by a working partnership between the primary health care sector and the DHB. These DHBs can learn from the experiences of the programmes underway in the five previously stated DHBs, as evaluation becomes available. This process of ‘appreciative enquiry’ and information sharing is one of the concepts incorporated in the “Leading for Outcomes” strategy that the Ministry of Health is using to tackle chronic disease. Its means a process of learning from and building on what is working well. 

Green prescriptions, which are currently provided by sports trusts in 6 DHB catchments, have the potential to improve not only the physical activity levels for referred children but also their nutrition and weight status. As these programmes are well funded by SPARC, an evaluation process has been built into one of the new programmes (in Christchurch). There is therefore potential for expansion to further centres if this evaluation shows efficacy of green prescriptions in the management of children with overweight and obesity. 
Prevention programmes and initiatives
In terms of obesity prevention, there is some evidence that multi-faceted school-based programmes that promote physical activity, the modification of dietary intake, modification of school meals and tuck shops and reduction of sedentary behaviours may help to reduce obesity in children, particularly girls [11, 12].  These need to target all children to avoid the stigmatisation of obese children [2]. There is recent evidence from a UK study that a targeted, school-based education programme designed to reduce soft drink consumption in primary school children can reduce the prevalence of obesity [14]. To date no childhood obesity prevention programme or strategy has been evaluated in New Zealand populations.

Project Energize, Waikato, the Adolescent Obesity and Diabetes Prevention Programme, Counties-Manukau and possibly the Waitemata DHB Wellbeing Schools’ project, are the only multi-faceted school-based programmes aimed at obesity prevention in New Zealand. As Project Energize is a 2 year intervention study with significant evaluation built in its results will be useful in directing the development of future school based interventions through-out New Zealand. 
Other NZ based research has the potential to guide preventative strategies in the future: The Flame study and the OPIC study. The Pacific OPIC study which is been undertaken in Mangere, NZ as well as young populations in Fiji, Tonga and Victoria, Australia, will be the first study of its kind focussing on Pacific peoples. Thus the analysis of the various interventions studies will inform interventions and provide essential information on socio-cultural, policy and economic aspects of childhood obesity in Pacific people, whom remain at high risk of both obesity and its chronic disease sequalae. 
There are still significant gaps in knowledge in regard to obesity programmes in other population groups including Maori, immigrant populations and pre-school children. There is also a limited number of interventions in community settings and a lack of upstream population-based interventions. Similarly there is a shortage of such interventions in the overseas literature to guide programmes development here in New Zealand. 
Other initiatives such as walking school buses and health promoting schools are both variable in their coverage and their “dose” as determined by funding, resources and motivation levels. Certainly within the Auckland region there are fewer walking school buses in the areas of higher deprivation. 

Within DHBs there needs to be a comprehensive, co-ordinated approach to childhood obesity prevention and treatment, to optimise both the use of resources and the efficacy of the strategy and programmes. The MOH strategic framework HEHA, has been incorporated into the plans at two DHBs; Counties Manukau and Nelson-Marlborough.

Conclusions
In summary, there are significant gaps in evidence of programmes in both obesity prevention and treatment especially in New Zealand population groups. Of the programmes currently running few have in-built evaluation and thus many interventions and strategies could indeed be ineffectual and not good use of resources. As some of the exciting local research unfolds and more national programmes are evaluated recommendations in terms of programme development can be made and funding prioritised.
It needs to be recognised that even despite our best efforts to develop programmes and strategies to prevent and manage childhood obesity, our environment remains “obesogenic” in that it promotes a high-energy intake and sedentary behaviours [2, 15]. Egger and Swinburn (1997) suggest that if the macro-environment remains obesogenic, obesity will become more prevalent and programmes aimed at influencing individual behaviour can only be expected to have a limited effect. Experience from other epidemics such as smoking is that they have been controlled only after environmental factors have been modified [16]. Therefore, reductions in the prevalence of obesity seem unlikely until the environments that facilitate its development are modified to support healthy lifestyles. This could involve environmental changes such as regulation of the food industry, healthy tuck shops, and removal of carbonated drink-vending machines in schools, reducing the fat content of fast food outlets, urban design to encourage active transport with safe walkways and cycle lanes, strategies to improve access to good nutrition in low-income families such as community gardens, and restrictions on the advertising of energy-dense, nutrient-poor foods to children. This underlines the need for an intersectoral approach, as outlined in the HEHA Implementation Plan and the role of all in the health sector to advocate for change [17]. 

As stated in the WHO Global Strategy on Diet, Physical Activity and Health Strategies, reducing non-communicable diseases should be part of broader, comprehensive and co-ordinated public health effort; with all partners ( especially government ( addressing many issues simultaneously [18]. In terms of diet, all aspects of nutrition, including food security and support, and promotion of exclusive breast-feeding to six months need to be addressed. Similarly, for physical activity, issues related to activity in work, home and school life, urban planning and transportation to promote safe active travel and access to leisure activities need to be addressed.
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Appendix 1

Letters to DHBs

13 April 2004

«Title» «FirstName» «LastName»
«Job_Title»
«Company»
«Address1»
«City»
Dear «Title» «LastName»
The Ministry of Health (MOH) is currently reviewing the issue of obesity in New Zealanders.  We are particularly concerned about the rising prevalence of obesity in children as highlighted by the National Children’s Nutrition Survey 2003 and the parallel rising incidence of Type 2 Diabetes in children and the consequences of this for adult disease.  

The MOH has published a strategic framework (Healthy Eating – Healthy Action) to assist in improving nutrition, increasing physical activity and reducing obesity.  We would like to undertake a stocktake of current and planned interventions and develop an evidence base of effective interventions.  This would help to prioritise funding for effective programmes and in developing programmes to address gaps.

To assist us in this process we would be grateful if you could provide us with a summary of the programmes for children and young people in your DHB, currently in place or to be undertaken in the next 12mths, that address prevention or management of obesity, and its complications, or aim to increase physical activity or improve nutrition (including initiatives in food security).  It would be helpful if these could also be grouped by target population age and ethnicity (see suggested template).

We would appreciate your response before the 31st of May 2004.

Yours sincerely

Dr Pat Tuohy

Acting Deputy Director-General

Clinical Services Directorate

cc:
Chief Executive Officer


DHB

23 June 2004

«Title» «FirstName» «LastName»
«Job_Title»
«Company»
«Address1»
«City»
Dear «Title» «LastName»
On the 13th April we wrote to you requesting information on programmes addressing prevention or management of obesity in children and young people in your DHB. To date we have not received a reply from your DHB.  It is important we have this information from all DHBs and again request you respond promptly to assist in our thorough review of current services across the country.  (See attached copy of original letter).

If you are not able to complete the details requested, please forward this request to the most appropriate person within your organisation.

Yours sincerely

Dr Colin Feek

Deputy Director-General

Clinical Services Directorate

cc:
Chief Executive Officer


DHB

Encl: (2)

	Programme Name
	Description
	Organiser/sponsor
	Date commenced/or to be commenced
	Target population

	
	
	
	
	


Appendix 2
Spreadsheet: Child and Adolescent Obesity Treatment Programmes/Initiatives by DHB
Appendix 3
Spreadsheet: Childhood and Adolescent Obesity Prevention Programmes/Initiatives by DHB
� � HYPERLINK "http://www.ana.org.nz/" �www.ana.org.nz�;  phone 03 3746909
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