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Tooth decay

Figure 70. Mean scores for the number of decayed, missing or filed permanent teeth (DMFT)
at age 12 years by ethnicity, New Zealand 2003-2012
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Prevalence of diabetes
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Self
reported diagnosed | diabetes di:lsz;es
diabetes
Maori 7.0% 1.4% 8.4% 16.6%
Pacific 8.1% 2.7% 10.8% 23.0%
Other 4.5% 0.7% 5.2% 15.9%

Coppell et al. NZ Med J 2013



Maori die younger
— and the gap’s not closing

Figure H1.2 - Life expectancy at birth, by ethnic group and sex, 1950-1952 to 2012-2014
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Motes: Ministry of Health data has been used for 1980-1982 to 1995-1997. It includes an adjustment for the undercount of
Maori deaths relative to the Maori population by linking mortality to census records. There is a seven-year gap between
2005-2007 and 2012-2014, which differs from the rest of the time series which has a five-year gap. Life expectancy
breakdowns for Pacific, Eurcpean/Other and Asian populations are available from 2005-2007.

Major causes of death

Women:
1. Lungcancer
2. Heart disease
3. COPD

4. Stroke

5. Diabetes

Men

* Heart disease

* Lung cancer

e Suicide

* Diabetes

* Vehicles crashes



Dietary patterns: Maori vs non-Maori

Less likely to consume More likely to consume
* 5+ Fruit and vegetables e Sugary drinks
* Low fat foods * Fast food

 Wholegrain bread * Hot chips
* Battered fish
* Fatty meats

Source: ANS 2008/09, NZ Ministry of Health and Statistics NZ



Impacts of colonialisation

 Wide scale land confiscations
* Loss of matauranga (knowledge) and resources

* Destabilisation of Maori socio-political
organisations

e Racism and discrimination

e Loss of access to traditional food sources
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* Wide-scale migration into urban centres

— Increased consumption of cheap processed
foods

. S — Reduced physical activity levels

Al Nisbet's cartoon published in The Press on May 30.



Social determinants of health inequities

High-school education or less (%)

Low food security (%) 16 6
Live in most deprived areas (%) 41 15
Median income per week (S) 475 575
Unemployment (%) 16 7
Home ownership (%) 28 50

Between 1997 and 2008:

* Maorireporting being fully food secure decreased from 48 to 35%
* Maorireporting low food security increased from 9 to 17%

Source: ANS 2008/09, NZ Ministry of Health and Statistics NZ, 2013 Census
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Wealthier people live longer

All-Cause 1-74 yrs Males All-Cause 1-74 yrs Females
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Lower income households eat less fruit, vegetables,
milk, cheese and cereal but more bread.

Table 3. Geemetric mean (95% telerance factor) servings of food groups per month adjusted for ape, gender, ethnicity and
total energy intake by level of household income.

Houschold Income

=570,001 S50 - 70,000 §30 - 550,000 <530,000 Missing
Mumber 1206 Ed6 635 551 3349

Red meat 278 (1.06) 26.4 (1.08) 26.0(1.07 23.7 (.09 226123
Chicken 3.7 (1.06) 4.1 (1.08) 4.1 (1.08) 4.2(1.09) IR(LT
Fish 7.1 (1.06) 6.6 (1.08) 7.0(1.08) 6.7 (1.09) 6.0 (1.18)
Vegetahles 141.5 (1.03) 132.3 (1.05) 1290 (1.04)™ 1227 (105" 139.5 (1.04)
Fruit 555 (.07 S1.2(0.00 47.3(1.11) 4005 (1.1m" 48.4(1.24)
Egrs 6.8 (1.07) 7.5 (1.0 7.8 {1.08) TA{1.10) 6.2 (1.16)
Cheese' 10.2 (1.0%) .6 (1.10) 9.0(1.10) a3(L117 37122y
Milk BE.6(1.13) B16(LIT) 53.7(1.16) 4750117 3711397
Bread 17.2(1.05) 18,8 {1.08) 19.9 (107" 2005 (Lo 20.2(1.18)
Cereal 10.2(1.11) B.5(1.14) EETIRE 6.1 (114" 5.2{1.267"
Wing TEIL1T) ER TR 27" 204103 i I e
Heer 2.4 (1.00) 21(1.11) 1.9(1.12) L6113 1.5(1.21)
Spirits 1.5(1.10) 1.2 (1.11) 1oy 07 (109" eTamn”

P <00]; TP <0001 compared to income 370,001, 'Excludes cottage cheese. Mo longer significant after adjusting for NZSEISS, NZDepZ00! and

cducation.

Metcalf et al. Health, 2014, 6, 1201-1211 http://dx.doi.org/10.4236/health.2014.611147



People in lower income neighbourhoods have better access
to fast food outlets than in higher income neighbourhoods.

5000
4500
__ 4000
£ 3500
o
§ 3000
@
T 2500
©
B 2000
=
1500
1000
500
0
Lo Lz Lo Loe s e [or e o o |

Low deprivation e A High deprivation
New Zealand deprivation decile

1 Anoutiets [ Multinational outlets [ Locally operated outlets

Figure 1. Median travel distance to closest fast-food outlet for New Zealand deprivation deciles. Median travel distances: all, 99 m;
multinational, 2827 m; locally operated, 1025 m (analysis of variance, p=0.000).

Pearce et al. Am J Prev Med 2007



Previous Government’s priorities

“Health Minister Jonathan Coleman said programmes
involving personal responsibility, education around
healthy eating and exercise were the answer, not
regulating the food industry.”

Radio NZ, 27 Nov 2015 http://www.radionz.co.nz/news/national/290689/despairing-obesity-battler-
quits-fight



http://www.radionz.co.nz/news/national/290689/despairing-obesity-battler-quits-fight

Karl du Fresne: The rise of the moral
crusaders of academia

i ©0060 -
Last updated 05:00, August 21 2015 :

g“ff.m.nz National World Business Tech Sport Ente

Global Drug Survey

Otago University nutritional scientist Dr Lisa Te Morenga.

The Dunedin campus produces self-righteous finger-waggers the way Ethiopia produces marathon runners.
A previously unfamiliar one popped up a few days ago on Radio Mew Zealand.

Cr Lisa Te Morenga of Otago's Department of Human Mutrition said an improvement in Maori health required a
reduction in the socio-economic gap between them and non-Maori.

Introducing class politics into the health debate is nothing new, but it was what she said next that particularly
interested me.

According to Te Morenga, it's difficult to make healthy choices when constrained by poverty.

This is nonsense. It recycles the tired old mantra that people are trapped into eating unhealthy food because it's
cheap.

Plenty of nutritious food — potatoes, rice, pasta — is much cheaper than the Big Macs and KFC that a lot of people
eat.

Qame Maori don't know how to cook healthy food, then let's address that.>
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Are interventions to promote healthy eating
equally effective for all? Systematic review of
socioeconomic inequalities in impact
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* |nterventions manipulating prices of healthy and unhealthy
foods DECREASE inequalities

* Interventions providing individual-based education (e.g.
cooking lessons, tailored nutritional education, or nutrition
education in schools) INCREASE inequalities



Structural interventions: a Treaty right

* Cross-sectoral ‘health-in-all’ policies

* Healthy food procurement policies &
restriction of access to unhealthy foods in
schools, workplaces, hospitals and
Government institutions

 Reformulation of processed foods

e Restriction of junk food marketing particularly
to children

e Subsidies for healthy foods

e Health-related food taxes

e Limits on commercial interests in policy-
making

* Continued investment in obesity monitoring



