OBESITY Update

BETTER POLICIES FOR BETTER LIVES

OECD Directorate for Employment
Labour and Social Affairs

June 2014

The majority of the population, and one in five childrere averweight or obese in the OECD ar
Anearly tenfold variation in rates of obesity and overweight is observed across OECD countr
obesity epidemic has spread further in the past five years, but rates have been increasing at a slov
than bdore. Obesity and overweight have beeintually stable or have grown modestlyin Canada,
England, ltaly, Kore&Spainand the United States but have increased by a further32% in Australia,
France, Mexico and Switzerland. The economic crisis is tlikélgve contributed to further growth i
obesity. Social disparities in obesity persist, angehiacreased in some countries.

A growing number of countries have adopted policies to prevent obesity from spreading further., )
for instance has launchd one of the most comprehensive government strategies to address the pr
in 2013, including awarenesaising, health care, regulatory and fiscal measufsveral countries hav
developed multstakeholder frameworks, involving business and civiegpeictors in the development «
public health policies. Evaluations of the effectiveness of these initiatives are only beginning to eme

However, a slightly more positive noie that

Overhalf of all adults areoverweight

Overweight and obese people are a majority
today in the OECD area. Theesity epidemic
continues to spread, and no OECD country has
seen a reversal of trends since the epidemic
began. Until 1980, fewer than one in ten people
were obese in OECD countries. In the following
decades, rates doubled or tripled, and are
continuing b grow.

Across the OECD, 18% of the adult population are
obese. More than one in three adults in Mexico,
New Zealand andhe United Statesand more
than one in four in Australia, Canada, Chile and
Hungary are obesdn contrast, rates are jugto

4% ofadults in Asian countrief~igurel). Rates
grew rapidly in Australia, England atie United
States since the 1990s, while they grew at a
slower pace in other couriggs (Figure 2

The OECD repofbesity and theeconomics of
Prevention:Fit not Fat [www.oecd.org/health/fitn
otfat] showed the scale of the obesity epidemic
and made a compelling case for policy action to
prevent the health, economic, and social
consequences of obesity.

Obesityratesstabilised insome countries

New data fromten OECD countries confirm that
the obesity epidemic has not stopped spreading
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rates have been increasing at a slower pace in
the pastfive years than previously seen.

Overweight (including obesity) rates have almost
stabilised in Italy, Englarahd the United States
and have grown modestly in Canadérea and
Spain,in the pastten years. France is the only
country where overweight rates have increased
more than projeted in 2010. Growth continues
to be robust also in Mexico, Australia and
Switzerland.There is no sign of convergence in
overweight and obesity rates across countries
and no sign of retrenchment of the epidemic

Height and weight have been increasing sinc
the 18th century, as income, education and
living conditions gradually improved over time.
While weight gains were largely beneficial to the
health and longevity of our ancestors, an
alarming number of people have now crossed
the line beyond which furthe gains are
dangerous. Severely obese people di#®B/ears
sooner than those of normal weight, similar to
smokers, with every 18xtra kilograms
increasing risk of early death by approximately
30%. Obesity is estimated to be responsible for
1% to 3% of tdal health expenditure in most
countries (5% to 10% in the United States) and
costs will rise rapidly in coming years as obesity
related diseases set in.


http://www.oecd.org/health/fitnotfat
http://www.oecd.org/health/fitnotfat

Figurel. Obesity among adults, 2012 or nearest year
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Figure2. Obesity rates
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Korea, Mexico anthe United Statesselfreported in other countries. No projections were produced in 2010 for Australia, Mexico and Switzerland.
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http://www.oecd.org/health/healthdata

Child doesity also growing less

The number of 1fearolds reporting to be
overweight in OECD countries has been increasing
steadily since 2000, according to the Health
Behaviour in School Childréarvey (OECDHealth
at a Glance2013 [http://dx.doi.org/10.1787/health
glance2013en] A more detailedanalysiscovering
a broader age spectrum in a selection of OECD
counties reveas virtually stable trends in the past
tenyears in the United States and France (girls), a
slight increase for boys in France, and slight declines
in England and Mexico (from 18.1% to 17.2% for
boys; and from 14.1% to 13.6% for girls, between
2006 and 2012, Figure3).

Figure3. Trends in child obesity, age 7
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The relatively minor changes in child overweight
and obesity seen in recent years should not be a
reason for complacency. More than 30% of boys
are overweight or obese in Greece, Italpvshia,
and the United States, and more than 30% of girls
in the same countries except Slovenia. National
estimates collated by the International
Association for the Study of Obesity for OECD
countries and key partners are shown in Figlire

Socialdispaities in obesity getting bigger

People with less education and lower
sociceconomic status (SES) are more likely to be
obese, and the gap is generally larger in women.
The sociagradient observed in obesity is consistent
with similar gradients in healthgating and physical
activity and with poorer laboumarket outcomes
(particularly employment and wages) for people
who are obese.
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Obesity rateshave grown more rapidly in low
SES than in higim most countries. However, in
the countries with the highestates of obesity,
Mexico and United States, obesity has spread
even faster among people with more education
in recent years, and no clear sodighdients are
seen (Figur®).

Policies to tackle obesity are improving

There is a clear case for action to aellk
obesity, and evidence of the gains to be made
through different prevention strategies has built
up over time. OECD analyses have shown the
potential health and economic impacts of a
range of policies in countries covering over
two-thirds of the world ppulation.

A growing number of countries have adopted
policies to prevent obesity from spreading
further. Several OECD countries have increased
their use of financial incentives linked with health
and wellness objectives. Several &tStes, for
instance, lave expanded coverage in the public
programme Medicaid, under the provisions of the
Affordable Care Act, and introduced-payments
that can be waived when beneficiaries comply
with specific wellness targets. In Japan, a
programme of health examinations tmentify
people at risk for the metabolic syndrome and
prevent its chronic disease consequences has
been in place since 2008. Starting in 2013,
AYadaNENEQ O2y(iNROdziA2Yya
St RSNIie gAft 0S tAYy1SR
of coverage tagets for such health examinations.

A number of countries have increasingly relied on
multi-stakeholder platforms in their efforts to
counter obesity. In the United Kingdom, for
instance, a Public Health Responsibility Deal was
launched in 2011, in which ¢hgovernment sets
targets and priorities and business partners make
voluntary pledges contributing to the strategy.
This evidence has polarised views on the role of
private sector involvement in public health policy,
but evaluations are only beginning tanerge.
Afurther multi-stakeholder example is the
DrinkUp campaign promoted in 2013 by the
Partnership for a Healthier America, chaired by
the First Lady of the United States, and including
a large numberof business and civil society
partners. The campgh had a scientific datdrive
design, and early monitoring data show it has had
some success in increasing water drinking.


http://dx.doi.org/%2010.1787/health_glance-2013-en
http://dx.doi.org/%2010.1787/health_glance-2013-en
http://dx.doi.org/10.1787/health_glance-2013-en

Figure4. Measured overweight (including obesity) among children agedls 2010 or nearest year
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Obesity and the economic crisis

In 2008, the world economy entered one of the maswere crises ever. Many families, especially in the hardest hit coun
have been forced to cut their food expenditures, and tighter food budgets have provided incentives for consumers to s
lower-priced and less healthy foods.

During the 20089 economic slowdown, households in the United Kingdom decreased their food expenditure by 8.5% in reg
with some evidence of an increase in calorie intake (the average calorie density of purchased foods increased by 4£Ba6gd]|
resulted in aditional 0.08 g of saturated fat, 0.2j7of sugar and 0.1d of protein per 10@ of purchased food (Institute for Fisc
Studies,Briefing Note Nol43). A similar trend was observed in Asian countries experiencing a recession in the late 199(
corsumers switching to foods with a lower price per calorie (Block et al., Efffjomics and Human Biolog¥orld Bank, 2013
Working Paper N&538).

Between 2008 and 2013, households in Greece, Ireland, ltaly, Portugal, Spain and Slovenia decredgebestigitpenditure
on fruits and vegetables, while households in other European OECD countries increased it at an average of 0.55%
(OECDImperial Collegeanalyses of passport data, Euromonitor International). Fruit and vegetable consumptioimweasely
related with unemployment in the United States, in the period 2007 and the effect was three times stronger
disadvantaged social groups at higher risk of unemployment (corresponding to a 5.6% decrease in fruit and vi
consumption foreach 1%ncrease in statéevel unemployment). Given the size of job losses at the peak of the crisis, the
vulnerable groups may have reduced their consumption by as much as 20% (Dave and KelBod@all3cience and Medidine

Evidence from Gernmg, Finland and the United Kingdom shows a link between financial distress and obesity. Regardless
income or wealth, people who experience periods of financial hardship are at increased risk of obesity, and the ing
greater for more severand recurrent hardship (Munster el., 2009BMC Public HealftConklin et al., 2018MC Public Health
Laaksonen et al., 200@besity ResearghAn Australian study found that people who experienced financial distress iR
had a 20%igher risk & becoming obese than those who did not (Siahpush et al., 20bésity. Financial hardship affects ¢
household members. American children in families experiencing food insecurity are 22% more likely to become obg
children growing in other famés (MetallinosKatsaras et al., 2013purnal of the Academy of Nutrition and Dietétics

While some evidence suggests that shorter working hours and lack of employment are associated with more recr
physical activity (Tekin et al., 2018BER Workig Paper No19234), at times of increasing unemployment any gains are likel
be offset by reduced workelated physical activity. In the Unite®tates, in the aftermath of the economic crisis, leistimge
physical activity increased by three METs (@betic equivalents; a measure capturing both duration and intensity of physi
activity) but workrelated physical activity decreased by 19 METs (Colman and Dave NBHR,Working Paper NbZ/406.

In summary, the evidence of a possible impact of ther®mic crisis on obesity points rather consistently to a likely increas
body weight and obesity.
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